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POSTPARTUM CARE IN TRANSITION. Parents’ and midwives’ 
expectations and experience of postpartum care including the use of 
videoconferencing.

Inger Lindberg, Division of Nursing, Department of Health Science, Luleå University of 
Technology, Luleå, Sweden. 

ABSTRACT
The overall aims are to explore pregnant women’s expectations of postpartum care, 
midwives experience of organizational and professional change and parents’ and 
midwives’ experiences of postpartum care using videoconferencing (VC). During the 
1980s early discharge was introduced to facilitate a more family-oriented postpartum care. 
At present new parents are discharged from the maternity ward about 48 hours after 
childbirth. Studies of new parents’ needs in the postpartum period show that continuity of 
care, practical, informational and emotional support are important issues. The midwife’s 
role in postpartum care is evaluated as having a significant importance for new parents 
through being available, competent and supportive both emotionally and practically. 
Structural change with the introduction of early discharge and the centralisation of 
specialties to a few hospitals has affected the parents’ situation as well as the midwife’s 
ability to practise care for the new mother, child and family. Sweden’s most northern 
county council has been progressive in its development of information and communication 
technology (ICT) and associated ideas concerning its application to healthcare. An 
intervention was carried out using VC equipment between a maternity ward and parents’ 
homes. 

Data were collected by questionnaires completed by pregnant women (I), parents (III) 
and midwives (IV), focus-groups’ discussions with midwives (II) and interviews with 
parents and midwives. The data were analysed using descriptive statistics (I, II, IV), 
thematic content analysis (II, III) and qualitative content analysis (IV). 

Accessibility to healthcare staff predominated in pregnant women’s evaluating of 
important issues in the postpartum period and when parents used videoconferencing. 
Distance to healthcare services was not found to be a determining factor when pregnant 
women wanted to be discharged. One advantage of using VC was that it was felt it saved 
time and money for the parents. Support during breastfeeding, information about the 
child’s behaviour and condition, were important aspects that needed to be covered in the 
postpartum period. Midwives felt their work had become more a fragmentised due to the 
short hospital stay. Parents and midwives found meeting via VC to be almost like a real-
life encounter. They had no problem handling the VC equipment and did not have any 
problem preserving their integrity. Before introducing e-health in postpartum care, 
midwives stressed the importance of investigating consequences regarding organisation 
and work assignments. 

From this thesis it can be understood that VC can function as a bridge to facilitate a 
caring encounter between the parents and the midwives in the postpartum period. Further 
research into postpartum care is needed from the perspective of the parents and the 
midwives as well as into the consequences of implementing e-health. 

Key words: postpartum care, e-health, intervention, organisational change, parents’ 
experiences, midwives’ experiences. 
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Definitions and abbreviations

Antenatal care: Antenatal Care (ANC) means "care before birth", and 

includes education, counselling, screening and treatment to monitor and to 

promote the well-being of the mother and foetus (WHO, 2005). 

E-health: The intersection of medical informatics, public health and business, 

referring to health services and information delivered or enhanced through the 

Internet and related technologies. The term characterizes technical 

development, a state of mind, a way of thinking, an attitude, and a 

commitment to networked, global thinking, to improve health care locally, 

regionally, and worldwide by using information and communication 

technology (Eysenbach, 2001). In the future the concept e-health will most 

probably dominate, parallel to the shift from traditional care to community 

care, as it moves the focus from the care provider to the informed patient, 

from treatment of illness to wellness promotion and illness prevention 

(Yellowlees, 2003, p.305). In this thesis the concept e-health will be used 

instead of the concept telemedicine. 

ICT: Abbrevation for Information and Communication Technology that is the 

study or business of developing and using technology to process information 

and aid communication (ISP Glossory, 2005). 

Integrity: In this thesis interpreted as: a state of wholeness, a personal sphere 

and certain moral valuable characteristics (Andersson, 1996, p.30).

Postpartum period: The word postpartum refers to the period shortly after the 

birth of the placenta (WHO, 1998). There is no official definition of the 

postpartum period but traditionally and culturally it has been supposed to end 
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six weeks after childbirth and was considered a ”time of convalescence.” By 

six weeks after delivery the woman’s body has returned physically and 

psychologically to the non-pregnant state and a new state of endocrinological 

change has been reached as well as a new psychosocial balance with the 

adaptation of the mother (WHO, 1998). 

Postnatal period: The first 28 completed days after the birth of the infant, 

referring to the infant (WHO, 1998). 

VC: Abbrevation for Video Conferencing i.e. conducting a conference 

between two or more participants at different sites by using computer 

networks to transmit audio and video data. (ISP Glossory, 2005). 
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PREFACE

The focus of this thesis is expectations and experiences of postpartum care in 

the northern part of Sweden. Postpartum care has undergone extensive 

changes during the last few decades in Sweden as in most western countries. 

Midwives, myself included, working in delivery and maternity wards during 

the 1980s and 1990s, were faced with questions arising from the introduction 

of early discharge and structural change which reduced the number of 

maternity wards and beds. Questions concerned how these changes would 

affect the postpartum care -how the parents were to receive it and the 

midwives to deliver it. The focus in this thesis is also on new parents’ and 

midwives’ experiences of postpartum care delivered via VC. The most 

northern county council in Sweden has been forward in developing 

information and communication technology (ICT) in healthcare and several e-

health application projects have been initiated. 

INTRODUCTION

Postpartum care 

The organisation of postpartum care in the form of institutional care for 

mother and infant, remained unchanged in Sweden as in other western 

countries from the 1940s until the 1970s (SOS, 1979:4; Vallgårda, 1996) with 

the midwife focusing mainly on the woman’s physical health while the 

nursery nurses cared for the infant (MF, 1960:40). The demands voiced in the 

1970s and 1980s by the women for a more natural birth experience and rising 

costs motivated hospitals to start offering early discharge (Martell, 2000). 

Like other countries, Sweden shifted to a more individualized postpartum care 

together with shorter hospital stay (Ellberg, Lundman, Persson & Högberg, 

2005).

7



During the 1970s childbirth classes that prepared parents for childbirth were 

introduced and promoted the change from traditional maternity care to care 

that was more family-centred (Nichols, 2000). Mother-infant units were also 

introduced which hospital managements supported as they reduced costs and 

released nurses for more individual care (Martell, 2000). Another influential 

factor was the work of Klaus and Kennel (1976) on maternal infant bonding, 

stating that separating the newborn infant from her/his mother had a negative 

effect on the mother-child relationship. The growing interest in breastfeeding 

and the focus of progressive nursing professionals on individual care as a 

form of education, promoting adaptation to motherhood and family 

relationships, also influenced the development of a more family-centred care 

(Martell, 2000). During the late 1980 these movements in the UK, similar to 

those in the USA, demanded improved continuity of care, increased choice 

and the right of women to retain control of their bodies during pregnancy and 

birth, resulted in the publication of the report Changing Childbirth by the 

House of Common Health Committee (Department of Health, 1993).

Early discharge -a new model of postpartum care 

Early discharge after hospital birth was defined by the Swedish Ministry of 

Health, in ”General advice on early discharge following birth” as discharge of 

a healthy mother and infant within 72 hours after childbirth (SOSFS, 1993:1). 

Early discharge was introduced and evaluated in Sweden in the middle of the 

1980s, as a means of facilitating more family-oriented postnatal care 

(Waldenström, 1987). In Sweden the development of the early discharge 

system was assisted by a law, which made it possible for the father to 

participate in the care for the newborn child for the first 10 days after birth 

(SFS, 1973:473). Regulations concerning antenatal classes (SOU, 1978:5), 

patients’ participation in decision making (SOSFS, 1982:763) and pain 
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alleviation (MF, 1969:69) also influenced the development. County councils 

forced the pace of the introduction of early discharge as they expected to 

make financial savings (Waldenström, 1987). 

Several studies reported positive findings concerning early discharge 

programs as long as the families met certain criteria for physical and 

psychosocial wellbeing (Braveman, Egerter, Pearl, Marchi & Miller, 1995; 

Grullon & Grimes, 1997; Williams & Cooper, 1996) antepartum and 

postpartum education was available (Grullon & Grimes, 1997; Williams & 

Cooper, 1996) and there was support at home (Braveman et al., 1995; 

Waldenström, 1987; Williams & Cooper, 1996). One major factor in 

achieving a positive outcome for early discharge was the family’s’ 

willingness to participate (Braveman et al., 1995; Brown, Lumley & Small, 

1998; Grullon & Grimes, 1997; Waldenström, 1987). 

In a Cochrane review (Brown, Small, Faber, Krastev & Davis, 2002) no 

evidence of adverse outcomes was found related to policies of early discharge 

but the authors warned that adverse outcomes could not be precluded because 

of the methodological limitations of the reported studies. Recently studies by 

Datar and Sood (2006), Lansky et al. (2006) and Weiss, Ryan, Lokken and 

Nelson (2004) from the USA have revealed outcomes of length of stay as 

being dependent on legislation and private insurances. Weiss et al. (2004) 

reported that young, multiparous, bottle feeders, less educated, low socio-

economic status women without private insurance were more likely to be 

discharged early. Lansky et al. (2006) found that in states with legislation 

requiring a length of stay of not less than 48 hours, newborns of racial and 

ethnic minority groups were more likely to stay longer in hospital. It is, 
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however, difficult to compare findings from these studies with Swedish 

conditions because of the difference in health insurance. 

The postpartum care model in the 21st century 

At present early discharge and very early discharge were already or have 

become standard practice in Sweden (Darj & Stålnacke, 2000) as in most 

other western countries (Brown et al., 2002). There is no standard 

international definition of early discharge involving length of stay, the extent 

of antenatal preparation and post discharge support (Brown et al., 2002). In 

Australia during the mid 90s, discharge before day 5 was considered to be 

early (Brown et al., 1998), while in the USA and the UK early discharge was 

after less than 48 hours (Datar & Sood, 2006; Winterburn & Fraser, 2000). 

The extent of prenatal preparation and postpartum support also varies within 

countries (Lansky et al., 2005; State of the Art, 2001-123-1; Weiss et al., 

2004) and between countries (Brown et al., 2002) and it seems that policies 

for early discharge are not always supported with organised follow-up visits 

(Brown et al., 2002; Lansky et al., 2005; Weiss et al., 2004). 

Studies (Braveman et al., 1995; Grullon & Grimes, 1997; Waldenström, 

1987) evaluating the safety of early discharge programs focused on efficacy 

and reported that it was safe under highly restricted circumstances. The 

effectiveness of the early discharge programs has not been evaluated and 

Dowswell, Renfrew, Hewison and Gregson (2001) consider that despite 

changes in the location of much postnatal care and the introduction of early 

discharge, the number of studies providing information about postpartum care 

is relatively small. Brown et al. (1998), Lansky et al. (2006) and Weiss et al. 

(2004) question whether the early discharge model is safe when the choice of 

early discharge or institutional or home-based postpartum care seems not to 
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be voluntary. Socioeconomic factors such as age, education level and incomes 

seem to influence the mother’s/family’s decision to be discharged early. 

Brown et al. (2002) and Waldenström, Rudman, and Hildingsson (2006) 

establish the fact that, in practice, policies determining early discharge may 

not always be supplemented with follow-up support in the days after 

discharge. There are however, some good examples of Early Discharge 

Teams (EDT) offering information and breastfeeding counselling before 

discharge, daily telephone support, 24h day-and-night telephone service and a 

follow-up contact with the midwife (Löf, Crang Svalenius & Persson, 2006). 

First time parents who received EDT care felt confident and secure after early 

discharge as they had support from a partner and the EDT. In Sweden in 

general the reduction in the length of postpartum stay has not been 

accompanied by any expansion in the domiciliary services and Waldenström 

et al. (2006) argue that there is a risk that parents’ expectations of postpartum 

care will not be met.

Midwifery practice in postpartum care 

According to the International Confederation of Midwives (ICM, 2005) the 

midwife is a person who, has the requisite national qualification to be 

registered and legally licensed to practise midwifery. Midwifery practice 

concerns supervision, care and advice to women during pregnancy, labour and 

the postpartum period. This practice also involves health counselling and 

education, for the woman and her family and for the community. Practice 

includes antenatal education and preparation for parenthood and some areas 

of gynaecology, family planning and child care (ICM, 2005). 
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The midwives’ role in postpartum care differs from country to country. In 

Sweden the role and professional competence of the midwife are identified as 

being in the area of sexual and reproductive health, research, development 

and education, management and organisation (SOS, 2006-105-1). Antenatal 

care and child healthcare are organized by the primary healthcare centres, 

while delivery and postpartum care are in most places the responsibility of the 

county council (SOS, 1996:7; State of the Art, 2001-123-1). In some places in 

Sweden, the midwives rotate between the various fields of midwifery 

activities while in some places the midwives are stationary, working for 

example in delivery or on maternity wards. 

Studies concerning the midwifery profession in the UK have in recent years 

focused on the perspectives raised in the official report “Changing childbirth” 

(Department of Health, 1993). There are several studies concerning “team 

midwifery” (Dowswell et al., 2001; Farquhar, Camileeri-Ferrante & Todd, 

1998; Stevens & McCourt, 2002; Sandall 1995; Waldenström, Brown, 

McLachlan, Forster & Brennecke, 2000). In this model continuity was an 

important factor when midwives worked in teams, caring for the pregnant 

woman during pregnancy, delivery and the postpartum period. Research in the 

USA into midwifery has often focused on legislative aspects of practice and 

the mixed societal image of midwifery (Berger, 2005; Johnson, Oshio, Fisher 

& Fullerton, 2001; Paine, Dower & O’Neil, 1999; Roberts, 2001). In the USA 

midwives attend about 10% of vaginal births (Berger, 2005). When Finland 

reformed its primary healthcare system in 1972, a two-tier maternity care 

system was introduced. This led to the public-health nurse in collaboration 

with the primary care physician becoming responsible for prenatal care, 

instead of the municipal midwife. Midwives are hospital based and, in 

collaboration with the obstetrician, responsible for pregnancy complications, 
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births (Benoit et al., 2005) and postpartum care on maternity wards (Bondas–

Salonen, 1998). As postpartum care in Sweden is organized differently from 

that in other countries, it is difficult to compare it to international conditions 

or to apply international research to the Swedish context.

The midwife is considered to play a significant role for new parents for new 

parents in the postpartum care, by being available, competent and supportive 

both emotionally and practically (Bondas-Salonen, 1998; L. Hunter, 2004; 

Persson & Dykes, 2002; Shields et al., 1998). However in some recent 

studies, midwifery care in organisations that have a rapid turnover and limited 

time is perceived by the parents as fragmented (Lock & Gibb, 2003) 

insensitive, routinized (Dykes, 2005) and unsupportive (Ockleford, Berryman 

& Hsu, 2004). Midwives who made postnatal home visits were, in contrast, 

felt by parents to be supportive and reassuring and to have time to spend with 

new parents who were finding their new parenting role (L. Hunter, 2004; 

Lock & Gibb, 2003). 

The new ideology of shorter hospital stays within the healthcare system, in 

conjunction with political decisions and financial savings, seems to have 

affected midwives and their view of their professional situation. The 

organizational changes make new demands on the ability of midwives to be 

flexible within the caring systems. The time available to establish a 

relationship with the woman and her family has been reduced. In the ongoing 

processes of change, midwives will face new possibilities to develop 

professional competence and midwifery care. Questions concerning the 

midwives attitudes of their role and practice in the postpartum care period on 

a maternity ward with a rapid turnover or in parents’ homes need to be 
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studied. Dowswell et al. (2001) points out that the role of the midwife in the 

postpartum period is under-researched and there is some clinical evidence that 

midwives seem to concentrate on physical factors rather than providing 

psychosocial support for new mothers (Dowswell et al., 2001; Waldenström 

et al., 2006). The midwives’ willingness to practise in the field of postnatal 

care is questioned by Homer, Davis, Cooke and Barclay (2002) and 

Waldenström et al. (2006) as postnatal issues was experienced by the 

midwives as less challenging and exciting. 

Transition to motherhood and fatherhood 

The transition to motherhood is a challenging time. According to Rubin 

(1975) the postpartum period is the most vulnerable part in a woman’s 

maternity period. Pregnancy and childbirth are events that lead to transition 

(Chick & Meleis, 1986), Transition can be described as a movement from one 

life phase, condition or status to another and is a multiple concept embracing 

the elements of process, time span and perception. Becoming a parent is 

regarded as a developmental transition (Schumacher & Meleis, 1994). Several 

researchers have described the transition to motherhood and parenthood 

during pregnancy (Imle, 1990; Kiehl & White, 2003) and the early 

postpartum period (Barclay, Everitt, Rogan, Schmied & Wyllie, 1997; 

Brouse, 1988; Kapp, 1998; Martell, 2001; Ruchala & Halstead, 1994) and the 

late postpartum period (Mercer, 2004; Nelson, 2003; Nyström & Öhrling, 

2004; Pridham & Chang, 1992; Sethi, 1995).

To become a mother implies moving from a well-known reality to an 

unknown reality (Mercer, 2004). Martell (2001) found that motherhood 

develops in a process that is fluid and continuous rather than time-bound and 
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discrete. Becoming a mother involves the establishment of intimate 

knowledge about the woman her-self and the infant, which makes her feel 

competent and confident in her love and care for the infant. It involves 

physical concerns as well as adopting new relationships with the partner and 

the family (Barclay et al., 1997; Mercer, 2004; Nelson, 2003; Nyström & 

Öhrling, 2004). In studies by Barclay et al. (1997), Ruchala and Halstead 

(1994) and Sethi (1995) first-time mothers experienced early motherhood as 

realizing that a new, unknown, overwhelming process was affecting one’s 

life. They felt emotionally and physically drained by learning their new role. 

Some mothers felt lonely, unsupported and anxious and that they lacked help. 

Loss of time and control, loss of previous life and what life could have been 

were also experienced, but the mothers also felt that they developed skills and 

gained competence (Ruchala & Halstead, 1994; Sethi, 1995). 

In the past few decades fathers have become well-known participants during 

the antenatal period, childbirth and postpartum period. Becoming a father also 

entails significant life changes and the transition to fatherhood is described by 

some researchers as a balancing act between the demands of their role as 

provider and to the demands that they engage in their fatherhood role (Barclay 

& Lupton, 1999; Nyström & Öhrling, 2004; St John, Cameron & McVeigh, 

2005). Parents as a couple are exposed to distress and there is a strain on the 

relation during this period (Cowan & Cowan, 1995; Nyström & Öhrling, 

2004; Underdown, 1998). 

It is not known whether the transition to parenthood has been affected by the 

short hospital stay. Kiehl and White (2003) found that that the length of stay 

was significantly correlated with confidence in women’s ability to cope 

postpartum and suggest that efforts should be made to develop a maternity 
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service that supports the mother’s confidence during hospitalization and 

provides continuity with home visits.

The parents’ need for support in the postpartum period 

Regarding the parents needs in the postpartum period, breastfeeding and baby 

care was a major concern among primiparas in particular (Nyberg & 

Bernerman Sternhufvud, 2000; Smith, 1989; Stainton et al., 1999; Tarkka & 

Paunonen, 1996). Among multiparas the concerns related to lifestyle and 

relations within the family due to the new family member (Smith, 1989; 

Stainton et al., 1999). In a review by Bowman (2005), information about 

stitches, episiotomy and postpartum complications was the most important 

maternal need to learn about, during the first three days postpartum. After this 

mothers become interested in learning about being a good mother, meeting 

the needs of everyone at home and in exercise to regain their earlier shape. 

The most important infant care need during the first postpartum week, and 

even throughout the postpartum period, was for information about feeding 

and illness (Bowman, 2005). 

The type of care that parents valued most in early parenthood was that which 

respected the individual families’/parents’ own experience and resources for 

handling their new role as parents (Fredriksson, Högberg & Lundman, 2003; 

Persson & Dykes, 2002). During the postpartum period continuity of carer 

was important for the new parents (Proctor, 1998; Singh & Newburn, 2001) 

as was practical, informational and emotional support (Bondas-Salonen, 1998; 

Butchart, Tancred & Wildman, 1999; Keating-Lefler, Hudson, Campell-

Grossman, Fleck & Westfall, 2004; Tarkka, Paunonen & Laippala, 1998). 

Appraisal and tangible support (Keating-Lefler et al., 2004; Warren, 2005) 

were also found to be of importance. 
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It is important to investigate how the parents’ needs are met and what kind of 

knowledge midwives need to have to support new parents in the postpartum 

period. In a systematic review by Shaw, Levitt, Wong and Kaczorowski 

(2006) findings show that universal, non-individualized provision of 

postpartum support to unselected low-risk women has no effect on maternal 

outcomes such as parenting, mental and physical health or quality of life. It 

was only in selected women with identified risk factors that postpartum care 

had positive effects on maternal outcomes. 

Healthcare in transition 

According to a report from the Federation of County Councils (Molin & 

Johanson, 2004, p.4) structural changes have made healthcare in general and 

postpartum care in particular, more outpatient and primary-care based. In a 

40-year period in Sweden the number of hospitals has halved and the number 

of beds has decreased by nearly 80 % (Molin & Johansson, 2004, p.7). These 

changes in structure are a result of adaptation to changes in the social 

infrastructure, medical and technical advances and pressure to cut costs. 

These changes can be seen as resulting from the International Conference on 

Primary Health Care in Alma Ata, 1976 (WHO, 1978). The conference 

declared that, if all the people of the world were to attain health and well-

being -physically, mentally and socially -by the year 2000, primary healthcare 

was the key that would open the door to social and economic development 

and contribute to a better quality of life. Primary health care was considered 

to be the first level of contact, situated as close as possible to where people 

live and work (WHO, 1978). 

According to (Molin & Johanson, 2004, p.4) Swedish healthcare has faced a 

growing need for care since the early 1990s, due to the demographic 
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development, without any corresponding increase in resources. These needs 

have been met by making structural changes to improve the use of resources. 

The same development is seen in all industrialised countries. There is also a 

shift making the boundaries between inpatient care in hospitals and outpatient 

care increasingly fluid, with staff working in both hospitals and home 

healthcare. Accessibility and rapid patient turnover are used as ways to 

increase the efficiency of healthcare (Molin & Johansson, 2004, p.9).

The development of e-health 

Telemedicine is an umbrella term for any medical activity involving an 

element of distance (Wootton, 2001). Telenursing concerns the interaction 

with patients of nurses’ via ICT (Jenkins & White, 2001; Schlachta-Fairchild, 

2001; Wootton, 2001). Another definition sometimes used is “practising of 

care at a distance” (Socialdepartementet, Ds 2002:3, p.11). In recent years the 

term telehealth has been used but has now been superseded by the term 

online- health and e-health (Wootton, 2001). Improvements in digital 

communications and the introduction of low-cost computing have increased 

availability. It is thought that e-health will have the greatest impact on 

healthcare delivery in the future. At present it is mostly used in industrialized 

countries such as the USA, Canada, Australia and the UK (Craig & 

Pattersson, 2005). For remote or rural areas e-health can have a great impact 

on the availability of healthcare (Craig & Patterson, 2005; Elford, 1997; 

Socialdepartementet, Ds 2002:3). 

E-health encompasses a whole area of healthcare activities such as providing 

diagnoses, treatment and prevention, education of healthcare staff and 

consumers as well as research and evaluation (Craig & Pattersson, 2005; 

Traynowicz Hetherington, 1999). ICT can be classified on the basis of the 

18



type of interaction between the health care provider and the patient and the 

type of information that is being transmitted. The type of interaction can 

either be pre-recorded or stored, such as e-mail or real-time information like 

videoconferencing. The information that is transmitted can be in the form of 

data, text, audio, still images and video pictures (Craig & Pattersson, 2005). 

Ordinary technologies used in the various applications are for example 

different kinds of cameras, electronic instruments such as stethoscopes, ECG, 

ECHO, radiography and microscopes (Tachakra & Dawood, 2000). E-health 

applications have been studied in the areas of treatment of burns, 

dermatology, emergency care, home care and patient monitoring, medical 

consultation, mental health, neurology, ophthalmology, pathology, and 

radiology (Hailey, Roine & Ohinmaa, 2002). 

Much of the research in e-health takes the form of studies of feasibility and 

pilot trials (Currell, Urquhart, Wainwright & Lewis, 2001). Some review 

studies report evidence of clinical benefit (Hersh et al., 2001;Wootton, 2001) 

and patient satisfaction (Heinzelmann, Williams, Lugn & Kvedar, 2005; Mair 

& Whitten, 2001) but there is little evidence of cost effectiveness (Currell et 

al., 2001; Mair & Whitten, 2000; Wootton, 2001). 

The VC application has been studied in the areas of psychiatry (Grealish, 

Hunter, Glazer & Potter, 2005; Pesämaa et al., 2004) rehabilitation (Smith, 

Youngberry, Mill, Kimble & Wootton, 2004) and chronic illness (Dimmick, 

Mustaleski, Burgiss &Welsh, 2000) and evaluated as having positive 

outcomes regarding increased access to healthcare and the saving of time and 

travel costs. The disadvantages reported were related to technical problems 

such as bad picture and sound quality (Dimmick et al., 2000; Pesämaa et al., 
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2004) and the preference for personal consultations (Grealish et al., 2005; 

Pesämaa et al., 2004). 

E-health applications are rare in maternal healthcare. However, there are some 

studies, reported as interventions to support antenatal care (Britton & Still, 

1999; Dawson et al., 1999; Warriner & Martinez, 2005) and breastfeeding 

(Lazenbatt, Sinclair Salmon & Calvert, 2001). These applications used a 

commercial analogue VC technology, a telephone modem for transmitting 

cardiotocogram (CTG) recordings from the women’s homes (Dawson et al., 

1999) and combinations of telehomecare and traditional home visits to obtain 

clinical data (Britton & Still, 1999). In the UK the Royal College of Midwives 

stated in 1998 (cited in Warriner & Martinez, 2005) that the use of e-health 

for remote diagnosis was welcomed as a support for midwifery-led units 

consulting obstetric staff. 

E-health and postpartum care 

According to Bowman (2005), the postpartum learning needs of the parents 

have changed with the development of electronic communication and the 

availability of healthcare information on the Internet. Pregnancy and 

childbirth are high-rated topics on the Internet, allowing the consumers to 

have access to the same information as midwives and enabling the parents to 

be more empowered and involved in decision-making (Larkin, 2001). The 

concept of e-health and its place in midwifery is challenging midwives to 

explore the potentials for maternity consumers as well as for the midwifery 

professions (Stewart, 2005). 

In Sweden a government-group published a report concerning strategies and 

interventions to extend the employment of e-health and distance-spanning 
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care (Socialdepartementet, Ds 2002:3). They stated that the problems and 

challenges to the healthcare organisations necessitate the use of e-health. The 

listed and identified areas that need to be addressed, according to medical and 

nursing research, are enhancing the quality of care, cost-effectiveness, 

enhancing availability, collaboration between different levels in the 

organisation, service to consumers, and work environment for healthcare 

staff. For remote and rural areas the intention is to maintain the level and 

breadth of healthcare services and to attract and keep new healthcare workers 

(Socialdepartementet, Ds 2002:3). The development of e-health is necessary 

and unavoidable which means that research from a nursing and midwifery 

perspective is important for exerting influence on future healthcare 

development.
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RATIONALE

Of the whole field of maternal healthcare it is postpartum care that has 

changed most and that is least researched. A literature review shows that the 

transition to motherhood is a challenging time. The midwife’s role in 

postpartum care is evaluated as having a significant importance for new 

parents through availability, competence and provision of emotional and 

practical support. There are no studies concerning pregnant women’s’ 

expectations of postpartum care from a northern Swedish perspective or of 

midwives’ experiences of change in their caring role and professional 

function. Shorter hospital stays and structural change have altered conditions 

in the postpartum period. These conditions, together with the development of 

e-health within healthcare organisations, means that it is of value to discover 

whether VC can be accepted by parents and midwives as a complement to the 

early discharge model.
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THE OVERALL AIM OF THE THESIS 

The overall aims are to explore pregnant women’s expectations of postpartum 

care, midwives experience of organizational and professional change and 

parents’ and midwives’ experiences of postpartum care using VC. 

The aims of the studies 

Study I To describe expectations of postpartum care among pregnant 

 women living in the north of Sweden and whether personality 

 determines the preference of caring systems. 

Study II  To describe midwives’ experiences of changes in their caring 

 role and professional function in postpartum wards in the  northern 

 part of Sweden. 

Study III  To describe parents’ experience of using videoconferencing 

 when discharged early from a maternity unit. 

Study IV  To describe midwives’ experiences of using videoconferencing 

 as a support for parents who were discharged early after 

 childbirth. 
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METHODS

A descriptive perspective using both quantitative methods and qualitative 

methods was used to explore pregnant women’s expectations of postpartum 

care, midwives’ experience of organizational and professional change and 

parents’ and midwives’ experiences of postpartum care incorporating an e-

health application. According to Polit and Beck (2004, p.20) description can 

serve a major purpose for both quantitative and qualitative research, allowing 

the researcher to observe, count, describe and classify data. Quantitative 

description deals with prevalence, incidence, size and the measurable 

variables of a phenomenon as well as percentages and averages. Qualitative 

descriptions focus on the dimensions, variations and importance of 

phenomena (Polit & Beck, 2004, p.20). The descriptive approach focuses on 

understanding human experiences, on how human beings make sense of their 

subjective reality and attach meaning to it (Holloway & Wheeler, 2002, p.7). 

Exploratory research aims to investigate the whole phenomenon and other 

factors related to it (Polit & Beck, 2005, p.20). The explorative approach was 

chosen as not much work has been done in the area of postpartum care and 

telemedicine within healthcare organisations (cf Patton, 2002, p.193). 

According to Patton, (2002, p.194) in explorative research, quantitative data 

identify areas of focus while qualitative data give substance to those areas. 

Settings

The choice of settings for the studies included in this doctoral thesis was 

based on their specific focus on postpartum care for new parents living in, and 

midwives working in, the north of Sweden. The most northern county council 

in Sweden comprises an area of 105 886 kmP

2
P, covering about 25% of 

Sweden’s total land area, and is characterized by both densely and sparsely 
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populated areas. It has a total of 252 856 inhabitants (Länsstyrelsen 

Norrbotten, 2004), and 5 hospitals of which two have maternity departments. 

This county council has been active in developing the use of ICT and at the 

beginning of the 21st century permanent e-health applications is increasingly 

providing healthcare in rural areas and securing the recruitment of healthcare 

personnel in smaller communities (Socialdepartementet, Ds 2002:3). 

In Study I, the study was conducted with pregnant women living in both 

densely and sparsely populated areas in the most northern county council and 

in Paper II with midwives at maternity departments in two hospitals in 

Sweden’s two most northerly county councils. 

Studies III and IV were based on an e-health intervention project lasting from 

March 2003 to February 2004 and involving a maternity department and new 

parents in their homes. During the first week after childbirth, parents who 

were discharged early (within 72 hours after childbirth) were offered support 

on a 24-hours basis, through VC, including sound and pictures, with a 

midwife at the maternity department, instead of telephone contact. The 

parents still had access to home visits and the ordinary national child 

healthcare program. 

Intervention with VC in the postpartum care 

The intervention using VC technology was carried out between a maternity 

ward and new parents’ homes. The equipment consisted of a portable VC unit 

that was easy to manage and had good enough picture quality to assist the 

midwives’ judgements of various kinds of details. The parents had a specially 

made case that contained a VC camera, a picture screen and a remote control 

with a pre-programmed IP address, extension cables for the broadband and 
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the electricity supply, a user-friendly manual and a phone number to the 

maternity department. The midwives had a monitor with an a built-in video 

camera and a remote control, placed in a separate room at the maternity ward. 

The parents’ video camera could be remotely controlled by the midwives 

(Figure 1). 

To facilitate initial contact a broadband 

operator who did not have a procedure 

for logging in was chosen. The quality 

required high-speed communication, 

10Mb broadband, with an encryption to 

ensure confidentiality. Either the parents 

or the midwife could initiate contact via 

VC but in order to preserve their 

integrity only the parents could open the 

VC connection. The midwife was 

available to the parents via VC, at any 

time day or night for any matters 

concerning the child, the mother herself, 

breastfeeding or anything related to the 

childbirth. The project was provided with support from an IT technician. Both 

the parents and the midwives had the opportunity to practise with the VC 

technology before the start of the intervention. 

Figure 1 Videoconferencing between 
parents in their home and the midwife 
at the maternity ward (photo Susanne 
Lindholm, adapted and reprinted with 
permission). 

Participants and procedure 

The participants, data collection and analytical methods and status of the 

studies included are presented in Table 1. 
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Table 1 Data collection, participants and analytical methods 

Study

No

Participants Data collection Method of 

Analysis

Status

I 140 women 

120 women 

Questionnaires

SSP* Instrument 

Descriptive

statistics

Submitted 

II 21 midwives Focus-group

Discussions

Thematic

content analysis 

Published

III 9 couples/new 

parents

Questionnaires/

Interviews

Thematic

content analysis 

Accepted

for

publication

IV 7 midwives Questionnaires/

Interviews

Qualitative

content analysis 

In press 

* Swedish universities Scales of Personality

Study 1 

All pregnant women in the county council of the most northern part of 

Sweden, who visited the antenatal clinic, were informed about the study. 

During a period of one month (021101-021129) one hundred and forty-nine 

women met the inclusion criteria for the study of whom nine declined to 

participate, most frequently because of lack of time. One hundred and forty 

women completed the questionnaire while one hundred and twenty women 

completed the SSP instrument (Table 1). The participants were between 

twenty and forty years of age (M=29, 7 years), 39% of them were primipara, 

(M= 27.1 years) and 61% of them were multipara (M= 31, 4 year). The 

inclusion criteria were that the women should be in the 36+0 to 37+6 week of 

pregnancy and diagnosed as having an uncomplicated pregnancy with 
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expectations of an uncomplicated delivery and be able to read and write 

Swedish. Midwives working at the antenatal clinics within this county council 

assisted in the recruitment of pregnant women for the study. 

Study II 

A total of four focus groups, of which three consisted of 5 midwives each and 

the fourth of 6 midwives (n=21), participated in the study (Table 1). Five or 

six participants in each group, or even fewer is often the preferred number for 

studies where the aim is to investigate aspects such as structures in systems 

(Kitzinger & Barbour, 1999 p.9) like healthcare organizations (cf Gibson & 

Bamford, 2001). In study II small groups were also preferable as the number 

of midwives participating was limited.

The participants who met the inclusion criterion of having experience of 

working in a maternity ward in the northern part of Sweden, were all females 

and their professional experience ranged from almost 2 years to 39 years 

(Md=25 years). One of the two participating maternity units had a longer 

experience of organisational change. Personal contact was made at a staff 

meeting where information about the study was provided by the principal 

investigator. Posters advertising the focus group discussions were also 

displayed. Information letters about the object of the discussions and the 

study were given to the participants.

Studies III and IV 

A total of eleven couples (III) who met the inclusion criteria, corresponding to 

the local criteria (uncomplicated delivery, healthy mother and healthy child) 

for early discharge and had access to the specific broadband operator, 

participated in the study. Written information about the intervention was 
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given to women in their third trimester when they visited the antenatal clinic 

and oral information was given to the parents in antenatal classes by the 

principal investigator. After the birth, parents were asked by the midwives at 

the maternity department if they were interested in participating in the 

intervention. Only nine out of the eleven couples participated in the study 

(Table 1) as one couple were re-admitted to the hospital the day after 

discharge due to the child’s condition and another couple had an initial 

technical VC problem which could not be solved.

Seven midwives (IV) with experience of communicating with parents in their 

homes using VC were interviewed. A maternity department was contacted 

and informed about the intervention. Midwives working on the maternity 

ward (n=42), of whom twenty–two volunteered, were informed by the first 

author after the management had consented to their participation in the 

intervention (Table 1). 

Data collection 

The data collection was based on both quantitative methods (I, III, IV) and 

qualitative (II, III, IV) methods (Table 1). 

Triangulation 

In Studies III and IV methodological triangulation (cf Patton, 2002, p.247) 

was used to collect both immediate and reflected experiences as means of 

strengthening the study. It was also important since some time elapsed 

between the intervention and the interviews, especially in Paper IV when the 

interviews could not be conducted until after the conclusion of the 

intervention. Sandelowski (2000a) describes a data collection technique, 

combining qualitative and quantitative research such as unstructured 
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interviewing and structured questionnaires. Some authors view triangulation 

as a validation tool employing cross controlling using varying types of data 

from different data collecting methods (Holloway & Wheeler, 2002, p.17; 

Patton, 2002, p.248). 

Questionnaires and instruments 

In Studies I, III and IV questionnaires were used to collect quantitative data 

(Table 1). As mailed questionnaires are known to produce low returns 

(Kerlinger & Lee, 2000, p.600), the questionnaires in Study I were completed 

and put in stamped envelopes by the women during visits to the antenatal 

clinics and were then mailed by the midwives working at the antenatal clinics 

(I). In Studies III and IV the questionnaires were put in to closed envelopes by 

the parents and collected by the researcher at the maternity department when 

the parents returned the VC equipment. 

In Study I, the quantitative approach was used to survey a sample of pregnant 

women’s expectations of postpartum care in the northern part of Sweden. The 

questionnaire included items concerning socio-demographic data, obstetric 

background, expectations of postpartum care, optimal time for discharge, and 

support of significant persons’ during the postpartum period. The women’s 

interest in technical support as a complement to early discharge after 

childbirth was also investigated. In Study III parents and in Study IV 

midwives completed a questionnaire after each VC session, evaluating their 

experience of using the system. The questions concerned time for establishing 

contact (III, IV) the duration of the meeting (III, IV), obstetrical data,

obstetrical data and neonatal issues (III), the reason for contact (III, IV), the 

content of the meeting (III, IV), satisfaction with the support (III), and a 4-

point response format (cf Polit & Beck, 2004, p.352) concerning experience 
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of the quality (ranging from very bad to very good) of the sound and the 

picture (III, IV) and the use of the remote control (III, IV). It was constructed 

in such a way as to be easily completed and not time consuming as it had to 

be repeated after every VC session. 

To insure content validity the questions in the questionnaires (I, III, IV) were 

developed by the investigators, of whom two had experience of clinical 

maternity care and all had experience of research within the field (Polit & 

Beck, 2004, p.423). Research concerning parents’ needs after childbirth 

(Bennett & Tandy, 1998; Nyberg & Bernerman Sternhufvud, 2000; Ruchala, 

2000) also guided the development of the questionnaires. The questionnaires 

(II, III, IV) was piloted before data collection and some of the questions were 

reformulated in line with recommendations made by participants in the pilot 

study (cf Polit & Beck, 2004, p.38).

In Study I, the SSP instrument was used in order to study whether personality 

determined preference of caring systems due to the specific living conditions 

in areas far from delivery care and maternity departments. The instrument 

consists of 91 items divided into 13 scales, evaluated in a normative, 

randomly drawn sample (Gustavsson et al., 2000). It is used in studies “as a 

means of exploring and understanding the complicated relationships between 

individual differences in behaviour, affectivity and functioning in the 

underlying biological substrates” (Gustavsson et al., 2000, p.217). In the area 

of maternal healthcare, the instrument has been used earlier to investigate 

whether traumatic birth experience impacts on future reproduction (Gottvall 

& Waldenström, 2002). The SSP instrument has also been used to study 

hormones and their relationship to personality traits in women after vaginal 

delivery or Caesarean section (Nissen, Gustavsson, Widström, & Uvnäs-
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Moberg, 1998). Three scales from the SSP instrument were used in this study 

(I) to measure somatic trait anxiety, psychic trait anxiety and stress 

susceptibility. Somatic anxiety concerns people with psychological and 

somatic symptoms such as autonomic disturbance, restlessness and tenseness; 

psychic anxiety, people who are sensitive and easily hurt, worry, anticipate, 

and lack self-confidence; and stress susceptibility people who are easily 

fatigued and feel uneasy when they need to speed up (Gustavsson et al., 

2000). These scales were used to investigate whether pregnant women living 

far from the hospital were more stressed than those living close, which could 

have been a confounder when analysing the variable “distance to the 

hospital”. The SSP instrument was evaluated in a normative, randomly drawn 

sampl, means interitem correlations ranged from 0.17 to 0.43 and 

Chronbach’s alpha ranged from 0.59 to 0.84 (Gustavsson et al., 2000). 

Focus-group discussions 

In Study II focus-group (FG) discussions were used to explore midwives’ 

experiences of organizational change in their profession (Table 1). As the 

subject of the study was a professional group’s experiences it was thought that 

interaction within an FG could serve the purpose of giving a varied picture of 

experiences. Krueger and Casey (2000, p.6) describes the FG as a group so 

composed as to obtain qualitative data from participants who share some 

experiences related to the topic in focus. 

The midwives were encouraged to express their feelings and experiences by 

the moderator, myself, whose function was to facilitate the discussion, and 

create an atmosphere that encouraged the midwives to express their feelings 

and experiences (cf Nyamathi & Schuler, 1990). An observer assisted in 
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taking notes, supervising the tape recorder and pointing out questions that had 

not been asked (Dawson, Manderson & Tallo, 1993).

Semi-structured, open-ended questions were used that allowed the midwives 

to describe their experiences. The opening question was how the midwives 

experienced changes in their caring role and professional function on the 

maternity ward resulting from changes in the healthcare system. The first FG 

discussion was conducted as a pilot study but was incorporated as a part of the 

study after the transcribed tape had been read. The discussions, which lasted 

for 80-90 minutes, were tape-recorded and transcribed verbatim after each 

session to help in refining some of the questions. A debriefing by the 

moderator and the observer followed the FG discussion, where their 

impressions were examined in terms of how the group discussion had 

proceeded (cf Gibson & Bamford, 2001). 

Interviews

In Studies III and IV semi-structured interviews were used to capture 

descriptions of the participants’ experiences of using videoconferencing 

(Table 1). Patton (2002) describes the purpose of interviewing as “to find out 

what is in and on someone else’s mind” (Patton, 2002, p.341). A semi-

structured technique using an interview guide with questions covering the 

areas of interest was employed (cf Holloway & Wheeler, 2002, p.82; Kvale, 

1997, p.111). 

The experiences of both parents (III) and midwives (IV) were captured in 

individual interviews that were tape-recorded and transcribed verbatim. The 

opening question was how they experienced using VC in contact with the 

midwife or the parents respectively with follow-up questions for clarification 
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and further explanation. Additional questions were asked about, for example, 

the quality and the subject of the meeting (III, IV) and the experience of 

preserving integrity (III, IV). The interviews with the parents lasted for 20 to 

40 minutes and those with the midwives for 15-25 minutes. The midwives 

and parents were interviewed one by one. The parents were interviewed in 

their homes about six weeks after the birth, as this time period embraces -

according to WHO’s definition (WHO, 1998) -the establishment of 

breastfeeding and the recovery of the woman and the family, physically and 

psychologically. The midwives were interviewed at the maternity ward during 

a period of 2 weeks after the end of the intervention. 

Analysis

The methods of analysis in the four studies corresponded to the aim of the 

studies and the various ways of collecting data. Descriptive statistics (I, III, 

IV), were used for quantitative data, thematic content analysis (II, III) and 

content analysis (IV) for qualitative data (Table 1). 

Analysis of questionnaires and instruments 

The purpose of descriptive statistics is to describe distributions of values, 

central tendencies, variability, relations between variables and to synthesize 

data (Polit & Beck, 2004, p. 451, 455- 456). Inferential statistics, such as non-

parametric tests, are used to draw conclusions about a population from a 

sample (Kerlinger & Lee, 2000, p.259). A non-parametric test such as Chi 

square is used when data are on nominal or ordinal scale (Polit & Beck, 2004, 

p.484). SPSSP

®
P 11.0, statistical software was used to analyze the data. 

In Studies I, III and IV descriptive statistics were used to calculate 

frequencies and means. For dichotomous data cross-tabulation with the Chi-
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square test was used and the Pearson product moment correlation was used to 

analyse correlations between the questionnaire and the SSP instrument (I). A 

p value of 0.05 or less was considered statistically significant. 

Analysis of interview data 

Qualitative content analysis was used to gain an understanding of the 

participants’ experiences (II, III, IV) (Baxter, 1991). The object of qualitative 

content analysis is to provide knowledge and understanding of the 

phenomenon that is studied. Qualitative content analysis deals with meaning, 

intentions, consequences and context (Downe-Wamboldt, 1992). The 

transcriptions were read several times to gain a sense of the whole. Guided by 

the aims of the studies, text units were identified and later condensed, 

abstracted and labelled with a code. A categorization of the codes in several 

stages, based on similarities and/or differences, resulted in four categories (II, 

III) and three categories (IV) respectively (cf Burnard, 1991, 1996). All the 

categories were re–read and checked for the appropriateness of their 

categorization. During the analysis process of Studies II and III a theme, or 

thread of meaning, emerged from the categories (cf Baxter, 1991; cf 

Söderberg & Lundman, 2001). 

ETHICAL CONSIDERATIONS 

The study was approved by the Director of Primary Healthcare and the 

Director of Maternity Care within the regional health authority as well as the 

Ethics Committee, of Luleå University of Technology (27/9-2002).

Informed consent was obtained verbally (I, III, IV) and in writing (III, IV). In 

Paper I informed consent was implicit as the women voluntarily completed 

the questionnaires. Informed consent denotes that the participants are fully 
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informed about the project before agreeing to participate (Oliver, 2003). In 

this study all the participants received information orally or in writing or both 

before the study started. The participants were assured that they could 

withdraw from the study at any time and that the findings would not be linked 

to individuals and would be treated confidentially. It was particularly 

important to discuss the question of confidentiality before conducting the FG 

discussion (II) as the moderator could not give any guarantee that opinions 

and statements would be respected by other FG participants. To make the 

participants aware of the importance of preserving confidentiality, the FG 

discussion was introduced by asking them not to talk about the content of the 

discussion with anyone other than the members of their own group (cf 

Kitzinger & Barbour, 1999, p.17).

The question of how to preserve parents’ integrity during the VC sessions, 

avoiding unnecessary exposure of themselves and their homes, was discussed 

before the initiation of the intervention. The questions were discussed with the 

midwives resulting in various actions such as hanging “Do Not Disturb” signs 

on the office door and closing it during VC sessions. The parents were 

informed and urged to think about the placing of the VC system and to close 

it between sessions. 
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RESULTS AND COMMENTS 

The findings of the four different studies included in this thesis are presented 

and commented on under the headings: Postpartum care viewed from the 

parents’ and the midwives’ perspective; the postpartum encounter on the 

maternity ward and via VC and organizational change and postpartum 

care.

Postpartum care viewed from the parents’ and the midwives’ perspective 

Accessibility to healthcare staff 

Accessibility to healthcare staff was a predominant finding in the study of 

pregnant women’s expectations of postpartum care (I) and new parents’ 

experience of using VC to receive support in the postpartum period (III). 

Access to staff on the maternity ward was the most highly ranked item when 

pregnant women valued their expectations of care on the maternity ward (I). 

Furthermore 24–hour support from the staff on the maternity ward and by 

midwives and the child healthcare nurse were also valued highly (I, III) as 

well as the mothers deciding for themselves when to be discharged (95 %). 

Although the accessibility of healthcare staff was reported as being of great 

importance only 25.5% of the pregnant women (I) considered that using a 

picture and sound device could be an alternative means of contacting the 

midwife on the maternity ward. Perhaps the question was raised too soon, 

since citizens in general were still not familiar with the use of this specific 

aspect of ICT as a complementary tool within the healthcare system. Parents 

in Study III and midwives in Study IV felt that VC increased the accessibility 

to support. This increased accessibility made VC an important complement in 

the postpartum care as the participants foresaw a continued reduction in 

healthcare staffing and an increase in home-based healthcare (III, IV). In a 
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review of teleconsultations, Mair and Whitten (2000) report that increased 

accessibility to expertise made it easier for participants in the studies to accept 

consultations via VC. VC was thought by the parents (III) and the midwives 

(IV) to be a valuable complement to postpartum care, especially for first-time 

parents (III), people in need of care living in rural areas (III) on those 

occasions when home visits were not be possible (IV) or when support via the 

telephone was all that was available (IV). These views are similar to those 

found in several other studies conducted in home settings (Dimmick et al., 

2000; Lazenbatt et al., 2001; Reed, 2005) where VC equipment was valued as 

a complement to ordinary healthcare services. 

In Studies I, III, and IV accessibility might have been defined differently by 

the participants, which is a problem when interpreting the findings. 

Accessibility can be understood as the pregnant women and parents having 

expectations that implied receiving support from a physical professional (I) on 

a 24 hour day and night basis (I, III). When midwives discussed accessibility 

(II, IV), they presented an idea of their future profession as extending their 

care for the family during the postpartum period. If parents/care receivers and 

the midwives/caregivers have different opinions about what accessibility 

implies there is a risk that expectations of care will not be met. 

Distance to healthcare services 

In Study III, one argument from the parents for the use of VC to contact the 

midwife was that it saved time although they were living in and or just 

outside a city. It was also thought to be a useful tool for people living in 

remote areas (III, IV) to gain accessibility to and support from healthcare 

organisations. In many studies from different healthcare settings, savings in 

time and money have been found to be an important factor when participants 
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valued telemedicine positively (Dimmick et al., 2000; Grealish et al., 2005; 

Guilfoyle et al., 2003; Hufford et al., 1999; Mair & Whitten, 2000; Pesämaa 

et al., 2004; Smith et al., 2003). Some of these trials were conducted in 

countries and areas that were far away from health clinics (Dimmick et al., 

2000; Guilfoyle et al., 2003). 

In Study I distance between the women’s home and the hospital was not 

found to be a determining factor when they wanted to be discharged from the 

maternity ward, either on their expectations of home visits by the midwife 

from the maternity ward or from the nurse from the child healthcare centre. 

No statically significant correlation was found between women living more 

than 110 km from the hospital or those who lived close by and their wish to 

be discharged. A majority of women, (61.3 %) however, wanted to be 

discharged 72 hours after childbirth (I) which differs from findings in a study 

by Ladfors et al. (2001) where 72% of the participating women wanted to stay 

72 hours or less. One might speculate that the reason for this might perhaps 

depend on local routines with a PKU test and a second paediatric examination 

at the hospital (personal communication Norrbottens County Council, 2006).

It may also indicate that the woman her self wants to decide when to be 

discharged or that she expected to have an extended need for professional 

support. Braveman et al. (1995), Brown et al. (1998), Grullon and Grimes 

(1997) and Waldenström, (1987) all found that the parents’ willingness to 

participate in the early discharge model was a major factor in its having a 

positive outcome. It is important to recognize that it is the parents themselves 

who make the decision about when to be discharged. 

Irrespective of distance, the women in Study I have the same opinion about 

accessibility to postpartum care. In this northern part of Sweden inhabitants 
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have adjusted to the long distances to public and community services and the 

findings may therefore reflect the way people living in these areas thinks. 

Kiehl and White (2003) found in studying maternal adaptation during 

pregnancy and postpartum, that the length of stay correlated significantly with 

the women’s confidence in their ability to cope with the tasks of motherhood. 

The authors claim that it is important for the role of motherhood to succeed in 

these tasks and efforts should be made to develop a maternity service that 

supports the confidence of mothers during hospitalization and provides 

continuity with home visits. 

Distance and living in rural areas has been a common factor in arguments in 

favour of increasing the accessibility to and continuity to healthcare 

(Socialdepartementet, Ds 2002:3; Wootton, 2001). Based on the findings (I) 

one suggestion is that distance between the parents homes and the hospital 

may not be a single determining factor when new parents choose a system of 

postpartum care, as distance itself was not found to be of significant 

importance but rather accessibility to healthcare staff (I). But parents (III) and 

midwives (II, IV), thought that VC was useful as it saved travel costs and 

time and was suitable for people living in rural areas. The question of how 

distance affects people’s preferences for healthcare systems, needs to be 

further addressed as the findings in study I, do not agree with those in studies 

II, III and IV.

Postpartum learning needs 

In Study I issues, valued by the pregnant women that were ranked highly 

were: access to support during breastfeeding (90.7 %), having the family 

staying on the ward (84.4 %) receiving information about infant behaviour 

(81.4 %) and information about childcare (82.1%). In studies III and IV the 
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subjects of the VC sessions concerned breastfeeding, the conditions of the 

baby and the parents. These findings (I, III, IV) are in accordance with those 

of other researchers (Bowman, 2005; Emmanuel et al., 2001; Nyberg & 

Bernerman Sternhufvud, 2000; Proctor, 1998; Ruchala, 2000; Smith, 1989) 

and are frequently identified concerns and common issues during the first 

week postpartum. It appears that the expectations pregnant women had of 

information and support from the maternity ward (I) could be met via the VC 

sessions since many of them were precisely the subjects raised in session (III, 

IV).

Midwives in Studies II, and IV largely discussed how to provide practical and 

informational support and, to a lesser extent, emotional support, seeing these 

as important issues. Several studies of women’s experiences of postnatal care 

point out the strong need for emotional as well as physical and practical 

support (Ockleford et al., 2004; Persson & Dykes, 2002; Tarkka & Paunonen, 

1996). Emotional support was reported by Butchart et al. (1999) and Tarkka 

and Paunonen (1996) to be the kind of support new mothers received least of. 

Dowswell et al. (2001) found in a review of community based maternity care 

that midwives concentrate on physical aspects rather than psychosocial 

support for new mothers, which is similar to the findings in Studies II and IV. 

It is not surprising that feeling they have only limited time to support new 

parents (II) might lead the midwives to disregard the emotional aspect, 

because there was not enough time to become involved or to follow up the 

advice given. 

The shortness of the hospital stay meant that midwives (II) felt loss and grief 

over their former encounter with the mother and her child which had led to a 

limited time to give support to parents’ needs in the postpartum period. They 
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wanted to extend the postpartum care up to two months after the birth and 

develop their collaboration with child healthcare nurse as in their view the 

midwife was most suitable person to support the parents in their homes. 

Midwifery practice and how it is perceived needs to be studied as, according 

to Homer et al. (2002) and Waldenström et al. (2006), the midwives felt that 

postnatal issues were not highly valued tasks and midwives were experienced 

as neglecting the parents’ emotional needs (Butchart et al., 1999; Tarkka & 

Paunonen, 1996). 

The present study did not examine the parents’ experience of ordinary 

encounters with the midwives. However, in studies of Bondas-Salonen, 

(1998), L. Hunter (2004), Persson and Dykes (2002) and Shields et al. (1998) 

the midwife was found to be of a significant importance in the postpartum 

period. In some recent studies (Dykes, 2005; Lock & Gibb, 2003; Ockleford 

et al., 2004) parents were dissatisfied with the midwifery care on the 

maternity ward as they felt it was unsupportive. Lock and Gibb (2003) and L. 

Hunter (2004) on the other hand found, that parents felt that midwives making 

postnatal home visits supported them in finding their new parenting role. 

These findings indicate that further research is needed in midwives role in the 

postpartum period and is supported by Dowswell et al. (2001) who state that 

although there is a large amount of literature little is known about midwives’ 

contribution to care and what women think about it. 

Pregnant women in Study I ranked having contact with, and visiting the child 

healthcare centre as being more important (100 % primiparas and 83.8 % 

multiparas) than continuing the contact with the midwife on the maternity 

ward. In a study of first-time mothers’ early encounters with the child 

healthcare nurse, Jansson, Sivberg, Wilde Larsson and Udén (2002) found 
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that after one contact with the child healthcare nurse, 89 % of the mothers 

were prepared to continue the contact. It is apparent that on discharge from 

the maternity ward, women did not view the midwife as a supportive 

professional in the continued postpartum period, but that it is rather the child 

healthcare nurse who stands for continuity. Receiving attention from one 

particular midwife during the postpartum period, made it possible for new 

mothers to build a relationship with the midwife and to receive focused care 

and advice (Proctor, 1998; Singh & Newburn, 2001). At present new mothers 

cannot expect to have this kind of continuity of support as the early discharge 

model in Sweden is not always implemented with a follow-up organisation or 

an expansion of the domiciliary service (Waldenström et al., 2006).

The postpartum encounter on the maternity ward and via VC 

The encounter via VC 

The VC session was experienced by both the parents (III) and the midwives 

(IV) to be almost like with a real-life encounter. The parents felt confident 

(III) when they met the midwife face-to-face through VC, and shared their 

experiences. They felt that when they met the midwife via VC she was 

welcoming, open minded and had time to spend with them. It is evident that 

the opportunity given to the patients to interact with healthcare professionals 

face-to-face via VC can create new functioning encounters. Studies 

comparing various telemedicine equipment in home settings were favourable 

towards VC as it promoted face-to-face contact (Azarmina & Wallace, 2005, 

Hufford et al., 1999; Morgan, Grant, Craig, Sands & Casey, 2005). 

The midwives felt that seeing the parents brought a different and a richer 

dimension to the conversation compared to a telephone call as they received 

additional information derived from body language and facial expressions 
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(III). On the other hand they felt that the VC encounters were more 

demanding and required greater involvement and presence. These findings 

can be interpreted to mean that the midwives close, face-to face-contact with 

the parents via VC creates a caring relation. Lögstrup (1997, p.31) talks about 

the radical ethical demand where I as a person – midwife - have a 

responsibility to answer to a person -these parents-, as they have put their trust 

in me and asked for help. When the parents have needs and turn to the 

midwife for support in their parenthood, they show thereby that they have 

confidence in the midwife and are prepared to expose themselves in this 

relationship. The parents’ demands are unspoken and have to be met and 

interpreted by the midwife for her/him to understand what is best for them (cf 

Lögstrup, 1997, p.31). It seems that the face-to face-contact is important for 

the relationship and when this contact is disturbed by technical problems or if 

people are not visible on the screen, people feel excluded (cf. Nyström & 

Öhrling, 2006) or drop out of the discussion (cf Kuulasmaa et al., 2004). 

The interpretation of the findings from Studies III and IV, from another 

perspective is that, via VC, the midwife was able to set up an encounter 

similar to what Halldórsdóttir (1996, p.33) calls professional caring. It was an 

encounter in which the parents could feel confident in their parenting role. 

Halldórsdóttir (1996, p.31) presents a theory in which a caring encounter from 

the recipient’s perspective is characterized by the midwife in Study IV as 

caring, competent, concerned with openness and connectedness, combining a 

professional, respectful distance with compassion. The caring encounter is 

also characterized by the effects of that encounter, with a greater feeling of 

empowerment grounded in a sense of wellbeing and health. Halldórsdóttir 

(1996, p.31) uses the metaphor of the bridge to represent the processes of 

developing professional intimacy and maintaining professional distance. The 
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participants experience of the VC sessions (III, IV) can be compared to a 

caring encounter and can thus also be seen as VC bridging the gap and 

helping midwives to achieve an understanding of the child’s and the new 

parents’ situation, through a contact characterized by respectful distance and 

compassion for the new parents. From such perspective VC can be seen as a 

mediator of the bridge making it possible for the parents to experience the 

midwife as caring. 

The parents and the midwives felt that VC facilitated a natural meeting and 

conversation which the parents felt conveyed a feeling of security and 

confidence. Having met through VC, the parents and midwife felt that they 

already knew each other when they later met physically (III, IV). Despite the 

positive outcome of the intervention neither the parents nor the midwives 

were prepared to replace home visits with VC sessions. Similar findings are 

reported by Guilfoyle et al. (2003) and Pesämaa et al. (2004) where 

informants although satisfied with the use of videoconferencing, preferred 

natural meetings to videoconferences. 

Some parents felt that communicating via VC was a way of enhancing or 

maintaining integrity (III) but other parents and midwives thought that its use 

entailed a risk of reducing human interaction (III, IV). The findings in Studies 

III and IV indicate that non-verbal communication plays an important part in 

human interaction. Both parents and midwives felt that seeing each other 

brought a deeper dimension and a greater engagement to the encounter. 

Argyle (1988, p.1) defines non-verbal signals as all forms of communication 

apart from spoken words and is highly synchronized with speech. Bodily 

contact, such as touch also constitutes a non-verbal signal and in its basic 

meaning offers an interpersonal bond (Argyle, 1988, p.226). It is evident that 
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the participants felt that communicating via VC made a difference compared 

to a telephone call. Parents and midwives (III, IV) were not confronted with 

reality by just seeing each other via VC because the midwife also had the 

opportunity to make home visits and the parents to receive home visits if 

necessary. There might be a difference between communicating via VC and 

communicating while in the same room but this is not taken up here. Further 

research is needed as we do not know how people react in the long run when 

physical body contact is reduced and replaced by communication and 

interaction via ICT. 

Handling VC technology 

The VC equipment was found to be easy to administrate (III, IV) and no 

specialist knowledge was felt to be needed (III). It was also found to be 

useful, although cumbersome and heavy, as the quality of both sound and 

picture was high (III, IV). The high quality of the VC equipment meant that 

parents were confident in the midwives’ assessments of the child and 

themselves (III) and allowed the midwives to make assessments (IV) 

regarding breastfeeding, the baby’s and the parents’ health. Some doubts were 

experienced regarding the colour reproduction which made the midwives 

doubtful about diagnosing neonatal jaundice (IV). The participants felt 

unnatural initially but this disappeared once the communication became 

established (III, IV). These findings are in accordance with those of other 

researchers investigating care receivers (Dimmick et al., 2000; Grealish et al., 

2005; Guilfoyle et al., 2003; Hufford et al., 1999; Mair & Whitten, 2000; 

Pesämaa et al., 2004; Smith et al., 2003) and care givers (Aas, 2000; 

Guilfoyle, et al., 2003; Melonen, Ohinmaa, Moring & Isohanni, 1998; 

Padgham et al., 2005) who have used VC in various healthcare settings. 
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Apparently, having and managing the VC system was not problematic for the 

participants as it supported their interaction with each other. 

One reason for the general positive outcome in Studies III and IV may be a 

result of the Hawthorne effect (cf. Polit & Beck, p.219). The effect a new 

treatment or method has on participants might alter their behaviour in various 

ways. The participants may either be positive or sceptical to the method and 

this may reflect the novelty rather then the nature of the intervention. This 

highlights the need to remember that if the intervention (III, IV) had lasted 

longer the findings might have been different. The participants would 

probably have had broader experiences of using VC. 

Experiences of preserving integrity 

Preserving integrity was not seen as a problem by either the parents (III) or 

the midwives (IV). As the participants were conscious of preserving the 

integrity the necessary precautions had been taken by the midwives and they 

in turn relied on the parents themselves to keep control of the situation. Being 

the initiator of the encounter and in charge of the VC technology made the 

parents feel that they did indeed control their integrity. These experiences 

may be a sign of a shift in power in the relationship between the midwife and 

the parents, as the encounter was carried out on the parents’ conditions. Finch 

(2005) reported findings where participants who were with interested and 

involved in telecare saw a shift towards patients becoming more educated 

self-managers and foresaw the development of political arguments for 

modernizing healthcare organizations. 

The relation between integrity and the development of e-health is an issue that 

is not often studied. The finding that parents felt it important to be in control 
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during the VC session (III) can be explained by Andersson (1996, p.168) who 

considered that when patients discuss the concept of integrity they usually 

relate it to the personal sphere, an area they want to control. Consequently 

when parents themselves were in control of the VC sessions, they felt in 

control of their personal sphere and thus held power over their situation. 

Dimmick et al. (2000) and Grealish et al. (2005) support such an 

understanding of the findings as they report that patients using VC had greater 

feelings of control and privacy.

Organizational change and postpartum care 

The midwives foresaw further development of the use of VC to communicate 

with parents in their homes (II) but despite their positive attitude (IV) they felt 

that the consequences for the organisation and work assignment should be 

investigated before introducing VC as a permanent arrangement. In Study II, 

where the midwives discussed organisational and professional change, it was 

found that they had ideas about future midwifery practice but were rooted in 

past routines and traditions. This can be interpreted as representing a 

transition associated with individual responses to the disruption that the 

transition causes (Chick & Meleis, 1986). 

Although the midwives recognized and accepted the development of e-health, 

they were hesitant and not prepared to implement VC before further 

investigation of the consequences within the organisation (IV). These findings 

can be understood as natural reactions, as according to Kiefer (2002) 

individuals experience organisational change reflects according to how they 

will be positioned in the future and how it will affect their work activity and 

identity. Brebner, Brebner and Ruddick-Bracken (2005) and Sullivan and 

Decker (2005) stress the importance of identifying problems or opportunities 
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that motivate change. If people receive orders to do something they do not 

understand or believe in they might react by resisting or sabotaging the new 

arrangements (Bolman & Deal, 1999). Emotions do not need to be destructive 

and can according to Kiefer (2002) be seen as a vital part of organisational 

change, a help in structuring the meaning of change. It can be understood that 

when midwives (IV) hesitate to replace home visits with VC, this hesitation 

helps them to structure their feelings towards the change. 

The findings in Studies II and IV can be compared to the obstacles identified 

in a report from Socialdepartementet (Ds 2002:3) to the development of 

telemedicine. The report claim that the biggest obstacles are that the 

introduction of e-health services demands new ways of working and new 

models for collaborating and therefore, suggest that to solve some of these 

problems it is necessary to show examples of successful e-health applications 

in healthcare activities. From this perspective the intervention (III, IV) was of 

value in introducing a new way of providing postpartum care that might 

answer the midwives wish to extend their care for new parents (II). According 

to Socialdepartementet (Ds 2002:3) organisational problems, problems’ 

concerning the division of responsibility, recruitment and acceptance were 

also identified. These problems concerned individual scepticism and 

conservative attitudes towards technology and innovations. The report also 

recognize that, as e-health applications influence the distribution of work 

among groups of staff and levels of care, it makes people defend their 

territories from fear of losing professional freedom. Other obstacles were 

problems with technology, lack of knowledge about using computers, worries 

about change in the quality of medical care legal responsibility and the lack of 

a natural request for telemedicine applications (Socialdepartementet, Ds 

2002:3). Midwives in Study II and IV did not express a fear of losing their 
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professional freedom or their work assignments to other professional levels of 

staff. Instead they expressed worries about not having practical knowledge 

about using VC, of the necessary changes in the organisation and of not being 

able to make safe assessments. 

In Study IV midwives requested more training in using the VC equipment and 

more technical support as it was thought that lack of knowledge would 

prevent other possible users from accepting the implementation of VC in the 

healthcare organisation (IV). It is important that the personnel have the 

chance to have ongoing practice and training so that they become skilled users 

before any implementation of the equipment (Brebner et al., 2005). Some of 

the participants in Studies II, III and IV were probably “early adopters” as 

they expressed an interest in the future development of the profession (II) and 

new technology (III, IV). These early adopters are useful and important in 

identifying problems or solutions and can support other users before an 

implementation (Brebner at al., 2005). 

Some of the midwives in study II thought that the organisational change, with 

a short hospital stay had led the parents to take more responsibility and to 

become more independent. Nevertheless none of the participants were 

prepared to replace the home visit with the VC encounter (III, IV). The 

interpretation of this may be that the parents felt a threat to their feelings of 

safety and security (III) and the midwives felt the threat of losing work 

assignment and perhaps influence and power in postpartum care (II, IV). It is 

important to respect these feelings among the midwives as e-health 

applications might not only change work assignments but also the distribution 

of work among groups of staff and organisational levels of care. 
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The findings in the Studies II and IV indicates that the midwives were 

interested in extending their professional role in the postpartum period, but 

this places demands on midwives to be flexible within the caring system, and 

to be prepared to develop their competence and midwifery care. Future 

parents are consumers of information on the Internet and skilled users of ICT 

(Bowman, 2005; Larkin, 2001) which will challenge the midwifery 

professionals to develop the use of ICT in their practice.

GENERAL DISCUSSION 

It seems that living in the north of Sweden is in no crucial way different from 

living in other parts of the western countries. The findings concerning 

pregnant women’s expectations of postpartum care (I) midwives’ experience 

of organisational change (II) and of using VC (III, IV) are similar to the 

findings of other researchers in other countries. 

The frustration the midwives experienced, according to the findings in Study 

II can perhaps be explained by findings of B. Hunter (2004) in her study of 

how midwives experienced and managed emotion in their work. She 

discovered two primary occupational identities and conflicting ideologies. 

Midwives situated in hospitals acted on needs driven by the institution, caring 

for a large number of women and children, which resulted in a pragmatic 

response with standardisation of care, risk reduction, efficiency and 

effectiveness. The emphasis was on completion of tasks that ensured the 

physical safety of mothers and babies, relationships were with colleagues 

rather than with the parents resulting in individual needs not being met. B. 

Hunter (2004) calls this medicalised approach that dominates hospital 

midwifery practice with obstetric protocols and policies as a “with institution” 

ideology.
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B. Hunter (2004) also describes the “with woman” ideology where the work 

of the community based midwife is characterized by an individualized 

woman-centred approach, believing in the normal physiology of childbirth 

and focusing on psychosocial aspects in the woman’s life. Relationships with 

the parents were of greater significance than for the hospital-based midwife. 

Midwives working in integrated teams, in hospital and in the community felt 

a divided loyalty as they had to compromise between their “with woman” 

approach and the dominance of the institutional needs (B. Hunter, 2004). 

Arising from B. Hunter’s (2004) suggestion, there seems to be a collision 

between the medicalised and the individualised approach in midwifery 

practise. In Study II midwives describe their experience of change in their 

profession as a frustrated struggle to make time to inform parents and make 

assessments of the mother’s and infants’ health status. This may be 

interpreted to mean that the midwives tried to fit their former work 

assignments from a medicalised tradition characterized by a task orientation 

in to a postpartum care model with reduced time for care on the hospital 

maternity ward. Midwives who made home visits (II) expressed satisfaction 

when they met parents again, either during home visits or at follow-up visits 

at the hospital. They felt that parents in their home environment were more 

comfortable in their parenting role which made their own supportive role 

easier. These findings are also confirmed by other researchers who show that 

midwifery work in organisations with a rapid turnover and time pressure was 

perceived to be fragmentised (Lock & Gibb, 2003) insensitive, routinized 

(Dykes, 2005) and unsupportive (Ockleford, Berryman & Hsu, 2004). 

Midwives who made postnatal home visits were felt by parents to be 

supportive, reassuring and to have time to spend with new parents finding 

their parenting role (L. Hunter, 2004; Lock & Gibb, 2003). 
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Is it possible that using VC can bridge this incongruity between the two 

ideologies and mediate an individualized approach? In Study III the identified 

theme was that VC created feelings of confidence and wellbeing and thereby 

also feelings of being empowered as the parents thought that they were 

recognized as parents with individual needs, with a sense of being in control 

of themselves and their environment. In Study IV the midwives felt that using 

VC facilitated a positive and valuable encounter (IV). Meeting via VC was 

felt to be equal to or almost equal to a physical meeting (III, IV) as the picture 

allowed the parents to share the same experience with the midwife (III). 

These findings are understood as according with B. Hunter’s (2004) “with 

woman” ideology where the midwife’s work was characterized by an 

individual centred approach. 

These above mentioned approaches, the medicalised and the individualized, 

can shed some light on the future development of e-health. The “with 

institution” ideology has its roots in the 1970s high –tech maternity care and 

the “with woman” ideology is an attempt to return to the essence of maternity 

care, with flexible working in both institutional and community settings (B. 

Hunter, 2004). A similar development can be seen within nursing in the 

efforts to define the nursing profession in relation to other healthcare 

professions. Sandelowski (2000b, p.177) describes the ambiguity nursing has 

had over the centuries in relation to technology. At the beginning of the 

twentieth century nurses aligned themselves with technology in order to be 

associated with science and progress, but were then viewed by physicians as 

mere instruments for medicine. During twentieth century nursing then turned 

both towards and away from technology to make their work more visible. 

According to Sandelowski (2000b, p.180) the discourse on caring during the 
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1980s, re-instated the cultural association between technology and 

masculinity and between antipathy to technology and femininity. 

Before introducing e-health in the healthcare organisations, one has to be 

conscious of these conflicting medical and individual approaches, as well as 

of the ongoing discussion within the midwifery and nursing professions. 

Stewart (2005) states that “providing health care by electronic means (e-

health) is here to stay and the challenge for midwives is that they do not 

ignore it but rather work to exploit its potential for both maternity consumers 

and the midwifery profession” (Stewart, 2005, p.546). It would be a mistake 

simply to implement e-health applications in the existing organisations as the 

introduction of e-health demands new work and collaboration models. But 

healthcare personnel and midwives also have a responsibility to keep up with 

developments within society and healthcare by taking an interest and 

becoming active partners in the development of e-health. 

METHODOLOGICAL CONSIDERATIONS 

My pre-understanding consists of long clinical experience of working as a 

midwife in delivery and maternity wards, early discharge organisations and as 

a midwife researcher. I have been aware that my pre-understanding has 

influenced the way I understand the experiences of both midwives and 

parents. During interviews and analyses I have tried to disregard my pre-

understanding in that I have encouraged the participants to give detailed 

descriptions of their experiences thereby avoiding tacit understandings that 

had to be interpreted. But my pre-understanding has also guided me in 

creating a safe atmosphere in meetings with the participants and helped me to 

ask relevant questions. It has also guided me in my writing as I am familiar 

with the concepts of midwifery and midwifery work. 
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Initially the intervention was planned as a randomised control trial (RCT) but 

due to delay in the extension of the broadband the study had to be limited to a 

feasibility study. The number of participants was limited for several reasons 

such as the level of interest among the midwives and the available 

opportunities to ask parents to participate. Another reason was that the 

midwives did not want to have any extra tasks during the two-month summer 

vacation period because of the shortage of staff. A third reason was that some 

of the parents who volunteered to participate did not have access to the 

chosen broadband operator, which limited the number of participants.

Trustworthiness is discussed by Lincoln & Guba (1985, p.294) as including 

the concepts of credibility, dependability, conformability and transferability. 

In the present study credibility was achieved by presenting representative 

quotations from the transcribed texts exemplifying categories and themes (II, 

III) and peer debriefing (I, II, III, IV) for reviewing and exploring various 

aspects of the studies (Lincoln & Guba, 1985, p.308). Participants in the peer 

debriefings were familiar with the methods or the phenomena that were being 

studied, or both. 

Credibility was also enhanced by using methodological triangulation aiming 

at collecting a more complete picture with immediate and reflected 

experiences from using VC. This was done by using both quantitative and 

qualitative methods. One of the problems of using both quantitative and 

qualitative methods is that it does not necessary produce an integrated whole 

(Patton, 2002, p.556). Patton suggests that one has to consider each analysis 

carefully and give different interpretations a chance to be considered before 

favouring one result over the others. The findings from the questionnaires and 
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the interviews in Studies III and IV were analysed and presented separately, 

so that they could be considered on their own merits. In the discussion chapter 

they were discussed as a whole. Discussing the findings separately might have 

given broader picture of the experiences but, because of the unanimous 

findings it was decided to look upon them as a whole and therefore discuss 

them as a whole. Sandelowski (2000a) considers that this way of linking 

qualitative and quantitative data can be combined at an interpretative level of 

research, but each data set remains analytically separated from the other.

In Study II it was decided to use pre-existing groups of midwives partly for 

practical reasons as there were a limited numbers of midwives with the 

experience required. Using pre-existing groups is according to (Kitzinger & 

Barbour, 1999, p.9) not a basis for successful focus-group research as they 

have probably established their own norms about how and what to 

communicate. These groups also have established hierarchies or positions 

within the groups. On the other hand Krueger and Casey (2000, p.71) is of the 

opinion that as an FG is characterized by homogeneity this means that the 

participants have something in common that you are interested in which 

strengthens the credibility of the study. Furthermore Kitzinger and Barbour 

(1999, p.9) consider that naturally occurring groups have formed ideas and 

made decisions within the group which facilitates the discussion of the 

research subject. To avoid a reluctance to express sensitive experiences the 

participants were informed before the discussion started about the aim of the 

study, that confidentiality would be maintained in the text and concerning the 

content of the discussions. 

To enhance credibility in Study II, preliminary categories were presented to 

the midwives during the process of analysis. While conducting member check 
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the question was asked whether the investigator or the midwives had 

precedence in the interpretation. According to Holloway and Wheeler (2002, 

p.257) the purpose of a member check is to find out if the reality of the 

participants is presented, to provide opportunities to rectify possible mistakes, 

assess the researcher’s understanding and interpretation and to challenge the 

ideas of the researcher. Lincoln and Guba (1985, p.315) consider member 

checking to be the most important technique for establishing credibility in 

qualitative data. Sandelowski (1993) does not agree with Lincoln and Guba 

(1985) and warns against the use of member checking, pointing out 

theoretical, representational and moral problems in using the technique. One 

such problem could be that the investigators and participants have divergent 

interests, commitments and goals in the research process. Another problem 

might be that the participants’ stories changes constantly over time and they 

sometimes forget what information they given to the investigator. The 

investigator must also decide if she/he is inviting the participants to 

participate in the process of analysis or to discuss preliminary findings. Some 

participants might participate simply to meet the expectations of the 

investigator (Sandelowski, 1993). In the present study (II) the midwives and 

the investigators agreed on the preliminary findings. 

According to Granheim and Lundman, (2004) the concepts, credibility, 

dependability, conformability and transferability can be regarded as 

interrelated and intertwined which leads to the use of member –checking (II) 

and triangulation (III, IV), taking into account that data changes over time, 

also enhancing the dependability. Interview guides were used to ask questions 

about the same areas with all the participants (Lincoln & Guba, 1985, p.316). 
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Conformability was achieved by describing the research process so 

thoroughly (I, II, III, IV) that findings could be traced back to the original 

data, (cf. Polit & Beck, 2004, p.435). The research process was also discussed 

in the peer debriefings. 

Trustworthiness also includes the question of transferability which, in this 

thesis, was achieved by giving a detailed description in the research reports (I, 

II, III, IV) enabling the readers to make their own judgements and decisions 

about of whether or not the findings are transferable (Lincoln & Guba, 1985, 

p.316).

The validity in Study II was achieved as the SSP instrument was evaluated in 

a normative, randomly drawn sample and used in studies of traumatic birth 

experience and its impact on future reproduction (Gottvall & Waldenström, 

2002) and the relationships between hormones and personality traits in 

women after vaginal delivery or Caesarean section (Nissen, Gustavsson, 

Widström, & Uvnäs-Moberg, 1998). Content validity was ensured as the 

questionnaires (I, III, IV) were developed by the investigators, of whom two 

had experience of clinical maternity care and all had experience of research 

within the field (Polit & Beck, 2004, p.423). 

Reliability and internal consistency in Study II was evaluated by means of 

Cronbach’s alfa and by means of inter-item correlation. The reliability of the 

questionnaires (I, III, IV) was not assessed, which is of course a limitation. 

However, according to Polit and Beck (2004, p.422) the reliability of an 

instrument is related to the heterogeneity of the sample -the more 

homogeneous the sample, the lower the reliability. In study I, the sample was 
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heterogeneous that it embraced pregnant women in both densely and sparsely 

populated areas, as well as primi- and multi-paras. 

IMPLICATIONS FOR FUTURE RESEARCH 

More research is needed of the postpartum care from both the perspectives of 

both parents and midwives. 

How has the introduction of early discharge affected the parents’ 

transition to parenthood, since no follow-up organisation exists in many 

places? Are the parents’ needs met? 

Considering that those who become parents are mostly healthy people, 

what kind of care can we afford in the future without jeopardizing 

health conditions? 

What are the midwives’ opinions about postpartum care? What do they 

think about their midwifery role and practise on a maternity ward with 

a rapid turnover and in parents’ homes? How has the father’s presence 

on the maternity ward affected the midwives’ professional role and 

how do new fathers feel about postpartum care? 

Much of the research in telemedicine is in the form of feasibility studies and 

pilot trials. There is some evidence of clinical benefit and patient satisfaction 

but little evidence of cost effectiveness and clinical effectiveness. The impact 

of e-health in healthcare organisations needs to be further explored: 

by studying the concept of e-health and its place in midwifery from the 

point of view of both the maternity consumers and the midwifery 

profession; 
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by studying the potential for e-health in midwifery practice, and its 

ability to improve midwifery support to parents in the postpartum 

period;

by studying how improved accessibility to healthcare affects healthcare 

organisations and the type of organisation model needed posing the 

question of whether the accessibility to care creates dependence or 

improves empowerment; 

by studying how the communication via ICT effects the relation 

between the midwife and the parents; 

by studying the basis for the parent’s decision to accept the use of ICT. 
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SVENSK SAMMANFATTNING 

Det övergripande syftet med denna studie var att undersöka gravida kvinnors 

förväntningar på postpartum vård, barnmorskors erfarenheter av 

organisations- och professions förändringar samt föräldrars och barnmorskors 

erfarenheter av postpartum vård med stöd av informations och 

kommunikationsteknologi (IKT).

Såväl i Sverige som i andra länder i västvärlden infördes en mer 

individualiserad vård under 1970-talet och 1980 talet för att tillgodose krav 

från kvinnor på en mer naturlig förlossning. ”Tidig hemgång” introducerades 

och utvärderades i mitten på 1980-talet i syfte att möjliggöra en mer 

familjecentrerad postpartum vård, med vård i hemmet. Hemmet betraktades 

som den optimala platsen för den nyblivna familjen vilket innebar att sjukhus 

vistelsen förkortades. På grund av stigande sjukvårdskostnader påskyndade 

landstingen introduktionen av ”tidig hemgång” då de kunde förutse framtida 

finansiella besparingar. I ett flertal studier visade det sig att ”tidig hemgång” 

var en säker vårdform om fastställda kriterier följdes såsom frisk mamma och 

friskt barn efter en normal förlossning. En avgörande faktor för utfallet var 

huruvida föräldrarna upplevde att de frivilligt fått välja denna vårdform. 

För närvarande är ”tidig hemgång” eller ”tidig-tidig hemgång” rutin i 

postpartum vården i Sverige liksom i övriga västvärlden. Forskning visar 

samtidigt på att förkortningen av den institutionella postpartum vårdtiden inte 

följts av någon expansion av stöd i hemmet till föräldrarna. Idag ifrågasätts 

om det längre är frivilligt att skrivas ut tidigt. Det finns forskning som visar 

att faktorer som ålder, utbildningsnivå och inkomster påverkar kvinnornas 

beslut att skrivas ut från BB-avdelningen. Frågor återstår att besvara som hur 

den korta vårdtiden påverkat föräldrarna i utvecklingen av föräldrarollen? Det 
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finns idag ingen internationell överenskommen definition av ”tidig hemgång”, 

vårdens längd, krav på föräldrautbildning eller postpartum stöd. 

I nyligen avslutade studier har det visat sig att på vårdavdelningar med stor 

omsättning av föräldrar upplevde de barnmorskans vård som fragmentiserad, 

okänslig, rutiniserad och icke-stödjande. Barnmorskor som gjorde hembesök 

upplevdes däremot vara stödjande, lugnande och hade tid för föräldrarna. 

Barnmorskan på BB-avdelningen har idag mindre tid att skapa en relation 

med kvinnan och hennes familj. Det ifrågasätts även om barnmorskan är 

intresserad av postpartum vården då det i en del studier framkommit att 

barnmorskor upplevt postpartum vården som mindre utmanande och 

spännande. Fortsatta studier behövs om hur barnmorskor tänker idag om sin 

roll och sin profession? Barnmorskan har en central roll i postpartum vården 

genom att var tillgänglig, kompetent och stödjande. Nyblivna föräldrar har 

främst behov av stöd vid amning, men de har även frågor kring livsstil och 

familjerelationer. Kvinnorna har även frågor kring sitt egna hälsotillstånd. När 

det gäller vård den typ av som föräldrar värderade högst var det den som 

respekterade deras egen erfarenhet och förmåga att utveckla föräldrarollen. 

Föräldrar efterfrågade kontinuitet av vårdare, information samt praktiskt och 

känslomässigt stöd. 

Strukturella förändringar inom hälso- och sjukvård i allmänhet och 

postpartum vården i synnerhet har blivit riktad mot vård i hemmet och mot 

primärvård. Detta har medfört att allt fler av hälso- och sjukvårdspersonal 

arbetar både med institutionsvård och i hemvård, gränserna har blivit mer 

flytande. Tillgänglighet och snabb genomströmning av patienter är nya vägar 

för att göra sjukvården mer effektiv. Utvecklingen IKT har gjort att allt mer 

av hälso- och sjukvård har blivit mer tillgänglig exempelvis via Internet. E-
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hälsa är ett begrepp som uppstått i samband med den ovannämnda 

utvecklingen och karaktäriseras av ett sätt att tänka, en attityd att förbättra 

hälsa på lokal och regional nivå samt globalt genom att använda IKT. 

Utvecklingen av IKT och Internet har gjort att föräldrar idag har möjlighet att 

vara välinformerade och därigenom kan ta del i beslutprocessen. 

I postpartum vården är få försök med e-hälsa gjorda men i studier av andra 

områden inom hälso- och sjukvård har goda resultat som ökad tillgänglighet, 

besparingar av tid och kostnader redovisats. I detta avhandlingsarbete 

prövades en intervention med videokonferens teknik (VK) mellan en BB-

avdelning och nyblivna föräldrars hem för att studera om e-hälsa kunde vara 

ett komplement för föräldrar och barnmorskor i postpartum vården. Nyblivna 

föräldrar fick låna en VK utrustning för att kunna stå i ljud och bild kontakt 

med barnmorskan under första veckan efter barnets födelse. 

Denna avhandling bygger på data som samlades in genom att enkäter fylldes i 

av gravida kvinnor (I); föräldrar (III) och barnmorskor (IV) genom 

fokusgruppsdiskussioner med barnmorskor (II) samt intervjuer med föräldrar 

(III) och barnmorskor (IV). Analys av data utfördes med deskriptiv statistik 

(I, II, IV), tematisk innehållsanalys (II, III) och kvalitativ innehållsanalys 

(IV).

Resultatet visade att tillgänglighet till sjukvårdpersonal var ett dominerande 

fynd när gravida kvinnor värderade viktiga faktorer i postpartum perioden och 

när nyblivna föräldrar värderade användningen av VK. Barnmorskor 

upplevde nu att de hade mindre tid för att stödja nyblivna föräldrar och att 

deras arbete hade blivit fragmentiserat då de sällan fick feedback från 

föräldrarna på grund av den korta vårdtiden på BB-avdelningen. Behov som 
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föräldrar ansåg vara viktiga att tillfredsställa var stöd vid amning, information 

om vård av barnet samt dess beteende och hälsotillstånd. Gravida kvinnor 

värderade kontakten i postpartum perioden med BVC sjuksköterskan högre än 

fortsatt kontakt med barnmorskan på BB-avdelningen. Det är tydligt att när 

kvinnan skrivs ut från BB-avdelningen värderas sjuksköterskan på 

barnavårdscentralen som den som står för kontinuiteten i vårdkontakten under 

postpartum perioden. 

Vidare ansåg både föräldrar och barnmorskor att mötet via VK motsvarade 

nästan ett rumsligt möte. Föräldrarna upplevde en tillit till barnmorskan 

eftersom de delade samma erfarenhet. De upplevde att barnmorskan var 

vänlig, öppen och att hon hade tid för dem. Barnmorskor och föräldrar hade 

inga problem med att använda VK eller att bevara integriteten. Före en vidare 

implementering av VK ansåg barnmorskorna att det är viktigt att studera 

konsekvenser relaterat till organisation och arbetsuppgifter. 

Både föräldrar och barnmorskor ansåg att VK kunde vara ett värdefullt 

komplement eftersom de förutsåg en fortsatt neddragning av hälso- och 

sjukvårdpersonal samt en utvidgning av hemvård. Det framkom även att 

användningen av VK var speciellt användbart för föräldrar som fått sitt första 

barn, människor bosatta i glesbygd eller när hembesök inte gick att 

genomföra. Avståndet till hälso- och sjukvårdsinrättningar var inte en 

avgörande faktor när gravida kvinnor ansåg att de ville gå hem eller när de 

ville ha hembesök av barnmorska eller BVC sjuksköterskan. Detta tyder på att 

avstånd inte är den enda faktorn att ta hänsyn till när föräldrar väjer att gå 

hem utan snarare på tillgänglighet av vårdpersonal. En fördel med att använda 

VK ansåg föräldrarna vara att det var tids- och kostnadsbesparande. 

64



Den här avhandlingen har visat att när människor ges möjlighet att interagera 

med varandra via VK kan nya vårdande möten uppstå. Användningen av VK 

kan överbrygga och hjälpa barnmorskor att bedöma barnets och föräldrarnas 

hälsotillstånd, en kontakt som karaktäriseras av distans med respekt och 

medkänsla för de nya föräldrarna. Fortsatt forskning av postpartum vården 

från föräldrar och barnmorskors perspektiv är nödvändig samt forskning av de 

konsekvenser en implementering av e-hälsa i hälso- och sjukvårds-

organisationen skulle innebära. 
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Abstract

Aim: To describe expectations of postpartum care among pregnant women living in the 
north of Sweden and whether personality determines the preference for caring systems.

Background: The time allowed for postpartum care on maternity wards has been 
considerably reduced in Western countries. The present ideology within health care 
organisations in Sweden involves a reduction in medical specialties, along with 
shortened hospital stays and the closure of small hospitals. The reduction in the number 
of maternity departments, creating longer distances and reduced hospital stays, has 
affected pregnant women and their families.

Method: A questionnaire and a personality instrument (SSP) were completed by 140 
respectively 120 pregnant women visiting antenatal clinics in the northernmost county 
of Sweden during a one month period (November 2002). 

Results: The majority of women (61.3%) wanted to be discharged 72 h after childbirth, 
irrespective of the distance between the hospital and home. The wish to have access to 
maternity ward staff and the decision to be discharged were the most important issues in 
maternity ward care. The infant’s father was rated as the most important person in the 
postpartum period.

Conclusions: Women in this study ranked the opportunity to decide for themselves 
when to be discharged from the maternity ward as important which can be interpreted as 
a strong signal that woman want to be in control. Implications for midwives are that 
they have to focus more on the woman and her family’s individual needs when 
developing midwifery care in the maternity ward. The father/partner was ranked as the 
most important person in the postpartum period. This indicates the need to acknowledge 
and recognize his presence in the maternity ward and in the postpartum period. 
Midwives have to include fathers as a person with resources and own needs of support.

Keyword: postpartum care, north of Sweden, distance, descriptive statistics, SSP 
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INTRODUCTION

The time allowed for postpartum care on maternity wards has been considerably 

reduced in Western countries (Brown et al., 2004). Discharge after 3 days for a healthy 

mother and child following a normal birth is most often the case despite that criteria for 

early discharge vary between clinics and countries (Brown et al., 1998; Ellberg et al., 

2003; Waldenström, 1987). The general case in Sweden is a length of stay of 2,5 days, 

following normal childbirth, with an average in the northernmost county at 2,6 days 

postpartum (National Board of Health and Welfare, Milla Bennis, 2006, personal 

communication).

In the recent decades, discussions within the international community about duration of 

time for postpartum care have centred on the protest of women against separation from 

the family, limited visiting hours, and restricted contact with the newborn child during 

their hospital stay (Martell, 2000). In the mid-1980s, early discharge after hospital birth 

was evaluated and introduced in Sweden in order to facilitate a more family-oriented 

postnatal care (Waldenström, 1987). Since then additional changes have been made 

within the Swedish health care system that also have an overt influence on postpartum 

care in the hospital setting. These include a reduction in the number of medical 

specialties offered and closure of many small hospitals within each county region 

(Molin & Johanson, 2004). Between 2001 and 2002 for example, 3 out of 5 maternity 

departments have been closed down in the northernmost county. As this region is 

partially rural, questions remain about the impact such changes have made on 

expectations for postpartum care, given the longer distances to reach hospital and the 
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shortened length of stay, as well as about how the reduction of maternity departments 

has affected emotionally and practically pregnant women and their families. 

BACKGROUND

At present, maternal and postpartum care in Sweden can take place either on traditional 

maternity wards or on wards situated close to the hospital, having a homelike 

environment with the support of a midwife, at patient hotels (daytime rooms with 

availability of care), or in early discharge systems. Maintenance of these facilities is the 

responsibility of the county councils and the community municipalities (National Board 

of Health and Welfare, SOS, 1996:7; National Board of Health and Welfare, State of the 

Art, 2001-123-1). Maternity care is organised by hospitals at the county level and 

supports a system of midwives who act as primary caregivers for the mother, while 

postnatal and child health care are under the jurisdiction of community primary health 

care centres that maintain a primary care nurse as the key contact person for the mother 

and family (National Board of Health and Welfare, 2006-105-1). The organisation of 

postpartum care varies across the country, but most often has follow-up visits to the 

maternity ward and/or home visits from the maternity ward midwives or midwives 

working in early-discharge teams. Within some areas of Sweden there are no follow-up 

visits (National Board of Health and Welfare State of the Art, 2001-123-1). 

Studies focusing on needs in the postpartum period found that breastfeeding and baby 

care was of great concern, especially for primiparas (Nyberg & Bernerman Sternhufvud, 

2000; Smith, 1989; Stainton et al., 1999) while multiparas had more concerns relating to 

lifestyle and relations within the family due to the new family member (Smith, 1989; 
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Stainton et al., 1999). Studying parental needs for care, Persson and Dykes (2002) and 

Fredriksson et al. (2003) found that the types of care parents valued most were those 

which respected the families’/parents’ experience and resources required for handling 

their new role as parents. Other important issues were continuity of care during the 

postpartum period (Dowswell et al., 2001; Proctor, 1998; Singh & Newburn, 2001; 

Stevens & McCourt, 2002; Turnbull et al., 1995; Waldenström et al., 2000), as well as 

practical and emotional support (Bondas-Salonen, 1998). 

Media and the Internet are sources of information for parents before arriving at the 

maternity department (Larkin, 2001). Such acquired knowledge leads parents to have 

expectations and to make demands on care during and after childbirth. As they are also 

familiar with information and communication technology (ICT), these formats may 

provide an accepted and even attractive alternative or complement to early-discharge 

systems. 

Studies focusing on the need for new models of care to improve birth outcomes show 

that special conditions prevail in the provision of postpartum care in rural areas (Elliot-

Schmidt & Strong, 1997; Hemard et al., 1998; Jirojwong et al., 2004). Considering the 

situation in northernmost Sweden, with a reduction of maternity departments, longer 

distances to care, and shortened hospital stays, we found it important to understand and 

describe women’s expectations for postpartum care on the maternity ward and after 

discharge from the hospital. We also found it important to understand whether women 

in this area are more stressed and anxious due to the structural change, and therefore 

want to determine their preference for caring systems. 
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THE STUDY 

Aim

The aim of this study was to describe expectations for postpartum care among pregnant 

women living in the north of Sweden and whether personality determines the preference 

of caring systems. 

METHODOLOGY

Sample

During a period of one month (November 2002), all pregnant women visiting the 

antenatal clinics within the northernmost county of Sweden were informed about the 

study. The region, comprising 105,886 kmP

2
P, covering about 25% of Sweden’s land area, 

is characterised by both densely and sparsely populated areas, with a total of 252,856 

inhabitants (County Administrative Board of Norrbotten, 2004). The region has five 

hospitals, of which only two have maternity departments. Midwives working at these 

antenatal clinics assisted in the recruitment of pregnant women for the study and also 

distributed the questionnaires with addressed envelopes. The inclusion criteria were that 

the women should read and write Swedish, be between 36+0 and 37+6 weeks of 

pregnancy, and should be diagnosed as having an uncomplicated pregnancy with an 

expected uncomplicated delivery. 

The sample size in this study comprised 10% of expected pregnancies/childbirths during 

one year. There was no power calculation on sample size as the aim of the study was to 

elucidate descriptions of expectations and not to detect differences (cf. Kerlinger & Lee, 

2000, p.453). Of the 149 women who fulfilled the criteria, 9 declined to participate, 
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mostly because they did not have the time. With regard to the visit at the antenatal 

clinic, the remaining 140 (94%) women (primipara, n=54 and multipara n=85, one 

woman did not answer the question) completed the questionnaire, although some of 

them did not answer all the questions. However, no systematic pattern was found in the 

missing data/responses. An instrument, the Swedish Universities’ Scales of Personality 

(SSP), was attached to the questionnaire and completed by 120 of the 140 participants. 

Some women who did not completely fill-out the questionnaire commented that it was 

too demanding to also answer questions on the SSP instrument.

Data collection 

Questionnaire and instruments 

The questionnaire was developed to investigate expectations of pregnant women, while 

still on the maternity ward, for postpartum care, the optimal time for discharge, and the 

support of significant persons during the postpartum period. The women’s interest in 

complementary technical support to early discharge was also investigated. 

The questionnaire had 11 questions about socio-demographic data, obstetrical 

background, expectations of postpartum care regarding support to breastfeeding, 

childcare, physical and physiological recovery, the family’s presence while still at the 

ward, social support and support from the maternity, child and patient health care 

systems after discharge. There were also two questions about women’s interest in 

support via ICT. Using a 4-point response format, the women were also asked to assess 

the importance of different modes of care and support. The possible categories were 

grouped as very important, fairly important, not particularly important, and not 
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important at all. For the question, “When should women be discharged from the 

maternity ward?”, the selection alternatives were after 6, 24, 48, 72, or 120 h. Variables 

were rated on nominal, ordinal, and ratio levels for “Yes” and “No” responses to the 

ICT question, “If videoconferencing (between the maternity ward and the patient’s 

home) were available, would this influence time of discharge from the maternity 

ward?”.

The SSP is a validated, 91-item instrument divided into 13 scales based on theories 

concerning separate personality constructs (Gustavsson et al., 2000). It is used in studies 

that investigate the complicated relationship and interaction between individual 

differences in personality and such biological bases as behaviour, affectivity, and 

functioning. The present study utilises the SSP to investigate if somatic trait anxiety, 

psychic trait anxiety, and stress susceptibility in the participating women would affect 

their preference for care in the postpartum period. These scales were also used to 

investigate whether pregnant women living far from the hospital were more stressed 

than those living close which could have been a confounder when analysing the variable 

“distance to the hospital”. Somatic anxiety concerns people with psychological and 

somatic symptoms, such as autonomic disturbance, restlessness, and tenseness. Psychic 

anxiety concerns people who are sensitive and easily hurt, and who worry, anticipate, 

and lack self-confidence. Stress susceptibility describes people who are easily fatigued 

and feel uneasiness when they need to speed up (Gustavsson et al., 2000). 
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Statistical analysis 

SPSSP

®
P, version 11.0, statistical software was used to analyse the data. Descriptive 

statistics such as frequencies and means were calculated. Cross tabulation with the chi-

square test was used for dichotomous data and the Pearson product moment correlation 

was used to analyse correlations between the questionnaire and the SSP instrument. A p

value of 0.05 or less was considered statistically significant. 

Validity and reliability 

The questionnaire was developed by the investigators, two of whom had experience of 

clinical maternity care (face validity). All investigators had experience of research 

within the field (Polit & Beck, 2004, p.361). Studies concerning parental needs after 

childbirth (Bennett & Tandy, 1998; Nyberg & Bernerman Sternhufvud, 2000; Ruchala 

& Halstead, 1994) guided the development of the questionnaire, which was piloted by 

two newly delivered mothers and an external researcher before data collection. Three of 

the questions were reformulated in line with recommendations made by those 

participating in the pilot study (Polit & Beck, 2004, p.38). 

The SSP instrument was evaluated in a normative, randomly drawn sample with inter-

item correlations ranging from 0.17 to 0.43; Chronbach’s alpha ranged from 0.59 to 

0.84 (Gustavsson et al., 2000). These measurements have been used earlier to 

investigate if traumatic birth experience could have an impact on future reproduction 

(Gottvall & Waldenström, 2002), and to explore the relationship between hormones and 
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personality traits in women after vaginal delivery or Caesarean section (Nissen et al., 

1998).

ETHICAL CONSIDERATIONS 

The women consented to participate as they voluntarily completed the questionnaire 

while visiting the antenatal clinic. To ensure confidentiality, the participants were 

provided with stamped, addressed envelopes in order to mail the completed and 

anonymous questionnaires directly to the primary investigator (IL). Approval for the 

study was obtained from the Director of Primary Health Care and the Director of the 

Maternity Care within the regional health authority and the Ethics Committee, Luleå 

University of Technology.

RESULTS

Demographic data, obstetrical history, and personality 

The mean age of the participants in the study was 29.2 years (primipara 27.1 years and 

multipara 31.4 years). The distance between the women’s homes and the nearest 

hospital with a maternity department ranged from <10 km up to 250 km, with a mean of 

67.9 km (Md = 65 km) (Fig. 1). Among the women, 24.4% (primiparas 7.3%, n = 9 and 

multiparas 17.1%, n = 21) reported to have had one miscarriage or a stillborn child, 

4.1% had had two, and 6.5% of the women had had three or more miscarriages/ 

stillbirths.
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Fig. 1 Distance between the women’s homes and the closest hospital with a maternity department (n = 

135). 

No statistically significant differences were found in the analysis of the SSP instrument 

between women in this sample and the population in general, on which the SSP 

instrument is based. No correlations were found between somatic anxiety, psychic 

anxiety, stress susceptibility, and the variables related to the “optimal time for 

discharge”, i.e. “stay as long as I want to,” “having the possibility of an early discharge” 

and “time for discharge”. 

Distance and expectations of care 

The variable “distance” (from the participant’s home to the closest hospital) was divided 

into quartiles, from the Md of 65 km (Table 1). The majority of women (61.3%), 
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irrespective of the distance from home to the hospital, wanted to be discharged 72 h 

after the birth. A small proportion of women (19.0%) wanted to be discharged from the 

hospital 48 h after childbirth (primiparas 20.8% and multiparas 17.9%), and 9.4% after 

24 h. Another 10.2% wanted to be discharged 120 h after childbirth. 

No statistically significant difference was found between women living more than 110 

km from the hospital (fourth quartile) and those who lived closer, with regard to the 

importance of home visits, either from the midwife at the maternity ward or the nurse at 

the child health care centre (Table 1). When controlling for age, parity, and 

miscarriage/stillborn infants, with distance as the dependent variable, no statistically 

significant correlation between the above-mentioned groups was found. 
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Table 1 Expectations of care in postpartum period, estimated as important in relation to distance between 

home and the delivery hospital 

Items graded as important Distance from home to the hospital 

0–20 

km 

n (%) 

21–65 

km 

n (%) 

66–110 

km 

n (%) 

111–250 

km 

n (%) 

p valueP

*
P

Having a single room 34 

(81.0) 

26 

(96.3) 

28 

(82.4) 

26  

(81.3) 

0.303 

Having a telephone in the room 30 

(71.4) 

25 

(92.6) 

23 

(67.6) 

22  

(68.8) 

0.103 

Staying at the maternity ward “as long as I 

want to” 

39 

(92.9) 

26 

(96.3) 

33 

(97.1) 

32  

(93.8) 

0.833 

Having the possibility to have “early 

discharge” 

28 

(66.7) 

15 

(55.6) 

23 

(67.6) 

18  

(56.3) 

0.620 

Having the husband and siblings of the 

newborn staying on the maternity ward 

33 

(78.6) 

26 

(96.3) 

29 

(85.3) 

28  

(87.5) 

0.225 

Having a midwife coming for a home visit 23 

(54.8) 

15 

(55.6) 

15 

(44.1) 

17  

(53.1) 

0.771 

Having a nurse from the child health care 

clinic coming for a home visit (n = 134) 

29 

(70.7) 

21 

(77.8) 

23 

(67.6) 

19  

(59.4) 

0.489 

24-h telephone support (n = 134) 25 

(61.0) 

23 

(85.2) 

27 

(79.4) 

22

 (68.8) 

0.115 

P

*
P p values from Pearson chi-square when appropriate. 

Expectations of care in the maternity ward 

Questions using attitude scales were dichotomised by merging the “very important” and 

“fairly important” responses with “important”, and the “not particularly important” and 

“not important at all” responses with “not important.” When ranking the importance of 

items, “the wish to have access to staff on the maternity ward” received the highest 

percentage (99.3%). Other issues graded as important were “to stay as long as I want to” 

(95%), to have a post-delivery talk (95%), to have support during breastfeeding 
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(90.7%), to have the family staying on the maternity ward (86.4%), a room for oneself 

(85%), information about breastfeeding (84.8%), information about infant behaviour 

(81.4%), and information about childcare (82.1%). The opportunity to have an “early 

discharge” was considered important by 60.7% of the women. Having a “TV in the 

room” during their stay on the maternity ward was considered important by only 28.8%.

There was a statistically significant difference between primiparas and multiparas in 

grading the importance of care on the maternity ward (Table 2). In all these variables, 

except “having the possibility of an early discharge,” primiparas graded the importance 

higher than multiparas. However, both primiparas and multiparas graded the wish “to 

have the opportunity to stay on the maternity ward as long as you want” as equally 

important at 96.3% and 94% (p = 0.557), respectively. 

Table 2 Comparisons between the expectations of primiparas and multiparas regarding care in the 

postpartum period, graded as important while being cared for on the maternity ward 

Items graded as important Primiparas, n = 54,

n (%) 

Multiparas, n = 85, 

n (%) 

p valueP

*
P

Having the possibility of an early discharge 26 (48.1) 59 (69.5) 0.012 

Having information about breastfeeding (n = 137) 52 (98.1) 65 (77.4) 0.001 

Having information about physiological change 50 (92.6) 57 (67.1) 0.000 

Having information about psychological change 49 (90.7) 52 (61.2) 0.000 

Having information about childcare 50 (92.6) 65 (76.5) 0.014 

Having information about infant behaviour 51 (94.4) 63 (74.1) 0.002 

Having the family staying on the maternity ward 52 (96.3) 68 (80.0) 0.006 

P

*
P p value from Pearson chi-square when appropriate. 
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Expectations of care after discharge from the maternity ward 

The expectations of “continued contact with the maternity ward staff,” “having home 

visits,” and “telephone support”, as well as support from the child health care clinic also 

generated higher statistical significance among primiparas (Table 3). 

Table 3 Comparisons between the expectations of primiparas and multiparas regarding care in the 

postpartum period, graded as important, while being looked after by the child health care clinic 

Items graded as important Primiparas, n = 54 

n (%) 

Multiparas, n = 85 

N (%) 

p valueP

*
P

Having the midwife make a home visit 39 (72.2) 34 (40.0) 0.000 

Having the nurse from the child health care make a 

home visit (n = 138) 

45 (83.3) 51 (60.7) 0.005 

Having telephone support from the midwife on the 

maternity ward 

47 (87.0) 51 (60.0) 0.001 

Having telephone support from the nurse in child 

health care (n = 138) 

51 (94.4) 69 (82.1) 0.036 

P

*
P p value from Pearson chi-square when appropriate. 

Home visits and telephone support from the child health care staff during the 

postpartum period was graded by all women as more important than continued contact 

with maternity ward staff. Visiting the child health care centre was rated highly, with 

100% primiparas and 83.8% multiparas considering such a visit important. A majority 

of women valued 24-h telephone support as important (72.5%). A small proportion 

(15.1%) considered that “using picture and sound in contact with the midwife on the 

maternity ward” (known as telemedicine) would influence their choice of when to be 

discharged from the maternity ward, but only 25.9% showed interest in such a 

technique.
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People who are important during the postpartum period 

The infant’s father was rated as the most important person for maintaining social 

contacts (98.6%), caring for the baby (98%), supporting the mother’s psychological 

adjustment (95.7%), supporting the mother’s physical adjustment (92%), and supporting 

breastfeeding (87.9%). The importance of health care staff was important for supporting 

breastfeeding (77.9%), supporting parents caring for their baby (64.3%), and supporting 

mothers’ physical adjustment (53.6%). Relatives were rated as important for 

maintaining social contact (96.4%) and supporting mothers’ psychological adjustment 

(65.0%).

DISCUSSION 

The aim of this study was to describe the expectations for postpartum care among 

pregnant women living in the north of Sweden. A second aim was to investigate 

whether personality determines preference among caring systems. Despite the rather 

small sample, a high proportion of women responded relative the total number of 

available pregnancies and our sample population covered the entire county, including 

both densely and sparsely populated areas. 

The result has to be considered partly in light of the fact that the area investigated, the 

northernmost county in Sweden, faced a reduction in the number of maternity clinics 

from 5 to 2 just prior to the start of our study, and partly in light of the ensuing media 

debate on the topic. One can speculate on any consequences the negative media dispute 

has had on the expectations of the women in our study, with special regard to 

postpartum care and any increased distance to a maternity clinic, but also on some of 
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those women who lived closest to the clinics. It may also be that evaluating postpartum 

care as part of childbirth does not depend on the distance from the maternity unit. The 

distance between the home and clinic might only be considered important regarding the 

actual labour and delivery. 

Our second finding, that a large proportion (61.3%) of the women did not want to be 

discharged before 72 h after childbirth, differ from the findings in a recent study of 

women in a large city in Sweden (Ladfors et al., 2001) in which 72% of the women 

wanted to stay for 72 h or less. Although early discharge in Sweden is well known and 

well established within the health care system (Brown et al., 2004), women in this 

specific geographic area are not prepared to be discharged within the limit of 72 h set 

for early discharge. One explanation could be a general unwillingness of the parents to 

return to the hospital after discharge for the PKU test and a second paediatric 

examination. Within this specific county, it is still routine that infants undergo a second 

examination by a paediatrician, usually performed at the same hospital where the child 

was born (Norrbottens county council, 2006, personal communication). A change in 

practice designed to undertake the PKU and second paediatrician exam in community 

settings would perhaps stimulate families to discharge early. 

Having access to caring staff, as well as having information and support, was ranked as 

important. Several studies of women’s experience of postnatal care point out the strong 

need for emotional, physical, and practical support (Ockleford et al., 2004; Persson & 

Dykes, 2002; Tarkka & Paunonen, 1996), especially in conjunction with short hospital 

stays. Another important, highly ranked issue was the possibility for the women 
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themselves to decide when they should be discharged. This could be seen as a strategy 

for maintaining control over different options within the postpartum care. In a study 

measuring the outcome of early discharge versus hospital postpartum care, 

Waldenström (1987) and Fredriksson et al. (2003) found that in order to have a positive 

outcome, parents had to be offered a choice of care alternatives. 

Our study further elucidates expectations for a post-delivery talk, which was perceived 

as important (95%) among our participants. This finding is consistent with those found 

in previous studies examining parental experiences of childbirth and their views about a 

postpartum talk. Olin and Faxelid (2003) found that 66% of primiparas and 74% of 

multiparas wanted to talk with a professional about feelings related to the delivery, such 

as feelings of failure, pain, and pain relief. 

Variables concerning information, breastfeeding, and infant support were also highly 

valued and in agreement with the findings of Smith (1989), Proctor (1998), and 

Emmanuel et al. (2001), whose studies found that support and practical assistance as 

related to care of the infant and breastfeeding were the most frequently identified 

concerns. Likewise, our results do not support those posted by Ruchala (2000), who 

found that during the first 5 days after childbirth, mothers wanted to learn more about 

caring for their own needs rather than learning to care for the infant. 

Having contact with and visiting the child health care centre was valued as being more 

important (100% primiparas and 83.8% multiparas) than continuing contact with the 

midwife at the maternity ward. Similar high values were reported (89%) in a Swedish 
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study of first-time mothers’ early encounters with the child health care nurse. After only 

one contact this study found that these mothers were prepared to continue this service 

(Jansson et al., 2002). 

As in previous studies (Ekström et al., 2003; Ingram et al., 2002; Tarkka et al., 1998), 

we found that the infant’s father was rated as the most important person in the 

postpartum period after leaving the maternity ward. This finding is supported by 

Barclay and Lupton (1999) who state that men in Western society are expected to fill 

the gap between close relatives and the new mother and have to take on the role as 

provider, guide, household helper and nurturer. Even among people who are important 

for support in breastfeeding, the infant’s father was more highly ranked (87.9%) than 

health care professionals (77.9%). These findings can partly be explained by the 

findings of Humphreys et al. (1998) and Ingram et al. (2002), who reported that the 

attitude of health professionals to women’s decisions about infant feeding was less 

influential than the attitudes and beliefs of members of women’s social network. In this 

study, it might be that reliance upon health care staff is so strongly associated with 

institutional care that women do not know or count on support from the maternity ward 

midwife following discharge. Another explanation may be that within this specific 

geographic area with its long distances to the maternity department, the infant’s father 

becomes even more important. 

In our study, the partners of the participants were not asked for their opinion, which is 

of course a limitation and might have provided other points of view that would have 

enriched the study. The social debate concerning the importance of the father’s presence 
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for the growing child/family has led to fathers now making their own demands on 

postpartum care (Olin & Faxelid, 2003, Sörensen & Hall, 2004). Since the result of the 

SSP indicates no differences between our sample and the population in general, the 

difference between our result and those found in these studies probably does not reflect 

personalities, but rather the life as lived in this particular geographical part of the 

country.

Few women indicated that having access to technical solutions in order to complement 

the early-discharge system would affect their attitude toward time of discharge. The 

answers most likely reflect their lack of present knowledge concerning telemedicine, a 

specific part of ICT, as a complement within the health care system. 

Conclusion and nursing implications 

The women in this study can be regarded representing the Swedish population in 

general since no statistical significant difference was found regarding somatic anxiety, 

psychic anxiety and stress susceptibility.

In this study, distance was not found to be a determining factor in estimating either the 

length of the hospital stay or the postpartum care expected. It seems that it was more 

important to have the opportunity to decide for themselves when to be discharged from 

the maternity ward which can be interpreted as a strong signal that woman want to be in 

control. Implications for midwives are that they have to focus more on the woman and 

her family’s individual needs when developing midwifery care in the maternity ward. 
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In the results the father/partner was ranked as the most important person in the 

postpartum period. This indicates the need to acknowledge and recognize his presence 

in the maternity ward and in the postpartum period. Midwives have to include fathers as 

a person with resources and own needs of support. Further research is needed of the role 

of the fathers in the postpartum period. 
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Summary
Objective: to describe midwives’ experiences of changes in their caring role and
professional function in postpartum wards in the northern part of Sweden. In this
part of the country, three out of eight maternity departments have been closed over
the last 5 years. During the same period, hospital stays have reduced in length, and
an early discharge model has been introduced.
Design: focus-group discussions.
Setting: four focus groups at two hospitals in northern Sweden.
Participants: 21 midwives experienced in midwifery practice in maternity wards.
Findings: the analysis revealed four categories of comments: ‘to have limited time
when caring for the mother and the baby’; ‘no longer being valued as the expert’; ‘a
wish to have responsibility for childbirth in its entirety’; ‘to see future possibilities in
the development of the profession’. The theme identified is ‘being ahead in ideas
about caring but still partly caught up in the past’.
Key conclusions and implications: the identified theme of being ahead in ideas
about caring but still partly caught up in the past can be understood as representing
a transition. The midwives experienced loss and grief over their former midwifery
practice, but had ideas and visions for developing and expanding their future
professional role. A healthy transition requires support, participation and skilled
management.
& 2005 Elsevier Ltd. All rights reserved.
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Introduction

In the northern part of Sweden, three out of eight
maternity departments have been closed down
over the last 5 years. During the same period, the
length of hospital stays has reduced, and an early
discharge model has been introduced. This struc-
tural change, with centralisation of emergency
care and specialities to different hospitals, and the
decentralisation of health-care services to ‘pa-
tient’s’ homes, began on a nationwide basis during
the 1990s (Molin and Johansson, 2004). As a result
of this change, places of work and work assign-
ments of midwives have shifted within the health
system. Traditionally, people in this region do not
change workplace because of the long distances
involved. Today, the region faces new challenges
with the development of telemedicine (Ds,
2002:3). In order to meet these challenges, it is
considered important to understand midwives’
perceptions and experiences of changes within
their profession.

In Sweden, institutional care for mother and
baby was organised in the same way from 1940 until
the late 1970s (Vallgårda, 1996; SOS, 1979:4).
During that time, midwifery care focused princi-
pally on the women’s physical health, whereas the
nursery nurses took care of the babies (MF,
1960:40). The development of the early discharge
system was prompted by a new law governing
parental leave (SFS, 1973:473), which made it
possible for the father to participate in the care of
the newborn baby for the first 10 days after the
birth. Development was also influenced by regula-
tions concerning antenatal classes (SOU, 1978:5),
participation in decision making (HSL, 1982:763)
and in pain alleviation (MF, 1969:69). The expected
financial savings to be made by introducing early
discharge led the county councils to force the pace
of change. At present, early discharge and very
early discharge are already, or have become,
standard practice in Sweden (Darj and Stålnacke,
2000), as in most other western countries (Brown et
al., 2002).

In Sweden, the midwife plays a key role in caring
for the woman during pregnancy, delivery and the
postpartum period. Antenatal care and child health
care is organised by the primary health-care
centres; delivery and postpartum care in most
places are the responsibility of the county council
(SOS, 1996:7; State of the Art, 2001). In some
places, the midwives rotate between different
fields of midwifery activities, and in others the
midwives are stationary, working, for example, in
the delivery or the maternity wards. The organisa-
tion of postpartum care varies across the country.

When the woman and her family are discharged
from the maternity ward, follow-up visits/home
visits are carried out in some places by midwives
from the maternity ward or midwives working in
early discharge teams. Within some systems, there
are no visits (State of the Art, 2001). When the
baby is about a week old, the child health-care
organisation takes over the contact with the new
family.

The fact that postpartum care in Sweden is
organised differently from other countries makes it
difficult to make international comparisons or to
apply international results to Swedish conditions.
Research into the profession of midwifery in
England in recent years has focused on issues raised
in the official report ‘Changing childbirth’ (DoH,
1993). Several studies have been published on
‘team midwifery’ (Sandall, 1995; Turnbull et al.,
1995; Farquhar et al., 1998; Dowswell et al.,
2001; Stevens and McCourt, 2002). In this model,
continuity was an important factor when
midwives worked in teams, caring for the pregnant
woman during pregnancy, delivery and the
postpartum period. In the USA, research into the
profession of midwifery has often focused on
legislative aspects of practice and the mixed
societal image of midwifery, as a modern cost-
effective practice versus informally educated
individuals (Paine et al., 1999; Johnson et al.,
2001; Roberts, 2001).

The new ideology of reduced hospital stays
within the health-care system, as well as political
decisions and financial savings, have obviously
affected the midwives and their view of their
professional situation. The organisational changes
make increased demands on the midwives’ ability
to be flexible within the caring system. The time
available to establish a relationship with the
woman and her family has been radically reduced.
In the future, midwives will face new possibilities
of developing professional competence and mid-
wifery care, as county councils and the central
government want to introduce telemedicine as a
service to the citizens. Today’s highly developed
information and communication technology (ICT)
could be an alternative or a complement to
midwifery practice in early discharge situations.
ICT has been studied in many settings, such as
emergency care (Benger, 2000) and homecare
(Agrell et al., 2000). Within midwifery, Lazenbatt
et al. (2001) studied support of breast feeding
through videoconferencing, and Dawson et al.
(1999) carried out antenatal care through tele-
monitoring in home settings. With these changes in
mind, we considered it important to understand
and describe midwives’ experiences of carrying out
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midwifery care of the new mother, her baby and
the family after a period of ongoing organisational
change.

Aim

The aim of this study was to describe midwives’
experiences of changes in their caring role and
professional function in postpartum wards in the
northern part of Sweden.

Method

In this study, focus-group discussions were used to
explore midwives’ experiences. According to Daw-
son et al. (1993), this method can provide insights
into how a group thinks about an issue in terms of
beliefs, experiences and practices. By encouraging
people to talk to each other, the researcher can
spur the focus group to go further and challenge the
notion that opinion, as an attribute to the subject,
is more than the utterance in specific situations
(Kitzinger and Barbour, 1999).

Participants

The midwives were recruited from two hospitals in
the northern part of Sweden. Four focus groups,
comprising midwives who met the inclusion criteria
of experience of working in a maternity ward in this
part of the country, participated in the present
study. The planned size of each focus group was a
minimum of four and a maximum of six partici-
pants; according to Kitzinger and Barbour (1999),
groups of this size are often preferred for studies
investigating such aspects as structures in systems
(i.e. health-care organisations) (Gibson and Bam-
ford, 2001). In the present study, small groups were
also preferable, as the number of participating
midwives were limited. The number of participants
who could attend on a given date determined the
size of each group, three groups consisted of five
midwives each, and the fourth consisted of six
midwives.

Procedure

Initially three focus-group sessions were planned.
The first contact was made at a staff meeting, in
which the researchers gave information about the
study and asked for volunteers. Posters advertising
the focus-group discussions were also displayed.
Letters containing information about the object of
the discussion and the study were given to

participants. Informed consent was given by all
participants to the principal investigator/modera-
tor. After listening to and transcribing the first
three tape-recorded sessions, it was decided to
have a fourth focus-group discussion to confirm
theoretical saturation (Glaser and Strauss, 1967) to
encompass diversity and to secure a more struc-
tured sample (Kitzinger and Barbour, 1999). An-
other hospital was contacted, the chief midwife
was informed and interested midwives were re-
cruited. The participating hospitals were chosen
because they housed two of the five maternity
departments in the most northern part of Sweden.
One of these units had a longer experience of
organisational change.

Ethics

Participants were assured that they could withdraw
their participation from the study, and that the
findings would not be linked to individuals and
would be treated confidentially. The participants
were asked not to talk about the content of the
discussion with anyone other than members of their
own group. The head of the maternity-care
department and the Ethics Committee at Lulea
University of Technology approved this study.

Focus-group discussions

The first author was the moderator, whose function
was to facilitate the discussion and encourage the
midwives to express their feelings and experiences
(Nyamathi and Schuler, 1990). The third author or a
co-investigator assisted in taking notes, supervising
the tape recorder and pointing out questions that
had not been asked (Dawson et al., 1993). The
focus-group discussion was guided by semi-struc-
tured, open-ended questions that allowed the
midwives to describe their experiences. The open-
ing topic for the discussion was the midwives’
experience of changes in their caring role and
professional function in the maternity ward result-
ing from changes in the health-care system. The
first focus-group session was conducted as a pilot
study, but was incorporated as a part of the study
after the transcribed tape had been read. After
probing for clarification or deeper thoughts, one
specific question was asked about the influence of
ICT in health care. The discussions lasted for
80–90mins, and were tape-recorded (Kitzinger
and Barbour, 1999; Alexander et al., 2002). The
recordings were transcribed verbatim after each
session to help in refining some of the questions.
The focus-group discussion was followed by a
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debriefing of the moderator and the co-investiga-
tors to record their impressions of how the group
discussion had proceeded (Gibson and Bamford,
2001).

Analysis

In order to capture the midwives’ description of
their experiences, a thematic content analysis
(Baxter, 1991) was used after the transcription of
the four discussions. The object of content analysis
is to provide knowledge and understanding of the
phenomena that are studied (Downe-Wamboldt,
1992).

The transcriptions were read through in order to
gain a sense of the whole, and text units that
answered the research question were identified.
Text units that were similar in content were given a
code and arranged into 65 categories that were
then subsumed into four categories (Downe-Wam-
boldt, 1992). Once the final categories had been
determined, the text units were re-read and
checked for the appropriateness of their categor-
isation. All the categories were again compared,
and a theme, or thread of meaning, emerged from
the categories (Baxter, 1991; Söderberg and Lund-
man, 2001). To validate our interpretation and
achieve authenticity for the result, the focus-group
participants were invited to a seminar (Downe-
Wamboldt, 1992). The participants reached agree-
ment about the findings of the study.

Findings

The midwives were all women, and their profes-
sional experience varied from almost 2 years to 39
years, with a median of 25 years. The analysis
revealed four categories: ‘to have limited time
when caring for the mother and the baby’; ‘no
longer being valued as the expert’; ‘a wish to have
responsibility for childbirth in its entirety’; ‘to see
future possibilities in the development of the
profession’. The theme identified was ‘being ahead
in ideas about caring but still partly caught up in
the past’. The midwives’ discussion veered from
being situated in the current midwifery role, with
the new experience of having limited time to care
for the mother and the baby, to looking backwards
to the past when ‘the midwife’ was identified by
the parents and themselves as ‘the expert’. The
discussion also looked towards the future, where
the midwives were seen as having a new and
expanded professional role. The categories are

presented in the text below, and are illustrated by
quotations from the four focus groups.

To have limited time when caring for the
mother and infant

The midwives felt that the reduction in time
available for postpartum care in maternity wards,
resulting from the introduction of the early
discharge model, had led to care becoming
brusque. They expressed a wish for a longer period
of postpartum care in order to get to know the
families better to enable them to make more
careful assessments. It was especially difficult to
discharge parents early when they were insecure
about caring for the baby and breast feeding.
Previously, the caring system allowed the midwives
to make assessments over a longer period, to
observe the weight of the babies, and experience
the mothers’ satisfaction with the care provided by
the midwives. Reducing the time for institutional
postpartum care meant that there was only a
limited period available for giving information to
the mother, and thus the midwives themselves
perceived their input as mechanical and predeter-
mined, and not directed by the mother’s own
needs:

It is difficult when you have to write a caring
plan for the parents in the morning and then in
the afternoon have the discharge talk; the
parents have hardly had time to think about
the childbirth and that they have become
parents when they have to think about leaving
the hospital. (Focus group 1)

Furthermore, the midwives discussed the fact
that they felt irritated when fathers and siblings
took time and space from the mother instead of
being a support to her. The current organisation of
postpartum care sometimes forced the midwives to
push parents to ask for help, as the limited time
available did not allow them to wait for sponta-
neous questions from the parents. Some of the
midwives had positive experiences from hospitals
that had visiting only for father and siblings of the
baby. They thought that this system helped them to
be more effective in their work, and enabled the
parents to concentrate more effectively on learn-
ing about parenting.

New demands, related to the short hospital stay,
necessitated flexibility on the part of the midwives,
and constant prioritising of their work to women
with demanding care needs. Although they said
that they ‘loved’ their job, they felt that this
working situation ‘was too much’, and created
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irritation among colleagues as well as feelings of
worthlessness. The midwives suggested that separ-
ating normal from complicated deliveries would
facilitate their concentration on the individuals.
Furthermore, the midwives expressed feelings of
stress, as the time available for caring made it
impossible to receive feedback from the parents.
They felt that it was like working ‘blindfold’, just
hoping that the parents would manage at home.
The midwives also felt stressed by their increased
responsibility for giving the parents sufficient
information to manage caring for their baby
themselves:

I think it has been hard, frustrating and stressful
never getting feedback about whether what you
said or did for the parents was good and all went
well, but when the midwives who make home
visits say that everything is all right you have to
believe it and work with that but without getting
the feeling for it. (Focus group 3)

When the early discharge model was introduced,
and the midwives started to make postpartum
home visits, they felt a new and increased
responsibility because they had to make their own
assessment without having access to a physician for
immediate consultation. They thought that this
kind of responsibility in providing care demanded
several years’ experience of clinical midwifery.
Having increased responsibility for care in its
entirety was, however, seen as positive by some
midwives. Midwives working in the early discharge
system expressed satisfaction when they met
parents again, either during the home visits or at
a follow-up visit to the hospital.

No longer being valued as ‘the expert’

The midwives described how frightened they felt at
the beginning of the early discharge procedures,
when handing over to the mother and trying to feel
confident in the mother’s ability to care for her
baby. As the midwives had traditionally been seen
as the postnatal care experts, it took a long time to
prepare for, and actually change, caring practices.
The midwives thought that nowadays they had lost
the possibility of checking on the baby’s health.
They also felt that the new system concerning
working hours did not allow them to follow up on
advice given or other interventions as they wished.
On the other hand, the midwives also discussed the
fact that some of the earlier caring practices had
disadvantages, as they perpetuated the idea that
the midwives alone bore the entire responsibility
for the mother, the baby and the breast feeding:

We didn’t think that the mothers could manage
their children, we thought that we knew best.
(Focus group 2)

The midwives described how previously their
work had been more supportive and ‘hands on’,
whereas midwives felt that, in the present system,
they were not practising ‘midwifery’ any more.
Instead, they felt that their work was to deliver
general services, such as providing access to
telephones and making baby photos for a website.
Today the midwives also saw more psychological
problems, which they did not feel prepared to deal
with. It was only when caring for ‘patients’ with
severe complications, that the midwife, in a more
clinical role, still felt like the ‘expert’.

Some midwives said they found it difficult to give
up the former, obviously controlling, function
within their ‘expert’ role, whereas other midwives
felt that this was a step forward in their profes-
sional development. The latter group said that
instead of controlling everything and acting the
‘expert’ within postpartum care, they should
support the parents’ ability to take responsibility
for the care of their baby as well as for breast
feeding. One of the participants expressed it as:

Having to sit on my hands and let the parents try
for themselves. (Focus group 2)

Another said:

Definitely no loss of control, just a step in the
right direction nothing else. (Focus group 4)

Some midwives experienced difficulties when
meeting the new generation of parents who they
thought had different expectations and priorities in
connection with parenthood than the midwives
themselves. The midwives felt that the parents
valued time with friends and relatives more than
time for information given by the midwife. They
also said they missed the natural ‘woman to
woman’ conversations, and believed that this so-
called women’s world had been important for the
mothers. This world was also thought to be
important to the midwives who perceived that
they had an obvious role in mothering the new
mother, without interference from the father. It
was also thought that single rooms prevented
mothers from meeting and talking about their
childbirth experiences with other women in the
same situations:

Sometimes, the new generation of parents today
are difficult to understand as they have other
values and other demands, living in a different
social structure than we [midwives] have done.
(Focus group 3)
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A wish to have responsibility for childbirth in
its entirety

The midwives were positive about the experience
of their new role with entire responsibi lity for
mother and baby. It felt positive to be working in
teams with nursery nurses and assistant nurses,
compared with the previous system when each
member of staff had separate tasks. With the aim
of improving midwifery practice and getting to
know the mothers better, they described visions of
being able to care for the mother during the entire
childbirth period, including the pregnancy. Some
midwives were happy about caring for the whole
family in their home, as they thought that the home
environment helped their own supportive role and
the parents to feel more comfortable in their new
role:

If I could have a wish I think it is that the woman
who is going to give birth should be able to
have her own midwife during the pregnancy,
the delivery and the postnatal period. (Focus
group 4)

The participating midwives discussed how proud
and satisfied they felt in current practice, seeing
themselves as more effective in their work in the
maternity ward. They were also happy that they
could offer some flexibility for mothers during their
hospital stay, and could provide safe care through
telephone support and home visits. None of the
participating midwives in the focus groups ex-
pressed a wish to return to traditional postpartum
care. However, some midwives did not share all the
positive opinions about family centred care:

Now that we have the opportunity to offer
longer caring periods to those who need it,
and home care, we don’t discharge them with
no care at all as we can phone them, make
home visits and they can come and visit the
maternity ward, I don’t think this is wrong.
(Focus group 1)

The midwives expressed satisfaction with
society’s recapture of childbirth as something
healthy and normal, and with the change in
midwifery practice, which now seemed to emanate
from the mother’s needs and a belief in her own
resources. They felt it was encouraging to see
that mothers cared for in the early discharge
system matured faster than women cared for in
earlier systems.

To see future possibilities in the
development of the profession

The midwives discussed the development of the
health-care system from the perspective of future
maternal care depending on social structure,
political decisions and the economy. Midwives were
frightened and worried by ongoing political discus-
sions about possibly closing maternity wards to
women with normal deliveries and those with
uncomplicated caesarean sections. It was thought
that, after a short introduction to breast feeding
and other postpartum issues, these women could be
discharged even less than 12 hrs after the baby’s
birth without access to a maternity ward.

The midwives emphasised that, even in the
future, the midwife will continue to be the most
suitable person to provide support and care for the
new parents in their homes. They expressed a wish
to work with a more promotional and preventative
approach to breast feeding and other problems.
They also wanted to extend the postpartum care to
up to 2 months after the birth, and to assist parents
in finding other groups of parents to share their
experiences with. Furthermore, the midwives dis-
cussed future collaboration with child health-care
nurses in order to improve the parents’ feelings of
security. Visions of an extended postpartum home
care required the parents, especially expectant
fathers, to be better prepared for taking care of
the newborn baby.

The midwives felt that they had to develop their
knowledge about problems related to breast feed-
ing and the health of women and babies. In
addition, if, in the future, they were supposed to
collaborate with primary health-care staff, they
felt a need for more general knowledge about child
development. As making home visits had forced the
midwives to change their attitude towards the
parents, some of them felt a need to learn more
about behavioural science in order to improve such
meetings. They also discussed the need for more
communication skills, such as the best way to give
information or have difficult conversations:

We, or at least I, lack competence and have a lot
to learn about having a good conversation with
the new parents or a conversation when things
haven’t gone so well. (Focus group 2)

The midwives also discussed professional im-
provements through the use of mentorship for new
midwives. Some midwives considered their own
experience, rather than theoretical knowledge, an
important ingredient for improved maternal care in
the future.
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In answer to a specific question about informa-
tion and communication ICT, the midwives dis-
cussed how the development of ICT had influenced
them, as well as society at large. They foresaw the
possibility of communicating through websites, or
through video-conferencing equipment, with par-
ents in their homes. It was thought that the
development of ICT within the health-care system
had contributed to midwives feeling that they
needed more understanding of technological devel-
opment. They valued the possibility of using
pictures as a complement to a telephone call when
giving advice. Some of the midwives welcomed
such development, although they preferred face-
to-face contact:

Well, the advantages could be, if I think about
caked breast and breast-feeding problems, that
she could show the lump and tell about the pain
and then I can say it is just the milk that is
coming and give advice about that without
having them come for a visit [to the maternity
ward]. (Focus group 4)

Discussion

The findings from this study should not be trans-
ferred to other maternity units without careful
consideration of change within the health-care
organisations. In this northern part of Sweden,
dramatic changes have taken place in maternity
health systems through the reduction of the
number of delivery institutions and length of
hospital stays. Despite the relatively small number
of focus groups, it is considered important to study
the midwives still working in the remaining
maternity wards, their experience of the organisa-
tional changes and the effect on their profession
role. This study’s findings could be considered an
important tool in guiding future organisational
changes (e.g. the development of tele-nursing/
midwifery) in addition to being of relevance for
other health-system planners in similar situations.

The analysis of the focus-group discussions
resulted in the creation of four categories: ‘to
have limited time when caring for the mother and
the infant’; ‘no longer being valued as the expert’;
‘a wish to have responsibility for childbirth in its
entirety’; and ‘to see future possibilities in the
development in the profession’. The theme that
was identified ‘being ahead in ideas about caring
but still partly caught up in the past’ can be
understood as representing a transition. The mid-
wives’ discussions embraced their former expert
role, their present situation with limited time to

care for the mother and baby, and looked towards a
future with a new and expanded role for midwifery.
A similar movement is also described by Meleis et
al. (2000) in a study of transition, as a non-linear
movement between multiple places, spaces, situa-
tions and identities.

There is no clear definition of transition as a
concept (Chick and Meleis, 1986; Murphy, 1990),
but a general recognition is that it entails some
movement between two relatively stable states
(Murphy, 1990). According to Chick and Meleis
(1986), transition is associated with experiences
of the process involving the individual’s response to
the disruption that the transition causes. Time span
is associated with the first awareness of transition
until a new stability within the transition is
achieved. Perception reflects how the individual
experiences role conflict and threat to self-con-
cept. The midwives participating in the present
study discussed their experiences of the process in
terms of reaction to the implementation of the
early discharge system and the time span of the
consciousness of the change. Perception was dis-
cussed as the change in their professional role,
from the past and possible future changes. The
identified theme is similar to Kiefer’s (2002)
findings that individuals experiencing organisa-
tional change discuss how their everyday activities
and work identity are affected, as well as where
they will be positioned in the future.

Our findings show that, as a result of being partly
caught up in the past, the midwives tried to give
the same amount of care as they did before the
new caring system was introduced, but within a
shorter period of time. This created stress and
frustration, as the midwives could not live up to
their self-imposed expectations. Rosser and King
(2003) found similar feelings of disappointment
when hospice nurses had high expectations of being
allowed to practice holistic care but were re-
stricted in their ability to do so. The limited time
available also resulted in feelings of frustration, as
the midwives in the present study had to care for
mothers whom they knew only briefly in an
unfamiliar way and sometimes in competition with
fathers and siblings. Feelings of stress and frustra-
tion during transition according to Schumacher and
Meleis (1994) are often linked to feelings of
difficulty, which can lead to feelings of low self-
esteem and an inability to reframe the self. These
authors believe that such experiences can lead to
an inability to concentrate on work, and a hesita-
tion to take risks or meet the unknown.

Feelings of anxiety were experienced when the
midwives had more responsibility for making their
own assessments of the health of mothers and
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babies. During organisational change, fear of the
unknown or individual doubt about competence
and ability to cope in the future organisation is a
common problem (Nadler, 1987). Some of the
midwives in the present study felt that the limited
time available forced them to practice midwifery
contrary to their beliefs. If people receive orders to
do something they do not understand or believe in,
they might react by resisting or sabotaging the new
arrangements, which is not constructive for either
the individual or the organisation (Bolman and
Deal, 1999).

Some midwives, with no experience of making
home visits, described their work as fragmented,
predetermined and mechanical. These findings are
in agreement with Woodward (2000), who found
that midwives practising in a maternity ward with
short-stay women and a rapid turnover were
routinised, task-oriented and sometimes unrespon-
sive to the women’s needs. The midwives in the
present study said that they never saw the result of
interventions, as the limited time available made it
impossible for them to receive feedback. This could
be understood as their work having in some way lost
its meaning. Schumacher and Meleis (1994) con-
sider that, in order to understand transition, it is
essential to be aware of the meaning connected
with events inherent in it. Such awareness of
meaning may foster or hinder a healthy transition
(Meleis et al., 2000). Despite the limited time
available for the practice of midwifery, some
midwives felt positive about the change, as they
thought having responsibility for the entire care
produced a better caring system.

In the second category, the midwives discussed
the loss of their previous role as the expert in
postpartum care, acknowledged by the parents and
by themselves. It was only with the mothers with
severe complications that the midwives felt like
experts. The findings of Ewens (2003) show that, to
be able to take up new roles, it is essential that the
identity remains in the individual’s self-concept of
her/his professional role. If the individual is
constrained or held back by the organisation, she
will either quit her role or move back to a more
traditional view of herself. The findings in our study
indicate that some of the midwives were still partly
caught up in the past, and had difficulties in re-
orientating themselves in their new midwifery role.
Some midwives thought that performing family
centred care with the whole family in the mater-
nity ward hindered their ability to care for the
mother/baby pair. This finding is in contrast to
those of Stoltem et al. (1994) and Janssen et al.
(2001), who found that single-room care and
family-centred care increased midwives’ job satis-

faction. Our findings can partly be understood as a
sign of lack of clarity in assignments or constraints
within the organisation (Rosser and King, 2003).
These authors suggest that, to become confident
and effective in a new role, the individual must be
allowed to grow, both personally and professionally.

The midwives also described a loss of control and
of familiar caring practices, and were experiencing a
discrepancy between their own and the parents’
values concerning important issues in postpartum
care. According to Bousfield (1997), being an
experienced practitioner is signified in striving to
influence patient care and to use advanced knowl-
edge, expertise and leadership skills. It is possible
that, once the midwives lost the initiative in their
midwifery role, they felt outside the caring situation
and thus also lost their identity. According to Trist
(1981), the individual creates a special meaning
through work, and identifies herself with her
professional role. Selder (1989) discusses the con-
cept that, when an individual’s reality is disrupted,
she/he might feel like an outsider, a stranger cut off
from her/his well-known environment.

Experiencing a disrupted reality can create
feelings of threat or incongruity, between expecta-
tions based on the past and those based on the
future. In the present study, some of the midwives
did not recognise their professional role, as they
were not able to perform midwifery in a practical
way, and were unsure what the future would
demand of them. Organisational change implies a
change in the power of individuals or groups who
take actions based on how their own power and
balance within the organisation are affected by the
future change. Those who resist change are often
those who lose power (Nadler, 1987).

Although our findings revealed feelings of dis-
appointment and grief related to organisational
change among some of the midwives, they also
expressed satisfaction with that change, and had
visions of the future. The midwives were proud of
the quality of the care they gave and wanted to
expand their caring role to encompass the whole of
the childbirth period. Having ideas about a future
expansion of the midwife’s role towards the
parents is understood as attempting to improve
the care and also regain continuity. In previous
studies (Turnbull et al., 1995; Stevens and McCourt,
2002; Rogers et al., 2003), midwives who extended
their role to include larger parts of the childbirth
period, experienced satisfaction in performing a
holistic form of midwifery. The expression of visions
for expanding and developing the midwife’s role to
cover the whole of childbirth can be understood as
a re-definition of identity and the finding of a new
meaning within the professional role.
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The findings in the present study show that the
midwives were aware of the need for new knowl-
edge and skills to support the development of
future midwifery practices. This is supported by
Meleis (1997), who believes that, in order for
transition to have a positive outcome, the indivi-
dual must be able to gain new knowledge, change
behaviour and redefine the self in a social context.
Not all midwives shared these opinions about the
need for new knowledge, and thought that personal
experience was the most important attribute for
their future professional role. These expressions
can reveal a lack of awareness concerning future
demands, unclear assignments or an unwillingness
to acknowledge the changing professional role.

One important implication for successful transi-
tion in nursing identities (Ewens, 2003; Rosser and
King, 2003) and organisational change (Bousfield,
1997; Rosengren et al., 1999) is that support from
the organisation is essential if the individual is to
become confident in her/his new professional role.
For a person to fulfil their new professional role,
there has to be a clear definition of that role
(Bousfield, 1997) and a perception of core values
within the profession (Rogers et al., 2003). Other
important criteria for successful organisational
change are the individual’s ability to participate
in the process (Turnbull et al., 1995; Rosengren et
al., 1999), the role of leadership (Rosengren et al.,
1999; Ewens, 2003) and access to mentorship or
clinical supervision (Rosser and King, 2003).
Although midwives saw themselves as key people
in future postpartum care, and had visions about an
expanded role for midwifery, they felt that it was
beyond their ability to influence decisions about
future maternity care.

As the findings in the present study reveal
negative comments about the presence of fathers
in the maternity ward, further research is needed
into the effect this presence has on the midwife’s
professional role.
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program. Socialstyrelsen, Stockholm.

SOU 1978: 5. The Ministry of Health and Social Affairs. Parental
education 1. About? the childbirth. Report from the childcare
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Summary
Objective: to describe parents’ experience of using videoconferencing (VC) when 
discharged early from a maternity unit. 
Design: A combination of quantitative and qualitative methods was used to gain parents 
experiences. Data were collected via questionnaires and interviews. 
Setting: A pilot study involving a maternity department and new parents in their homes. 
Through videoconferencing parents discharged early were able to maintain follow-up 
contact via sound and picture with the midwife at the department. 
Participants: Nine couples/new parents participated.
Findings: The analysis revealed four categories of responses; “feeling confident with 
the technology”; “feeling confident of having control of their privacy”; “feeling 
confident being face-to-face on the VC”; “feeling confident when worries and concerns 
were met and answers received”. 
Key conclusions: Using VC as a support in cases of early discharge after childbirth can 
facilitate a meeting that makes it possible for new parents to be guided by the midwife 
in their transition into parenthood. 
Implications for practice: Findings in this study indicate that VC equipment may be 
helpful for parents discharged from hospital early after childbirth. The findings can also 
be used as a foundation for further development of the application of VC within 
maternal health care and in health care in rural areas.  

Keyword: Videoconference, new parents, childbirth, content analysis 
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Introduction

The general reduction in the length of hospital stays has considerably influenced 

the time allowed for postpartum care on maternity wards (Brown et al 2004). The need 

to cut costs within the health care organizations in Sweden, as well as in other western 

countries, encouraged centralization involving the closure of small hospitals or reducing 

specialities along with shortening hospital stays (Molin & Johanson 2004). These 

organizational changes have created special conditions for certain people, especially 

new parents/families living in rural and sparsely populated areas. 

To facilitate a more family-oriented postnatal care, early discharge after hospital 

birth was introduced and evaluated in Sweden in the middle of the 1980s (Waldenström 

1987). According to Brown et al. (1998) and Ellberg et al. (2003) the criteria for early 

discharge vary between clinics and countries, but are most often expressed as discharge 

after 72 hours of a healthy mother and child and after a normal birth. In the mid 1990s 

United States and United Kingdom considered discharge less than 48 hours after birth to 

be early (Weiss et al 2004; Winterburn & Fraser 2000). In Sweden, 2004 the average 

length of stay after normal childbirth was 2, 5 days. (M Bennis, personal 

communication October 24 2006).

The organization of postpartum care varies across the Swedish country but takes 

place either on traditional maternity wards, wards placed close to the hospital with a 

homelike environment with the support of a midwife or early discharge home. After 

early discharge home, in some places 6h after the childbirth, the woman and her family 

within some county councils receives follow-up visits at home by midwives from the 

maternity ward, or midwives working in early discharge teams (National Board of 
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Health and Welfare 2001-123-1). When the child is about one week old, the primary 

health care organization takes over the contact with the new family.  

When studying early discharge, the types of care parents valued most in early 

parenthood, respected their individual families’/parents’ experience and resources for 

handling their new role as parents (Fredriksson et al 2003; Persson & Dykes 2002). 

Other important issues were continuity of the caregiver (Proctor 1998; Singh & 

Newburn 2001) and practical and emotional support (Bondas-Salonen 1998). The 

access to large amounts of information via the Internet (Larkin 2001), the media and 

antenatal classes has made the present parent generation in western countries well-

informed and able to demand suitable care related to the birth of their child from the 

maternity department (Lindberg et al 2005). 

Evolving health care systems have prompted the introduction of telemedicine to 

cover the inhabitants’ needs for access to specialist competence, increased effectiveness 

of diagnosis and treatment, to reduce transport costs as well as to increase access to the 

health care organization (Ministry of Health and Social Affairs Ds 2002:3). 

Telemedicine is not a clearly defined and agreed concept, but can be seen as an 

umbrella term that encompasses care performed at a distance (Ministry of Health and 

Social Affairs Ds 2002:3; Wootton 2001). The videoconferencing (VC) application has 

been studied in many different settings with positive outcomes, for example, in the areas 

of psychiatry (Grealish et al 2005; Kuulasmaa et al 2004) rehabilitation (Smith et al 

2004; Soopramanien et al 2005) and chronic illness (Dimmick et al 2000). There are 

few studies concerning the area of maternal health care, however, some studies have 

been published about the use of VC to support breastfeeding (Lazenbatt et al 2001) and 

about antenatal care through telemonitoring (Britton & Still 1999; Dawson et al 1999). 
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Telemedicine as a support in early discharge after childbirth could not be found in the 

literature.

Considering the situation, with the centralization of health care, shortened 

hospital stays, and the development of telemedicine we found it important to study 

feasibility in an intervention using telemedicine as a complement to early discharge in 

supporting new parents in their parenthood. Thus the aim of the study was to describe 

parents’ experience of using videoconferencing when discharged early from a maternity 

unit.

Method

To study parents’ experiences of postpartum care and while incorporating a 

telemedicine application, a descriptive perspective using both quantitative and 

qualitative methods was used. The descriptive approach focuses on understanding of 

human experiences, on how human beings make sense of their subjective reality and 

attach meaning to it (Holloway & Wheeler 2002). Description can be a major purpose 

for both quantitative and qualitative researcher to observe, count, describe and classify 

data (Polit & Beck 2004).  

The intervention 

A pilot study took place from March 2003 to February 2004 in the northernmost 

part of Sweden involving a maternity department and new parents in their homes. 

Initially the intervention was planned as a randomised control trial (RCT) but due to the 

delay of the extension of the broadband the study had to be limited to studying 

feasibility and concentrated to residential areas in one city. The local early-discharge 

system includes discharge within 72 hours after childbirth with follow-up contacts and 

support by telephone, a home visit to first-time parents and a second paediatric 
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examination at the hospital. Instead of telephone calls, parents were offered support 

through VC, including sound and pictures, with a midwife at the maternity department, 

on a round the clock basis during the first week after the birth. The parents still had 

access to home visits and the ordinary, national child health care program. 

For the parents, a Tandberg 1000 video camera and a picture screen were 

installed in a specially fabricated portable case which also contained a remote control 

with a preprogrammed IP address, extension cables for the broadband and the electricity 

supply, a manual, and a phone number of the maternity ward. The midwives had a 

monitor with a built-in video camera (Tandberg 550), a remote control, and a manual 

kept in a separate room at the maternity ward. Both the midwife and the parents were 

able to see themselves in a small picture in the corner of the monitor. The midwives 

could remotely control the parents’ video camera. A broadband operator that did not 

have a procedure for logging in was chosen to simplify the start of the contact. The 

demands on the picture quality required high-speed communication, 10 Mb broadband, 

with an encryption to ensure confidentiality.  

Once at home, the parents themselves decided where to place the VC, though 

they were advised about good lighting. Either the parents or the midwife initiated the 

contact, but to preserve their privacy only the parents could start up the VC connection. 

The parents were encouraged to contact the midwife any time of the day or night on any 

matter concerning the child, the mother herself, breastfeeding, or any other issue related 

to the childbirth. An IT technician was employed to provide support during the project. 

Participants

Pregnant women in the third trimester within a specified geographic area visiting 

the antenatal clinic got an information letter about the intervention. Oral information 
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was also given to parents by the investigator in antenatal classes. After the birth at the 

maternity department, parents were asked if they were interested in participating in the 

intervention. Before they were discharged from the maternity ward, the eleven 

participating couples/parents were given a demonstration of the VC equipment. They 

were also informed about the limitation concerning the possibility of making diagnoses. 

A total of eleven couples fulfilling the inclusion criteria participated, which 

corresponded to the local criteria for early discharge (uncomplicated delivery, healthy 

mother, and healthy child) and had access to the specific broadband operator. In the 

study, nine of these eleven couples participated in the interviews as one couple was 

readmitted to the hospital the day after discharge due to the child’s condition and 

another couple had faced an initial technical problem that could not be solved.  

Data collection 

To enhance credibility and to gain a more complete picture of the parents 

experience of using videoconferencing when discharged early from a maternity ward, a 

triangulation with a combination of quantitative and qualitative methods was used (Polit 

& Beck 2004). This was also important since some time elapsed between the 

intervention and the interviews, triangulation made it possible to collect both immediate 

and reflected experiences. Immediate experiences were collected by using 

questionnaires and reflected experiences were collected through interviews, a 

combination of data collection technique also described by Sandelowski (2000). 

Questionnaire A questionnaire with 17 open and closed questions was 

developed by the three investigators for collecting parents’ experience of using VC in 

every contact with the midwife. Two of the investigators had experience of clinical 
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maternity care and all had experience of research within the field corresponding to 

content and face validity (Polit & Beck 2004). 

Before the start of the study the questionnaire was piloted. Directly after every 

contact with the midwife via the VC, the parents completed the questionnaire with 

questions about time for establishing contact, the duration of the meeting, obstetrical 

data and neonatal issues, the content of the meeting, the satisfaction with the support 

and experience of the audiovisual quality with a 4-point response format (Polit & Beck 

2004) from very bad to very good. It was intentionally constructed to be easily 

completed and not time consuming, as it had to be repeated after every VC session. A 

total of 23 reports were completed.

Interviews The parents’ experience of communicating with the midwife using 

the VC was evaluated through semi-structured interviews. They were encouraged to 

narrate their experience using the VC to be in contact with the midwife at the maternity 

department. Additional questions were asked related to the audio-visual quality and the 

subject of the meeting, how the parents preserved the privacy and their feelings of the 

VC encounter with the midwife. The tape-recorded interviews, which lasted for 20 to 40 

minutes, were conducted with the parents individually and later transcribed verbatim. 

The interviews were carried out about six weeks after childbirth, as the postpartum 

period according to WHO’s definition (WHO 1998) embraces the establishment of 

breastfeeding and family and the woman’s recovery physically and psychologically. 

Analysis

A challenge with using both quantitative and qualitative methods is that it does 

not necessary produce some integrated whole (Patton, 2002). Patton suggests that one 

has to consider each analysis carefully and give different interpretations chance to be 
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considered before favouring one result over the other. The findings from the 

questionnaires and the interviews were therefore analysed separately.  

The questionnaires were analyzed with descriptive statistics and provided a 

description of the parents’ immediate experiences of the VC and the encounter with the 

midwife. There were missing data because the parents did not answer all the questions.

The transcription of the 18 interviews containing the parents’ narration of their 

reflected experiences was analyzed using thematic content analysis (Baxter 1991). The 

interviews with the fathers and the mothers were initially analyzed separately. The 

transcriptions were read through to gain a sense of the whole followed by a closer 

reading to identify text units guided by the aim of the study. Text units that were similar 

in content were given a code and, in a four-step process, placed in categories that were 

later defined and redefined and subsumed into four categories (Downe-Wamboldt 

1992). While analyzing the transcript of the interviews with the mothers, it was 

discovered that the categories were similar to those of the fathers, and therefore the 

categorizations were brought together. Text units and categories that were similar for 

both fathers and mothers, or that differed between them, were marked with identifying 

colours during the analysis to maintain the uniqueness of the respective data. Once the 

final categories were determined, the text units were reread and checked for the 

appropriateness of their categorization. Comparing the categories revealed a recurring 

theme within them (Baxter 1991; Polit & Beck 2004).

Ethics

Approval for the study was obtained from the Director of Primary Healthcare 

and the Director of Maternity Care within the regional health authority and the Ethics 

Committee, Luleå University of Technology. 
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Findings

The findings from the analysis of the questionnaires and the interviews are 

presented separately so they can be considered on their own merits (Patton 2002; 

Sandelowski 2000). 

There were a total of twenty-three VC sessions. Eleven couples answered the 

questionnaires, of whom nine also participated in the interviews. The results from the 

questionnaire are presented in Tables 1 and 2 and in the running text.

Questionnaires

The time for establishing the connection ranged from zero to five minutes, 

(md=1 min) and the session length ranged from five to twenty-five minutes (md=10 

min). Contact was predominantly initiated by the midwife carrying out the routine 

contact in accordance with the early discharge model (10 times) concerning health 

status of the mother and child and breastfeeding, followed by the mother (8 times), the 

father (1 time) and the IT technician (4 times, testing the VC). In a majority of the 

sessions it was the mother who spoke to the midwife (16 times); the father in two and 

both parents in three of the sessions. Other registered questions concerned a rattle sound 

in the baby’s chest, red colour in the diaper, vagina secretion in the baby, worries about 

neonatal jaundice, and testing the equipment. The VC sessions with the midwife were 

experienced as positive by the parents, who were also satisfied in general with advice 

given (Table 1). The parents received information from the midwife concerning the 

baby’s skin and colour, care of the umbilical cord, breastfeeding, and the mother’s 

recovery physically and psychologically.
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Table 1 Experiences of communicating with the midwife via the VC (n=23) 

Variables Yes No 

Was the midwife you met in the VC someone you had met before? 13 10

Did the midwife understand your situation? 22  0 

Was your problem/question met with respect? 22 0

Were you satisfied with the advice/answers you received? 21 0

Was the advice you received pertinent?  21 0

Did you act according to the advice? 21 0

The picture quality on the monitor was evaluated as being good or very good 

except for the quality of the colour (Table 2). In the freely written comments the parents 

wrote that they enjoyed the participation but did not want the VC to replace physical 

contact. They found the VC easy to use, it functioned well, and was a good complement 

to the telephone.

Table 2 Experiences of the quality of the picture and sound (n=23) 

Variables Very bad Bad Good Very good 

Quality of sound? 0 0 11 12 

Quality of colours? 0 3 18 3 

Quality of definition? 0 0 18 5 

Quality of movements/motion? 0 0 21 2 

Experience of the encounter with 

 the midwife? 

0 0 5 16 
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Interviews 

Analysis of the interviews revealed four categories: Feeling confident with the 

technology, Feeling confident of having control of their privacy; Feeling confident 

being face-to-face on the VC; Feeling confident when worries and concerns are met and 

answers received. These four categories comprise the theme feeling confident.

Communicating via the VC created feelings of confidence and well-being and thereby 

also feelings of being empowered as the parents experienced that they were recognized 

as parents with individual needs, with a sense of being in control of oneself and the 

environment.  

Feeling confident with the technology 

Parents in the present study felt confident using the VC equipment and enjoyed 

being test pilots for new and advanced technology. They found the VC useful and 

thought it worked surprisingly well. Most parents felt satisfied with the instruction 

manual, although some of them wanted more instructions about the remote control. 

They also asked for more support as they anticipated that fear for the technology would 

prevent other parents from using the VC. Some of the mothers had not used the VC as 

they were holding the baby and their partner who were at home, operated the VC, but 

they felt confident that they would also be able to manage it themselves. All the fathers 

participated in the VC sessions.

Most parents were happy to communicate with the midwife via the VC and felt 

confident as they believed that the interaction with the midwife had high audiovisual 

quality and they could remote control the camera. They however had doubts about 

diagnosing neonatal jaundice just by looking at the baby’s skin colour via the VC. 
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The parents thought that the VC equipment was cumbersome and heavy. 

However, they felt it was time-saving in that it saved them from travelling to the 

hospital or health care centre when they had questions or worries about the child or 

breastfeeding. The parents felt that they needed the VC for a longer period of time to 

enhance practical knowledge about it 

 I am not a technical person, thinking about how things work but I think it is 

exciting to try new things. (Mother) 

Feeling confident of having control of their privacy 

Most parents felt no threat to their privacy but some were uneasy as they were 

aware of the risk of hackers on the Internet. They felt confident because they controlled 

the access via the VC to their homes, by deciding themselves where the VC was placed, 

turning the VC on and off as they wanted, and of being aware of and in control of what 

the midwife saw of them and their homes.  

Most parents enjoyed and felt natural being in front of the camera as they got 

used to the VC sessions and met the midwife via the VC. Some of the parents had 

placed the VC in the bedroom as the broadband connection was situated there and felt 

uncomfortable with that, while other parents had no problems at all. Furthermore, some 

fathers thought that meeting the midwife via the VC compared to having the midwife on 

a home visit was less of a threat to their privacy.

I think that it is almost more worrying when someone is coming home to you 

than when they look at you via the VC (Father)  

Parents expressed great confidence in the midwife as she was not just anybody 

who came into their home. Some mothers thought that the opportunity to be supported 
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by the midwife via the VC was more valuable than worrying about trying to preserve 

their privacy. They expressed confidence that the midwife was interested in being 

supportive rather than inquisitive about what their homes looked like. However, some 

parents expressed concerns that other people could have been present in the midwives’ 

room without their being seen on the monitor.  

Oh dear we have to tidy up, on the other hand if they were able to steer it [the 

VC] and check us out without our approval then it would have felt as though 

they were trespassing; but since we had to start the contact we could decide

how it would be, what to wear and where to be. (Mother) 

Feeling confident being face-to-face on the VC 

Being able to see each other face to face via the VC created feelings of 

confidence as the parents met the midwife as a person rather than just a voice. Some 

mothers felt that meeting the midwife via the VC was equal or almost equal to a 

physical meeting, having the midwife on a home visit or being in the maternity unit. 

The parents described how the picture allowed them to share the same experience with 

the midwife. One mother said that it felt that they “already knew each other” when they 

met personally later on. The difference they felt was that the midwife could not give the 

parents hands-on instructions about breastfeeding and baby care. 

When the parents met the midwife via the VC they had confidence in her as they 

felt that she was welcoming, open-minded, conveyed feelings of security and 

confidence, and had time to spend with them. They felt even more positive if they had 

met the midwife previously and if they had interacted with the same midwife during all 

the meetings. Although one mother said that the meeting via the VC was sufficient for 
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her and was an acceptable replacement for a home visit, most of the parents thought that 

the VC could not replace a personal meeting.  

Some of the fathers thought that meeting via the VC only allowed a superficial 

meeting and a few parents felt that the VC had no important role and thus claimed that 

using the VC must be voluntary.  

It felt like now she is coming into our home in a picture it was only because it 

was something new that it felt strange but then it was, it was quite….. natural. 

(Father) 

Feeling confident when worries and concerns are met and answers received. 

The parents said that the subjects for the VC meeting with the midwife were 

ordinary things about breastfeeding, the baby’s condition, such as neonatal jaundice and 

care of the umbilical cord. The parents were afraid of underestimating problems related 

to the baby or of being misunderstood just using the telephone and therefore felt safe 

when the midwife could make judgements not only from what they told her but also by 

looking at the things they wanted her to see. They also felt that the midwife could get a 

feeling about the parents’ situation when the non verbal communication added 

understanding to the verbal communication.  

The parents felt that the very fact of knowing that they had access to the VC led 

them to feel calm and secure. Some mothers felt so happy being supported via the VC 

that they did not want to return it to the maternity ward, and were prepared to use it with 

their next child. They also expressed a need to have the VC longer than just the first 

week after the birth, as they thought that problems with breastfeeding, for example, 
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would appear later on. One father said that they would probably have extended their 

hospital stay if they not had been offered the VC. One father, however, expressed the 

opinion that the VC did nothing to promote feelings of confidence in him.

The parents appreciated the opportunity to have daily contacts and a 24-hour 

service. It gave them a chance to ask questions they would otherwise not have asked or 

thought as important.

The parents thought that for the future the VC would be an excellent 

complement to health care, as the development within the health care system reduces 

the number of health care staff and increases home-based health care. They also valued 

the VC as a complement to the postpartum care for parents, especially first-time parents 

discharged early from the maternity unit and for people living in remote areas. The 

parents thought that communicating with the help of information technology and 

communication technology would become common as young people today are used to 

meeting other people through the Internet. 

Well I think it was all right……but I don’t know, I think we can manage without 

it as well but it….certainly the mothers have many questions …and are worried 

and it is certainty a support. (Father) 

Discussion

In this discussion, findings from the questionnaires and the interviews are 

discussed as a whole because of them being unanimous. According to Sandelowski

(2000) qualitative and quantitative data can be combined at an interpretative level of 

research.
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Findings from the questionnaires and the interviews can be understood as that 

the parents felt confident using the VC when discharged early from a maternity unit. 

The parents felt empowered since communicating via the VC facilitated a sense of 

being in control of one self, the environment and being recognized as an individual with 

individual needs. 

In findings from the questionnaires and the interviews, most of the parents were 

pleased and accepted the equipment with ease, which is in line with results from other 

studies in various health care settings that use VC in interactions with people in their 

homes (Currell et al 2001; Wootton 2001). The parents in the current study also 

experienced the audiovisual quality to be surprisingly high, which made them feel 

confident about the midwives’ ability to make assessments (cf Smith, et al., 2004). In 

studies where the care receivers were dissatisfied with the VC, the findings indicate that 

this occurred when the picture quality was not acceptable (Kuulasmaa et al 2004; 

Pesämaa et al 2004), the sound quality was poor (Hildebrand et al 2004; Hufford et al 

1999; Pesämaa et al 2004) and there was lack of technical support and training 

(Hildebrand et al 2004; Pesämaa et al 2004) which could give rise to feelings of 

frustration and of being excluded from the community (Nyström & Öhrling 2006). 

Having and managing the VC was not a problem for most of the parents in the present 

study.

Parents in the interviews felt that the VC saved them time and money as they did 

not have to travel to the hospital or the health care centre. Obviously these savings are 

an important aspect to consider for health care management before implementing the 

use of VC in home health care, as it is a frequent finding in studies of VC usage in a 

variety of different health care settings (Grealish et al 2005; Mair & Whitten 2000).  
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There are few studies that report experiences relating to privacy and 

telemedicine. In the interviews in present study, the parents felt that being the initiator 

of the encounter and being in control of the VC meant that they controlled their privacy. 

Our findings regarding the importance of being in control are supported by Grealish et 

al. (2005) and Dimmick et al. (2000) in which patients reported that using the VC 

increased their feelings of control and privacy. The findings in our study suggest that 

when the participating parents were in control of the VC sessions they felt they were 

consequently in control of their personal sphere and thus were having control of their 

situation.

Being face to face in the VC created feelings of confidence as the parents felt 

that they shared the same experience as the midwife about the issues that were brought 

up. Participants in a study by Dimmick et al. (2000) said that as the nurse and the 

participants were able to see each other, confidence grew, which meant that problems 

could be solved quickly as the nurses were able to grasp the situation instantly. Studies 

comparing different telemedicine equipment were favourable toward the VC as it 

promoted face-to face-contact (Azarmina & Wallace 2005; Hufford et al 1999; Morgan 

et al 2005). However, and also in line with our findings, Hildebrandt et al. (2004) 

reports that although participants felt confident and satisfied with the VC, they did not 

think that it could replace a personal meeting.  

In findings from the questionnaires and the interviews, when parents met the 

midwife in the VC session, they felt that she was welcoming, open-minded, and had 

time to spend with them. In studies by Lazenbatt et al. (2001), Smith et al. (2004) the 

participants felt empowered when interacting/meeting the carer in a VC. One interesting 

question which arises is what is it that takes place in a VC session that makes 
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people/parents feel empowered. Could it be that the carer/midwife leaves her/his 

traditional, safe position of being in control and being the expert (Lindberg et al 2005) 

and teacher in postpartum care (Lugina 2001) and in her familiar environment 

“considering or disregarding the uniqueness of the parents” (Olsson et al 1996). The VC 

session is a new experience for both parents and midwives where neither has any 

advantage/experience over the other and all are therefore on the same level. It could also 

be that during the VC session the listening is important since the VC equipment does 

not allow people to talk simultaneously (Kuulasmaa et al 2004). Another factor is that a 

VC session demands that the caregiver is present, that she/he is given time to 

concentrate on only one client/couple at a time, and is often placed in a separate room 

which does not allow any disturbance. Or is it as simple as that this is something new 

and exciting and health care staff are encouraged to take a professional interest in the 

intervention?  

The parents saw the VC as a valuable complement to postpartum care, especially 

for first-time parents and people in need of care living in rural areas. These views are 

supported in several studies (Dimmick et al 2000; Lazenbatt et al 2001; Reed 2005), 

where VC equipment was valued as a complement to ordinary/regular health care 

services. However, one has to question whether these positive outcomes are a result of 

satisfaction with the interaction facilitated by the telemedical equipment, or whether the 

satisfaction reflects the saving of time and money for the families. The overall positive 

outcome can also be a result of the Hawthorne effect (Polit & Beck 2004). The 

participants might alter their behaviour in various ways as an effect of a new treatment 

or method. These issues concerning outcomes of telemedicine applications must be 

further addressed (Hufford et al 1999).
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No generalisations could be med due to the small sample but despite of that, we 

found it important to investigate the experiences of this group of parents in using VC as 

a support in a home health-care setting, particularly since this has not been explored 

previously. Another limitation is that the intervention could not be carried out in areas 

with long distances to health care as it was planned because of the delay of the 

extension of the broadband net. 

The limited number of participants had several reasons as the VC equipment 

was developed for the purpose of this study which had the limitation that many families 

could not participate because of differences in the operation of the broadband net. 

Another cause was the midwives interest and opportunity to ask parents for 

participation. A third cause was that during the two month summer vacation period the 

midwives did not want to have any extra tasks because of the shortage of staff. 

The findings from the study constitute an important contribution to the 

development of a randomized controlled study. Our findings can also contribute to the 

development of health care organizations, focusing on shorter hospitals stays, day-care, 

home health care and telemedicine. Further research is needed into the concepts of 

empowerment-disempowerment from the perspective that telemedicine might create a 

need for constant support. Other research aspects is whether the organization is willing 

and ready to accept change in caring practices to take advantage of developing 

technology and health economical factors.  

Conclusions

The findings of this study indicate that using VC as a support in cases of early 

discharge after childbirth can facilitate a meeting that can create a possibility for  the 

midwife to guide new parents in their transition into parenthood. 
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Implications 

The findings in this study indicate that VC equipment may be helpful for parents 

discharged from hospital early after childbirth. The findings can also be used as a 

foundation for further development of the application of VC within maternal health care 

and in health care in rural areas.

Acknowledgements 

We wish to express our thanks to the Department of Health Science, Centre of Distance-

spanning Healthcare, Luleå University of Technology, and Norrbottens County Council. 



23

References

Azarmina P, Wallace P 2005 Remote interpretation in medical encounters: a systematic 

review. Journal of Telemedicine and Telecare 11: 140–145 

Baxter L 1991 Content analysis. In: Montgomery B M, Duck S (eds.) Studying 

interpersonal interaction. The Guilford Press, New York. 

Bondas-Salonen T 1998 New mothers’ experience of postpartum care – a 

phenomenological follow-up study. Journal of Clinical Nursing 7: 165–174 

Britton BP, Still A 1999 Management of high-risk obstetric patients using telehomecare. 

Telemedicine Journal 5: 47  

Brown S, Lumley J, Small R 1998 Early obstetric discharge: does it make a difference 

to health outcomes. Paediatric and Perinatal Epidemiology 12: 49–71  

Brown S, Small R, Faber B et al 2004 Early discharge from hospital for healthy mothers 

and term infants (Cochrane Review). In: The Cochrane Library, Issue 2. John Wiley & 

Sons Ltd, Chichester, UK. 

Currell R, Urquhart C, Wainwright P et al 2001 Telemedicine versus face to face patient 

care: effects on professional practise and health care outcomes (Cochrane review). In: 

The Cochrane Library, Issue2, 2002. Update Software, Oxford, UK. 

Dawson A, Cohen D, Candelier C et al 1999 Domiciliary midwifery support in high-

risk pregnancy incorporating telephonic fetal heart rate monitoring: a health technology 

randomized assessment. Journal of Telemedicine and Telecare 5: 220–230 

Dimmick SL, Mustaleski C, Burgiss SG et al 2000 A case study of benefits & potential 

savings in rural home telemedicine. Home Healthcare Nurse 18: 125–135 

Downe-Wamboldt B 1992 Content analysis: method, application and issues. Health 

Care for Women International 13: 313–321  



24

Ellberg L, Lundman B, Persson MEK et al 2003 Comparison of health care utilization 

of postnatal programs in Sweden. Journal of Obstetric, Gynaecologic and Neonatal 

Nursing 34: 55–62 

Fredriksson GEM,. Högberg U, Lundman BM 2003 Postpartum care should provide 

alternatives to meet parents’ need for safety, active participation and ‘bonding’. 

Midwifery 19: 267–276 

Grealish A, Hunter A, Glaze R et al 2005 Telemedicine in a child and adolescent mental 

health service: participants’ acceptance and utilization. Journal of Telemedicine and 

Telecare 11 (suppl.1): 53–55 

Hildebrand R, Chow H, Williams C et al 2004 Feasibility of neuropsychological testing 

of older adults via videoconference: implications for assessing the capacity for 

independent living. Journal of Telemedicine and Telecare 10: 130–134 

Holloway I, Wheeler S 2002 Qualitative research in nursing. (2P

nd
P ed) Blackwell 

Sciences Ltd, Oxford. 

Hufford BJ, Glueckauf RL, Webb PM 1999 Home-based, interactive videoconferencing 

for adolescents with epilepsy and their families. Rehabilitation Psychology 44: 176–193 

Kuulasmaa A, Wahlberg K-E, Kuusimäki M-L 2004 Videoconferencing in family 

therapy: a review. Journal of Telemedicine and Telecare 10:125-–129 

Larkin M 2001 E-health continues to make headway. The Lancet 358: 517 

Lazenbatt A, Sinclair M, Salmon S et al 2001 Telemedicine as a support to encourage 

breastfeeding in Northern Ireland. Journal of Telemedicine and Telecare 7:54–57 

Lindberg I, Christensson, K, Öhrling K 2005 Midwives’ experience of organizational 

and professional change. Midwifery 21: 355–364



25

Lugina HI 2001 Tanzanian midwives’ views on becoming a good resource and support 

person for postpartum woman. Midwifery 17: 267–278 

Mair F, Whitten P 2000 Systematic review of studies of patient satisfaction with 

telemedicine. British Medical Journal 320: 1517–1520  

Ministry of Health and Social Affairs Ds 2002:3 Vård ITiden. Strategier och åtgärder 

för att bredda användningen av telemedicin och distansöverbryggande vård (Care in 

time. Strategies and measures for broadening the use of telemedicine and distance 

spanning care). Socialdepartementet, Stockholm. 

Molin R, Johanson L 2004 Swedish health care in transition. Resources and results with 

international comparisons. http://www.lf.se (last accessed 11 December 2006) 

Department of Policy on Health Care of the Swedish Federation of County Councils, 

Stockholm. 

Morgan GJ, Grant B, Craig B et al 2005 Supporting families of critically ill children at 

home using videoconferencing. Journal of Telemedicine and Telecare 11 (suppl.1): 91–

92

National Board of Health and Welfare 2001-123-1 State of the Art 2001 

Handläggning av normal förlossning (Handling of normal childbirth).

http://www.sfog.se/PDF/2001-123-1.PDF (last accessed 2 January 2007). 

Socialstyrelsen, Stockholm. 

Nyström K, Öhrling K 2006 Parental support-Mothers’ experience of electronic 

encounters. Journal of Telemedicine and Telecare 12:194-197 

Olsson P, Sandman P-O, Jansson L 1996 Antenatal booking´ interviews at midwifery 

clinics in Sweden: a qualitative analysis of five video-recorded interviews. Midwifery 

12: 62–72 

http://www.lf.se
http://www.sfog.se/PDF/2001-123-1.PDF


26

Patton MQ 2002 Qualitative evaluation & research methods. (3P

rd
P ed) Sage Publications, 

California.

Persson EK, Dykes A-K 2002 Parent’s experience of early discharge from hospital after 

birth in Sweden. Midwifery 18: 53–60 

Pesämaa L, Ebeling H, Kuusimäki M-L et al 2004 Videoconferencing in child and 

adolescent telepsychiatry: a systematic review of the literature. Journal of Telemedicine 

and Telecare 20: 187–192 

Polit DF, Beck CT 2004 Nursing research. Principles and methods. (7P

th
P ed) Lippincott 

Williams & Wilkins, Philadelphia. 

Proctor S 1998 What determines quality in maternity care? Comparing the perceptions 

of childbearing women and midwives. Birth 25: 85–93 

Reed K 2005 Telemedicine: benefits to advanced practise nursing and the communities 

they serve. Journal of the American Academy of Nurse Practitioners 5: 176–180  

Sandelowski M 2000 Focus on research methods. Combining qualitative and 

quantitative sampling, data collection and analysis techniques in mixed-method studies. 

Research in Nursing & Health 23: 246-255

Singh D, Newburn M 2001 Postnatal care in the month after birth. The Practising 

Midwife 4: 22–25 

Smith AC, Youngberry K, Mill J et al 2004 A review of three years experience using 

email and videoconferencing for the delivery of post-acute burns care to children in 

Queensland. Burns 30: 248–252 

Soopramanien A, Pain H, Stainthorpe A et al 2005 Using telemedicine to provide 

postdischarge support for patients with spinal cord injuries. Journal of Telemedicine and 

Telecare 11 (Suppl 1):68–70 



27

Waldenström U 1987 Early discharge after hospital birth. Medical dissertation no.79, 

Uppsala University, Uppsala. Sweden 

Weiss M, Lokken L, Nelson M 2004 Length of stay after vaginal birth: 

sociodemographic and readiness-for-discharge factors. Birth 31: 93.101 

Winterburn S, Fraser R 2000 Does duration of postnatal stay influence breast-feeding 

rates at one month in women giving birth for the first time? A randomized control trial. 

Journal of Advanced Nursing 32: 1152–1157 

WHO 1998 Postpartum care of the mother and newborn: a practical guide. Report from 

a technical working group. HTUhttp://www.who.int/reproductive-

health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH( last accessed 

January 10, 2007). WHO, Geneva. 

Wootton R 2001 Clinical review, recent advances. Telemedicine. British Medical 

Journal 323: 557–560 

http://www.who.int/reproductive-health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH
http://www.who.int/reproductive-health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH
http://www.who.int/reproductive-health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH
http://www.who.int/reproductive-health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH
http://www.who.int/reproductive-health/publications/msm_98_3/postpartum_care_mother_newborn.pdfUTH




Paper IV 





...................................................................................................................................................

.......................................................................

.......................................................................

RESEARCH Original article

"Midwives’ experience of using
videoconferencing to support parents who
were discharged early after childbirth
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and Child Health, Karolinska Institutet, Stockholm, Sweden

Summary

Videoconferencing was used to support parents who were discharged early after childbirth. In a one-year pilot study,

23 videoconferences took place between midwives and parents at home. To ensure good picture quality, a high-

speed, 10Mbit/s broadband connection was used. We used a combination of quantitative and qualitative research

methods to describe the participants’ experience. Seven midwives with experience of supporting nine couples/new

parents completed a questionnaire. The 20 responses (87%) showed that the main reason for contact was routine

and the most frequent advice concerned breastfeeding. The quality of sound and picture were judged to be good

and very good respectively. The experience of communicating with the parents via videoconferencing was also

investigated through semi-structured interviews. Analysis of the interviews revealed that videoconferencing was:

easy to handle and useful for making assessments; a valuable and functional complement to usual practice; almost

like a real-life encounter. The results suggest that videoconferencing may be a useful tool in postpartum care.

Introduction

In Sweden, the centralisation of emergency care and

specialities, and the decentralisation of healthcare

services to patients’ homes began on a national basis

during the 1990s.1 In the northern part of Sweden,

three out of eight maternity departments have been

closed down over the last five years. In parallel with

this, the length of hospital stay has been reduced and

an early discharge model for postpartum care has been

introduced. The models for postpartum care vary

within Sweden but all include support either at a

maternity ward or through home visits, telephone calls

or follow-up contacts at clinics. Postpartum care can

also be managed at so-called easy-care units within

hospitals or at patient hotels.2 The support provided

concerns breastfeeding, baby care, post-delivery health

issues,3,4 family relations1,5 and emotional support.1,6

As a consequence of the organisational changes with

short hospital stays the ability of midwives to support

new parents in the postpartum period has been

affected.7 One way to improve the care given at the

institution is to use telemedicine to support and

increase the accessibility to and quality of healthcare.8

There have been few studies related to the use of

telemedicine in maternal health care. Interventions to

support breastfeeding9 and antenatal care10,11 used a

commercial analogue videophone,9 a telephone modem

for transmitting cardiotocogram (CTG) recordings from

the women’s homes10 and combi-

nations of telecare and traditional home visits to obtain

clinical data.11

We have therefore investigated whether an inter-

vention using telemedicine could allow midwives to

support early-discharge parents in the first week after

childbirth. Thus the aim was to describe midwives’

experiences of using videoconferencing to support

parents who were discharged early after childbirth.

Methods

A pilot study took place in northern Sweden from

March 2003 to February 2004 involving staff at a

maternity ward and new parents in their homes. The
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study was confined to residential areas in one city

where broadband services were available. The local

early-discharge system included discharge within 72h

after childbirth with follow-up contacts and support by

telephone, a home visit to first-time parents and a

second paediatric examination at the hospital. In

addition to the above-mentioned support, the

midwives at the maternity ward were able to support

early-discharged parents with contacts via video-

conferencing during the first week after the birth.

The midwives had a monitor with a built-in video

camera (model 550, Tandberg) a remote control and a

manual kept in a separate room at the maternity ward.

For the parents, a video camera (model 1000, Tandberg)

and a picture screen were installed in a portable case

(see Figure 1). Both the midwife and the parents were

able to see themselves in a small picture in the corner

of the monitor. The midwives were able to remotely

control the parents’ video camera. To ensure good

picture quality, a high-speed, 10Mbit/s broadband

connection was used. Encryption was employed to

ensure confidentiality.

Before the parents were discharged from the

maternity ward the midwives demonstrated the

videoconferencing equipment. At home it was

either the midwife or the parents who initiated

communication via videoconferencing, but in order to

preserve the parents’ privacy it was only the parents

who could initiate a videoconferencing connection.

The parents were encouraged to contact the midwife at

any time during the day or night on any matters

concerning the child, the mother herself, breastfeeding

or anything related to the childbirth. An IT technician

was available to provide support during the project.

Information about the project was presented on

several occasions to the midwives working (n¼42) on

the maternity ward and other staff. The midwives

who expressed an interest (n¼22) received further

information and education about the equipment and

had opportunities to practice before the start of the

intervention.

Informed and written consent was obtained from the

midwives. Approval for the study was obtained from

the relevant ethics committee.

Data collection

In order to gain a comprehensive description of the

phenomenon that was studied, data were collected

through a triangulation of methods12,13 – a combi-

nation of quantitative and qualitative research

methods. The use of content analysis offers the

possibilities of combining other data analysis methods/

approaches in a research study.13,14

A short questionnaire was developed with 12 ques-

tions concerning the reason for the contact, the

content of the meeting and a 4-point response format

concerning experience of the quality (from very bad to

very good) of the sound and the picture). The

questionnaire was piloted before the study began.

Immediately after every contact with the parents via

videoconferencing, the midwives completed the

questionnaire.

The experiences of seven midwives communi-

cating with the parents in their homes using

videoconferencing were investigated using semi-

structured interviews. The midwives were initially

asked to narrate their experience of providing support

and using videoconferencing in contact with the

parents. Additional questions related to the quality of

videoconferencing meeting, the privacy of the

parents and the midwives’ feelings about the

videoconferencing encounter with the parents. The

tape-recorded interviews, which lasted for 15-25min

were conducted when the pilot intervention ended and

were later transcribed verbatim.

Figure 1 Videoconferencing between parents in their home and

the midwife at the maternal ward (photo credit: Susanne

Lindholm)
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Analysis

The answers to the questionnaires were analysed from

both a quantitative and descriptive perspective. There

was some missing data because the midwives did not

answer all the questions.

After transcription of the interviews, qualitative

content analysis was used to gain further insights into

the midwives’ experiences. Content analysis aims to

describe meanings, intentions, and consequences in

relation to context or environment.14 The trans-

criptions were read several times, in order to gain a

sense of the whole. The aim of the study guided the

identification of text units that were then condensed,

abstracted, labelled with a code and categorized based

on similarities and/or differences in three categories.11

Once the final categories had been determined the text

units were re-read and checked for the appropriateness

of their categorization.

Results

Questionnaire

From a total of 23 videoconferencing sessions, 20

questionnaires were completed by the midwives (87%).

The main reason for contact was so-called routine

contacts in accordance with the early discharge system;

questions concerning breastfeeding, mothers’ breasts

and child’s health status. The most frequent advice

given was related to breastfeeding and child healthcare.

The estimated time for establishing the connection

ranged from 0.5 to 10min (mean 2min) and the length

of the sessions from 5 to 25min (mean 13min). The

initiator of the contact (i.e. the decision to make

contact, not to start the videoconferencing connec-

tion) was most often the mother (10 times), the

midwife (seven times), the IT technician (twice)

and the father (once). The possibility of making

assessments was evaluated as good and the contact

with the family as very good (see Table 1).

In the free-text comments, problems relating to the

quality of the picture, remotely controlling the camera

and the positive experiences of communicating with

the parents via videoconferencing predominated.

Interviews

The analysis of the interviews resulted in three

categories, in which videoconferencing was judged to

be: easy to handle and make assessments; a valuable

and functional complement; almost like a real-life

encounter.

Easy to handle and make assessments: The midwives

found the videoconferencing equipment easy to deal

with and the communication with parents was

valuable and genuine. They felt that the equipment

functioned well with a high picture and sound quality

and allowed them to observe breastfeeding and to

obtain a general picture of the parents and the child’s

health status. However the midwives experienced some

difficulty in observing the colour of or details on the

baby’s skin.

The midwives experienced no significant problems in

preserving the parents’ privacy. Nevertheless the

midwives took precautions such as hanging ‘Do Not

Disturb’ signs on the door and keeping it closed during

the videoconferencing session. One midwife said that

the same kind of consideration has to be shown during

a videoconferencing session as during a home visit.

A valuable and functional complement: The midwives

found that videoconferencing was a valuable

supplement to the ordinary early discharge model as

they obtained more information than through a

telephone call. Some midwives were prepared to

introduce videoconferencing into the ordinary care

organisation and they thought that videoconferencing

could help them day and night to promote the parents’

self-confidence in their new parental role, especially

those who lived in rural areas or on occasions when

home visits were not possible.

Some midwives stressed the importance of

investigating the consequences for the organisation

and work assignments before introducing video-

conferencing into the postpartum care organisation.

They thought that in order to avoid any hindrance to

the introduction of videoconferencing, the importance

Table 1 Experiences of the picture and sound quality in the contacts with the parents, 20 sessions of videoconferencing (some missing

data)

Variables Very bad Bad Good Very good

How did you experience the sound quality? 0 1 10 9

How did you experience the quality of the colours? 0 5 9 4

How did you experience the quality of the definition? 0 5 10 2

How did you experience the quality of movements? 0 3 10 1

How did you experience remotely controlling the camera? 2 3 12 2

How did you experience the possibility of assessing problems/needs? 0 1 14 1

How did you experience the contact with the parents? 0 0 4 14

I Lindberg et al. Videoconferencing to support parents

Journal of Telemedicine and Telecare Volume 00 Number 0 2007 3

JTT 0606� 07



.......................................................................

of having access to technical support should be

emphasized. Although the midwives felt that

videoconferencing was a valuable supplement, there

were different opinions concerning the possibility of its

replacing home visits.

Almost like a real-life encounter: The midwives

perceived that communicating via videoconferenc-

ing brought a richer and deeper dimension to the

conversation. They thought that it was almost

equivalent to having a real-life meeting such as a home

visit but that it demanded a deeper engagement and

presence compared to a telephone call. To have met the

parents via videoconferencing made the midwives feel

as if they were already acquainted with the parents

when they met subsequently. The midwives received a

positive response from the parents communicating via

videoconferencing but thought that this was probably

due to the parents’ own interest in the technology.

Discussion

The present study shows that videoconferencing can

function as a tool that midwives can use to support

parents discharged early after childbirth. The midwives

found the videoconferencing equipment to be easily

manageable and of high quality regarding sound and

picture, which is in line with other reports about

videoconferencing.15,16 The midwives emphasized the

need for further practice and investigations into the

consequences for staff organisation and work

assignments of implementing videoconferencing as

part of the general routine. These findings are in

accordance with Brebner et al.17 who found that the

implementation of telemedicine services has to be

needs-driven and that the user group must be clearly

identified. The overall positive outcome of the present

pilot study can partly be explained by the fact that a

few of the midwives were probably ‘early adopters’

of technology. Early adopters may be important for

identifying problems and solutions and as suppliers of

support to individuals before17 and during the

establishing of the service.18,19

Protecting the parents’ privacy was not experienced

as a problem by the midwives since they had taken

necessary precautions and relied on the parents

themselves to keep control of this situation. This may

be a sign of a shift in power in the relation between the

midwife and the parents. A study by Finch et al.20

reported that participants with interest and

involvement in telecare saw a shift towards patients

becoming more educated self-managers.

The present study, despite being based on a small

sample, suggest that videoconferencing may be a useful

tool in postpartum care and may contribute to the

development of early discharge after childbirth.
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