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Dansk resumé 

Baggrund: En positiv fødselsoplevelse menes at kunne føre kvinden og hendes partner 

styrket ind i forældreskabet, mens en negativ oplevelse forbindes med efterfødselsreaktioner. 

Formålet med dette studie var derfor at undersøge, hvilken indflydelse det har på kvinders 

og partneres fødselsoplevelse at føde på en multisensorisk fødemiljøstue. 

Metode: Studiet er baseret på data fra en randomiseret kontrolleret ikke-blindet 

undersøgelse af det fysiske fødemiljø på Regionshospitalet i Herning gennemført fra maj 

2015 til marts 2018. Kvinderne og deres partnere blev randomiseret til at føde enten på en 

multisensorisk fødemiljøstue eller på en standard fødestue. Kvindernes og deres partneres 

fødselsoplevelse blev målt i et postpartum-spørgeskema, som blev sendt til dem henholdsvis 

6 uger og 1-2 uger efter fødslen. Den overordnede fødselsoplevelse var et præspecificeret 

sekundært udfald i den randomiserede undersøgelse og hovedudfaldet i dette studie. Andre 

udfald var overordnet tilfredshed med omsorgen under fødslen og desuden en række 

specifikke elementer relateret til fødselsoplevelse og omsorg. Alle udfald blev målt på en 

Likert-skala og Mann Whitney U-test blev anvendt til at sammenligne grupperne.  

Resultater: Der var 326 kvinder og 236 partnere i interventionsgruppen og 315 kvinder og 

209 partnere i kontrolgruppen, som besvarede postpartum-spørgeskemaet. Intention-to-treat 

analyserne viste, at der ikke var nogen forskel i hverken kvindernes eller partnernes 

overordnede oplevelse af fødslen (henholdsvis p 0,81 og p 0,17), men at partnerne 

på interventionsstuen overordnet var mere tilfredse med den behandling og omsorg de 

modtog under fødslen, end partnerne på kontrolstuen (p<0,05). For de specifikke elementer 

relateret til fødselsoplevelsen oplevede både færre kvinder og partnere på fødemiljøstuen, 

at de ikke havde uforstyrret samvær med deres nyfødte efter fødslen. Ligeledes vurderede 

de, at det fysiske miljø havde større betydning for deres fødselsoplevelse. Derudover 

observerede vi ingen forskelle mellem de to grupper.  

Konklusion: Det forbedrede hverken kvindernes eller partnernes overordnede 

fødselsoplevelse at føde i et multisensorisk fødemiljø sammenlignet med en stor og 

veludstyret standard fødestue. Partnerne på fødemiljøstuen var dog overordnet mere tilfredse 

med den omsorg og behandling de fik under fødslen. Disse resultater bør dog ses i lyset af, 

at studiet blev udført i kliniske rammer, hvor der allerede var meget høj kvalitet i 

fødselshjælpen samt høj tilfredshed blandt de fødende. 



Abstract 

Objective: To evaluate the effect of giving birth in a Snoezelen environment compared to a 

standard delivery room on the birth experience in both women and partners.  

Design: A single center randomized controlled open label trial. Women and partners were 

enrolled during a 3-year period (May 2015 to March 2018). 

Setting: The Department of Obstetrics and Gynecology at Herning Hospital, Denmark. 

Participants and intervention: A total of 680 Danish speaking nulliparous women above 

17 years with a singleton pregnancy in cephalic presentation, and a spontaneous onset of 

labour birthing after week 36 and before week 42, and their partners were randomly assigned 

to give birth in a Snoezelen birth environment (n=340) or in a standard delivery room 

(n=340) at arrival to the birth unit. 

Main outcome measures: Main outcome was the overall birth experience, measured on a 

Likert scale, obtained in the postpartum questionnaire sent to the women and their partners 

6 and 1-2 weeks after birth, respectively. Other outcomes were overall satisfaction with care 

and specific elements of the birth experience and patient-centered care. All outcomes were 

prespecified secondary outcomes of the trial. We applied Mann Whitney U test for 

comparing the two groups. 

Results: Data was received from 326 women and 236 partners in the intervention group and 

from 315 women and 209 partners in the control group. The intention-to-treat analysis 

revealed no difference in the overall experience of birth, for neither women nor for partners 

(p 0.81 and p 0.17, respectively). Partners in the intervention group reported more overall 

satisfaction with care compared to partners in the control group (p <0.05). For specific 

elements of the birth experience both women and partners in the Snoezelen room were less 

likely to report that they had not been allowed undisturbed contact with the newborn after 

birth. Also, they reported the physical environment of higher importance of their birth 

experience. Otherwise there were no differences between groups. 

Conclusion: Neither in women nor partners did a Snoezelen birth environment improve the 

overall experience of birth compared to a standard, well-equipped birth environment, but 

partners in the intervention group were overall more satisfied with care. The study was 

carried out in a setting with very high quality of standard care, which should be taken into 

considerations when interpreting the results. 
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Læsevejledning 
Dette speciale er skrevet i artikelform og indeholder først et udkast til en videnskabelig artikel 

med selvstændig referenceliste efterfulgt af tilhørende figurer og tabeller. Artikeludkastet er sat 

op til tidsskriftet, BMC Pregnancy and Childbirth. Efter artiklen uddybes den videnskabelige 

artikel med 3 supplerende afsnit. Der vil først være en uddybende beskrivelse af det traditionelle 

fødestuedesign og udviklingen af fødemiljøstuen på Regionshospitalet i Herning. Derefter præ-

senteres supplerende resultater fra en kvalitativ analyse af udsagn om fødselsoplevelsen på fø-

demiljøstuen. Afslutningsvist vil der være en uddybende diskussion med en bredere inddragelse 

af eksisterende studier, supplerende resultater, flere metodiske overvejelser samt implikationer 

i en national kontekst.  
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Abstract

Objective: To evaluate the effect of giving birth in a Snoezelen environment compared to a standard

delivery room on the birth experience in both women and partners.

Design: A single center parallel randomized controlled open label trial. Women and partners were

enrolled during a 3-year period (May 2015 to March 2018).

Setting: The Department of Obstetrics and Gynecology at Herning Hospital, Denmark.

Participants and intervention: A total of 680 Danish speaking nulliparous women above 17 years

with a singleton pregnancy in cephalic presentation, and a spontaneous onset of labour, and their

partners were randomly assigned to give birth in a Snoezelen birth environment (n=340) or in a stand-

ard delivery room (n=340) at arrival to the birth unit.

Main outcome measures: Main outcome was the overall birth experience, measured on a Likert

scale, obtained in the postpartum questionnaire sent to the women and their partners 6 and 1-2 weeks

after birth, respectively. Other outcomes were overall satisfaction with care and specific elements of

the birth experience and patient-centered care. All outcomes were prespecified secondary outcomes

of the trial. We applied Mann Whitney U test for comparing the two groups.

Results: Data was received from 326 women and 236 partners in the intervention group and from

315 women and 209 partners in the control group. The intention-to-treat analysis revealed no differ-

ence in the overall experience of birth, for neither women nor for partners (p 0.81 and p 0.17, respec-

tively). Partners in the intervention group reported more overall satisfaction with care compared to

partners in the control group (p <0.05). Both women and partners in the Snoezelen room were less

likely to report that they had not been allowed undisturbed contact with the newborn after birth. Oth-

erwise there were no differences between groups.

Conclusion: Neither in women nor partners did a Snoezelen birth environment improve the overall

experience of birth compared to a standard, well-equipped birth environment, but partners in the in-

tervention group were overall more satisfied with care.

Trial registration: NCT02478385 retrospectively registered on 23rd of June 2015

Funding: Financed by the Department of Obstetrics and Gynecology at Herning Hospital, DK

Keywords: Physical birth environment, Snoezelen environment, Multi-sensory environment, Alternative 

birth setting, Birth experience, Satisfaction with care, Perception of care, Partners. 
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Background 

Birth is normally referred to as a physical process, but it is as much a mental process. Findings 

from a meta-synthesis indicated that when birth is a positive experience, women feel empow-

ered to meet the new challenge in their lives - motherhood (1). The experience of birth seems 

to have short- as well as long-term consequences for women´s mental health and well-being 

and to influence women´s personal development positively as well as negatively (1, 2). It is 

important to reduce the risk of a negative birth experience since the cost for women, families 

and society may be substantial. A negative birth experience seems to be related to postnatal 

depression which is a risk factor for impaired bonding between mother and child (2). 

Preference for delivery by caesarean section in future pregnancies and refraining from having 

more children have also been described as consequences of a traumatic birth experience (3, 4). 

While the significance of the birth experience for women has been studied for the last decades, 

the impact of the partner´s experience of birth is not very well examined. In a cross sectional 

study, the experience of birth seemed to predict mental wellbeing few weeks after birth for 

partners and also influence the mental condition of the mothers in the weeks after birth (5). A 

negative birth experience can be overwhelming for the partner, and feelings of helplessness and 

powerlessness after birth have been reported (6, 7). 

There are several reasons for the birth experience to have such an impact. The woman in labour 

is experiencing something different from all other experiences and she is the only one for which 

this is an internal experience (8). For the partner, the moment of birth has been described as a 

life changing event, since in that moment he actually becomes a father physically as well as 

mentally (9). Also, this experience often takes place in a strange environment with foreign 

peo-ple (8). Evidence indicates that the physical birth environment is important for the birth 

experience and that the conventional hospital birth unit environment influences the laboring 

woman to be pas-sive - to be a patient, while a more homelike place encourages the woman to 

take an active role 

25 
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(10). Other influencing factors on the birth experience of the woman are the feeling of personal 26 

control and the intensity of labour pain (11). 27 

When the traditional birth environment at the hospital was designed, it was designed for inter-28 

ventions in labour (12). In the last decades, designing birth environments with the mental pro-29 

cess of birth in focus has received much more attention.  The Snoezelen concept has been used 30 

in designing delivery rooms (13, 14). Snoezelen is a multisensory environment, that is used to 31 

make people feel relaxed and in control (14). Findings from a qualitative Australian study in-32 

dicated that the Snoezelen environment could offer women in labour relaxation, comfort and 33 

safety in a private atmosphere (14), but intervention studies are needed to examine the impact 34 

of the Snoezelen environment on the experience of birth. We used data from a randomized 35 

controlled study to examine if the birth experience of the women and her partner was improved 36 

by giving birth in a Snoezelen environment. Our hypothesis was that giving birth in the “birth 37 

environment room” was associated with an improved birth experience of both the woman and 38 

her partner. 39 

40 

Methods 41 

42 

Study design, setting and participants 43 

The study design was a two-arm parallel randomized controlled trial with allocation ratio 1:1. 44 

The primary outcome of the study was use of augmentation during labour (these results will be 45 

published elsewhere). The present work focused on the birth experience of both women and 46 

partners, which were prespecified secondary outcomes (15).  47 

The trial took place at the Department of Obstetrics and Gynecology at Herning Hospital, Den-48 

mark. Eligible participants were Danish speaking nulliparous women above 17 years with a 49 

singleton pregnancy in cephalic presentation and a spontaneous onset of labour, who gave birth 50 
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after week 36 and before week 42 of gestational age. Women with no consent were excluded. 51 

Partners to the above-mentioned women were also participants.  52 

A total of 680 nulliparous women were recruited from May 2015 to March 2018. Women were 53 

recruited at the antenatal visit in week 28 of gestational age, where they were informed about 54 

the study and received an information sheet and a consent form (see flowchart, Figure 1). In 55 

week 35, they completed the consent form in the antenatal clinic and were asked to bring it to 56 

the labour ward when given birth if they wanted to participate. One or two weeks after birth, a 57 

questionnaire was e-mailed to the partner and six weeks after birth a questionnaire was e-mailed 58 

to the woman. Both questionnaires focused on the experience of birth and perception of care. 59 

The investigators did not participate in the recruitment process. 60 

61 

Randomization 62 

The midwife present at admission to the labour ward confirmed that the woman met the inclu-63 

sion criteria and that she still wanted to participate. If also labour onset was established, though 64 

she did not need to be in active labour, the midwife carried out the randomization. Both “the 65 

birth environment room” and a standard delivery room needed to be free to carry out randomi-66 

zation.  67 

Randomization occurred in a series of blocks of 40 using sequentially numbered sealed opaque 68 

envelopes. The midwife took the next sequentially numbered envelope. Inside, a piece of paper 69 

told the allocation to either “the birth environment room” or a standard delivery room. The 70 

enrolling midwives did not know the randomization sequence. After the trial, it was ensured 71 

that randomization had followed the planned sequence and procedures. 72 

73 
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Blinding 

Blinding was not possible for neither the midwife nor the couple in labour. To minimize high 

expectations and disappointments, “the birth environment room” was not promoted on the hos-

pital´s website or else while the trial took place. 

Intervention 

The intervention was giving birth in a “birth environment room” compared with giving birth in 

a standard delivery room. After randomization, which took place when the woman was admitted 

to the labour ward, the couple was immediately followed to the allocated room, where they 

stayed throughout labour and the first hours after birth. 

The standard delivery rooms 

At the labour ward, there were five standard delivery rooms of 55 square meters each (see 

pictures, Figure 2 and 3). All were furnished with a labour bed, a resuscitation-table for the 

newborn, equipment such as cardiotocography and intravenous pole. Furthermore, there was a 

lounge chair to the partner next to the labour bed and chairs for the woman and the midwife. In 

the room there was a compact disc player and compact discs. The couple also had the oppor-

tunity to bring their own music. All rooms had birth pools and own bathrooms.  

“The birth environment room”  

The main features of “the birth environment room” were the use of wooden material and furni-

ture to make the room home-like and video projections on three of the walls featuring 

nature scenes to bring nature into the room (see pictures, Figure 4 and 5). The couple could 

choose 

from the following scenes: Forest winter landscape, beach with waves, forest springtime and 

forest autumn. The nature scenes were accompanied with music or sounds from the nature. 

The couple could also bring their own music. The room was furnished with a double-sized 

mattress 

99 
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with several pillows to move around to make it a bed or a couch. Furthermore, there were mod-100 

ern chairs, tables and lamps in non-clinical design and materials. The room was divided into 101 

three zones: Wellness-, active- and birth-zone. A birth pool was central in the wellness-zone. 102 

Cardiotocography and intravenous pole were placed outside the room, and the resuscitation-103 

table for the newborn was placed next to the labour bed. This room was 39 square meters. 104 

105 

Data collection 106 

107 

Post-partum questionnaires 108 

Information about the birth experience came from the questionnaires sent to the woman and her 109 

partner 6 and 1 - 2 weeks after birth, respectively. The woman´s questionnaire (Appendix A) 110 

included the WOCCA - on woman-centred care during labour and childbirth questionnaire (16) 111 

with some supplementary questions. The WOCCA questionnaire is validated to evaluate the 112 

birth experience and perception of care (16). It contains 16 questions, two overall questions, ten 113 

regarding elements of patient-centered care, two about loss of control, one about care from the 114 

partner and one about wishes for the birth (see Table S1). All questions used a 5 or 6-point 115 

Likert-type scale with no neutral possibilities, but an opportunity to answer “don´t know” or 116 

“not relevant”. At the end of the questionnaire, women were invited to elaborate on their an-117 

swers in an open space. 118 

The partner´s questionnaire (Appendix B) contained 16 questions very similar to the WOCCA 119 

questionnaire (see Table S2). The partners were not asked if they had a midwife present when 120 

needed and if they felt loss of external control. Instead, they were asked if it was important to 121 

them that the midwife focused on their wellbeing during labour and if it was important that the 122 

midwife supported and cared for them during labour. Partners had the same answer categories 123 

as women with the exceptions that the question about loss of control used a 6-point scale and 124 

that they had the opportunity to elaborate on their answers after every question. 125 
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The partner´s questionnaire was validated by conducting five interviews with partners 1 - 7 126 

days after birth. Because of the validation process, the questionnaire for the partner was not 127 

ready at the start of the trial and first distributed from January 2016. 128 

Both for women and partners the questionnaires also included questions about the importance 129 

of the physical environment and preferences for type of delivery room before enrollment. For 130 

participants in the intervention group, four questions about the use of the special features of in 131 

“the birth environment room” were added. For more details on questions and response options, 132 

see Table S1 for women and Table S2 for partners. Furthermore, they were asked about civil 133 

status and educational level.  134 

135 

Baseline characteristics 136 

Baseline characteristics of the participants were extracted from medical records regarding 137 

women´s age, body mass index, smoking, and medical conditions. Information about civil sta-138 

tus and educational level were drawn from the post-partum questionnaires while information 139 

about cervical dilatation were extracted from a questionnaire completed by the midwife present 140 

when the woman was admitted to the labour ward. 141 

142 

Outcomes 143 

The main outcome for the women and for the partners was the answers to the overall question 144 

“Overall, how would you describe your experience of giving birth?” with the range of score 145 

from score 1 “Very negative” to score 6: “Outstanding”. Another outcome for the women and 146 

their partners was the question “Overall, how satisfied are you with the care you received during 147 

labour and birth?” which had a range of score from score 1 “Extremely dissatisfied” to score 6 148 

“Extremely satisfied”. Also, all specific questions on the elements of patient-centered care and 149 

the questions about loss of control, which were ranked from score 1 “No loss” to score 5 or 6 150 

“Control lost all through birth”, and care from or for partner, with ranges of scores from score 151 
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1 for the most negative answers to score 6 for the most positive answers, were outcomes. Fur-

thermore, the supplementary questions of the importance of the physical environment were 

outcomes (see Table S1 and Table S2).  

To describe how women and partners in the intervention group, experienced and used the spe-

cial features in “the birth environment room”, we also analyzed the four supplementary ques-

tions regarding the use of the features in the room: Use of nature scenes, importance of oppor-

tunity to choose nature scenes, if one nature scene was of special importance, and if one of the 

sound possibilities was of special importance (partners only).  

Statistical methods 

Characteristics of the participants were described as frequencies and means. All analyses were 

by intention-to-treat. For the main outcome as well as other outcomes, we applied Mann Whit-

ney U test (Wilcoxon rank sum test) (16) for comparing the two groups. Moreover, we esti-

mated the probability of participants from the intervention group answering a higher value, 

than participants from the control group. 

In general, there is great satisfaction with maternity care in Denmark (17, 18), so focus is 

often on how to avoid a negative birth experience. Therefore, relative risks for a negative birth 

experience were estimated for all elements. Answers were dichotomized into the negative 

answers (score 1, 2 and 3) and the positive answers (score 4, 5 and 6). For partners, we 

estimated oddsratios for the following elements: Overall satisfaction with care, the 

opportunity to have undisturbed contact with the newborn and if birth wishes were met, 

because this made it possible to estimate confidence intervals, although no negative answers 

were observed in either the intervention or the control group. For all elements, most of the 

answers were in the most “positive” answer categories. Therefore, a supplementary analysis 

focusing on the differences between groups in the participant´s use of the top rating, was 

performed. Outcome variables were dichotomized into the top rating, score 6 or 5 and all 

176 
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other scores. Relative risks of highly positive birth experiences were estimated. To describe 

the use of the specific features in “the birth environment room” descriptive statistics were 

used to cal-culate frequencies across answer categories.  

In all analyses, a two-sided p-value (< 5%) was considered statistically significant. Data were 

analyzed using STATA 16. 

Results 

A total of 1151 women met the inclusion criteria and were invited to participate in the trial. Of 

these, 471 women were excluded before randomization: 145 women were not asked to partici-

pate at arrival to the labour ward, 62 declined to participate, 17 had a homebirth, and in 247 

cases, a “birth environment room” and a standard delivery room were not available at the same 

time (See flowchart, Figure 1). Of the 680 women that were randomized, 340 were allocated to 

“the birth environment room” and 340 to a standard delivery room. After randomization, four 

women were excluded, either because they declined to participate (n=3) or because they did 

not meet inclusion criteria and data were not available (n=1). Of these women, one was 

from the intervention group and three were from the control group. Of the randomized 

women, 8 women did not meet the inclusion criteria, because active labour had not set in 

spontaneously (n=3), because of birth in 36 or 42 weeks of gestation (n=4) or because of 

unexpected breech (n=1). Of these women, four were from the intervention group and four 

were from the control group. These 8 women were not excluded. There was a high level of 

compliance as 99.1 % in the intervention group and 98.2 % in the control group received 

the allocated intervention. The response rate to the postpartum questionnaire sent to the 

woman 6 weeks after birth were 96.2 % (326/339) in the intervention group and 93,5 % 

(315/337) in the control group. For partners, the response rate to the postpartum 

questionnaire was 89.7 % (236/263) in the intervention group and 79.8 % (209/262) in the 

control group. In the intervention group, 326 women and 

201 
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236 partners were included in the analyses; in the control group these numbers were 315 women 202 

and 209 partners.  203 

In Table 1, baseline characteristics of the women responding to the postpartum questionnaire 204 

are shown. Nearly all women were cohabiting and more than 80 % of them had a medium or 205 

long education. The mean age of the women were about 28 years, and the mean body mass 206 

index about 24 kg/m2. Slightly more women in the intervention group were smokers, 14.4 % 207 

compared to 12.4 % in the control group. In the intervention group, 12.9 % had medical condi-208 

tions, compared to 9.5% in the control group. For the partners responding to the postpartum 209 

questionnaire, the same distribution of the women´s characteristics were observed. Women and 210 

partners who did not respond to the questionnaire did not differ from those who did. 211 

212 

The birth experience of women 213 

In Figure 6, women´s evaluation of their overall birth experience is shown. Both in the inter-214 

vention and in the control group, about 95 % of women evaluated their overall experience of 215 

birth as either “good”, “very good” or “outstanding” while the negative scores were rarely used. 216 

In the intervention group, 43 % of the women rated their overall experience of birth as “out-217 

standing” (score 6), while this was the case for 41 % of women in the control group.  218 

In Figure 7, women´s overall satisfaction with care is shown. About 60 % of women in both 219 

groups evaluated the overall care as “extremely satisfying” (score 6), 63 % in the intervention 220 

group and 59 % in the control group. Less than 1 % in both groups used the negative scores.  221 

The distributions of answers for the elements regarding patient-centered care and the other el-222 

ements regarding the woman´s ability to stay in control and the support she received from her 223 

partner, followed the same patterns as the overall experience of birth and care satisfaction, with 224 

most answers in the two most positive answer categories and with no obvious differences be-225 

tween groups (Appendix C). For the elements regarding the physical environment, differences 226 
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in the distributions of answers between groups were observed, with more answers in the two 227 

most positive answer categories in the intervention group. 228 

Statistical analyses done by intention-to-treat showed no difference in the overall experience of 229 

birth between groups (Table 2). The medians in both groups were 5 indicating a “very good” 230 

birth experience and the probability for answering a higher value in the intervention group was 231 

51 % (p 0.81). For the overall care satisfaction, the medians in both groups were 6, indicating 232 

“extremely satisfied” with the overall care.  No difference between groups was observed as the 233 

probability for answering a higher value in the intervention group was 52 % (p 0.32). For the 234 

elements regarding patient-centered care, and the other elements regarding the woman´s ability 235 

to stay in control and the support she received from her partner, there were also no differences 236 

between the two groups. Thus, the probability for answering a higher value in the intervention 237 

group varied for these elements between 47 % and 53 %. For the importance of the physical 238 

environment on the birth process the median in the intervention group was 5 (“a great extent”) 239 

compared to 4 (“some extent”) in the control group. Thus, the probability for answering a higher 240 

value in the intervention group was 70 % (p 0.01). Also, a difference between groups was ob-241 

served for the importance of the physical environment to staff´s ability to involve the woman 242 

in the birth process. Though, the medians in both groups were 4 (“some extent”), the probability 243 

for answering a higher value in the intervention group was 56 % (p 0.01).  244 

We dichotomized the outcome variables into negative (scores 1-3) and positive answers (scores 245 

4-6 or 4-5) and estimated the relative risks of a negative birth experience (Table 3). Numbers246 

of dissatisfied women were very small, and relative risks were estimated with wide confidence 247 

intervals. In the intervention group, fewer women stated not to have had the opportunity for 248 

undisturbed contact with their newborn in the first hours after birth (0.6 % versus 3.3 %, relative 249 

risk 0.19 (95% CI 0.04-0.87)). Also, fewer women in the intervention group stated that the 250 

physical environment were of no importance for the birth process (9.7 % versus 34.8 %, relative 251 
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risk 0.28 (95% CI 0.19-0.40)), and for staff´s ability to involve the woman (27.6 % versus 

37.2 %, relative risk 0.74  (95% CI 0.58-0.95)). For all other elements, no differences were 

observed. 

We also estimated chances of highly positive births experiences, but we did not observe any 

differences between groups (see Table S3). Relative risks for all elements ranged from 0,90 to 

1,07, and only for the possibility to have a midwife present when wanted, the relative risk 

was borderline statistically significant (1,07 (95% CI 0.99-1.15)). We did observe a differ-

ence between groups regarding the importance of the physical environment for the birth process 

(relative risk 2,87 (95 % CI 1,96-4,21)).   

The birth experience of partners 

In Figure 8, partners´ overall birth experience is shown. In both groups, 89 % of partners eval-

uated their overall experience of birth as “very good” or “outstanding”. About half, 51 % of 

partners in the intervention group compared to 44 % in the control group rated their overall 

experience of birth as “outstanding” (score 6), while the negative scores were rarely used.  

In Figure 9, partners´ overall satisfaction with care is shown. About 60 % of partners in the 

intervention group and 52 % of partners in the control group evaluated the overall care as “ex-

tremely satisfying” (score 6). Less than 1 % in the intervention group and none of the partners 

in the control group used the negative scores. The distributions of answers for the specific ele-

ments regarding patient-centered care, and the partner´s ability to stay in control and to support 

the birthing woman followed the same patterns as the overall birth experience and care satis-

faction, with most answers in the two most positive answer categories and with no obvious 

differences between groups (Appendix D) . For the element regarding the importance of the 

physical environment for the birth process, a difference in the distribution of answers between 

groups was observed, with more answers in the most positive category in the intervention group. 276 
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Statistical analyses done by intention-to-treat showed no difference for partners´ overall expe-277 

rience of birth between groups (see Table 4). The median in the intervention group was 6 indi-278 

cating an “outstanding” experience of birth and 5 in the control group indicating a “very good” 279 

experience of birth. The probability for answering a higher value in the intervention group was 280 

53 % (p 0.17). A difference was observed for partners´ overall satisfaction with care. Although 281 

the medians in both groups were 6, indicating “extremely satisfied”, the probability for answer-282 

ing a higher value in the intervention group was 55 % (p 0.05). Regarding the opportunity to 283 

have undisturbed contact with the newborn, a borderline statistically significant difference in 284 

the distribution of answers between groups was observed. Medians for this element were 6 285 

indicating “optimal” opportunity, and the probability for answering a higher value in the inter-286 

vention group was 54 % (p 0.07). For all other elements regarding patient-centered care, the 287 

partners´ ability to stay in control and to support the birthing women, no differences between 288 

groups were observed. The probability of answering a higher value in the intervention group 289 

varied for these elements between 47 % and 52 %. A difference between groups was observed 290 

concerning the importance of the physical environment for the birth process. The median in the 291 

intervention group was 5 (“a great extent”) compared to 4 (“some extent”) in the control group 292 

and the probability for answering a higher value in the intervention group was 69 % (p 0,01).  293 

The estimated risks of a negative birth experience are shown in Table 5. As for women, numbers 294 

of dissatisfied partners were very small and relative risks were estimated with wide confidence 295 

intervals. In the intervention group, no partners stated not to have had the opportunity for un-296 

disturbed contact with the newborn, while 4 (2.0%) stated so in the control group (odds ratio 297 

0.0 (95% CI 0.00-0.83)). Also, fewer partners in the intervention group stated that the physical 298 

environment was of no importance to the birth process (5.7 % versus 21.9%, relative risk 0.26 299 

(95% CI 0.14 - 0.47)). For all other elements, no differences were observed. 300 



15 

301 

302 

303 

304 

305 

306 

307 

308 

309 

310 

311 

312 

313 

314 

315 

316 

317 

318 

319 

320 

321 

322 

323 

324 

325 

Chances of a highly positive evaluation (score 6) of the overall experience of birth and of the 

overall satisfaction with care were about 8 % higher in the intervention group (51,8 % versus 

43.3 % and 60,1 % versus 52.0 %, respectively), but these differences did not reach statistical 

significance (relative risk 1,17 (95% CI (0.96-1.43)) and relative risk 1.17 (95 % CI (0,99-

1.39)), respectively)  (see Table S4). Also, chances of an “optimal” opportunity to have undis-

turbed contact with the newborn was 8 % higher in the intervention group than in the control 

group, but this difference did not reach statistical significance (73 % versus 65 %, relative risks 

1.12 (95% CI 0.99-1.28)). We found that far more partners in the intervention group considered 

the physical environment to be of “great” importance to the birth process (36.8 % versus 

12.2 %, relative risk 3.01 (95 % CI 1.99-4.54)). Otherwise, no differences were observed. 

Use of the features of “the birth environment room”  

More than 80 % of the women and the partners allocated to “the birth environment room” used 

the video projection of nature scenes on the walls very much (see Table 6). About 75% of 

women found that the opportunity to choose different nature scenes had an impact on their own 

experience of birth and their partner´s wellbeing during birth. Less than 15 % did not think it 

had any impact. About two third of partners found that the opportunity to choose nature scenes 

had an impact on the woman´s wellbeing during birth, while about 18 % did not (partners 

were not asked about their own experience). While 42 % of women and 54 % of partners 

found some of the nature scenes to be of special importance to them, about one third of 

women and partners did not. More than 70 % of the partners found that some of the sound 

possibilities were of special importance for themselves or their partner during birth (women 

were not asked). 

Discussion 

Contrary to the hypothesis, this randomized controlled trial did not find an effect of birthing in 

a “birth environment room” on women´s overall experience of birth and satisfaction with care. 
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Neither did we observe any effect on partners’ overall experience of birth, but overall care 

satisfaction was slightly higher among partners in “the birth environment room”. Women and 

partners birthing in “the birth environment room” had lower risk of not having had the 

opportunity for undisturbed contact with their newborn after birth. Also, the physical 

environment was re-ported to be more important for the labour process by both women and 

partners in “the birth environment room”.  

We could only identify very few studies about maternity care using the Snoezelen concept (13, 

19). When searching more broadly after studies of alternative physical birth environments to 

promote a more natural childbirth, we identified a systematic review from 2012 including ten 

trials (12). The review concluded that women birthing in an alternative birth setting had an 

increased likelihood of uncomplicated vaginal birth, no intrapartum analgesia, and breastfeed-

ing 6 - 8 weeks after birth. Two trials included in the review also measured women´s perception 

of care (20, 21) and both found an increased likelihood of very positive perception of care 

among women in the alternative birth setting. The first trial was a pilot study with only 60 

participants (20). The other trial was a Swedish study with 1230 participants that also examined 

women´s experience of birth and found no differences between groups regarding the birth ex-

perience (21), which is in accordance with our results. As a part of this trial, partners’ perception 

of care and experience of birth were also examined, with 1143 partners included (22).  In line 

with our findings, partners in the alternative birth setting were more satisfied with intrapartum 

care but no differences for their birth experience were observed. However, comparisons were 

difficult as there were other differences between the birth settings in the Swedish trial such as 

different staff, more continuity of care, limited medical interventions, and early discharge after 

birth in the alternative birth setting.   349 
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A more recent randomized controlled trial from Texas published in 2017 showed that women 

with access to a nature imagery during labour more frequently stated that doctors treated them 

with respect, sympathy, and in a positive manner compared to women in the control group (23). 

Also, their evaluation of the quality of care increased with increasing time watching the nature 

imagery. Only 60 participants were enrolled although a power calculation showed that more 

than 102 participants were needed in the trial. We did not observe any differences on these 

parameters, although more than 80 percent of women and partners in our trial used the video 

protection during most of the birth. This trial used a different tool to measure the experience of 

birth and another analytical strategy than we did, which might explain the conflicting results. 

A randomized controlled trial of 100 women conducted in Iran comparing a Snoezelen birth 

environment with a standard labour room found reduction in labour pain after 3 hours in the 

Snoezelen environment (13). The trial did not measure the women´s birth experience, but labour 

pain has been described as an important factor in this experience (6, 11). In the Iranian trial, the 

same midwife cared for all the women participating in the trial, which may also have affected 

the results. Besides, there are major differences in the maternity care in Iran and Denmark, 

which makes a comparison to our findings difficult. Maternity care in Iran is mostly handled 

by ob-stetricians (24), while midwives handle all uncomplicated deliveries autonomously in 

Denmark and complicated deliveries in collaboration with obstetricians (25). 

In conclusion, very few highly calibrated trials have been conducted measuring the effect of 

alternative birth settings and in several of the conducted trials, findings might be confounded 

by important differences in the organization of maternity care, with special staff and more con-

tinuity of care in the alternative birth settings, as also the authors of the systematic review noted 

(26). Two highly calibrated trials on the topic are now in process, which measures women´s 

experience of birth among other outcomes (27, 28).  373 
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This study was a large randomized controlled trial with a high response rate to the follow up 

that included information about the birth experience for both women and partners. The experi-

ence of birth was measured with a validated questionnaire and data analyses followed the in-

tention-to-treat principle. Also, “the birth environment room” was built on the labour ward 

among the standard delivery rooms, so that staff and the organization of maternity care were 

the same for both “the birth environment room” and the standard delivery rooms. 

Several limitations of our study should be considered. Participants were not blinded as this was 

not possible. This may cause some placebo effect as the birth experience is a subjective meas-

ure, but our findings of no difference between groups did not indicate that this was the case. As 

midwives caring for the participants were not blinded either, there was also a risk that midwives 

caring for women assigned to the standard delivery room, would try to compensate for not 

being allowed to birth in “the birth environment room”. This could attenuate any possible 

effect of the intervention. Another limitation may be that the midwives may not have been 

familiar with the special features of the room as it was built shortly before the trial started. 

During the trial, every midwife had on average only four births in “the birth environment 

room”. Furthermore, we did not have statistical power to examine differences in negative 

birth experience, as the negative scores were rare.  

However, a major problem for the study was probably the limited improvement potential. In 

general, Danish women have very positive birth experiences and satisfaction with care (17, 18). 

On top of that, the Department of Obstetrics and Gynecology at Herning Hospital has for the 

fourth year in a row been chosen as the best maternity ward in Denmark, by the newspaper 

”Today´s Medicine”, which is an independent media in the health sector (29). The selection 

criteria are treatment quality, patient satisfac-tion, and reputation among colleagues. 

Furthermore, the standard delivery rooms at Herning 397 
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Hospital are large, comfortable, and very well-equipped. In an English survey, women listed 

the following as the most important features in a birth environment: Access to a clean room, en 

suite toilet, and a place to move around freely. If they were to design a labour room, they would 

prefer comfortable chairs and a compact disc (30). These features were part of all standard 

delivery rooms at Herning Hospital. Thus, in this study, very nice standard delivery rooms were 

compared to a highly luxurious Snoezelen birth environment, which might also be the reason 

for our null findings. It may also seem puzzling that Danish women evaluate their birth experi-

ence very positive, also in hospitals with old and small delivery rooms, without en suite toilet 

and birthing pools (18). This indicates that the importance of the physical environment on 

women´s birth experience may be limited compared to other influencing factors such as to feel 

safe, to have qualified staff around, and to have continuous one-to-one midwifery care (31, 32). 

In Denmark, continuous one-to-one care is highly prioritized (18), and in our trial, approxi-

mately 90% of the women had only one or two different midwives caring for them throughout 

labour, irrespective of group allocation. 

Our results indicate the physical environment to be more important for the partners´ satisfaction 

with care. This may be explained by the different nature of the women´s and the partners´ ex-

perience of birth and satisfaction with care. For the women, this experience is mainly internal, 

and for most, it is the most challenging physical experience they ever meet including thoughts 

of life and death (1, 8). For the partners, the experience is mainly external, not a physically 

embodied challenge, although they may be worried about the safety of their partner and the 

baby (7). A meta-synthesis found that important elements of a positive birth experience for 

partners were being actively involved in the labour process and being able to support the la-

bouring woman adequately (9). “The birth environment room” was designed to promote the 

partner´s active role and ability to support the birthing woman (33). Women and partners 

birth-ing in “the birth environment room” rated the physical environment to be more 

important to the 

422 
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labour process than those birthing in the standard delivery room. This finding should probably 423 

be expected as a kind of placebo effect.  424 
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Conclusion 
This study indicates that in a country with very high quality of midwifery care, a Snoezelen 

environment does not improve women´s experience of birth compared to a normal well-

equipped birth environment. The care satisfaction of the partners was slightly improved and 

both women and partners seemed to have better opportunities for undisturbed contact with the 

newborn after birth. The generalizability of these findings is restricted to countries where the 

organ-ization and quality of maternity care are comparable with maternity care in Denmark, 

for in-

stance in other Scandinavian countries.  This trial adds to the existing evidence on the 

physical birth environment, which is of great importance in the process of developing and 

building ma-

ternity wards also supporting the mental process of birth.   
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Figure 2: Picture of a standard delivery room 
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Figure 3: Picture of a standard delivery room 
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Figure 4: Picture of “the birth environment room” 
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Figure 5: Picture of “the birth environment room” 
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Figure 6: Women´s overall birth experience 
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Figure 7: Women´s overall care satisfaction 
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Figure 8: Partners´ overall birth experience 
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Figure 9: Partners´ overall care satisfaction 
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Table 1 Baseline characteristics of women according to group allocation 

Civil Status

Living with partner, n (%) 313 (96) 299 (95.0)

Living alone, n (%) 11 (3.4) 16 (5.1)

Unknown, n (%) 2 (0.6) 0 (0)

Educational level

No education and less than 12 years´ schooling, n (%) 27 (8.3) 21 (6.7)

No education and 12 years´ schooling, n (%) 34 (10.4) 32 (10.2)

Medium/long education, n (%) 265 (81.3) 260 (82.5)

Missing, n (%) 0 (0) 2 (0.6)

Age (years), mean (SD) 28,0 (3.7) 27.6 (3.8)

Body mass index (kg/m
2
), mean (SD) 24.1 (4.2) 24.4 (4.9)

Smoking, n (%)
a

47 (14.4) 39 (12.4)

Medical conditions, n (%) 42 (12.9) 30 (9.5)

Cervical dilatation at arrival (cm), mean (SD)
a

4.7 (2.1) 4.7 (2.1)
a
Missing or "don´t know" were less than two.

"Birth environment room"

n=(326) 

Standard labour room

n=(315)
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Table 2 Women´s experience of birth according to group allocation

Intrapartum care and experience
a

Median

Interquartile 

range Mean Median

Interguartile 

range Mean P-value

Probability for 

higher value in the 

intervention group

Overall elements

Overall birth experience 5 1 5.15 5 1 5.14 0.81 0.51

Overall care satisfaction 6 1 5.54 6 1 5.49 0.32 0.52

Elements regarding patient-centered care

Staff support for partner 5 1 5.32 6 1 5.34 0.56 0.49

Undisturbed contact with newborn 6 1 5.66 6 1 5.54 0.11 0.53

Feeling of being listened to 5 1 5.32 5 1 5.27 0.31 0.52

Level of information 5 1 5.20 5 1 5.27 0.21 0.47

Attention to psychological needs 6 1 5.40 6 1 5.34 0.74 0.51

Suggestions for pain-relief 5 1 5.23 6 1 5.28 0.37 0.48

Participation in decision-making 5 1 5.26 6 1 5.30 0.71 0.49

Midwife present when wanted 6 0 5.77 6 0 5.72 0.11 0.52

Support from midwife 6 0 5.68 6 1 5.68 0.84 0.50

Birth wishes were met
d

6 1 5.47 6 1 5.41 0.22 0.53

Other elements

Loss of internal control
e

4 1 3.68 4 1 3.61 0.37 0.52

Loss of external control
e

5 1 4.52 5 1 4.48 0.37 0.52

Support from partner 6 1 5.52 6 1 5.45 0.26 0.52

Elements regarding the physical environment

Importance of physical environment for birth 5 2 4.81 4 2 3.89 0.00 0.70
Importance of physical environment for staff´s ability to involve 

the women
e

4 2 3.89 4 1 3.58 0.01 0.56
a
 For all answers, 6 expressed the most positive  and 1 the most negative answer. Don´t know answers were omitted.

b
 Numbers for the specific items varied between 290 and 326.

c
 Numbers for the specific items varied between 266 and 315.

e
 5-point scale: 5 expressed the most positive and 1 the most negative answer. Don´t know answers were omitted.

"Birth environment room" (n=326)
b

Standard labour room (n=315)
c

Mann-Whitney U-test 

d
 Numbers in "birth environment room" were 255 and in standard labour room 216, because a high number in both groups marked "did not have any birth wishes".
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Table 3 Women´s risk of a negative birth experience according to allocation group

Intrapartum care and experience
a

n/N n/N

Overall elements

Overall negative birth experience 5.3% (17/322) 5.4% (17/312) 0.97 ( 0.50 ; 1.86 )

Overall dissatisfied with care 0.3% (1/325) 1.0% (3/312) 0.32 ( 0.03 ; 3.06 )

Elements regarding patient-centered care

Poor support from staff for partner 1.3% (4/316) 1.3% (4/300) 0.95 ( 0.24 ; 3.76 )

Poor opportunity for undisturbed contact with newborn 0.6% (2/317) 3.2% (10/304) 0.19 ( 0.04 ; 0.87 )

Poor feeling of being listened to 0.6% (2/324) 1.6% (5/311) 0.38 ( 0.08 ; 1.96 )

Low level of information 1.6% (5/320) 1.9% (6/311) 0.81 ( 0.25 ; 2.63 )

Poor attention to psychological needs 3.1% (10/319) 4.3% (13/302) 0.73 ( 0.32 ; 1.64 )

Poor suggestions for pain-relief 19.0% (21/311) 19.0% (18/301) 1.13 ( 0.61 ; 2.08 )

Poor participation in decision-making 2.5% (8/314) 2.6% (8/307) 0.98 ( 0.37 ; 2.57 )

Midwife not present when wanted 0.9% (3/326) 1.0% (3/315) 0.97 ( 0.20 ; 4.75 )

Poor support from midwife 1.2% (4/326) 0.6% (2/314) 1.93 ( 0.36 ; 10.44 )

Birth wishes were not met 2.4% (6/255) 1.4% (3/216) 1.69 ( 0.43 ; 6.69 )

Other elements

Loss of internal control during most of the labour
b

10.8% (35/325) 14.2% (44/310) 0.76 ( 0.50 ; 1.15 )

Loss of external control during most of the labour
b

1.9% (6/320) 2.3% (7/309) 0.83 ( 0.28 ; 2.44 )

Poor support from partner 2.2% (7/325) 3.5% (11/312) 0.61 ( 0.24 ; 1.56 )

Elements regarding the physical environment

No importance of physical environment for birth 9.7% (31/319) 34.8% (105/302) 0.28 ( 0.19 ; 0.40 )

No importance of physical environment for staff´s ability to 

involve the women
b

27.6% (80/290) 37.2% (99/266) 0.74 ( 0.58 ; 0.95 )

"Birth environment room" Standard labour room

a
 Answers were dichotomised into negative answers (score 1, 2 and 3) and positive answers (score 4, 5 and 6). The categorie "Don´t know" was omitted.

b
5-point scale, dichotomised into negative answers (score 1, 2 and 3) and positive answers (score 4 and 5). The categorie "Don´t know" was omitted.

Percentage of 

negative answers

Percentage of 

negative answers Relative risk

95% Confidence 

interval
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Table 4 Partner´s experience of birth according to group allocation

Intrapartum care and experience
a

Median

Interquartile 

range Mean Median

Interquartile 

range Mean p-value

Probability for 

higher value in the 

intervention group

Overall elements

Overall birth experience 6 1 5.40 5 1 5.32 0.17 0.53

Overall care satisfaction 6 1 5.53 6 1 5.43 0.05 0.55

Elements regarding patient-centered care

Staff support for partner 6 1 5.55 6 1 5.54 0.76 0.51

Undisturbed contact with newborn 6 1 5.65 6 1 5.52 0.07 0.54

Feeling of being listened to 5 1 5.22 5 1 5.25 0.79 0.49

Level of information 5 1 5.28 5 1 5.26 0.70 0.51

Attention to psychological needs 5 2 5.03 5 2 5.09 0.47 0.48

Suggestions for pain-relief 5 1 5.27 6 1 5.30 0.54 0.48

Participation in decision-making 5 1 5.30 5 1 5.34 0.60 0.49

Support from midwife 6 1 5.45 6 1 5.43 0.79 0.51

Birth wishes were met
d

6 1 5.50 6 1 5.40 0.53 0.52

Other elements

Loss of external control 6 1 5.39 6 1 5.34 0.84 0.51

Being supportive for partner 5 1 5.16 5 1 5.24 0.28 0.47

Element regarding the physical environment

Importance of physical environment for birth 5 1 5.02 4 1 4.22 0.00 0.69

a
 For all answers, 6 expressed the most positive answer and 1 the most negative. Don´t know and not relevant answers were omitted.

b
 Numbers for the specific items varied between 213 and 232.

c
 Numbers for the specific items varied between 191 and 204.

"Birth environment room" (n=232)
b

Standard labour room (n=204)
c

Mann-Whitney U-test

d
 Numbers in "birth environment room" were 124 and in standard labour room 108, because a high number in both groups marked "did not have any birth wishes".
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Table 5 Partner´s risk of a negative birth experience according to allocation group

"Birth environment room"

Intrapartum care and experience
a

n/N n/N

Overall elements

Overall negative birth experience 0.9% (2/228) 2.0% (4/201) 0.44 ( 0.08 ; 2.38 )

Overall dissatisfied with care
b

0.9% (2/230) 0.0% (0/200) ´-  ( 0.45 ;  - )

Elements regarding patient-centered care

Poor support from staff for partner 0.1% (2/231) 0.5% (1/201) 1.74 ( 0.16 ; 19.05 )

Poor opportunity for undisturbed contact with newborn
c

0.0% (0/230) 2.0% (4/200) 0.00 ( 0.00 ; 0.83 )

Poor feeling of being listened to 0.9% (2/224) 1.0% (2/195) 0.87 ( 0.12 ; 6.12 )

Low level of information 2.6% (6/232) 2.0% (4/200) 1.29 ( 0.37 ; 4.52 )

Poor attention psychological needs 2.8% (6/218) 2.1% (4/191) 1.31 ( 0.38 ; 4.59 )

Poor suggestions for pain-relief 3.8% (8/213) 3.6% (7/193) 1.04 ( 0.38 ; 2.80 )

Poor participation in decision-making 0.9% (2/229) 1.0% (2/201) 0.88 ( 0.12 ; 6.17 )

Poor support from midwife 1.7% (4/229) 0.5% (1/204) 3.56 ( 0.40 ; 31.62 )

Birth wishes were not met
c

0.0% (0/124) 2.8% (3/108) 0.00 ( 0.00 ; 1.10 )

Other elements

No or poor support for woman 4.3% (10/230) 4.1% (8/197) 1.07 ( 0.43 ; 2.66 )

Loss of internal control during most of the labour 4.4% (10/229) 5.5% (11/199) 0.79 ( 0.34 ; 1.82 )

Element regarding the physical environment

No importance of physical environment for birth 5.7% (13/228) 21.9% (43/196) 0.26 ( 0.14 ; 0.47 )

b

Standard labour room

Percentage of 

negative answers

95% Confidence 

interval

c

a Answers were dichotomised into negative answers (score 1, 2 and 3) and positive answers (score 4,5 and 6). The categories "don´t know" and "not relevant" were omitted.  

Presented as odds ratio to estimate confidence intervals, though no negative answers in the control group, were observed. 

 Presented as odds ratio, to estimate confidence intervals, though no negativ answers in the intervention group, were observed. 

Relative 

risk

Percentage of 

negative answers
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Table 6 Use of the features of the "The birth environment room"

n % n %

Yes, very much 290 90.9 189 83.3

Yes, shortly 14 4.4 26 11.5

No 9 2.8 9 4.0

Don´t know 6 1.9 3 1.3

Yes, very much 107 33.5 ´- ´-

Yes, to some extent 130 40.8 ´- ´-

No 43 13.5 ´- ´-

Don´t know 39 12.2 ´- ´-

Yes, very much 113 35.4 59 26.0

Yes, to some extent 132 41.4 95 41.9

No 21 6.6 40 17.6

Don´t know 53 16.6 33 14.5

Yes, very much 133 41.7 122 53.7

Not really 106 33.2 72 31.7

Don´t know 80 25.1 33 14.5

Yes, very much ´- ´- 73 32.2

Yes, to some extent ´- ´- 91 40.1

No ´- ´- 32 14.1

Don´t know ´- ´- 31 13.7

c 
Partners were not asked this specific question.

e
 Women were not asked this specific question.

Were some of the sound possibilities of particular importance for you or your 

partner?
b,e

a
Answers were divided into one group containing the 2 most positive answers, another group containing the 3 

middle and a third group containing the most negative answer. Womens answers were on a 5-point scale and 

contained only 2 middle answers.

b
Answers were divided into one group containing the 2 most positive answers, another group containing the 3 

middle and a third group containing the most negative answer.

d
 Women´s answers were yes or no. Partner´s answers were dichotomised into one group containing the 3 

positive answers and another group containing the 3 negative answers.

Partners (N=236)

Did you use the nature scenes in the labour room during labour?
a

Did you experience that the oppportunity to choose nature scenes had an impact on 

your experience of birth?
b,c

Did you experience that the opportunity to choose nature scenes had an impact on your 

partner´s wellbeing?
b

Were some of the nature scenes of particular importance for you or your partner?
d

Women (N=326)
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Table S1 Questionnaire questions and response options for women

WOCCA questions - intrapartum care Response options

Elements of overall birth experience and satisfaction

1. Overall, how would you describe your experience of giving birth? 6-point scale: Very negative (1) to Outstanding (6)

2. Overall, how satisfied are you with the care you received during labour and birth? 6-point scale: Extremely dissatisfied (1) to Extremely satisfied (6)

Elements regarding patient-centered care

3. How did you perceive the support the staff provided for your partner/birth companion during labour? 6-point scale: Unacceptable (1) to Optimal (6)

4. After giving birth, how was your opportunity to have undisturbed contact with you baby? 6-point scale: Unacceptable (1) to Optimal (6)

5. Do you feel that during labour, you were listened to by staff? 6-point scale: Not at all (1) to Extremely (6)

6. How did you perceive the information that you were given during labour? 6-point scale: Unacceptable (1) to Optimal (6)

7. How did you perceive the attention of your midwife/midwives towards your psychological needs? 6-point scale: Unacceptable (1) to Optimal (6)

8. How helpful did you find your midwife´s suggestions/initiatives to relieve your labour pain? 6-point scale: Unacceptable (1) to Optimal (6)

9. How was your opportunity to participate in decision-making when or if, you wanted to? 6-point scale: Unacceptable (1) to Optimal (6)

10. During labour, how was your possibility to have a midwife present, when you would like her to be with you? 6-point scale: Unacceptable (1) to Optimal (6)

11. How did you perceive the support and care that you received from your midwife/midwives during labour? 6-point scale: Unacceptable (1) to Optimal (6)

12. How did you perceive consideration of staff for your wishes for birth? 6-point scale: Unacceptable (1) to Optimal (6)

Other elements

13. During labour, did you at any point have a feeling of loss of control over your body, behaviour or reactions? 5-point scale: No (1) to Yes, all through birth (5)

14. During labour, did you at any point have a feeling of loss of control over staff actions or what was done to you? 5-point scale: No (1) to Yes, all through birth (5)

15. How did you perceive the support your partner/birth companion was able to provide for you during labour? 6-point scale: No support (1) to Unequalled support (6)

Element regarding expectations

16. Did you have any wishes for the birth beforehand? 5-point scale:  Yes, I had some definite wishes, that meant a lot to me

(1) to No, I would let the staff advise me (5)

Supplementary questions

Elements regarding the physical environment

17. To what extent did the physical environment impact your birth process? 6-point scale: Not at all (1) to Extremely (6)

18. To what extent did the physical environment impact on the staffs possibility to involve you in the birth process? 5-point scale: Not at all (1) to Highly (5)

19. Did you have wishes and expectations to which labour room you were going to give birth in beforehand? 5-point scale: Not at all (1) to Highly (5)

20. Did you think about which delivery room you were in when you were giving birth? 5-point scale: Not at all (1) to Highly (5)

Elements regarding the use of the features in "the birth environment room"

21. Did you use the nature scenes in the delivery room? 5-point scale: No (1) to Yes, all through birth (5)

22. How did you perceive the oppportunity to choose nature scenes had impact on your experience of birth? 6-point scale: Not at all (1) to Extremely (6)

23. How did you perceive the opportunity to choose nature scenes had impact on your partners well-being during labour? 6-point scale: Not at all (1) to Extremely (6)

24. Did one of the nature scenes have a specific importance for you? Yes (1) and No (2) followed by elaborate
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Table S2 Questionnaire questions and response options for partners

Adjusted WOCCA questions - Intrapartum care Response options

Overall elements

1. Overall, how would you describe your experience of giving birth? 6-point scale: Very negative (1) to Outstanding (6)

2. Overall, how satisfied are you with the care you received during labour and birth? 6-point scale: Extremely dissatisfied (1) to Extremely satisfied (6)

Elements regarding patient-centered care

3. How did you perceive the support the staff provided for you partner/birth companion during labour? 6-point scale: Unacceptable (1) to Optimal (6)

4. After giving birth, how was your opportunity to have undisturbed contact with you baby? 6-point scale: Unacceptable (1) to Optimal (6)

5. Do you feel that during labour, you were listened to by staff? 6-point scale: Not at all (1) to Extremely (6)

6. How did you perceive the information that you were given during labour? 6-point scale: Unacceptable (1) to Optimal (6)

7. How did you perceive the attention of your midwife/midwives towards your psychological needs? 6-point scale: Unacceptable (1) to Optimal (6)

8. How helpful did you find your midwife´s suggestions/initiatives to relieve the labour pain? 6-point scale: Unacceptable (1) to Optimal (6)

9. How was your opportunity to participate in decision-making when or if, you wanted to? 6-point scale: Unacceptable (1) to Optimal (6)

10. How did you perceive the support and care that you received from your midwife/midwives during labour? 6-point scale: Unacceptable (1) to Optimal (6)

11. How did you perceive consideration of staff for your wishes for birth? 6-point scale: Unacceptable (1) to Optimal (6)

Other elements

12. During labour, did you at any point have a feeling of loss of control over your body, behaviour or reactions? 6-point scale: No (1) to Yes, all through birth (6)

13. How much support were you able to provide your partner/birth companion during labour? 6-point scale: No support (1) to Unequalled support (6)

Elements regarding exspectations

14. Did you have any wishes for the birth beforehand? 5-point scale:  Yes, I had some definite wishes, that meant a lot to me (1) to No, I

would let the staff advise me (5)

15. Was it important for you that the midwife payed attention towards your psychological needs? 6-point scale: Not at all (1) to Extremely (6)

16. Was it important for you that the midwife gave you support and care during labour? 6-point scale: Not at all (1) to Extremely (6)

Supplementary questions

Elements regarding the physical environment

17. To what extent did the physical environment impact the birth process? 6-point scale: Not at all (1) to extremely (6)

18. Did you have wishes and expectations to which labour room you were going to be in during labour beforehand? 6-point scale: Not at all (1) to extremely (6)

19. Did you think about which labour room you were in during labour? 6-point scale: Not at all (1) to extremely (6)

Elements regarding the use of the features in "the birth environment room"

20. Did you use the nature scenes in the labour room? 6-point scale: No (1) to Yes, all through birth (6)

21. How did you perceive the opportunity to choose nature scenes had impact on your partners well-being during labour? 6-point scale: Not at all (1) to Extremely (6)

22. Did some of the nature scenes have specific importance for you or your partner/birth companion during labour? 6-point scale: Not at all (1) to Extremely (6)

23. Did some of the sound possibilities have specific importance for you or your partner/birth companion during labour? 6-point scale: Not at all (1) to Extremely (6)
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Table S3 Women´s chance of a highly positive birth experience according to allocation group

Intrapartum care and experience
a

Overall elements

Overall outstanding birth experience 43.2% (139/322) 40.7% (127/312) 1.06 ( 0.88 ; 1.27 )

Overall extremely satisfied with care 63.4% (206/325) 59.3% (185/312) 1.07 ( 0.94 ; 1.21 )

Elements regarding patient-centered care

Optimal staff support for partner 47.2% (149/316) 50.7% (152/300) 0.93 ( 0.79 ; 1.09 )

Optimal undisturbed contact with newborn 73.8% (234/317) 68.8% (209/304) 1.07 ( 0.97 ; 1.19 )

Exceptional feeling of being listened to 41.7% (135/324) 37.6% (117/311) 1.11 ( 0.91 ; 1.34 )

High level of information 41.6% (133/320) 46.3% (144/311) 0.90 ( 0.75 ; 1.07 )

Optimal attention psychological needs 57.7% (184/319) 57.6% (174/302) 1.00 ( 0.87 ; 1.15 )

Optimal suggestions for pain-relief 49.2% (153/311) 53.8% (162/301 0.91 ( 0.78 ; 1.07 )

Optimal participation in decision-making 48.7% (153/314) 50.2% (154/307) 0.97 ( 0.83 ; 1.14 )

Midwife present when wanted 83.4% (272/326) 78.1% (246/315) 1.07 ( 0.99 ; 1.15 )

Optimal support from midwife 75.5% (246/326) 74.5% (234/314) 1.01 ( 0.93 ; 1.11 )

Birth wishes were met 62.0% (158/255) 55.6% (120/216) 1.12 ( 0.96 ; 1.30 )

Other elements

No loss of internal control
b

20.3% (66/325) 19.3% (60/310) 1.05 ( 0.77 ; 1.43 )

No loss of external control
b

64.4% (206/320) 60.5% (187/309) 1.06 ( 0.94 ; 1.20 )

Unequalled support from partner 62.5% (203/325) 58.7% (183/312) 1.06 ( 0.94 ; 1.21 )

Elements regarding the physical environment

Great importance of physical environment for birth 28.5% (91/319) 10.0% (30/302) 2.87 ( 1.96 ; 4.21 )

High importance of physical environment for staff´s 

ability to involve the woman
b

29.0% (84/290) 24.4% (65/266) 1.19 ( 0.90 ; 1.56 )
a
 Answers were dichotomised into the most positive answer (score 6) and all other answers (scores 5-1). The categorie "don´t know"  was omitted.

b 
5-point scale, dichotomised into the most positive answer (score 5) and all other answers (scores 4-1). The categorie "don´t know"  was omitted.

Relative 

risk

95% Confidence 

interal

"Birth environment room" Standard labour room

Percentage of highly 

positive answers

Percentage of highly 

positive answersn/N n/N
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Table S4 Partner´s chance of a highly positive birth experience according to allocation group

Intrapartum care and experience
a

n/N

Relative 

risk

Overall elements

Overall outstanding birth experience 51.8% (118/228) 44.3% (89/201) 1.17 ( 0.96 ; 1.43 )

Overall extremely satisfied with care 60.1% (140/230) 52.0% (104/200) 1.17 ( 0.99 ; 1.39 )

Elements regarding patient-centered care

Optimal staff support for partner 63.2% (146/231) 62.2% (125/201) 1.02 ( 0.88 ; 1.18 )

Optimal undisturbed contact with newborn 73.0% (168/230) 65.0% (130/200) 1.12 ( 0.99 ; 1.28 )

Exceptional feeling of being listened to 33.4% (75/224) 33.3% (65/195) 1.00 ( 0.77 ; 1.32 )

High level of information 46.6% (108/232) 43.5% (87/200) 1.07 ( 0.87 ; 1.32 )

Optimal attention psychological needs 36.7% (80/218) 40.8% (78/191) 0.90 ( 0.70 ; 1.15 )

Optimal suggestions for pain-relief 47.9% (102/213) 51.3% (99/193) 0.93 ( 0.77 ; 1.14 )

Optimal participation in decision-making 48.0% (110/229) 49.8% (100/201) 0.97 ( 0.80 ; 1.17 )

Optimal support from midwife 59.4% (136/229) 58.8% (120/204) 1.01 ( 0.86 ; 1.18 )

Birth wishes were met 61.3% (76/124) 59.2% (64/108) 1.03 ( 0.84 ; 1.28 )

Other elements

No loss of internal control 60.0% (135/229) 58.8% (117/199) 1.00 ( 0.86 ; 1.18 )

Great support for woman 37.4% (86/230) 41.1% (81/197) 0.91 ( 0.72 ; 1.15 )

Element regarding the physical environment

High importans of physical environment for birth 36.8% (84/228) 12.2% (24/196) 3.01 ( 1.99 ; 4.54 )

"Birth environment room" Standard labour room

a
 Answers were dichotomised into the most positive answers (score 6) and all other answers (scores 5-1). The categories "don´t know" and "not relevant" were 

omitted.

Percentage of highly 

positive answers n/N

Percentage of highly 

positive answers

95% Confidence 

interval

mrh
Snapshot
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Uddybelse af den videnskabelige artikel 

Denne del af specialet indeholder først en indledning med en beskrivelse af fødestuedesign. 

Derefter vil der præsenteres supplerende resultater fra en kvalitativ analyse af udsagn om fød-

selsoplevelsen. Til sidst inddrages disse samt allerede eksisterende observationelle og kvalita-

tive studier i en udvidet diskussion, da de randomiserede kontrollerede studier blev diskuteret 

i den videnskabelige artikel1. Diskussionen afsluttes med supplerende metodiske overvejelser. 

Disse afsnit skal ses som en uddybelse af den videnskabelige artikel. 

Indledning 

Det traditionelle fødestuedesign 

Fødestuer er traditionelt designet ligesom en operationsstue på et hospital, det vil sige med et 

leje placeret centralt i rummet og med overvågningsapparater, ilt og sug stående fremme. De er 

forbavsende ens rundt omkring i verden. Bortset fra farverne på væggene og små forskelle i 

udstyr ligner en fødestue inde midt i Vestafrika en klassisk dansk fødestue (1). 

Figur 10 Klassisk fødestue (2) 

1 Disse studier er fundet gennem litteratursøgningen, som er beskrevet i appendiks E 
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I 1970´erne begyndte man i flere højindkomstlande at udvikle alternative fødestuer, der afspej-

lede en hjemlig og naturlig tilgang til fødslen, hvor det medicinske udstyr blev skjult, mens 

lejet dog fortsat havde en central plads i rummet (3, 4). Denne udvikling var en reaktion på 

den tilta-gende teknologiske tilgang til fødsler. De fleste fødestuer i Danmark er forsat 

traditionelt ind-rettet, men i de seneste år er der blevet udviklet fødestuer, som ligesom 70

´ernes hjemlige stuer er udviklet for at fremme den normale fødsel. Disse stuer har gjort op 

med lejets centrale pla-cering for at øge kvindens mulighed for bevægelse under fødslen, og 

der er ofte også integreret forskellige sensoriske stimuli (3). 

Denne udvikling kommer på baggrund af, at flere kvinder ønsker at føde i mindre sygehuslig-

nende omgivelser (5) og en stærk formodning om, at det fysiske miljø kan være med til at 

understøtte den naturlige fødselsproces. Filosofien bag dette er, at hvis den fødende kvinde 

oplever det fysiske miljø som trygt og behageligt, hjælper det hende til at slappe af både fysisk 

og mentalt, hvilket nedsætter frygt- og stresssignalerne i hjernen og resulterer i bedre veer og 

bedre blodgennemstrømning i livmoderen. Oplever hun derimod det fysiske miljø som fremmet 

og utrygt, kan det føre til nedsat oxytocinudskillelse, hvilket kan hæmme den naturlige fødsel 

(6). 

Udviklingen af den multisensoriske fødemiljøstue i Herning 

I udviklingen af fødemiljøstuen på Regionshospitalet i Herning var der stort fokus på at tænke 

nyt. Derfor inviteredes mange forskellige fagligheder ind i designprocessen: En dyrepasser, en 

designpsykolog, en spiludvikler, en udvikler af apps i sundhedssektoren, en teaterkunstner, en 

wellnessarkitekt, en indretningsarkitekt og en producent af møbler og udstyr (7). Chefjordemo-

der Ann Fogsgaard og kvalitets- og udviklingsjordemoder Henriette Svenstrup, der ledede ud-

viklingen af fødestuen, var også med i designprocessen. Jordemødrene fra afdelingen var ikke 

repræsenteret, fordi man antog, at de hver især havde deres personlige præferencer til stuens 

indretning, der ikke skulle påvirke designet (7). Ligeledes var de fødende kvinder og deres 

partnere heller ikke repræsenteret, da man ifølge chefjordemoder Ann Fogsgaard blev frarådet 

at invitere de nuværende brugere, fordi de ofte kan være for påvirkede af situationen til at kunne 

tænke nyt. Desuden kunne de andre inviterede også opfattes som brugere. Efterfølgende har 

kvinderne og deres partnere været med i evaluering af fødemiljøstuen gennem postpartum-

spørgeskemaet, som udover spørgsmålene til evaluering af deres fødselsoplevelse også inde-

holdt supplerende spørgsmål om betydningen og brugen af det fysiske miljø og muligheden for 
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at kommentere i åbne tekstfelter. Muligheden for kommentarer blev prioriteret, fordi man øn-

skede at få en dybere forståelse af, hvordan brugerne oplevede og anvendte fødemiljøet. 

Anledningen til at den multisensoriske fødemiljøstue blev udviklet, var byggeriet af supersyge-

huset i Gødstrup, som gav en enestående mulighed for at tænke nyt og ændre på de fysiske 

rammer (1). Ved at designe fødemiljøstuen på den nuværende fødegang i Herning kunne man 

nå at afprøve denne i praksis og tage erfaringerne med i byggeriet af de nye fødestuer i Gød-

strup. Derfor valgte man at lave et randomiseret kontrolleret studie af fødemiljøstuen først og 

fremmest for at måle på indgreb i fødslen, men også for at evaluere på fødselsoplevelsen. 

Videnskabsteoretisk baggrund 

Man valgte at udføre et randomiseret kontrolleret studie, fordi det anses for at være det stærke-

ste design til at undersøge kausale sammenhænge, og fordi det er ideelt til at vurdere effekt og 

bivirkninger af en intervention (8). Det adskiller sig fra andre design ved, at deltagerne fordeles 

tilfældigt i to eller flere grupper, der sammenlignes. Ulemperne ved dette design er, at det ofte 

er tidskrævende og dyrt at udføre (8). I dette studie var forskningsfeltet kvindernes og partner-

nes oplevelse af fødslen, som var forsøgt gjort målbart ved hjælp af en Likert-skala, hvilket 

bygger på en antagelse om, at en subjektiv oplevelse kan struktureres og måles, så den kan 

sammenlignes på tværs af grupper. En sådan antagelse er funderet i naturvidenskaben og den 

logiske positivisme, hvor netop målbarhed er et af nøglebegreberne (9). Det er dog svært at 

måle på en subjektiv oplevelse og nogle af udfordringerne herved vil blive diskuteret i den 

supplerende metodediskussion. 

Supplerende kvalitative resultater 

Postpartum-spørgeskemaerne som allerede er beskrevet i den videnskabelige artikel indeholdt 

som nævnt også åbne kommentarer. Kommentarerne fra de kvinder og partnere, der fødte på 

fødemiljøstuen inddrages her i studiet for at opnå en større forståelse af fødemiljøstuens betyd-

ning for fødselsoplevelsen. Dette afsnit indeholder først et metodeafsnit, og derefter analyseres 

kvindernes og partnernes udsagn hver for sig og afrundes i en kort opsummering. Derudover 

inddrages resultaterne af den kvalitative analyse i den udvidede diskussion. 
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Metode 

Formålet med de åbne kommentarfelter var fra undersøgelsens start at kunne kvalificere de 

kvantitative resultater ved at opnå en større forståelse af, hvordan faciliteterne på fødestuerne 

fungerede under fødslen, og hvilken betydning kvinderne og deres partnere tillagde de for-

skellige faciliteter. De kvinder, der fødte på miljøfødestuen, havde mulighed for at uddybe de-

res svar på det spørgsmål, der handlede om stemningernes betydning (se tabel S1 - spørgsmål 

24), og derudover blev de afslutningsvist opfordret til at skrive kommentarer i et åbent tekst-

felt. Partnerne derimod blev opfordret til at skrive kommentarer efter hvert spørgsmål, og her-

udover fik de også afslutningsvist mulighed for at kommentere generelt på spørgeskemaet. 

Fokus i denne analyse var fødemiljøstuens betydning for kvinders og partneres oplevelse af 

fødslen, og kun de udsagn, der var relevante, er medtaget i analysen. Fra kvinderne er der i alt 

taget 157 udsagn med i denne analyse. De 91 er fra de generelle kommentarer i afslutningen 

af spørgeskemaet, hvor hver enkelt udsagn typisk bestod af 50 til 100 ord. De resterende 66 er 

taget fra uddybningen af spørgsmål 24 og er typisk kortere udsagn bestående af mellem 10 til 

30 ord. Der var i alt 234 udsagn, der var relevante i partnernes kommentarer. De 106 er fra de 

generelle kommentarer i afslutningen af skemaet og fra kommentarerne til spørgsmål 17. 

Disse udsagn var typisk mellem 50 og 100 ord lange, mens de resterende 128 udsagn var 10-

30 ord lange og kommer fra kommentarerne til spørgsmål 1, 4 og 18 - 23. 

Udsagnene blev analyseret efter en induktiv tematisk tilgang (10). Alle udsagn blev først læst 

grundigt igennem for at identificere de dele, der havde relevans for analysens fokus, og der blev 

undervejs genereret koder efter en semantisk analysetilgang. I anden gennemlæsning blev de 

relevante udsagn tildelt disse koder og kategoriseret i temaer. Tematisk analyse kan positionere 

sig i forskellige epistemiologiske paradigmer fra et realistisk til et konstruktivistisk paradigme 

(10). Denne tematiske analyse positionerer sig i en realistisk forforståelse, hvor man opfatter 

oplevelser og mening som noget, der er i individet (10), og hvor man anser teorier for at være 

en afspejling af en virkelighed, som reelt er til stede og tilgængelig (9). 



48 

Analyse af kvindernes oplevelse af fødemiljøstuen 

Den induktive tematiske analyse resulterede i 15 koder, som blev kategoriseret i følgende ho-

vedtemaer: ”Fødemiljøstuens gavnlige effekter” og ”Fødemiljøstuens begrænsninger” og en 

række undertemaer som er vist i tabel 7. 

Fødemiljøstuens gavnlige effekter 

Fødemiljøstuen skabte en positiv ramme 

I udsagnene blev fødestuen som en samlet ramme vurderet yderst positivt. Mange brugte udtryk 

som ”helt fantastisk”, ”optimale rammer” eller ”ikke-hospitalsagtig” i deres beskrivelse af 

stuen. Flere kvinder gav udtryk for, at de håbede, at alle kvinder i fremtiden kan føde på sådan 

en stue, og de vurderede, at fødemiljøet havde betydning for deres fødselsoplevelse. 

Stemningerne hjalp mig 

De sensoriske stimuli, der bestod af lyd, lys og billeder eller film på væggene, og som tilsam-

men dannede forskellige stemninger på stuen fyldte meget i udsagnene. Mange kvinder be-

skrev, hvordan disse stimuli hjalp dem til at slappe af og beroligede dem. De blev brugt til at 

flytte fokus væk fra de smertefulde veer. Enkelte kvinder beskrev effekten af de sensoriske 

stimuli som smertelindrende. 

”Jeg er helt sikker på, at stuen har været med til at give mig sådan en rolig og god fødsel. 

(Fødte uden smertestillende, musik og billeder på væggen var mit smertestillende)” 

Andre brugte disse stimuli som en hjælp til at trække sig ind i sig selv og koncentrere sig om 

fødslen eller til at personliggøre fødemiljøstuen. 

”Ja vi valgte vesterhavsstemningen med bølger, hvilket havde en fantastisk beroligende effekt 

på mig, da jeg selv er opvokset tæt på Limfjorden og altid har opholdt mig meget ved fjorden” 

Enkelte kvinder beskrev, hvordan de særligt, fordi de havde en hård og lang fødsel, havde stor 

gavn af fødemiljøstuen, som hjalp dem til at hvile og slappe af i det lange forløb. 

Fødemiljøstuens gavnlige effekter

Fødemiljøstuen skabte en positiv ramme

Stemningerne hjalp mig

Særlig gavnlig i fødslens rolige faser

"Plads" til min partner i fødemiljøet

Tabel 7 Temaer i kvindernes oplevelse af fødemiljøstuen.

Faciliteterne virkede ikke optimalt

Ydre hæmmende omstændigheder

Fødemiljøstuens begrænsninger

Indre hæmmende omstændigheder

Ænsede ikke stuen før barnet var født

Ænsede ikke stuen før epiduralblokaden

Ænsede ikke stuen - var på lattergas

Vi manglede introduktion til fødemiljøet
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Særlig gavnlig i fødslens rolige faser 

Mange kvinder beskrev, at de havde mest gavn af stuen i de mindst smertefulde faser af fødslen 

enten tidligt i fødselsforløbet, mellem veerne eller i timerne efter fødslen, hvor den på en særlig 

måde faciliterede roen og samværet i den lille nye familie. Enkelte kvinder udtrykte en helende 

effekt af at være i fødemiljøet efter den voldsomme fødselsoplevelse. 

”Efter den hårde og lange fødsel satte vi skovstemning på, og det virkede bare så godt for os. 

Stemningen blev meget rolig, og jeg følte en ny energi.” 

Sofaen havde en afgørende rolle i denne fase, fordi den muliggjorde tæt samvær og intimitet 

mellem dem alle tre - kvinden, partneren og den nyfødte baby. 

"Plads" til min partner i fødemiljøet 

Mange kvinder gav udtryk for, at deres partnere værdsatte muligheden for at hvile på sofaen 

og, at sofaen var med til at signalere, at der også var taget hensyn til deres behov i fødemiljøet. 

Partnernes ro og velvære smittede af på kvinderne. 

”En flot fødestue, hvor især "lounge" området er hyggeligt for faderen, da det skaber en mere 

hyggelig stemning for ham, således kunne jeg også bedre fokusere på fødslen, da jeg vidste, 

han også havde et sted at være og ikke kun en stol ved siden af mig.” 

Fødemiljøstuens begrænsninger 

Indre hæmmende omstændigheder 

Ænsede ikke stuen før barnet var født 

Flere kvinder udtrykte, at de ikke havde overskud til at registrere de omgivelser, de var i, før 

barnet var født. Årsagerne til dette var forskellige. En del kvinder var langt i fødslen, da de kom 

på stuen, eller de havde en meget hurtig fødsel og nåede derfor ikke at blive fortrolige med 

stuens muligheder. Andre havde trukket sig ind i deres egen verden og koncentrerede sig om 

det intense ve-arbejde. Der var også kvinder, for hvem fødslen var så voldsom og hård en op-

levelse, at fødemiljøet ikke fik betydning for dem. 

” i fødslens smertehelvede gjorde stuen ingen forskel for mig som fødende, dog nød min mand 

den betydeligt mere.” 

Enkelte kvinder kunne ikke rumme de sensoriske stimuli under fødslen og slukkede enten for 

nogle eller alle stimuli under fødslen. 
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Ænsede ikke stuen før epiduralblokaden 

Kvinder, der havde fået epiduralblokade under fødslen, beskrev hvordan de før, de fik epidu-

ralblokaden, ikke havde overskud til at benytte fødemiljøet, mens de efter epiduralblokaden 

havde gavn af de sensoriske stimuli. 

”… Dog havde jeg under min lange fødsel et par smertefri timer grundet epidural, og der ud-

forskede jeg stuen lidt fra sengen, hvor jeg tydeligt kunne se "hyggen" og de afstressende og 

rolige elementer i form af billeder på væggene, lyde, lys og indretning.” 

Ænsede ikke stuen - var på lattergas 

Flere kvinder, der fik lattergas som smertelindring i fødslen, beskrev, at de ingen gavn havde 

af fødemiljøet. 

”Jeg havde en lang og hård fødsel, og da jeg først var på lattergas, kunne jeg have født på 

månen, der var det ligegyldigt…” 

Ydre hæmmende omstændigheder 

Vi manglede introduktion til fødemiljøet 

Flere kvinder manglede introduktion til at styre og anvende faciliteterne på stuen. Enkelte be-

skrev, at personalet ikke var fortroligt med faciliteterne, hvilket betød, at kvinderne ikke kunne 

udnytte faciliteterne optimalt. 

”Derudover var både min kæreste og jeg enige i, at det ville være lidt bedre, hvis personalet 

havde bedre styr på alt det, lokalet kunne - herunder især styring af skærme og lyde.” 

Faciliteterne virkede ikke optimalt 

En del kvinder beskrev tekniske problemer, som begrænsede deres brug af fødemiljøet. I nogle 

tilfælde kunne lyden ikke styres fra tabletten, i andre frøs billederne fast, lyset blinkede eller de 

5 projektorer fulgtes ikke ad. Udover de tekniske problemer nævnte flere kvinder, at karret ikke 

virkede optimalt. Der var problemer med at få vand nok i det, og at finde en god afslappende 

stilling.  
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Analyse af partnernes oplevelse af fødemiljøstuen 

Den tematiske analyse resulterede i 17 koder, som blev kategoriseret i 2 hovedtemaer og en 

række undertemaer som vist i tabel 8. 

Fødemiljøstuens gavnlige effekter 

Fødemiljøstuen skabte en hjemlig ramme 

En stor del af partnernes kommentarer beskrev fødemiljøet som en samlet positiv ramme. Fø-

demiljøet blev beskrevet som beroligende, afslappende, tryghedsskabende, varmt og hjemligt, 

ikke klinisk og koldt. Mange satte pris på det ikke-hospitalsagtige udtryk på stuen, særligt de, 

som havde det svært med at være på et hospital. 

”Da vi kom op på fødegangen, kom vi ind på en normal fødestue med kedelige vægge og en 

kold fornemmelse og en følelse af, at man bare gerne ville hjem igen. Men da vi så kom over i 

den der fødemiljøstue, var det en mere varm og hyggelig fornemmelse og følelsen af, at man 

bare ville hjem igen var væk.” 

Derudover beskrev partnerne en tomhed i rummet, hvis projektorerne var slukkede, og der ikke 

var billeder på væggene, så følte de rummet var koldt og klinisk. De fremhævede også føde-

miljøets store betydning både for sig selv og deres partner under forløbet. 

”Man gik nærmest i en synergi med rummet. Man var i et space af velvære på trods af veer. 

Følelsen af tryghed og ro nærmest omkransede os” 

Der var god plads i fødemiljøet, hvilket gav en følelse af frihed, gjorde det muligt for den fø-

dende at bevæge sig og gav nogle partnere en følelse af at være i trygge hænder. 

Fødemiljøstuens gavnlige effekter

Fødemiljøstuen skabte en hjemlig ramme

Som fødselspartner nød jeg fødemiljøet

Særlig gavnlig i fødslens rolige faser

Fødemiljøet gjorde stor forskel

for min kæreste

Tabel 8 Temaer i partnernes oplevelse af fødemiljøstuen.

Fødemiljøstuens begrænsninger

Indre hæmmende omstændigheder

Min kæreste ænsede ikke fødemiljøet

Hurtig fødsel

- vi nåede ikke at bruge fødemiljøet

- hun havde for ondt

Ydre hæmmende omstændigheder

Vi manglede introduktion til fødemiljøet

Faciliteterne virkede ikke optimalt
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”… Specielt den store plads omkring alting gjorde, at jeg vidste, man nemt kunne enten flytte 

min partner til kejsersnit eller komme rundt om hende og hjælpe, hvis noget skulle gå galt.” 

 

Som fødselspartner nød jeg fødemiljøet 

Flere partnere beskrev, at de havde nydt miljøet mere end deres kærester. De nød muligheden 

for at trække sig tilbage i loungeområdet, hvor de brugte sofaen til et tiltrængt hvil eller til at 

sidde behageligt under det lange fødselsforløb. Sofaen blev også brugt til at være tæt sammen 

under forløbet. 

”Rart med sofa på stuen, så jeg kunne være tættere med min kone og ikke blot stå ved senge-

kanten.” 

De sensoriske stimuli gav partnerne en naturlig distraktion og skabte en god atmosfære. Mulig-

heden for at styre de sensoriske stimuli gav dem noget at bruge ventetiden på. 

”… Samtidigt var der hele tiden en fysisk og en psykisk afveksling i rummet, der fjernede 

"tomrummet" fra en kvadratisk hvid stue.” 

Desuden gav indretningen på fødestuen partneren en følelse af at være inkluderet og velkom-

men. 

 

Særlig gavnlig i fødslens rolige faser 

Nogle partnere gav udtryk for, at fødemiljøet havde størst betydning for dem i begyndelsen af 

fødslen, mellem veerne eller i de første timer efter fødslen. I fødslens mest intense faser kunne 

de kun koncentrere sig om deres kæreste. Mange har beskrevet, hvordan tiden på stuen efter 

fødslen var god med mulighed for intimitet og ro til at indtage de sensoriske stimuli på stuen, 

mens de nød deres nyfødte baby. 

”Det var vildt dejligt med den dobbeltseng [Sofaen], hvor vi kunne ligge tæt alle tre efter 

fødslen” 

 

Fødemiljøstuen gjorde stor forskel for min kæreste 

Enkelte partnere vurderede, at stuen gjorde en stor forskel for deres kærester i den intense del 

af fødslen. De beskrev hvordan deres kærester slappede af i karret omgivet af naturbilleder og 

lyde, eller hvordan de fokuserede på stemningerne under veerne. Karret blev ofte nævnt som 

en facilitet, der hjælp kæresten med at tackle de svære ve-smerter. 
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”Vi tænkte over det, fordi det var så positivt, da vi blev flyttet. Det hjalp min kæreste langt 

mere, end I kan forestille jer.” 

Fødemiljøstuens begrænsninger 

Indre hæmmende omstændigheder 

Min kæreste ænsede ikke fødemiljøstuen - hun havde for ondt. 

Mange partnere skrev, at deres kærester ikke havde gavn af stuen under fødslen, fordi smerterne 

var for intense og tog al fokus. 

”De første mange, mange timer af fødslen ænsede hun ikke så meget, fordi hun havde en del 

smerter fra veerne. Det var først, da epiduralblokaden virkede, at hun overhovedet lagde 

mærke til, at der var stemning.” 

Hurtigt fødsel - vi nåede ikke at bruge fødemiljøet 

En del partnere oplevede, at fødslen gik så hurtigt, at de ikke nåede at blive fortrolige med 

stuens muligheder. De havde ikke tid til at skifte stemning og oplevede, at de var kommet for 

sent ind på stuen til at have gavn af den. 

”Fødslen gik meget hurtigt. Så vi kunne slet ikke leve os ind i den fine stue.” 

Ydre hæmmende omstændigheder 

Vi manglede introduktion til fødemiljøet 

Flere partnere gav udtryk for, at de ikke vidste, at stemningerne kunne skiftes eller, at de ikke 

kunne finde ud af at styre lyd, lys og billeder. For nogle betød det, at de slukkede for det hele, 

fordi de blev trætte af den samme musik igennem mange timer. Desuden skrev flere, at de ville 

ønske, at man kunne sætte sin egen musik til, hvilket faktisk var muligt, men da de ikke vidste 

det, kunne de ikke udnytte fødemiljøstuens muligheder optimalt. Derudover beskrev enkelte, at 

personalet virkede usikkert på, hvordan stuen fungerede. 

”… Samtidigt var det også med til at give et mindre professionelt indtryk, at jordemødrene 

ikke vidste, hvordan badekarret virkede.” 

Faciliteterne virkede ikke optimalt 

Der blev i kommentarerne beskrevet en del tekniske problemer, eksempelvis nævnte flere, at 

lyset på stuen blinkede ubehageligt, og at der var problemer med at styre de sensoriske stimuli 

fra tabletten. En del har også skrevet, at projektorerne frøs fast på ét billede eller gik ned under 

fødselsforløbet. Herudover har enkelte partnere oplevet ulemper ved de sensoriske stimuli 
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blandt andet, at projektorerne fik temperaturen til at stige på stuen, og at lyset i flere stemninger 

var så heftigt, at det var generende.  Andre syntes, at de manglede en god stol at sidde i tæt på 

fødesengen. 

Kort opsummering af den kvalitative analyse 

Der var stor variation i kvindernes oplevelse af den multisensoriske fødemiljøstues gavnlighed 

under den hårde fødsel. Nogle kvinder beskrev fødemiljøstuen som uundværlig i de hårde og 

lange fødselsforløb, mens andre i disse forløb vurderede fødemiljøet helt overflødigt. På samme 

måde oplevede nogle kvinder, at fødemiljøet var en hjælp til at trække sig ind i sin egen verden 

og holde koncentrationen under ve-arbejdet, mens andre ikke havde gavn af fødemiljøet, fordi 

de allerede var i deres egen verden. Den grundlæggende forståelse af en fødsel er forskellig fra 

kvinde til kvinde. Medens nogle anser fødslen for at være en naturlig proces, betragter andre 

den som en medicinsk proces, der bør kontrolleres af sundhedsprofessionelle (11). Man kunne 

måske forestille sig, at kvinder med en naturlig opfattelse af fødslen ville føle sig bedst tilpas i 

fødemiljøstuen. 

I partnernes evaluering af fødemiljøstuen indgik der overvejelser om, hvordan stuen ville fun-

gere i akutte eller farlige situationer, men disse overvejelser blev ikke genfundet i kvindernes 

kommentarer. Dette kan være et udtryk for, at fødslen er en forskellig udfordring for kvinder 

og partnere, og at bekymringer for mor og barns helbred er en stor del af partnerens udfordring 

(12). 
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Udvidet diskussion 

Observationelle studier af det fysiske fødemiljø 

To observationelle studier, et engelsk studie af 559 kvinder og 521 mænd (13) og et svensk 

studie af 1333 kvinder og 1084 mænd (14), har undersøgt det fysiske miljø og kvinders og 

mænds tilfredshed med omsorg og behandling under fødslen.  Overordnet viste disse studier, at 

de kvinder og partnere der fødte på de alternative fødestuer, var mere tilfredse med det fysiske 

miljø og med den omsorg, de fik under fødslen (13, 14). Dog fandt man i det svenske studie 

ikke nogen forskel i tilfredsheden for førstegangsmødre og -fædre, hvilket er i 

overensstemmelse med vores resul-tater for kvinderne. Det observationelle design i disse 

studier vanskeliggør dog reelle sammen-ligninger med nærværende studie. Desuden var der 

andre betydelige forskelle mellem de for-skellige fødestuer end det fysiske miljø, som kan 

have haft en effekt, da de alternative fødeste-der var jordemoderledede mindre afdelinger med 

højere grad af kontinuitet i omsorgen. Kun ét dansk studie har i et observationelt design 

undersøgt effekten af et fødemiljø med sensoriske stimuli, her fandt man, at risikoen for 

kejsersnit var lavere på den alternative fødestue (15). Betydning for fødselsoplevelse blev 

ikke undersøgt. 

Viden fra kvalitative data om det fysiske fødemiljø 

Kvalitative studier konkluderer, at de alternative fødestuer er mere behagelige og giver kvinden 

mulighed for bevægelse under fødslen (16). Desuden støtter de kvinden i at være aktiv, bevare 

kontrollen under forløbet og værner om hendes privatliv (4). På standardfødestuerne er kvinden 

passiv, føler sig overvåget, og indtager rollen som patient (4, 16-18). Færre kvinder og partnere 

på fødemiljøstuen i vores undersøgelse oplevede, at de ikke havde uforstyrret ro efter fødslen. 

Årsagen til denne forskel kan måske være, at jordemødrene påvirkes af det fysiske miljø (19, 

20), og at fødemiljøstuen giver et tydeligere signal om at respektere de fødendes privatliv. Der-

udover er det tydeligt i resultaterne af den kvalitative analyse, at fødemiljøstuen rigtig kom til 

sin ret i timerne efter fødslen. Faciliteterne på stuen understøttede på en særlig måde familiernes 

mulighed for intimitet, ro og restitution. 

Vi fandt at mange kvinder ikke ænsede det fysiske miljø under fødslen, fordi de ikke havde 

overskud pga. de intense ve-smerter. Dette kan være med til at forklare, hvorfor vi ikke finder 

nogen forskel i kvindernes fødselsoplevelse og tilfredshed. I det tidligere nævnte svenske studie 
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viste det sig, at flergangsfødende både kvinder og partnere havde større effekt af det alternative 

fødemiljø (14), hvilket måske skyldes, at de i højere grad føler, de kan bevare kontrollen gen-

nem fødslen (21) og dermed bedre kan udnytte det alternative fødemiljø. 

Vi fandt også at fødemiljøstuen var mere gavnlig for partnerne, end den var for kvinderne, 

hvilket understøtter resultaterne i den kvantitative analyse. Udover, at partnerne ikke på samme 

måde som kvinderne var fysisk udfordrede og dermed havde mere overskud til at benytte føde-

miljøstuens faciliteter, er det måske også et udtryk for, at standardfødestuen ikke opfylder part-

nernes behov i samme grad, som den opfylder kvindernes. Partnerne værdsatte sofaen, der gav 

dem mulighed for at hvile, for at være tæt på deres kærester og for at trække sig lidt tilbage. De 

oplevede, at de var tænkt ind i designet, hvilket de ikke i samme grad følte sig i det traditionelle 

fødestuedesign, som ikke har ændret sig markant efter, at partneren er med til fødslen. Dette 

bekræftes af det nævnte engelske studie, hvor partnerne oftere end kvinderne tilkendegav, at 

der ikke var taget hensyn til deres behov, og at der ikke var mulighed for privathed på standard-

fødestuerne (13). 

Vores undersøgelse påviste ikke uhensigtsmæssige konsekvenser af at føde på fødemiljøstuen, 

men kvinderne på standardfødestuen evaluerede jordemoderens forslag og initiativer i forhold 

til smertelindring, muligheden for at deltage i beslutninger og informationsniveauet som lidt 

bedre end kvinderne på fødemiljøstuen. Det kan måske forklares med, at jordemødrene på fø-

demiljøstuen har været lidt tilbageholdende med at give medicinsk smertelindring, fordi de ikke 

syntes, at det passede ind i de naturlige rammer. Desuden har jordemødrene ikke den samme 

rutine og fortrolighed med fødemiljøstuens faciliteter, som de har med standardstuerne, hvilket 

måske også kan ses på disse resultater. Samtidig er epiduralblokade et vigtigt tema i den kvali-

tative analyse, hvor flere kvinder fortalte, at de først, da de har fået epiduralblokaden, kunne 

nyde den flotte stue. Et af ønskerne med at udvikle fødemiljøstuen var at nedbringe antallet af 

epiduralblokader. Derfor er det overraskende, at flere kvinder angav at have brug for denne 

smertelindring for at kunne have glæde af stuen. 

Der var store nuanceforskelle mellem kvindernes og partnernes udsagn. For kvinderne var ud-

sagnene om, hvordan de indre hæmmende omstændigheder gjorde, at de ikke ænsede rummet, 

meget nuancerede og detaljerede. Hos partnerne var disse udsagn blot konstateringer af, at deres 

kærester ikke registrerede omgivelserne pga. stærke ve-smerter. Derimod var partnernes be-

skrivelse af fødemiljøstuen som en hjemlig ramme mere detaljeret og beskrivende end kvinder-

nes. Disse forskelle er nok forventelige, da de netop afspejler, at for kvinderne er fødslen en 
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indre ekstrem proces, der tager al fokus (22), mens den for partnerne er en proces, hvor de står 

ved siden af som beskytter og hjælper. De har tid til at lægge mærke til deres omgivelser og 

forholde sig til, hvordan disse bedst hjælper og sikrer den fødende og det ufødte barn. 

Metodiske overvejelser 

Postpartum-spørgeskemaet 

En fødselsoplevelse er kompleks og kan vurderes fra mange vinkler (23). Vi valgte at bruge 

”WOCCA - on woman-centred care during labour and childbirth”. Dette spørgeskema har stort 

fokus på at evaluere patientcentreret behandling, da det er udviklet til at sammenligne fødsels-

omsorg på obstetrisk-ledede og jordemoder-ledede afdelinger (24). Det kunne måske have væ-

ret bedre at anvende et spørgeskema, som i højere grad havde fokus på at måle kvindens og 

partnerens følelser, tanker og adfærd under fødslen, da fokus i dette studie ikke var forskelle i 

faglig omsorg. I dette studie var fokus det fysiske miljø, og derfor var der også et par2 supple-

rende spørgsmål om det fysiske miljøs indflydelse på fødslen (se tabel S1 og S2). Disse spørgs-

mål var måske ikke så informative, da de var påvirket af en slags placeboeffekt som nævnt i 

den videnskabelige artikel. Det ville i bagklogskabens klare lys nok have været bedre at få 

deltagerne til at forholde sig til konkrete udsagn som ”jeg kunne nemt slappe af på stuen”, ”der 

var god plads til bevægelse på stuen” eller ”jeg følte mig hurtigt hjemme på stuen”. 

En af de store udfordringer ved at måle på fødselsoplevelsen er, at tilfredshed med fødslen i høj 

grad afhænger af forventningerne (25, 26). Derfor ville det have været optimalt at måle delta-

gernes forventninger til fødslen allerede i graviditeten. I nærværende studie må man dog for-

vente, at det randomiserede design mindsker dette problem ved, at fødselsangste kvinder er 

fordelt ligeligt i de to grupper. En anden udfordring er, at både kvinder og partnere ofte scorer 

meget højt i tilfredshedsundersøgelser af fødsler, da de er præget af stor lettelse over, at fødslen 

er vel overstået (27). Lettelsen over det fantastiske resultat kan dermed komme til at skjule 

eventuelle utilfredsheder. Fra andre studier ved vi, at kvinders evaluering af deres fødselsople-

velse bliver mere negativ i løbet af det første år efter fødslen (28). Vi valgte at måle kvindernes 

fødselsoplevelse 8 uger efter fødslen, og partnernes 1-2 uger efter fødslen, så partnerne stadig 

var på barsel, når de modtog postpartum-spørgeskemaet. 

2 For partnerne var der kun et spørgsmål. 
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Den kvalitative analyse 

Muligheden for, at deltagerne kunne uddybe deres svar i åbne tekstfelter, var en styrke ved 

studiet. Dels kunne deltagerne få afløb for det, som de havde på hjerte, og dels var det vigtige 

bidrag til at forstå resultaterne fra de kvantitative analyser. Kommentarerne havde dog også 

nogle begrænsninger. For det første blev deltagerne kun bedt om at kommentere eller uddybe 

deres svar, og derfor skrev de ofte ret korte sætninger. Hvis de var blevet bedt om at svare på 

et mere åbent spørgsmål, ville det måske have givet mere fyldige data. En anden begrænsning 

var, at muligheden for at kommentere var forskellig, da partnerne havde denne mulighed efter 

hvert spørgsmål, og kvinderne kun havde denne mulighed til sidst i skemaet3. 

Derudover viste det sig i kommentarerne, at enkelte partnere havde været i tvivl, om de skulle 

besvare spørgeskemaet sammen, fordi de modtog spørgeskemaet, før kvinderne modtog deres. 

I spørgeskemaundersøgelser er det en accepteret præmis, at man ikke kan være sikker på, at 

den, der er påtænkt at besvare spørgsmålene, faktisk er den, der gør det (27). Når det har været 

uklart for nogle, hvem spørgeskemaet var rettet til, så er der risiko for, at det ikke kun er part-

neren, der har besvaret spørgsmålene. Mange kommentarer viste dog tydeligt, at partneren 

havde besvaret spørgeskemaet på egne vegne. 

En af de største udfordringer i kvantitativ metode er at bearbejde åbne kommentarer i et spør-

geskema, så forbindelsen mellem teksten og koden bliver retvisende (29). Det anbefales da også 

at begrænse brugen af åbne spørgsmål i spørgeskemaer, fordi de er i strid med spørgeskemaets 

formål - at genere kvantitative data (30). Kommentarer og åbne spørgsmål egner sig til den 

personlige og nærværende historie (29), som vi så en fordel i at kunne inkludere i dette studie. 

Vi anvendte en induktiv tematisk analyse, som er en kvalitativ metode, hvor det er vigtigt, at 

temaerne er tæt knyttet til data, og at data ikke skal passes ind i allerede eksisterende temaer 

(10).  Vi kunne også have valgt at lave en kvantitativ indholdsanalyse med forudbestemte te-

matiske kategorier (31), men da udviklingen af disse innovative fødestuer først har taget fart 

indenfor de seneste år, og der derfor ikke er meget eksisterende litteratur på området, ønskede 

vi i analysen at være åbne overfor alle perspektiver. I en kvantitativ indholdsanalyse antager 

man, at det øger objektiviteten, at temaerne er forudbestemte (31 p. 67), mens man i induktiv 

tematisk analyse argumenterer for, at forskerens teoretiske forforståelse ikke skal være styrende 

for genereringen af temaerne. Man er dog her opmærksom på, at temaer ikke bliver genereret i 

et tomrum, hvor forskerens forforståelse ingen betydning har (10).  Dette har vi også været 

bevidste om i denne analyseproces, som er foregået efter, at vi har fået kendskab til vores 

3 Kvinderne på fødemiljøstuen havde også mulighed herfor i spørgsmål 24 
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kvantitative resultater og den eksisterende litteratur på området. En kvantitativ indholdsanalyse 

er ikke fortolkende, men tæller forekomsten af forskellige ord eller temaer i data, hvilket også 

øger dens objektivitet (31 p. 23). På samme måde har vi valgt at holde den tematiske analyse 

på et beskrivende niveau, hvor vi har genereret temaer, og beskrevet disse så datanært som 

muligt. 

 

Implikationer for det danske jordemoderfag 

Dette studies resultater lever ikke op til forventningerne blandt danske jordemødre, som i mange 

år har ønsket at have fødslerne i andre fysiske rammer end de traditionelle operationslignende 

fødestuer. Der har været en stærk overbevisning om, at bedre fysiske rammer både vil fremme 

den naturlige fødsel og forbedre fødselsoplevelsen. Flere steder i Danmark har man på baggrund 

af denne overbevisning i de seneste år udviklet innovative fødestuer i forskellige varianter (for 

eksempel på fødeafdelingerne i Hjørring, Hillerød, Herlev, Hvidovre og på Rigshospitalet), 

uden at vide noget om den egentlige effekt af sådanne fødestuer. Jordemødrene på Regionshos-

pitalet i Herning har påtaget sig det store arbejde at undersøge effekten af den multisensoriske 

fødemiljøstue på fødselsoplevelsen samt andre fødselsudfald (publiceres i anden artikel). Dette 

er prisværdigt og bør give inspiration til andre jordemødre om at undersøge effekten af de æn-

dringer, vi foretager i klinisk praksis, også når det gælder de fysiske rammer. I disse år bygges 

der store supersygehuse mange steder i Danmark, og undersøgelser som denne vil kunne kva-

lificere designet af de nye fødestuer på disse sygehuse. 

Den multisensoriske fødemiljøstue på Regionshospitalet i Herning blev udviklet med stort fo-

kus på at skabe gode rammer for partneren under fødslen. Vores resultater viser, at partnerne 

har følt sig bedre behandlet på fødemiljøstuen. De traditionelle fødestuer blev designet, før det 

var normalt at partneren var med til fødslen, hvilket betyder, at der er behov for, at jordemødre 

arbejder for at skabe bedre rum for partneren på de traditionelle fødestuer. 
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Appendix 

 

Appendix A: Womens questionnaire 

 
Forskningsprojekt om fødemiljø 

Spørgeskemaet omhandler din oplevelse af fødslen og dit barns ernæring indtil nu. Derudover bli-

ver du spurgt til din længste skoleuddannelse og til hvordan din oplevelse på fødestuen har været. 

De bedste hilsner  

Iben Lorentzen 

Vicechefjordemoder 

 

 

 

1. A: Havde du inden fødslen nogle ønsker til denne? (Der tænkes ikke kun på konkrete øn-

sker som f.eks. at komme i badekar eller føde i en bestemt stilling, men også på andre for-

hold, som var vigtige for dig, eller som du gerne ville have mulighed for eller måske gerne 

ville undgå) 

(1)  Ja, jeg havde nogle konkrete ønsker, som det betød meget for mig at få opfyldt 

(2)  Ja, jeg havde nogle ønsker men tænkte, at de kunne ændre sig under fødslen 

(3)  Ja, der var nogle ting, jeg havde tænkt på, men det var ikke konkrete ønsker 

(4)  Nej, jeg havde ikke tænkt på noget specielt  

(5)  Nej, jeg ville lade mig råde af personalet  

 

 

1 B: Hvis du havde nogle ønsker til fødslen, hvordan oplevede du da det hensyn, der blev 

taget til disse? 

(1)  Helt optimal 

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 
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(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

2. Hvordan var din mulighed under fødslen for at have en jordemoder hos dig, når du gerne 

ville 

(1)  Helt optimal 

(2)  Meget god 

(3)   God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

3. Hvordan oplevede du jordemoderens støtte og omsorg under fødslen?  

(1)  Helt optimal 

(2)  Meget god 

(3)   God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

4. Hvordan oplevede du din mulighed for at være med til at bestemme, når / hvis du gerne 

ville?(Her tænkes på såvel større som mindre ting, som du måske gerne ville have indfly-

delse på, f.eks. din mulighed for at bevæge dig under fødslen, om du skulle have 
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smertelindring og evt. hvilken type, om fostervandet skulle tages, om barnet skulle overvå-

ges elektronisk med CTG, hvilken stilling, du skulle føde i, hvornår barnet skulle undersøges 

osv.) 

(1)  Helt optimal

(2)  Meget god

(3)  God

(4)  Ikke så god

(5)  Dårlig

(6)  Helt uacceptabel

(7)  Ved ikke

5. Hvordan oplevede du jordemoderens forslag og initiativer i forhold til lindring af fødsels-

smerten?(Her tænkes på alle typer forslag og tiltag f.eks. støtte til vejrtrækning, massage, 

karbad, musik, varmepude, gode vestillinger, bevægelse, akupunktur, steriltvandspapler, 

morfin, rygmarvsbedøvelse (epiduralblokade), bedøvelse af mellemkødet lige før barnets 

fødsel (pudendusblokade)) 

(2)   Helt optimale

(3)  Meget gode

(4)  Gode

(5)  Ikke så gode

(6)  Dårlige

(7)  Helt uacceptable

(8)  Ved ikke

6. Hvordan oplevede du jordemoderens opmærksomhed på, hvordan du havde det psy-

kisk/følelsesmæssigt? 

(2)   Helt optimal

(3)  Meget god
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(4)  God 

(5)  Ikke så god 

(6)  Dårlig 

(7)  Helt uacceptabel 

(8)  Ved ikke 

 

 

7. Oplevede du perioder under fødslen, hvor du følte, at du ikke havde nogen kontrol over 

din egen krop, din opførsel eller dine reaktioner? 

(1)  Ja, under hele fødslen  

(2)  Ja, under en stor del af fødslen  

(3)  Ja, under en del af fødslen 

(4)  Ja, kortvarigt 

(5)  Nej 

(6)  Ved ikke 

 

 

8. Oplevede du perioder under fødslen, hvor du følte, at du ikke havde nogen kontrol over, 

hvad personalet gjorde ved dig, eller hvad der skete? 

(1)  Ja, under hele fødslen  

(2)  Ja, under en stor del af fødslen  

(3)  Ja, under en del af fødslen 

(4)  Ja, kortvarigt 

(5)  Nej 

(6)  Ved ikke 

 

 

9. Hvordan var den information, du fik i forbindelse med fødslen? 

(2)   Helt optimal 

(3)  Meget god 
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(4)  God 

(5)  Ikke så god 

(6)  Dårlig 

(7)  Helt uacceptabel 

(8)  Ved ikke 

 

 

10. Følte du, at personalets lyttede til dig under fødslen? 

(1)  I enestående grad 

(2)  I høj grad  

(3)  I nogen grad 

(4)  Ikke i så høj grad  

(5)  En lille smule 

(6)  Slet ikke 

(7)  Ved ikke 

 

 

11. Hvordan oplevede du personalets støtte til, at du og/eller din evt. partner kunne have 

uforstyrret kontakt med (røre, holde, snakke med mv.) dit / jeres barn, da det var født? 

(2)   Helt optimal 

(3)  Meget god 

(4)  Gode 

(5)  Ikke så god 

(6)  Dårlig 

(7)  Helt uacceptabel 

(8)  Ved ikke 
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12. Hvor megen hjælp og støtte var din evt. partner / fødselsledsager i stand til at give dig 

under fødslen? 

(1)  Uovertruffen støtte 

(2)  Stor støtte  

(3)  En hel del støtte 

(4)  Lidt støtte  

(5)  Ikke så megen støtte 

(6)  Ingen støtte  

(7)  Ved ikke 

 

 

13. Hvordan oplevede du personalets støtte til din partner / ledsager(e) under fødslen? 

(2)   Helt optimal 

(3)  Meget god 

(4)  God 

(5)  Ikke så god 

(6)  Dårlig 

(7)  Helt uacceptabel 

(8)  Ved ikke 

 

 

14. Hvordan er din samlede oplevelse af fødslen? 

(1)  Enestående god  

(2)  Meget god 

(3)   God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Meget dårlig 

(7)  Ved ikke 
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15. Hvor tilfreds er du alt i alt med den samlede omsorg, pleje og behandling, som du fik un-

der fødslen? 

(1)  Yderst tilfreds 

(2)  Meget tilfreds 

(3)  Tilfreds 

(4)  Utilfreds 

(5)  Meget utilfreds 

(6)  Yderst utilfreds 

(7)  Ved ikke 

 

 

Hvad er din længste skoleuddannelse? 

(1)  9. - 10. klasse 

(2)  Student, HF 

(3)  Mellemlang videregående eller lang vidergående uddannelse 

 

 

Ernæring af barnetHvordan har du givet dit barn mad de første dage? 

 

(1)  Jeg har ammet  

(2)  Jeg har givet udmalket modermælk 

(3)  Jeg har givet modermælkserstatning 

 

 

AmningAmmer du stadig?*Ved fuld amning forstås, at barnet kun får mad ved at spise ved 

brystet. Herved forstås, at der ud over bryst, kan gives supplement med vand og lignende 

og/eller maksimalt ét måltid med modermælkserstatning om ugen 

(1)  Ja, jeg ammer fuldt* 

(2)  Ja, jeg ammer, men mit barn får også modermælkserstatning 

(3)  Nej, jeg ammer ikke mere 
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UdmalkningGiver du stadig dit barn udmalket modermælk uden at give det andet end din 

mælk? *Ved fuld udmalkning forstås, at barnet kun får din modermælk. Herved forstås i Dan-

mark, at der ud over modermælk kan gives supplement med vand og lignende og/eller mak-

simalt ét måltid med modermælkserstatning om ugen 

 

(1)  Ja, jeg udmalker fuldt* 

(2)  Ja, jeg giver udmalket modermælk, men mit barn får også modermælkserstatning 

(3)  Nej, jeg er holdt med at malke ud? 

 

 

De følgende spørgsmål omhandler din oplevelse af at være på fødestuen.I hvilken grad ople-

vede du at de fysiske rammer havde indflydelse på forløbet ?(Her tænkes på større og min-

dre ting som rummets størrelse, møblement, indretning, belysning og teknik) 

(1)  I enestående grad 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 

 

 

I hvilken grad mener du at de fysiske rammer havde betydning for hvordan personalet kunne 

inddrage dig i forløbet? 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 
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(6)  Slet ikke  

(7)  Ved ikke 

 

 

Havde du på forhånd haft ønsker og forventninger til hvilken fødestue du/I skulle føde på? 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 

 

 

Tænkte du over hvilken stue du/I var kommet på da fødslen var i gang? 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 

 

 

Hvilken fødestue fødte du på? 

(1)  En almindelig fødestue 

(2)  Fødemiljøstuen 

(3)  Ved ikke 

 

 

Brugte I naturstemningerne på stuen? 

(1)  Ja, under hele fødslen  

(2)  Ja, under en stor del af fødslen  
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(3)  Ja, under en del af fødslen 

(4)  Ja, kortvarigt 

(5)  Nej 

(6)  Ved ikke 

 

 

Oplevede du at muligheden for at vælge forskellige stemninger havde betydning for din ople-

velse af fødslen?  

(1)  I enestående grad 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 

 

 

Oplevede du, at muligheden for at vælge forskellige stemninger havde betydning for, hvor-

dan din partner havde det under fødslen? 

(1)  I enestående grad 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 
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Var det en af naturstemningerne som havde særlig betydning for dig eller din partner under 

fødslen?  

(1)  Ja 

(2)  Nej  

(3)  Ved ikke  

 

 

Uddyb gerne 

_____ 

 

 

Hvis du har nogle kommentarer til spørgeskemaet kan du skrive dem her 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

 

 

Tusind tak fordi du tog dig tid til at besvarelse spørgeskemaet og for din deltagelse i forsknings-

projektet omkring fødemiljø.  

Spørgeskemaet er gemt, og du kan lukke din browser.  

Fortsat held og lykke til jer med den lille! 
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Appendix B: Partners´ questionnaire 

 

Forskningsprojekt om fødemiljø 

Spørgeskemaet omhandler din oplevelse af fødslen. Derudover bliver du spurgt til din længste 

skoleuddannelse, og til hvordan din oplevelse på fødestuen har været. 

Det tager omkring 10 minutter at besvare spørgeskemaet.  

Når du besvarer spørgsmålene omkring din fødselsoplevelse, skal du tænkte på det du oplevede 

mens du var på fødegangen.  

De bedste hilsner  

Iben Lorentzen 

Vicechefjordemoder 

 

 

1. A: Havde du inden fødslen nogle ønsker til denne?(Der tænkes ikke kun på konkrete øn-

sker som f.eks. at klippe navlesnoren eller se barnet blive født, men også andre forhold som 

du gerne ville have mulighed for eller måske gerne ville undgå)  

 

 

(1)  Ja, jeg havde nogle konkrete ønsker, som det betød meget for mig at få opfyldt 

(2)  Ja, jeg havde nogle ønsker men tænkte, at de kunne ændre sig under fødslen 

(3)  Ja, der var nogle ting, jeg havde tænkt på, men det var ikke konkrete ønsker 

(4)  Nej, jeg havde ikke tænkt på noget specielt  

(5)  Nej, jeg ville lade mig råde af personalet  

(6)  Ved ikke  

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

 

 

1 B: Hvis du havde nogle ønsker til fødslen, hvordan oplevede du da det hensyn, der blev 

taget til disse? 

(1)  Helt optimal 

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

2. A: Var det vigtigt for dig, at jordemoderen gav dig støtte og omsorg under fødselsforløbet? 

(1)  I meget høj grad 

(2)  I høj grad  

(3)  I nogen grad 

(4)  Ikke i så høj grad  

(5)  En lille smule 
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(6)  Slet ikke

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

2. B:Hvordan oplevede du jordemoderens støtte og omsorg for dig under fødselsforløbet?

(1)  Helt optimal

(2)  Meget god

(3)  God

(4)  Ikke så god

(5)  Dårlig

(6)  Helt uacceptabel

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

 

 

3. Hvordan oplevede du din mulighed for at have indflydelse under fødselsforløbet?(Her tæn-

kes på såvel større som mindre ting, som du måske gerne ville have indflydelse på, f.eks. din 

mulighed for at støtte din partner under fødslen, om hun skulle have smertelindring under 

fødslen eller din mulighed for at klippe navlesnoren efter fødslen osv.) 

(1)  Helt optimal 

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

4. Hvordan oplevede du jordemoderens forslag og initiativer i forhold til lindring af fødsels-

smerten?(Her tænkes på alle typer forslag og tiltag f.eks. støtte til vejrtrækning, massage, 

karbad, musik, varmepude, gode vestillinger, bevægelse, akupunktur, steriltvandspapler, 
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morfin, rygmarvsbedøvelse (epiduralblokade), bedøvelse af mellemkødet lige før barnets 

fødsel (pudendusblokade)) 

(1)  Helt optimale 

(2)  Meget gode 

(3)  Gode 

(4)  Ikke så gode 

(5)  Dårlige 

(6)  Helt uacceptable 

(7)  Ved ikke 

(8)  Min partner havde ikke brug for forslag/støtte fra jdm ift. lindring af fødselssmerten 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

5. A: Var det vigtigt for dig, at jordemoderen var opmærksom på, hvordan du havde det un-

der fødslen? 

(1)  I meget høj grad 

(2)  I høj grad  

(3)  I nogen grad 

(4)  Ikke i så høj grad  

(5)  En lille smule 

(6)  Slet ikke 
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(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

5. B: Hvordan oplevede du jordemoderens opmærksomhed på, hvordan du havde det psy-

kisk/følelsesmæssigt? 

(1)  Helt optimal

(2)  Meget god

(3)  God

(4)  Ikke så god

(5)  Dårlig

(6)  Helt uacceptabel

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

 

 

6. Oplevede du perioder under fødslen, hvor du følte, at du ikke havde nogen kontrol over 

din opførsel eller dine reaktioner? 

(1)  Ja, under hele fødslen  

(2)  Ja, under det meste af fødslen 

(3)  Ja, under en stor del af fødslen 

(4)  Ja, under en del af fødslen 

(5)  Ja, kortvarigt 

(6)  Nej 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

7. Hvordan var den information, du fik under fødselsforløbet? 

(1)  Helt optimal 

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 
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(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

8. Følte du, at personalets lyttede til dig under fødslen? 

(1)  I enestående grad 

(2)  I høj grad  

(3)  I nogen grad 

(4)  Ikke i så høj grad  

(5)  En lille smule 

(6)  Slet ikke 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

9. Hvordan oplevede du personalets støtte til, at I som forældre kunne have uforstyrret kon-

takt med (røre, holde, snakke med mv.) jeres barn, da det var født? 

(1)  Helt optimal

(2)  Meget god

(3)  God

(4)  Ikke så god

(5)  Dårlig

(6)  Helt uacceptabel

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

10. Hvor megen hjælp og støtte var du for din partner under fødslen?

(1)  Uovertruffen støtte

(2)  Stor støtte

(3)  En hel del støtte

(4)  Lidt støtte

(5)  Ikke så megen støtte
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(6)  Ingen støtte  

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

11. Hvordan oplevede du personalets støtte til din partner under fødselsforløbet? 

(1)  Helt optimal 

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Helt uacceptabel 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

 

 

12. Hvordan er din samlede oplevelse af fødselsforløbet? 

(1)  Enestående god  

(2)  Meget god 

(3)  God 

(4)  Ikke så god 

(5)  Dårlig 

(6)  Meget dårlig 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

13. Hvor tilfreds er du alt i alt med den samlede omsorg, pleje og behandling, som I fik under 

fødselsforløbet? 

(1)  Yderst tilfreds 

(2)  Meget tilfreds 

(3)  Tilfreds 

(4)  Utilfreds 

(5)  Meget utilfreds 
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(6)  Yderst utilfreds 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

De følgende spørgsmål omhandler din oplevelse af at være på fødestuen.14. I hvilken grad 

oplevede du at de fysiske rammer havde indflydelse på fødselsforløbet ?(Her tænkes på 

større og mindre ting som rummets størrelse, møblement, indretning, belysning og teknik) 

(1)  I meget høj grad 

(2)  I høj grad  

(3)  I nogen grad 

(4)  Ikke i så høj grad  

(5)  En lille smule 

(6)  Slet ikke 

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 
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________________________________________ 

________________________________________ 

________________________________________ 

15. Havde du på forhånd haft ønsker og forventninger til hvilken fødestue I skulle føde på?

(1)  I meget høj grad

(2)  I høj grad

(3)  I nogen grad

(4)  Ikke i så høj grad

(5)  En lille smule

(6)  Slet ikke

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

16. Tænkte du over hvilken stue I var kommet på da fødselsforløbet var i gang?

(1)  I meget høj grad

(2)  I høj grad

(3)  I nogen grad

(4)  Ikke i så høj grad

(5)  En lille smule
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(6)  Slet ikke

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

17. Hvilken fødestue fødte du på?

(1)  En almindelig fødestue

(2)  Fødemiljøstuen

(3)  Ved ikke

17 A: Brugte I naturstemningerne på stuen? 

(1)  Ja, under hele fødslen

(2)  Ja, under det meste af fødslen

(3)  Ja, under en stor del af fødslen

(4)  Ja, under en del af fødslen

(5)  Ja, kortvarigt

(6)  Nej

(7)  Ved ikke
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Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

17 B: Oplevede du, at muligheden for at vælge forskellige stemninger havde betydning for, 

hvordan din partner havde det under fødslen? 

(1)  I enestående grad

(2)  I høj grad

(3)  I nogen grad

(4)  Ikke i så høj grad

(5)  En lille smule

(6)  Slet ikke

(7)  Ved ikke

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 
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17 C: Var der nogle af naturstemningerne som havde særlig betydning for dig eller din part-

ner under selve fødslen?  

(1)  I enestående grad 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 

 

 

Skriv her hvis du har kommentarer til spørgsmålet 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

17 D: Var der nogle af lydmulighederne (naturlyde/musik) som havde særlig betydning for 

dig eller din partner under fødslen?  

(1)  I enestående grad 

(2)  I høj grad 

(3)  I nogen grad 

(4)  Ikke i så høj grad 

(5)  En lille smule 

(6)  Slet ikke  

(7)  Ved ikke 
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Skriv her hvis du har kommentarer til spørgsmålet 

 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

 

 

18. Hvad er din længste skoleuddannelse? 

(1)  9. - 10. klasse 

(2)  Student, HF 

(5)  Håndværker uddannelse 

(6)  Kort videregående uddannelse 

(3)  Mellemlang videregående eller lang vidergående uddannelse 

(4)  Ved ikke 

 

 

19. Hvad er din civilstatus? 

(1)  Jeg er gift med barnets mor? 

(2)  Jeg er samboende med barnets mor? 

(3)  Jeg er skilt fra barnets mor 

(4)  Ved ikke  

 

 

Er det dit første barn? 

(1)  Ja 
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(2)  Nej

(3)  Ved ikke

Hvis du har flere kommentarer til spørgeskemaet kan du skrive dem her 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

________________________________________ 

Tusind tak fordi du tog dig tid til at besvare spørgeskemaet og for din deltagelse i forskningspro-

jektet omkring fødemiljø.  

Spørgeskemaet er gemt, og du kan lukke din browser. 

Fortsat held og lykke til jer med den lille! 
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Appendix C: Women´s experience shown in bar charts 

Elements regarding patient-centered care 
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Other elements 
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Elements regarding the physical environment 
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Appendix D: Partners´ experience shown in bar charts 

 

Elements regarding patient-centered care 
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Attention to psychological needs
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Other elements 

Element regarding the physical environment 
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Appendix E: Søgestrategi 

Litteratursøgningen var baseret på følgende søgespørgsmål: 

Hvordan oplever kvinder og deres partnere fødslen, når de føder på en fødemiljøstue i forhold 

til når de føder på en almindelig fødestue? 

Som hjælp til at strukturere søgningen blev konceptualiseringsmodellen PICO anvendt. PICO 

er et akronym, der beskriver 4 elementer af et klinisk spørgsmål: Patient, intervention, compa-

rison og outcome (32)4. Nedenfor ses modellen med nærværende søgespørgsmål.  

Patient: Den fødende 

Intervention: Fødsel på fødemiljøstue 

Comparison: Fødsel på standard fødestue 

Outcome: Fødselsoplevelse 

Med afsæt i denne model blev der udarbejdet en fokusliste, der er bygget op om de centrale 

begreber i søgespørgsmålet således, at det begreb som er mest centralt for søgespørgsmålet, 

blev fokus 1. Den overordnede søgestrategi var bloksøgning, hvor de 4 fokus fra fokuslisten 

blev kombineret ved at sætte den boolske operator ”AND” mellem fokusområderne. Derudover 

blev der tilføjet søgefilter, så kun artikler skrevet på engelsk, dansk, svensk og norsk blev in-

kluderet i søgningen, mens studier fra Afrika og Asien blev ekskluderet under udvælgelsen af 

de relevante artikler. Søgningen blev foretaget d. 14. februar 2020 og gentaget d. 25. juni 2020 

for at sikre, at eventuelle nye artikler blev inkluderet. Der blev søgt i tre søgemaskine som 

beskrevet nedenfor.  

Pubmed: 
Pubmed er en stor database med mere end 30 millioner referencer og abstracts hovedsageligt 

indenfor det biomedicinske og sundhedsvidenskabelige område (33). Søgningen med kombi-

nation af alle 4 fokus resulterede i 250 hits, som blev gennemgået og sorteret i 3 grupper: En 

relevant, en måske relevant og en ikke-relevant gruppe. De måske relevante artikler blev her-

efter gennemgået på abstract og delt i relevante eller ikke relevante artikler. De relevante blev 

4 Referencer i dette bilag fremgår af referencelisten til ”Uddybelse af den videnskabelige artikel”. 
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afslutningsvist læst igennem for at sikre, at de var relevante. Af de 250 hits blev der fundet 

var 17 relevante artikler. 

Tabel 9 Søgeprofil Pubmed 

Fokus 1 

Fødemiljøstue 

Fokus 2  

Fødselsoplevelsen 

Fokus 3 

Den fødende 

Fokus 4 

Standard fødestue 

Birth environment room Birth experience Give birth Standard labour room 

Labour environment 

room 

Personal satisfaction 

(MeSH) 

Parturient Delivery room 

Environmental delivery 

room 

Experience of birth In labour Delivery rooms (MeSH) 

Environmental mater-

nity ward 

Feelings about birth About to give birth Maternity ward 

Multi-sensory room Birth reflections Birth 

Multi-sensory environ-

ment  

Birth satisfaction During birth 

Snoezelen room Satisfaction of care Giving birth 

Snoezelen environment Experience of care Labouring women 

Environmental design 

(MeSH) 

Labour 

Built environment 

(MeSH) 

Childbirth 

73097 Hits 253506 Hits 1556001 Hits 19389 Hits 

Cinahl: 
Cinahl indeholder referencer fra mere end 900 tidsskrifter. En del af disse er ikke registreret i 

Medline, og og kommer derfor ikke frem ved søgninger i Pubmed (34). Cinahl dækker hoved-

sageligt det sygeplejevidenskabelige område. I Cinahl blev kun de to vigtigste fokus kombine-

rede, da dette resulterede i 87 hits. Disse blev gennemgået på samme måde som søgeresultatet 

i Pubmed blev, og der blev fundet 10 relevante artikler, hvoraf 4 også var i søgningen fra Pub-

med. 
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Tabel 10 Søgeprofil Cinahl 

Fokus 1 

Fødemiljøstue 

Fokus 2  

Fødselsoplevelse 

Fokus 3 

Den fødende 

Fokus 4 

Standard fødestue 

Birth environment room Birth experience 

Labour environment 

room 

Experience of birth 

Environmental delivery 

room 

Feelings about birth 

Snoezelen environment Birth reflections 

Snoezelen Birth satisfaction 

Snoezelen room Satisfaction of care 

Multi-sensory room Experience of care 

Multi-sensory environ-

ment 

628 Hits 54375 Hits 

Referencelisterne på de 23 relevante artikler blev gennemgået, hvilket resulterede i yderligere 

1 relevant artikel (35).  

Scopus: 
Den 7. maj 2020 blev søgningen suppleret med en søgning i Scopus, som er den største refe-

rence og abstract database af peer-reviewed litteratur (36). Den dækker hovedsageligt emner 

indenfor naturvidenskab, medicin og teknologi og indeholder mange kvalitative studier, hvilket 

gør den relevant her, da fødselsoplevelsen er et emne, som ofte er blevet belyst med en kvalitativ 

tilgang. I denne søgning blev kun de 3 første fokus kombineret, og dette resulterede i 160 hits, 

som bidrog med yderligere en relevant artikel (7).  
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Tabel 11 Søgeprofil Scopus 

Fokus 1 

Fødemiljøstue 

Fokus 2  

Fødselsoplevelse 

Fokus 3 

Den fødende 

Fokus 4 

Standard fødestue 

”Birth environment 

room” 

Birth experience ”Obstetric Labor”  

”Labour environment 

room” 

Personal satisfaction 

(MeSH) 

Parturient  

”Environmental delivery 

room” 

Experience ”In labour”  

”Environmental mater-

nity ward” 

Feelings  Childbirth  

Snoezelen Reflections Birth  

”Birth settings” Satisfaction Parturitions  

”birthplace settings” Emotions Giving birth  

”Alternative birth cen-

ters” 

Stress ”Labouring women”  

 Perception Childbirth  

602 Hits 6.104.454 Hits 560.977 Hits  

 

 

I alt resulterede søgningen dermed i 25 relevante artikler, som blev læst igennem som bag-

grundsviden. Da søgningen blev gentaget d. 25. juni 2020, blev der fundet yderligere 1 relevant 

artikel (37), som dog ikke ledte til nye konklusioner. 
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Appendix F: Authors Guidelines for BMC pregnancy and Childbirth 

Aims and scope 

BMC Pregnancy & Childbirth is an open access, peer-reviewed journal that 

considers articles on all aspects of pregnancy and childbirth. The journal 

welcomes submissions on the biomedical aspects of pregnancy, breastfeed-

ing, labor, maternal health, maternity care, trends and sociological aspects 

of pregnancy and childbirth. 

Preparing your manuscript 

The information below details the section headings that you should include 

in your manuscript and what information should be within each section. 

Please note that your manuscript must include a 'Declarations' section in-

cluding all of the subheadings (please see below for more information). 

Title page 

The title page should: 

• present a title that includes, if appropriate, the study design e.g.:

o "A versus B in the treatment of C: a randomized controlled trial",

"X is a risk factor for Y: a case control study", "What is the im-

pact of factor X on subject Y: A systematic review"

o or for non-clinical or non-research studies a description of what

the article reports

• list the full names and institutional addresses for all authors

o if a collaboration group should be listed as an author, please list

the Group name as an author. If you would like the names of

the individual members of the Group to be searchable through

their individual PubMed records, please include this information

in the “Acknowledgements” section in accordance with the in-

structions below

• indicate the corresponding author
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Abstract 

The Abstract should not exceed 350 words. Please minimize the use of ab-

breviations and do not cite references in the abstract. Reports of random-

ized controlled trials should follow the CONSORT extension for abstracts. 

The abstract must include the following separate sections: 

• Background: the context and purpose of the study

• Methods: how the study was performed and statistical tests used

• Results: the main findings

• Conclusions: brief summary and potential implications

• Trial registration: If your article reports the results of a health care

intervention on human participants, it must be registered in an appro-

priate registry and the registration number and date of registration

should be in stated in this section. If it was not registered prospec-

tively (before enrollment of the first participant), you should include

the words 'retrospectively registered'. See our editorial policies for

more information on trial registration

Keywords 

Three to ten keywords representing the main content of the article. 

Background 

The Background section should explain the background to the study, its 

aims, a summary of the existing literature and why this study was necessary 

or its contribution to the field. 

Methods 

The methods section should include: 

• the aim, design and setting of the study

• the characteristics of participants or description of materials

• a clear description of all processes, interventions and comparisons.

Generic drug names should generally be used. When proprietary

brands are used in research, include the brand names in parentheses

• the type of statistical analysis used, including a power calculation if

appropriate
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Results 

This should include the findings of the study including, if appropriate, re-

sults of statistical analysis which must be included either in the text or as ta-

bles and figures. 

Discussion 

This section should discuss the implications of the findings in context of ex-

isting research and highlight limitations of the study. 

Conclusions 

This should state clearly the main conclusions and provide an explanation of 

the importance and relevance of the study reported. 

List of abbreviations 

If abbreviations are used in the text they should be defined in the text at 

first use, and a list of abbreviations should be provided. 

Declarations 

All manuscripts must contain the following sections under the heading 

'Declarations': 

• Ethics approval and consent to participate

• Consent for publication

• Availability of data and materials

• Competing interests

• Funding

• Authors' contributions

• Acknowledgements

• Authors' information (optional)

Please see below for details on the information to be included in these sec-

tions. 

If any of the sections are not relevant to your manuscript, please include the 

heading and write 'Not applicable' for that section.  
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Ethics approval and consent to participate 

Manuscripts reporting studies involving human participants, human data or 

human tissue must: 

• include a statement on ethics approval and consent (even where the 

need for approval was waived) 

• include the name of the ethics committee that approved the study 

and the committee’s reference number if appropriate 

Studies involving animals must include a statement on ethics approval and 

for experimental studies involving client-owned animals, authors must also 

include a statement on informed consent from the client or owner. 

See our editorial policies for more information. 

If your manuscript does not report on or involve the use of any animal or 

human data or tissue, please state “Not applicable” in this section. 

Consent for publication 

If your manuscript contains any individual person’s data in any form (includ-

ing any individual details, images or videos), consent for publication must 

be obtained from that person, or in the case of children, their parent or le-

gal guardian. All presentations of case reports must have consent for publi-

cation. 

You can use your institutional consent form or our consent form if you prefer. 

You should not send the form to us on submission, but we may request to 

see a copy at any stage (including after publication). 

See our editorial policies for more information on consent for publication. 

If your manuscript does not contain data from any individual person, please 

state “Not applicable” in this section. 

Availability of data and materials 

All manuscripts must include an ‘Availability of data and materials’ state-

ment. Data availability statements should include information on where 



104 

 

data supporting the results reported in the article can be found including, 

where applicable, hyperlinks to publicly archived datasets analysed or gen-

erated during the study. By data we mean the minimal dataset that would 

be necessary to interpret, replicate and build upon the findings reported in 

the article. We recognise it is not always possible to share research data 

publicly, for instance when individual privacy could be compromised, and in 

such instances data availability should still be stated in the manuscript along 

with any conditions for access. 

Data availability statements can take one of the following forms (or a com-

bination of more than one if required for multiple datasets): 

• The datasets generated and/or analysed during the current study are 

available in the [NAME] repository, [PERSISTENT WEB LINK TO DA-

TASETS] 

• The datasets used and/or analysed during the current study are avail-

able from the corresponding author on reasonable request. 

• All data generated or analysed during this study are included in this 

published article [and its supplementary information files]. 

• The datasets generated and/or analysed during the current study are 

not publicly available due [REASON WHY DATA ARE NOT PUBLIC] but 

are available from the corresponding author on reasonable request. 

• Data sharing is not applicable to this article as no datasets were gen-

erated or analysed during the current study. 

• The data that support the findings of this study are available from 

[third party name] but restrictions apply to the availability of these 

data, which were used under license for the current study, and so are 

not publicly available. Data are however available from the authors 

upon reasonable request and with permission of [third party name]. 

• Not applicable. If your manuscript does not contain any data, please 

state 'Not applicable' in this section. 

More examples of template data availability statements, which include ex-

amples of openly available and restricted access datasets, are available here. 

BioMed Central also requires that authors cite any publicly available data on 

which the conclusions of the paper rely in the manuscript. Data citations 

should include a persistent identifier (such as a DOI) and should ideally be 
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included in the reference list. Citations of datasets, when they appear in the 

reference list, should include the minimum information recommended by 

DataCite and follow journal style. Dataset identifiers including DOIs should 

be expressed as full URLs. For example: 

 

Hao Z, AghaKouchak A, Nakhjiri N, Farahmand A. Global integrated drought 

monitoring and prediction system (GIDMaPS) data sets. figshare. 2014. 
http://dx.doi.org/10.6084/m9.figshare.853801 

With the corresponding text in the Availability of data and materials state-

ment: 

The datasets generated during and/or analysed during the current study are 

available in the [NAME] repository, [PERSISTENT WEB LINK TO DA-

TASETS].[Reference number]  

If you wish to co-submit a data note describing your data to be published in 

BMC Research Notes, you can do so by visiting our submission portal. Data 

notes support open data and help authors to comply with funder policies on 

data sharing. Co-published data notes will be linked to the research article 

the data support (example). 

For more information please email our Research Data Team. 

Competing interests 

All financial and non-financial competing interests must be declared in this 

section. 

See our editorial policies for a full explanation of competing interests. If you 

are unsure whether you or any of your co-authors have a competing inter-

est please contact the editorial office. 

Please use the authors initials to refer to each authors' competing interests 

in this section. 
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If you do not have any competing interests, please state "The authors de-

clare that they have no competing interests" in this section. 

Funding 

All sources of funding for the research reported should be declared. The 

role of the funding body in the design of the study and collection, analysis, 

and interpretation of data and in writing the manuscript should be declared. 

Authors' contributions 

The individual contributions of authors to the manuscript should be speci-

fied in this section. Guidance and criteria for authorship can be found in our 

editorial policies. 

Please use initials to refer to each author's contribution in this section, for 

example: "FC analyzed and interpreted the patient data regarding the he-

matological disease and the transplant. RH performed the histological ex-

amination of the kidney, and was a major contributor in writing the manu-

script. All authors read and approved the final manuscript." 

Acknowledgements 

Please acknowledge anyone who contributed towards the article who does 

not meet the criteria for authorship including anyone who provided profes-

sional writing services or materials. 

Authors should obtain permission to acknowledge from all those men-

tioned in the Acknowledgements section. 

See our editorial policies for a full explanation of acknowledgements and au-

thorship criteria. 

If you do not have anyone to acknowledge, please write "Not applicable" in 

this section. 

Group authorship (for manuscripts involving a collaboration group): if you 

would like the names of the individual members of a collaboration Group to 

be searchable through their individual PubMed records, please ensure that 

the title of the collaboration Group is included on the title page and in the 
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submission system and also include collaborating author names as the last 

paragraph of the “Acknowledgements” section. Please add authors in the 

format First Name, Middle initial(s) (optional), Last Name. You can add insti-

tution or country information for each author if you wish, but this should be 

consistent across all authors. 

Please note that individual names may not be present in the PubMed record 

at the time a published article is initially included in PubMed as it takes Pub-

Med additional time to code this information. 

Authors' information 

This section is optional. 

You may choose to use this section to include any relevant information 

about the author(s) that may aid the reader's interpretation of the article, 

and understand the standpoint of the author(s). This may include details 

about the authors' qualifications, current positions they hold at institutions 

or societies, or any other relevant background information. Please refer to 

authors using their initials. Note this section should not be used to describe 

any competing interests. 

Footnotes 

Footnotes can be used to give additional information, which may include 

the citation of a reference included in the reference list. They should not 

consist solely of a reference citation, and they should never include the bib-

liographic details of a reference. They should also not contain any figures or 

tables. 

Footnotes to the text are numbered consecutively; those to tables should be 

indicated by superscript lower-case letters (or asterisks for significance val-

ues and other statistical data). Footnotes to the title or the authors of the 

article are not given reference symbols. 

Always use footnotes instead of endnotes. 
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References 

Examples of the Vancouver reference style are shown below. 

See our editorial policies for author guidance on good citation practice 

Web links and URLs: All web links and URLs, including links to the authors' 

own websites, should be given a reference number and included in the ref-

erence list rather than within the text of the manuscript. They should be 

provided in full, including both the title of the site and the URL, as well as 

the date the site was accessed, in the following format: The Mouse Tumor 

Biology Database. http://tumor.informatics.jax.org/mtbwi/index.do. Accessed 20 

May 2013. If an author or group of authors can clearly be associated with a 

web link, such as for weblogs, then they should be included in the refer-

ence. 

Example reference style: 

Article within a journal 

Smith JJ. The world of science. Am J Sci. 1999;36:234-5. 

Article within a journal (no page numbers) 

Rohrmann S, Overvad K, Bueno-de-Mesquita HB, Jakobsen MU, Egeberg R, 

Tjønneland A, et al. Meat consumption and mortality - results from the Eu-

ropean Prospective Investigation into Cancer and Nutrition. BMC Medicine. 

2013;11:63. 

Article within a journal by DOI 

Slifka MK, Whitton JL. Clinical implications of dysregulated cytokine produc-

tion. Dig J Mol Med. 2000; doi:10.1007/s801090000086. 

Article within a journal supplement 

Frumin AM, Nussbaum J, Esposito M. Functional asplenia: demonstration of 

splenic activity by bone marrow scan. Blood 1979;59 Suppl 1:26-32. 
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Book chapter, or an article within a book 

Wyllie AH, Kerr JFR, Currie AR. Cell death: the significance of apoptosis. In: 

Bourne GH, Danielli JF, Jeon KW, editors. International review of cytology. 

London: Academic; 1980. p. 251-306. 

OnlineFirst chapter in a series (without a volume designation but with a DOI) 

Saito Y, Hyuga H. Rate equation approaches to amplification of enantio-

meric excess and chiral symmetry breaking. Top Curr Chem. 2007. 

doi:10.1007/128_2006_108. 

Complete book, authored 

Blenkinsopp A, Paxton P. Symptoms in the pharmacy: a guide to the man-

agement of common illness. 3rd ed. Oxford: Blackwell Science; 1998. 

Online document 

Doe J. Title of subordinate document. In: The dictionary of substances and 

their effects. Royal Society of Chemistry. 1999. http://www.rsc.org/dose/title 

of subordinate document. Accessed 15 Jan 1999. 

Online database 

Healthwise Knowledgebase. US Pharmacopeia, Rockville. 1998. 

http://www.healthwise.org. Accessed 21 Sept 1998. 

Supplementary material/private homepage 

Doe J. Title of supplementary material. 2000. http://www.privatehomep-

age.com. Accessed 22 Feb 2000. 

University site 

Doe, J: Title of preprint. http://www.uni-heidelberg.de/mydata.html (1999). 

Accessed 25 Dec 1999. 
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FTP site 

Doe, J: Trivial HTTP, RFC2169. ftp://ftp.isi.edu/in-notes/rfc2169.txt (1999). 

Accessed 12 Nov 1999. 

Organization site 

ISSN International Centre: The ISSN register. http://www.issn.org (2006). Ac-

cessed 20 Feb 2007. 

Dataset with persistent identifier 

Zheng L-Y, Guo X-S, He B, Sun L-J, Peng Y, Dong S-S, et al. Genome data 

from sweet and grain sorghum (Sorghum bicolor). GigaScience Database. 

2011. http://dx.doi.org/10.5524/100012. 

Preparing figures 

Back to top  

When preparing figures, please follow the formatting instructions below. 

• Figures should be numbered in the order they are first mentioned in 

the text, and uploaded in this order. Multi-panel figures (those with 

parts a, b, c, d etc.) should be submitted as a single composite file 

that contains all parts of the figure. 

• Figures should be uploaded in the correct orientation. 

• Figure titles (max 15 words) and legends (max 300 words) should be 

provided in the main manuscript, not in the graphic file. 

• Figure keys should be incorporated into the graphic, not into the leg-

end of the figure. 

• Each figure should be closely cropped to minimize the amount of 

white space surrounding the illustration. Cropping figures improves 

accuracy when placing the figure in combination with other elements 

when the accepted manuscript is prepared for publication on our site. 

For more information on individual figure file formats, see our de-

tailed instructions. 

• Individual figure files should not exceed 10 MB. If a suitable format is 

chosen, this file size is adequate for extremely high quality figures. 
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• Please note that it is the responsibility of the author(s) to obtain 

permission from the copyright holder to reproduce figures (or ta-

bles) that have previously been published elsewhere. In order for 

all figures to be open access, authors must have permission from the 

rights holder if they wish to include images that have been published 

elsewhere in non open access journals. Permission should be indi-

cated in the figure legend, and the original source included in the ref-

erence list. 

 

Figure file types 

We accept the following file formats for figures: 

• EPS (suitable for diagrams and/or images) 

• PDF (suitable for diagrams and/or images) 

• Microsoft Word (suitable for diagrams and/or images, figures must be 

a single page) 

• PowerPoint (suitable for diagrams and/or images, figures must be a 

single page) 

• TIFF (suitable for images) 

• JPEG (suitable for photographic images, less suitable for graphical im-

ages) 

• PNG (suitable for images) 

• BMP (suitable for images) 

• CDX (ChemDraw - suitable for molecular structures) 

For information and suggestions of suitable file formats for specific figure 

types, please see our author academy. 

Figure size and resolution 

Figures are resized during publication of the final full text and PDF versions 

to conform to the BioMed Central standard dimensions, which are detailed 

below. 

Figures on the web: 
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• width of 600 pixels (standard), 1200 pixels (high resolution). 

 

Figures in the final PDF version: 

• width of 85 mm for half page width figure 

• width of 170 mm for full page width figure 

• maximum height of 225 mm for figure and legend 

• image resolution of approximately 300 dpi (dots per inch) at the final 

size 

 

Figures should be designed such that all information, including text, is legi-

ble at these dimensions. All lines should be wider than 0.25 pt when con-

strained to standard figure widths. All fonts must be embedded. 

 

Figure file compression 

 

• Vector figures should if possible be submitted as PDF files, which are 

usually more compact than EPS files. 

• TIFF files should be saved with LZW compression, which is lossless 

(decreases file size without decreasing quality) in order to minimize 

upload time. 

• JPEG files should be saved at maximum quality. 

• Conversion of images between file types (especially lossy formats 

such as JPEG) should be kept to a minimum to avoid degradation of 

quality. 

 

If you have any questions or are experiencing a problem with figures, please 

contact the customer service team at info@biomedcentral.com. 
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Preparing main manuscript text 

Back to top  

Quick points: 

• Use double line spacing

• Include line and page numbering

• Use SI units: Please ensure that all special characters used are embed-

ded in the text, otherwise they will be lost during conversion to PDF

• Do not use page breaks in your manuscript

File formats 

The following word processor file formats are acceptable for the main man-

uscript document: 

• Microsoft word (DOC, DOCX)

• Rich text format (RTF)

• TeX/LaTeX (use BioMed Central's TeX template)

Please note: editable files are required for processing in production. If your 

manuscript contains any non-editable files (such as PDFs) you will be re-

quired to re-submit an editable file when you submit your revised manu-

script, or after editorial acceptance in case no revision is necessary. 

Additional information for TeX/LaTeX users 

Please use BioMed Central's TeX template and BibTeX stylefile if you use 

TeX format. Submit your references using either a bib or bbl file. When sub-

mitting TeX submissions, please submit both your TeX file and your bib/bbl 

file as manuscript files. Please also convert your TeX file into a PDF (please 

do not use a DIV file) and submit this PDF as a supplementary file with the 

name 'Reference PDF'. This PDF will be used by our production team as a 

reference point to check the layout of the article as the author intended.  

The Editorial Manager system checks for any errors in the Tex files. If an er-

ror is present then the system PDF will display LaTex code and highlight and 

explain the error in a section beginning with an exclamation mark (!). 
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All relevant editable source files must be uploaded during the submission 

process. Failing to submit these source files will cause unnecessary delays in 

the production process. 

TeX templates 

BioMedCentral_article (ZIP format) - preferred 

template 

article (part of the standard TeX distribution) 

amsart (part of the standard TeX distribution) 

Style and language 

For editors and reviewers to accurately assess the work presented in your 

manuscript you need to ensure the English language is of sufficient quality 

to be understood. If you need help with writing in English you should con-

sider: 

• Visiting the English language tutorial which covers the common mis-

takes when writing in English. 

• Asking a colleague who is a native English speaker to review your 

manuscript for clarity. 

• Using a professional language editing service where editors will im-

prove the English to ensure that your meaning is clear and identify 

problems that require your review. Two such services are provided by 

our affiliates Nature Research Editing Service and American Journal Ex-

perts. BMC authors are entitled to a 10% discount on their first sub-

mission to either of these services. To claim 10% off English editing 

from Nature Research Editing Service, click here. To claim 10% off 

American Journal Experts, click here. 



115 

 

Please note that the use of a language editing service is not a requirement 

for publication in the journal and does not imply or guarantee that the arti-

cle will be selected for peer review or accepted.  

Data and materials 

For all journals, BioMed Central strongly encourages all datasets on which 

the conclusions of the manuscript rely to be either deposited in publicly 

available repositories (where available and appropriate) or presented in the 

main paper or additional supporting files, in machine-readable format (such 

as spread sheets rather than PDFs) whenever possible. Please see the list of 

recommended repositories in our editorial policies. 

For some journals, deposition of the data on which the conclusions of the 

manuscript rely is an absolute requirement. Please check the Instructions for 

Authors for the relevant journal and article type for journal specific policies. 

For all manuscripts, information about data availability should be detailed in 

an ‘Availability of data and materials’ section. For more information on the 

content of this section, please see the Declarations section of the relevant 

journal’s Instruction for Authors. For more information on BioMed Centrals 

policies on data availability, please see our [editorial policies]. 

 

Formatting the 'Availability of data and materials' section of your manuscript 

The following format for the 'Availability of data and materials section of 

your manuscript should be used: 

"The dataset(s) supporting the conclusions of this article is(are) available in 

the [repository name] repository, [unique persistent identifier and hyperlink 

to dataset(s) in http:// format]." 

The following format is required when data are included as additional files: 

"The dataset(s) supporting the conclusions of this article is(are) included 

within the article (and its additional file(s))." 
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BioMed Central endorses the Force 11 Data Citation Principles and requires 

that all publicly available datasets be fully referenced in the reference list 

with an accession number or unique identifier such as a DOI. 

For databases, this section should state the web/ftp address at which the 

database is available and any restrictions to its use by non-academics. 

For software, this section should include: 

• Project name: e.g. My bioinformatics project 

• Project home page: e.g. http://sourceforge.net/projects/mged 

• Archived version: DOI or unique identifier of archived software or 

code in repository (e.g. enodo) 

• Operating system(s): e.g. Platform independent 

• Programming language: e.g. Java 

• Other requirements: e.g. Java 1.3.1 or higher, Tomcat 4.0 or higher 

• License: e.g. GNU GPL, FreeBSD etc. 

• Any restrictions to use by non-academics: e.g. licence needed 

Information on available repositories for other types of scientific data, in-

cluding clinical data, can be found in our editorial policies. 

References 

See our editorial policies for author guidance on good citation practice. 

Please check the submission guidelines for the relevant journal and article 

type.  

What should be cited? 

Only articles, clinical trial registration records and abstracts that have been 

published or are in press, or are available through public e-print/preprint 

servers, may be cited. 

Unpublished abstracts, unpublished data and personal communications 

should not be included in the reference list, but may be included in the text 

and referred to as "unpublished observations" or "personal communica-

tions" giving the names of the involved researchers. Obtaining permission 
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to quote personal communications and unpublished data from the cited 

colleagues is the responsibility of the author. Only footnotes are permitted. 

Journal abbreviations follow Index Medicus/MEDLINE. 

Any in press articles cited within the references and necessary for the re-

viewers' assessment of the manuscript should be made available if re-

quested by the editorial office. 

How to format your references 

Please check the Instructions for Authors for the relevant journal and article 

type for examples of the relevant reference style. 

Web links and URLs: All web links and URLs, including links to the authors' 

own websites, should be given a reference number and included in the ref-

erence list rather than within the text of the manuscript. They should be 

provided in full, including both the title of the site and the URL, as well as 

the date the site was accessed, in the following format: The Mouse Tumor 

Biology Database. http://tumor.informatics.jax.org/mtbwi/index.do. Accessed 20 

May 2013. If an author or group of authors can clearly be associated with a 

web link, such as for weblogs, then they should be included in the refer-

ence. 

Authors may wish to make use of reference management software to en-

sure that reference lists are correctly formatted. 

Preparing tables 

Back to top  

When preparing tables, please follow the formatting instructions below. 

• Tables should be numbered and cited in the text in sequence using 

Arabic numerals (i.e. Table 1, Table 2 etc.). 

• Tables less than one A4 or Letter page in length can be placed in the 

appropriate location within the manuscript. 

• Tables larger than one A4 or Letter page in length can be placed at 

the end of the document text file. Please cite and indicate where the 

table should appear at the relevant location in the text file so that the 

table can be added in the correct place during production. 
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• Larger datasets, or tables too wide for A4 or Letter landscape page 

can be uploaded as additional files. Please see [below] for more infor-

mation. 

• Tabular data provided as additional files can be uploaded as an Excel 

spreadsheet (.xls ) or comma separated values (.csv). Please use the 

standard file extensions. 

• Table titles (max 15 words) should be included above the table, and 

legends (max 300 words) should be included underneath the table. 

• Tables should not be embedded as figures or spreadsheet files, but 

should be formatted using ‘Table object’ function in your word pro-

cessing program. 

• Color and shading may not be used. Parts of the table can be high-

lighted using superscript, numbering, lettering, symbols or bold text, 

the meaning of which should be explained in a table legend. 

• Commas should not be used to indicate numerical values. 

If you have any questions or are experiencing a problem with tables, please 

contact the customer service team at info@biomedcentral.com. 

Preparing additional files 

Back to top  

As the length and quantity of data is not restricted for many article types, 

authors can provide datasets, tables, movies, or other information as addi-

tional files. 

All Additional files will be published along with the accepted article. Do not 

include files such as patient consent forms, certificates of language editing, 

or revised versions of the main manuscript document with tracked changes. 

Such files, if requested, should be sent by email to the journal’s editorial 

email address, quoting the manuscript reference number. Please do not 

send completed patient consent forms unless requested. 

Results that would otherwise be indicated as "data not shown" should be 

included as additional files. Since many web links and URLs rapidly become 

broken, BioMed Central requires that supporting data are included as addi-

tional files, or deposited in a recognized repository. Please do not link to 

data on a personal/departmental website. Do not include any individual 
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participant details. The maximum file size for additional files is 20 MB each, 

and files will be virus-scanned on submission. Each additional file should be 

cited in sequence within the main body of text. 

If additional material is provided, please list the following information in a 

separate section of the manuscript text: 

• File name (e.g. Additional file 1)

• File format including the correct file extension for example .pdf, .xls,

.txt, .pptx (including name and a URL of an appropriate viewer if for-

mat is unusual)

• Title of data

• Description of data

Additional files should be named "Additional file 1" and so on and should 

be referenced explicitly by file name within the body of the article, e.g. 'An 

additional movie file shows this in more detail [see Additional file 1]'. 

For further guidance on how to use Additional files or recommendations on 

how to present particular types of data or information, please see How to 

use additional files. 




