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A B S T R A C T

Objective: To explore how antenatal parental education is provided in southern Sweden and midwives’ experi-
ences of it.
Methods: A cross-sectional survey with data collection from 66 antenatal clinics and 189 midwives during 2016.
Descriptive and comparative statistics, chi-square and t-tests, were used to present the findings.
Results: Antenatal parental education was most commonly offered in small parental groups and the number of
hours provided varied between two and ten (mean 5.8) hours. A common and structured program for the ses-
sions was used at 37.3% of the clinics. Normal birth, pain relief, partner role during birth, breastfeeding ad-
vantages and breastfeeding initiation were the topics most extensively covered. Topic coverage was in 12 topics,
mostly related to the time after birth, lower than midwives’ rated importance of the topic: p-values between 0.05
and<0.01. Only 14.2% of the midwives often provided guidance to websites. Although midwives enjoyed
working with antenatal parental education, they expressed lack of organizational support and lack of personal
skills in group leadership and teaching. Years of experience did not significantly affect their self-rated skills in
group leadership or teaching.
Conclusion: These results contribute to knowledge about contemporary antenatal parental education in Sweden.
Our results showed that antenatal parental education is not always in accordance with parents’ expectations,
especially concerning early parenthood and guidance on the internet. To provide antenatal parental education
tailored to the needs of expectant parents it is vital to develop evidence-based guidelines and to address mid-
wives’ needs for improved skills in group leadership and teaching.

Introduction

Antenatal parental education (antenatal PE) is offered to expectant
parents in many countries worldwide with the aim of preparing them
for childbirth and parenthood. Content and form of antenatal PE has
been discussed through the years and criticism has been raised that
provision of antenatal PE is more commonly based on views of pro-
fessionals rather than on the needs of expectant parents [1,2]. Studies
show that parents would like a clear focus on early parenthood [3,4],
but there is little scientific knowledge of what is offered to expectant
parents and the lack of evidence-based guidelines is likely to result in
unequal access to adequate parental support.

Transition to parenthood can be an overwhelming time in life when
feelings of joy are mixed with the strain of parental responsibilities
[5–7]. Being prepared, having knowledge and receiving social and

professional support may facilitate this transition [8]. Parental support
and guidance are also included in the UN Convention on the Rights of
the Child, as measures to increase children’s health [9]. According to
earlier studies, midwives experienced the provision of antenatal PE as
challenging and reported lack of skills regarding group leadership
[10,11] and teaching [11]. The use of internet to access information
related to pregnancy, birth and parenthood is common among ex-
pectant parents [12–14]. Nevertheless, they want professional guidance
in order to sift among the large amount of accessible information on the
internet [6,7,15]; a task also experienced as challenging by health care
professionals [11]. The extent of professional guidance in locating
evidence-based information on websites or mobile applications in an-
tenatal PE is largely unknown.

The effects of antenatal PE have been evaluated in several studies.
Women in Denmark who attended antenatal PE with a structured
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programme reported less worry in late pregnancy [16]. Another large
Danish trial comparing antenatal PE in small classes to auditorium
based lectures showed significant effect on women’s childbirth self-ef-
ficacy [17] but no significant effects on parental stress or parenting
alliance [18]. In contrast to these findings, other studies have shown
effects of antenatal PE on parenting outcomes. Parents who received
antenatal PE compared to those who received only a brochure had
significantly lower parental stress and higher parental self-efficacy in an
American study [19]. In Australia, a trial of the provision of antenatal
PE by enhancing parents’ own learning activity also resulted in a sig-
nificant increase in parental self-efficacy and knowledge [20].

Since the late 1970s antenatal PE in Sweden has been provided by
midwives and integrated with antenatal care. It is offered free of charge
to expectant parents in groups and also individually [2]. The Swedish
National Board of Health and Welfare has identified antenatal PE as an
area in need for development [21]. In order to develop antenatal PE
based on evidence for best practice there is a need to know what is
presently offered and also experiences of those working with antenatal
PE.

Therefore, the overall aim of this study was to explore how an-
tenatal PE is provided in southern Sweden and midwives’ experiences of
it. Three explicit aims guided the data analyses: to describe the form
and content of antenatal PE and identify the most common type of
provision; to explore midwives’ experiences of working with antenatal
PE; and to compare the content in antenatal PE with midwives’ views
on the importance of the content.

Methods

Design and setting

A cross-sectional survey was conducted from March to end of June
2016 in the southern region of Sweden. The region encompasses both
urban and rural areas and has 1 344 689 inhabitants of which ap-
proximately 20% were born outside of Sweden. Of the inhabitants be-
tween 25 and 64 years, 43% have higher education, 42% secondary
level education and 15% basic schooling or unknown educational level
[22]. Maternity health care in this region is organised in a health care
choice system with both publicly and privately owned clinics, although
all are publicly financed and free of charge. Antenatal clinics (ANC)
may be organised as independent clinics or as part of a family centre
clinic.

Participants and data collection

Managers of all 82 ANCs in the region were informed about the
study and were asked for permission to send out two questionnaires,
one addressed to the ANCs and one addressed to the individual mid-
wives working in the ANCs. Managers of 66 ANCs (80.5%) gave per-
mission to send questionnaires. Postal addresses were collected through
official data of registered ANCs.

The questionnaire for ANCs was sent by post, with instructions for
the midwives working in the ANC to fill in the questionnaire collec-
tively. A reminder was sent after five weeks by phone or by post. A third
of the non-responding ANCs were reached by phone, the remaining
reminders were sent by post.

The questionnaire for individual midwives was sent as a web link in
an email to 189 midwives who worked at the 66 ANCs. E-mail addresses
to individual midwives’ were provided by the managers. A web-based
system “Survey and Report” was used to distribute the questionnaire
and automated reminders were sent three times with a two-week in-
terval to those midwives who had not responded. All collected data was
handled anonymously.

Instruments

Two questionnaires were developed for this study, one for ANCs and
one for individual midwives. Both were based on a validated ques-
tionnaire developed for use in parental groups in Child Health Clinics
by Wallby [23] and later used by Lefèvre et al. [24]. Questions re-
garding the topics covered in antenatal PE were constructed for this
study and based on national recommendations for antenatal PE [2] and
on previous studies exploring parents’ perspectives on preparation for
parenthood [6,7]. When developing the questionnaires a statistician
was involved in the process of constructing response alternatives re-
lated to the statistical analysis plan. Thereafter three midwives with
experience in antenatal PE tested the questionnaires for face validity in
terms of relevance of content and comprehensibility of the questions.
This resulted in minor adjustments.

The ANC questionnaire

The questionnaire for ANCs included 54 items within four themes.
The themes were organisation of the ANC (5 items), to whom antenatal
PE is offered (3 items), forms and structure of antenatal PE (17 items)
and topics covered in antenatal PE (29 items). Statements about the
extent of topic coverage were answered on 5-point Likert-type scales
with the response alternatives: not at all, to a very small extent, to a
small extent, to a large extent and to a very large extent. Other ques-
tions had fixed response options. A space for open comments was
provided for some questions.

The midwife questionnaire

The questionnaire for individual midwives also included 54 items;
the midwife’s age, work experience, views on the importance of topics
covered in antenatal PE and experiences of support, skills and chal-
lenges in working with antenatal PE. Statements about views on im-
portance of topics covered in antenatal PE were answered on 4-point
Likert-type scales, as were self-rating statements on group leadership
and teaching skills. The response alternatives were: of no importance,
of little importance, important and very important. Statements re-
garding experiences of challenges, support and skills when working
with antenatal PE were answered on 4-point Likert-type scales with the
alternatives: do not agree at all, agree to a small extent, agree to a large
extent or totally agree. Other questions had fixed response options. A
space for open comments was provided for some questions.

Data analysis

Analyses of the ANC questionnaire
Descriptive statistics were provided for background variables for

ANCs and for the form of provision of antenatal PE.
To identify the most common antenatal PE provided, answers from

the Likert-type scales regarding topic content were summarized and a
mean value and standard deviation was calculated for total scores. The
ANCs were then dichotomised to those whose scores fell within one
standard deviation and those whose scores did not. A mean value and
standard deviation were calculated for number of hours of education
offered and a description of group type was provided.

Analyses of the midwife questionnaire
Descriptive statistics were provided for midwives’ background

variables.
To analyse whether experience in leading antenatal PE affected self-

rated skills in group leadership and teaching, years of experience in
antenatal PE was dichotomised according to Benner’s theory of progress
from novice to expert; ≤5 years and>5 years experience [25]. The
individual samples t-test was then used to compare mean scores for
differences in self-reported teaching and leadership skills between the
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two groups.
The midwives’ age variable was dichotomised to ≤40 or> 40 years

of age. Responses to the use of websites and mobile applications were
dichotomised by merging “Use often” and “Use sometimes” to one value
and “Never use” was the second value. The affect of midwives’ age on
their use of websites or mobile phone applications in antenatal PE was
then analysed using Pearson’s Chi-2 test to compare younger and older
midwives’ responses.

The paired samples t-test was used to test differences between mean
scores for midwives’ rating of their topic knowledge regarding birth,
breastfeeding and early parenthood.

Analyses of comparisons between responses in ANC questionnaire and
midwife questionnaire

The ANC’s responses regarding coverage of topics in antenatal PE
were answered on 5-point scales whilst individual midwives answered
about importance of the topics on 4-point scales. To allow comparison
of means for responses to these questions, the two values “Not at all”
and “To a very small extent” on the 5-point scale were merged to one
value. The individual samples t-test was used to test mean score dif-
ferences between responses to the ANC questionnaire and the midwife
questionnaire.

Cronbach’s alpha was used to test reliability of items regarding to-
pics in antenatal PE answered on Likert-type scales in the ques-
tionnaires.

Missing values were few and were therefore excluded from all
analyses. All tests were two-sided and p-values≤ 0.05 were considered
statistically significant. Statistical analyses were conducted using the
IBM SPSS version 24.

Ethical considerations

The study was conducted in compliance with the ethical principles
of the Declaration of Helsinki [26] and ethical approval was obtained
from the Regional Ethical Review Board in Lund (2013/651).

Results

The antenatal clinics

The response rate for the questionnaire to the ANCs was 78.8%
(n=52). Single internal drop-outs did not exceed 3.8% (n=2) in any
question. A profile of the participating ANCs is shown in Table 1.

Form and content of antenatal parental education
Two thirds (67.3%; n=35) of the ANCs offered antenatal PE to all

expectant parents while 19.2% (n= 10) offered mainly to first-time
parents but, subject to availability, expectant parents with previous
children were also offered antenatal PE. Some ANCs only offered an-
tenatal PE if one of the parents expected their first child (9.6%; n= 5)

and others only if it was the mother’s first child (3.8%; n= 2).
Measures to increase partners’ participation in antenatal PE were

taken by 35.3% (n= 18) of the ANCs. These measures included
pointing out that the content was relevant to both parents and en-
couraging both to take part and also offering antenatal PE at hours that
interfere less with parents’ working hours.

The majority of ANCs (73.1%; n=38) did not offer antenatal PE
sessions that separated the parents into gender groups while 7.4%
(n= 4) did offer separate sessions for mothers and fathers. A further
3.8% (n=2) offered separate sessions for mothers only and 15.4%
(n= 8) for fathers only.

Antenatal PE directed to specific groups of parents, for example
young parents, parents expecting twins, non-Swedish speaking parents,
same-gender couples or single mothers were offered by 40.4% (n=21)
of the ANCs. A small number of ANCs (9.6%; n= 5) also offered groups
that focused on psychoprophylaxis for couples, on yoga or on water
exercise for mothers.

The ANCs offered between two and ten hours of antenatal PE, with a
mean of 5.8 (SD 1.8) hours. The number of sessions varied between one
and five with a mean of 2.8 (SD 0.9). Most commonly, the ANCs started
antenatal PE between gestational weeks 30 to 34 (64.7%; n=33).

Small parental groups with less than 15 individuals were offered by
90.4% (n=47) of the ANCs. Lectures with more than 14 individuals
were offered by 30.8% (n=16). It was the intention of two thirds of
the ANCs (69.2%; n= 36) to provide a fixed group constellation.
Themed sessions, such as a session on labour and birth and a session on
breastfeeding, were offered by 76.9% (n=40) of the ANCs. A common
and structured program for the sessions was followed by 37.3%
(n= 19). Group discussions were included in the majority of the ses-
sions by 61.5% (n= 32) of the ANCs while 19.2% (n=10) never in-
cluded group discussions in the sessions.

Antenatal PE was commonly led by a midwife alone (53.8%;
n=28) but could also be led together with a second midwife (15.4%;
n=8) or other professional (19.2%; n=10). Other professionals in-
volved in antenatal PE were for example Child Health Care nurses,
social workers, pre-school teachers, psychologists, physiotherapists,
dieticians, male father group leaders and yoga instructors.

Topics covered in antenatal PE at the ANCs are shown in Table 2.
The topics normal birth, pain relief, partner role during birth, breast-
feeding advantages and breastfeeding initiation were those with the
highest scores for topic coverage.

The most common form and content of antenatal PE
The most common form for provision of antenatal PE was in small

parental groups of 8–14 individuals and included 5.8 (SD 1.8) hours.
The ANCs had a mean total score for topic coverage of 85.6 (SD 13.3).
Two thirds (67.3%; n= 35) of the ANCs had scores that fell within one
standard deviation and were identified as providing the most common
antenatal PE regarding content.

The midwives

The midwife questionnaire had a response rate of 57.1% (n= 108).
Single internal drop-outs did not exceed 1.9% (n= 2) in any question.
The midwives were between 32 and 66 years old, with a mean of 50.7
(SD 8.5) years. Their professional experience as a midwife varied be-
tween one and 43 years, mean 19.7 (SD 10.3) years. The experience of
leading groups in antenatal PE varied between none to 38 years, with a
mean of 12.2 (SD 9.4) years.

Midwives’ experiences of antenatal parental education
Almost all midwives who answered the individual questionnaire

(97.2%; n=104) had experience of leading antenatal PE in small
groups and a third (32.7%; n= 35) had experience of leading large
parental groups/lectures. Midwives’ experiences of working with an-
tenatal PE are shown in Table 3.

Table 1
Profile of antenatal clinics in the study (N=52).

n (%) Missing, n

Type of care provider
Public 28 (53.8)
Private 24 (46.2)
Family centre clinic 1
Yes, with ANC and Child Health Clinic (CHC) 17 (33.3)
Yes, with ANC; CHC and open nursery school 2 (3.9)
Yes, with ANC, CHC, open nursery school and

social services
11 (21.6)

No 21 (41.2)
Number of midwives working in the clinic Mean 3 (SD

1.7)
Range 1–8
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The vast majority of midwives agreed, to a large extent or totally,
that leading groups in antenatal PE was fun (80.5%; n=87) and sti-
mulating (80.3%; n=86). A wish to abstain from leading groups was
reported by a fifth of the midwives (23.4%; n= 25). In total 38.3%

(n= 41) of the midwives did not agree at all or agreed to a small ex-
tent, to having sufficient skills in group leadership. Further, 55.1%
(n= 59) of the midwives reported not having sufficient teaching skills.
No statistically significant differences were found between those with

Table 2
A comparison between the extent of topic coverage in antenatal PE at the ANCs and midwives’ individual opinions on the importance of these topics.

Themes and topics ANCs’ extent of coverage of topicsa

(N=52)
Individual midwives’ opinions on importance of topicsb

(N=108)
t-value p-value

m (SD) Missing n m (SD) Missing n

Labour and birth
Normal birth 3.87 (0.4) 3.85 (0.4) 0.24 0.81
Methods for breathing and relaxation in labour 3.10 (0.9) 3.58 (0.6) 1 −4.21 <0.01*

Partner role during birth 3.65 (0.5) 3.81 (0.4) −1.94 0.05*

Birth positions 3.02 (0.8) 3.06 (0.8) −0.21 0.83
Pain relief during labour and birth 3.58 (0.6) 3.54 (0.6) 1 0.41 0.68
Perineal tears 2.69 (0.7) 3.07 (0.7) 1 −3.13 <0.01*

Induction of labour 2.35 (0.7) 2.63 (0.7) 1 −2.28 0.02*

Instrumental birth 2.63 (0.6) 2.99 (0.6) 1 −3.30 <0.01*

Caesarean birth 2.62 (0.6) 3.05 (0.6) −3.97 <0.01*

Breastfeeding
Breastfeeding advantages 3.75 (0.7) 3.84 (0.4) −1.13 0.26
Breastfeeding initiation 3.73 (0.7) 3.81 (0.4) 1 −0.96 0.34
Common breastfeeding problems 3.39 (0.8) 1 3.54 (0.6) −1.24 0.22
Breastmilk substitutes 2.35 (0.9) 2.86 (0.8) 2 −3.70 <0.01*

Baby
Daily baby care 3.04 (1.0) 3.41 (0.6) −2.78 <0.01*

Baby health, signs of illness 2.81 (1.0) 3.25 (0.7) −3.05 <0.01*

Mother
Mother’s physical postnatal recovery 2.98 (0.9) 3.40 (0.6) −3.59 <0.01*

Pelvic floor exercises 2.67 (1.2) 3.31 (0.7) −4.31 <0.01*

Physical exercise postnatally 2.38 (1.1) 3.03 (0.6) −4.52 <0.01*

Family
Attachment 3.31 (0.8) 3.68 (0.5) 1 −3.53 <0.01*

Postnatal emotional mood 3.31 (0.7) 3.69 (0.6) −4.00 <0.01*

Sleep 3.00 (0.8) 1 3.40 (0.6) 1 −3.58 <0.01*

Siblings 2.33 (1.0) 2.89 (0.7) −5.15 <0.01*

Relationship and sexuality 2.94 (0.9) 3.38 (0.5) −3.67 <0.01*

Contraception 2.33 (1.1) 2.89 (0.8) −3.63 <0.01*

Equal parenting, gender roles 2.88 (1.0) 3.19 (0.7) −2.25 0.03*

Economy, social insurance 1.81 (1.0) 2.22 (0.7) 1 −2.79 <0.01*

Practical information
Birthing unit 3.16 (0.8) 1 3.19 (0.7) 1 −0.18 0.86
Postnatal ward 3.20 (0.7) 1 3.16 (0.7) 0.37 0.71
Child health clinics 3.06 (0.9) 1 3.11 (0.7) 2 −0.36 0.72

a 1= not at all or to a very small extent; 2= to a small extent; 3= to a large extent; 4= to a very large extent.
b 1= of no importance, 2= of little importance, 3= important, 4= very important.
* Statistical significant difference.

Table 3
Midwives’ experiences of working with antenatal PEa (N=108).

m (SD) Range Missing, n

Positively phrased statements
I have sufficient topic knowledge to prepare expectant parents for birth 3.53 (0.6) 2–4 2
I have sufficient topic knowledge to prepare expectant parents for breastfeeding 3.39 (0.6) 1–4 1
I have sufficient topic knowledge to prepare expectant parents for parenthood and the first postnatal weeks 3.38 (0.6) 2–4 1
I find it fun to lead parental groups 3.21 (0.8) 1–4 1
I feel comfortable in the role as group leader 3.20 (0.8) 1–4 2
I find it stimulating to lead parental groups 3.13 (0.8) 1–4 1
I have access to all technical equipment that I need when working with parental groups 2.75 (0.9) 1–4 2
I have sufficient support from my manager when working with parental groups 2.73 (1.0) 1–4 2
I have sufficient support from my colleagues when working with parental groups 2.73 (1.0) 1–4 1
I have sufficient skills in group leadership 2.68 (0.8) 1–4 1
I find the rooms that I have access to are suitable for parental groups 2.67 (1.0) 1–4
I find the time during the parental group sessions as enough to prepare expectant parents for birth and parenthood 2.64 (0.9) 1–4 2
I have sufficient pedagogical skills 2.47 (0.8) 1–4 1
I have possibilities to dispose enough time to prepare the parental group sessions 2.27 (0.9) 1–4 2
Negatively phrased statements
I would like to abstain from leading parental group 1.82 (1.0) 1–4 1
I find it difficult to lead parental groups 1.91 (0.8) 1–4 2

a 1=Not agree at all, 2=Agree to small extent, 3=Agree to large extent, 4= Totally agree.
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≤5 years or> 5 years of experience in leading parental education
groups for self-rated skills in group leadership (t −1.86; p 0.07) or
teaching (t −1.44; p 0.15). Midwives’ rated their topic knowledge
about birth significantly higher than their topic knowledge about
breastfeeding (t 2.88; p < 0.01). Knowledge about birth was also sig-
nificantly higher than knowledge about parenthood and the first post-
natal weeks (t 2.17; p 0.03).

In the midwife questionnaire, 14.2% (n=15) of the midwives an-
swered that they often introduced websites to expectant parents, 47.1%
(n=50) introduced websites occasionally while 38.7% (n= 41) never
introduced websites in antenatal PE. Introducing smart phone appli-
cations in antenatal PE was not common among the midwives; 2.8%
(n=3) introduced apps often and 15.7% (n= 17) occasionally while
81.5% (n=88) never introduced them. There was no statistically sig-
nificant difference between younger (≤40 yrs) or older (> 40 yrs)
midwives for provision of guidance to websites (χ2= 0.12; p 0.73) or
apps (χ2= 0.19; p 0.66).

Comparison between ANCs’ content of antenatal PE and midwives’ views of
the importance of the content

The different topics covered in antenatal PE among the ANCs in the
study, midwives’ individual views on the importance of these topics and
a comparison between the two are shown in Table 2. Midwives’ rated
importance of the topics as significantly higher than the ANC’s extent of
topic coverage in a majority of the topics, especially those concerning
postnatal themes regarding the baby, mother and family.

The Cronbach’s alpha coefficient for items regarding topics in an-
tenatal PE in the questionnaires was for the ANC’s version 0.92, and for
the midwife’s version, 0.89.

Discussion

This cross-sectional study of 66 ANCs and 108 midwives gives a
contemporary view of the provision of antenatal PE in Sweden.
Important findings in this study were that the most common way to
provide antenatal PE was in small parental groups starting in the third
trimester and that topics related to normal birth and breastfeeding were
those most extensively covered in the antenatal PE. The results also
showed that coverage of topics offered in antenatal education were
often significantly lower than midwives’ rated importance of topics,
especially those concerning the time after birth and only 37.3% of the
ANCs used a structured programme for the sessions. A high number of
midwives did not guide parents to websites and mobile applications.
Midwives’ self-reported levels of skills in teaching and group leadership
were low and time at their disposal for the preparation of antenatal PE
was insufficient. The midwives also reported low mean scores for sup-
port from colleagues and managers. The following discussion will focus
on identified weaknesses in the provision of contemporary antenatal
PE.

More than half of the ANCs offered antenatal PE starting in the third
trimester although previous studies have proposed that the second tri-
mester may be a more optimal starting point for the education [6,8,27].
An earlier start would give parents more time to reflect and discuss with
each other, which may enhance their preparation. Antenatal PE was
most commonly provided in small groups, which may facilitate dis-
cussions among participants [6,7] but not all ANCs included group
discussions. Previous studies have found that parents prefer to take an
active part in their learning and that they value discussion with peers
[4,28].

The reported high topic coverage regarding breastfeeding is an in-
teresting finding as previous studies from Scandinavia and UK have
shown that women feel unprepared for breastfeeding challenges
[5,6,29]. It may be that the content or learning strategies do not match
parents’ needs since parents require more problem-solving skills re-
garding breastfeeding according to Swedish research [6,7,30]. These

are skills that are important to the individual mother, when returning
home from the hospital, especially in the wake of closure of breast-
feeding support clinics in Sweden today [31,32]. Promoting parents
active learning in antenatal PE is important as active learning has been
shown to improve learning outcomes [20]. Midwives’ self-reported lack
of skills in teaching and group leadership, which also have been iden-
tified by midwives themselves and by parents in several earlier studies
[10,11,27,28], are likely to affect the promotion of active learning in
antenatal PE [33]. In the present study midwives’ skills in teaching and
group leadership were not affected by their professional experience.
This indicates that a stronger focus on skills in teaching and group
leadership in midwifery education in Sweden today is needed and may
improve learning outcomes of antenatal PE. However, parents’ active
learning should not exclude professionals’ responsibility in focusing on
important topics that have been pinpointed by researchers. This is
particularly important since previous studies have found that first-time
expectant parents may have difficulties in knowing what they need to
know [5–7]. The fact that only 37.3% of the ANCs had a common and
structured program for antenatal PE indicates a clear need for evidence-
based guidelines to provide equal professional care to all expectant
parents.

In the present study topics regarding birth seemed to be better
covered than those regarding the time after birth. The results also
showed that coverage of topics in antenatal PE in several cases was
significantly lower than midwives rated importance of the topics,
especially for topics concerning the time after birth. Previous research
has shown that the main reasons for parental participation in antenatal
PE are to prepare for parenthood and to feel secure in how to take care
of their newborn [3]. Despite this, research continues to show that
parents feel inadequately prepared for the early parenthood period
[4,6,7]. The need to increase the balance between childbirth prepara-
tion and parenthood preparation in antenatal PE has previously been
shown in an earlier Swedish study [8]. In the present study antenatal PE
was most commonly led by a midwife. The fact that the midwives rated
their topic skills about the early parenthood period lower than for the
birth is not surprising since birth is given a very central role in the
curriculum for midwifery education and early parenthood is covered to
a lesser extent. It has previously been suggested that midwives might
not be the best suited or most skilled professionals to prepare parents in
all topics in antenatal PE [10,20,34]. Cooperation with other profes-
sionals during antenatal PE might be one way to resolve issues of lack of
topic skills and introduction to other professionals could also increase
parents’ awareness of where support can be accessed both before and
after the baby is born.

The introduction of websites and apps containing information about
early parenthood, could also be an adjunct for continued support in the
early parenthood period. In the present study midwives’ guidance to
websites and apps in antenatal PE was low. Today’s parents are internet
savvy but despite this, studies have shown that they want more pro-
fessional guidance to locate reliable information on the internet
[6,7,15]. Several websites and apps have commercial interests, which
may be one reason for health professionals’ caution in giving re-
commendations. A previous study showed that many midwives world-
wide lacked awareness of important indicators to assess quality in on-
line health information [35]. Providing health professionals with
recommendations for evidence-based websites and mobile applications
for parents may be one measure but guiding parents on the internet also
requires skills for critical appraisal of the information. The term “an-
tenatal parental education” implies that the health care system is
educating parents. It is however important to acknowledge that pro-
viding information to expectant parents is not a goal that stands alone;
it is vital to stimulate parents’ own reflections and thus stimulate self-
empowerment [2]. Improving parents’ health literacy, which includes
knowing where to find, critically analyse and use information to
maintain or improve health, has been reported as an important focus in
antenatal care [36]. This could be a useful strategy to deal with
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midwives’ limited time in antenatal PE and improve parents’ self-em-
powerment. This would however demand access to information that is
understandable regardless of parents’ educational level or language
[36].

The midwives in the present study also experienced low levels of
support from colleagues and managers in their work with antenatal PE
and insufficient time at their disposal for the preparation of sessions,
indicating a lack of organizational support. This may to some extent be
an effect of the lack of guidelines; when content and form are not de-
fined, the work becomes invisible and the provision of antenatal PE
becomes difficult for the midwives and support for the midwives be-
comes difficult for managers. It seems unreasonable to charge a pro-
fessional group with an important task without providing any sub-
stantial guidance as to the content and performance of the task.
Providing midwives with knowledge, tools and support to provide an-
tenatal PE is crucial for the quality of the education they can provide to
parents and should be given high priority.

Strengths and limitations

The ANC questionnaire was sent out with instructions for the mid-
wives to fill it out together but how they in reality answered the
questionnaire is unknown. Questions about the time given to each topic
might have given valuable information even though quantity and
quality are not always correlated. A majority of the statements in the
midwife questionnaire regarding their experience of antenatal PE were
positively phrased, and an equal share of negatively phrased statements
would have given a better balance. The questionnaires used in this
study were based on questionnaires previously used by others [23,24]
but not tested for reliability. The results of the Cronbach’s alpha tests in
the present study showed high alpha coefficients, which might be an
indication that the number of items in the scales could be reduced,
particularly in the ANC version. However, a reduction in the number of
items would provide a less detailed description of the content in an-
tenatal PE. Furthermore, testing for face validity of the questionnaires
was carried out before their use and appeared to render a degree of
accuracy in our measurements. The use of 4-point Likert-type scales will
render low mean scores and the use of means and standard deviations
for reporting measurements of Likert-type scales is debated by statis-
ticians [37]. Differences shown are small but may nonetheless be both
statistically and clinically significant.

The present study was conducted in southern Sweden but results
from an observational study of antenatal PE groups in another region in
Sweden showed some corresponding results [8] indicating possibilities
to generalize the findings to other settings where antenatal PE is or-
ganised in a similar fashion. The sample was limited to one geo-
graphical region in Sweden although the inclusion of all ANCs and
midwives in the region and the high response rate of 78.8% in the
questionnaire to ANCs is a strength. The response rate for the ques-
tionnaire to individual midwives was lower, 57.1%. Nevertheless, the
midwives who chose to participate varied in age and years of experi-
ence in leading antenatal PE.

Conclusions and implications

This study has provided new knowledge about the form and content
of contemporary antenatal parental education in Sweden. The provision
of antenatal PE seemed in some respects not in accordance with what
previous studies have shown expectant parents want, especially re-
garding topics concerning the period after birth and guidance on in-
ternet. An earlier start of antenatal PE than, as most common today, the
third trimester could be more beneficial. To provide antenatal PE tai-
lored to the needs of expectant parents based on care equality it is vital
to develop evidence-based guidelines. To reach that goal, intervention
studies are required. Empowering expectant parents by increasing their
own activity in learning and providing possibilities for peer learning

and peer support are important but demand skills in teaching and
group-leadership, which, according to present results, seem not to be
learnt by experience. An intervention should therefore also address
midwives’ needs for improved skills in group leadership and teaching
and enable them to incorporate guidance to evidence-based websites
and mobile applications for parents. In the long term, these skills should
be considered for inclusion in the curriculum in midwifery education.
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