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ABSTRACT
Objectives: Maternal satisfaction during the birthing
process has been well documented, whereas little is
known about the fathers’ birth experiences. Our
objective was to evaluate and compare the birth
satisfaction of mothers and fathers.
Design: Comparative cross-sectional study.
Setting: Number of participating centres: one level III
maternity centre (2813 births in 2011) in Sherbrooke,
Quebec, Canada.
Participants: 200 mothers and 200 accompanying
fathers/mother’s partner recruited 12–24 h after the
birth over a 6-week period.

Primary and secondary outcome measures:
The Birth Satisfaction Scale (BSS) was used for the
mother, and it was adapted to the father’s perspective.
Paired-samples t tests were used for comparing
mothers and fathers for the BSS global and thematic
scores. Multiple linear regressions (forward stepwise
method) were made to identify predicting factors of
mothers’ and fathers’ satisfaction.
Results: Global satisfaction scores for mothers
(115.5/150) and fathers (114.4/150) were relatively
high and similar ( p=0.116). The analysis of
subthemes showed that more distress during childbirth
was reported by mothers ( p<0.001), while less
support ( p<0.001) and care satisfaction ( p<0.001)
were reported by fathers. The use of epidural
anaesthesia during vaginal birth was the sole
concordant lower satisfaction predictor. For
mothers, other satisfaction predictors were labour
length, tearing and type of anaesthesia used in
caesarean section. For fathers, lower satisfaction
predictors were instrumental delivery, primary
caesarean delivery and infant’s distress factors after
caesarean section.
Conclusions: This study highlights
differences in mothers’ and fathers’ birth
satisfaction and in their predictors. It is thus
important to take into account the birth experience of
each parent and to support parents accordingly by
adapting care provision surrounding childbirth. More
research on this topic from the prenatal to the
postnatal period is suggested, as it might have an
impact on parents’ satisfaction and on early
parenthood experience.

Strengths and limitations of this study
▪ First study comparing mothers’ and fathers’ birth
satisfaction using the same validated measuring
scale designed specifically for childbirth.
▪ Over a 6-week period, all parents of newborns—
excluding cases of major malformations and
death in vitro—were met to allow good population representation.
▪ Despite the fact that the modified Birth
Satisfaction Scale was the best starting point to
evaluate paternal satisfaction, an interesting
perspective would be the addition of questions
specifically designed to describe specific fathers’
experiences and roles.

INTRODUCTION
Childbirth is an important life event in a
parent’s life, and as such is a multifaceted
experience. The mother’s satisfaction during
the birthing process is the most frequently
reported indicator in the evaluation of the
quality of maternity services.1 2 A positive birth
experience is associated with an increased
mother-child bond and maternal abilities, and
contributes to her sense of accomplishment
and self-esteem.3–6 In contrast, a negative birth
experience can make the mother feel distraught and have a negative impact on her
mental health, increasing the risk of postpartum depression and post-traumatic stress
disorder.7–9
Despite the increase in the fathers’ birth
attendance, their feelings and experiences
have not been extensively studied. The scientiﬁc literature reveals that fathers have their
own positive feelings regarding birth: pride
related to fatherhood or to the baby, and love
and gratefulness towards their partner.10
Alternatively, they can feel excluded from the
birth by partners and/or health professionals,10 and report feeling unprepared for
the birth and needing more support.11 12
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METHODS
Study design and population
This cross-sectional study, which was approved by our
institution’s Research Ethics Board (09–148), was conducted between 15 May 2012 and 30 June 2012 at the
Centre hospitalier universitaire de Sherbrooke (CHUS;
Sherbrooke, Canada), which is a level III maternity
centre (2813 births in 2011). Parents were recruited
postpartum, at least 12 h after a vaginal birth and 24 h
after a caesarean delivery. Surveys were completed by
parents alone and returned in envelopes before the end
of hospitalisation. This timing was chosen in order to
maximise survey completion—as parents are very busy
after returning home—hence improving population representation. Here “mother” is deﬁned as a woman giving
birth and “father” as the father of the child or the
mother’s life partner (male or female), who was present
at the birth. Parents had to be able to read and speak
French or English. Cases of major infant malformations
or death in utero were excluded. Participating parents
signed a consent form, which informed them of the voluntary nature of their participation and of the study’s
aims, procedures and conﬁdentiality of data (anonymous codiﬁcation). Authorisation to consult the medical
report of birth was also requested.
Data collection
Data were collected through a self-administered survey,
which included the Birth Satisfaction Scale (BSS) and
sociodemographic questions, and through the electronic
form of the medical report of the birth. The BSS is a
validated 30-item survey that was developed to evaluate
satisfaction across 15 themes.14 18 To do so, perceptions
are measured using a series of simple statements with
ﬁve-point Likert scales (almost half of the items are
reverse-scored), which results in a maximum total score
of 150. For example, “Pain experienced” is addressed in
the BSS by two statements: “Giving birth was incredibly
painful” and “Labour was not as painful as I imagined”.
2

To adapt the BSS to the father’s circumstances, we
modiﬁed the statements concerning obstetrical interventions, care provision and perceived pain. For example,
“Giving birth was incredibly painful” was modiﬁed to
“Giving birth was incredibly painful for my partner”.
The survey was translated into French using the appropriate method19 20: (1) a translation and back-translation
were made separately by two translators; (2) the translations were evaluated by the research committee and (3)
a pilot test with parents of newborns (n=25) was conducted to assess the clarity of the questions.
Most independent variables were categorical, except
parental age and labour length, which were represented
on a continuous scale.
Statistical analysis
To determine the required sample size, we aimed to
detect a 10% difference in satisfaction between mothers
and fathers, based on the literature.17 21 Using an SD of
60 points, an α of 0.05 and a statistical power of 80%, the
minimum number of couples required was 128. With a
monthly average of 240 births at the CHUS and an estimated response rate of 50%, a study period of 45 days was
considered sufﬁcient for the study. BSS questionnaires
that were less than two-thirds completed were rejected
and others were scaled to obtain a total score of 150.
We used SPSS V.18.0 software for all statistical analyses.
The mean and SD were calculated for continuous variables and a percentage was given for categorical ones.
Paired-samples t tests were used for comparing mothers
and fathers within couples for the BSS global and thematic
scores. As for factors predicting mothers’ and fathers’ satisfaction, vaginal births and caesareans were analysed separately since many medical variables were not shared. First,
simple linear regression analyses were performed to identify signiﬁcant variables (p<0.10). Then these signiﬁcant
variables were entered as explanatory variables into multiple linear regressions. Owing to the study’s exploratory
nature, a forward stepwise method was used.
RESULTS
Characteristics of study participants
Among 353 eligible births, we received complete data
(father and mother) from 200 couples. In terms of parental characteristics (table 1), fathers and mothers were
generally similar. Mothers’ average age was 28.7 years
and fathers’, 31.1 years. More mothers than fathers had
a university degree and less were working.
As for the delivery characteristics (table 2), 92.5% of
deliveries were at term, and 38.8% of women were
mothers for the ﬁrst time. Among vaginal births only,
65.8% were performed under epidural anaesthesia, and
14.5% of mothers did not receive any anaesthesia.
Labour mean length was: (1) ﬁrst stage, 306 min (SD
196.5); (2) second stage, 57 min (SD 64.6); (3) third
stage, 11 min (30.5) and (4) for a total mean length of
371 min (SD 223.7) caesareans made up for 21.5% of
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Studies indicate the need to consider the father’s birth satisfaction and needs as a future parent, and not solely as the
mother’s partner.10 13 For this reason, validated tools to
measure paternal satisfaction during birth, as have been
developed recently for mothers,14 15 would be appropriate.
Very few studies have been conducted on the satisfaction of both parents,16 and even fewer have used an identical instrument for measuring satisfaction,17 making
comparisons difﬁcult to make. Knowledge of the satisfaction of both parents could provide insight for health professionals as to how to evaluate and adjust the care and
services offered to parents during hospitalisation. Hence,
this study’s aim was to evaluate and compare the birth
experience satisfaction of mothers and fathers. The secondary aim was to correlate their satisfaction level with
sociodemographic and birth medical data.
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Characteristics

Mothers N=200
Prevalence of
characteristics

Age in years,
28.7 (4.67)
mean (SD)
Education level, n (%)
Primary
2 (1.0)
Secondary
36 (18.1)
Professional
31 (15.6)
studies diploma
College
52 (26.1)
University
78 (39.2)
Marital status, n (%)
Married
45 (22.5)
146 (73.0)
Common-law
spouse
Other
9 (4.5)
Working status,
170 (85.0)
n (%)*
Birth outside
16 (7.5)
Canada, n (%)

Fathers N=200
Prevalence of
characteristics
31.1 (4.84)

7 (3.5)
45 (22.7)
52 (26.3)
31 (15.7)
63 (31.8)
45 (22.6)
147 (73.9)
7 (3.5)
191 (95.5)
15 (7.6)

*Before pregnancy for mothers. Owing to missing data, the
numbers for each variable might not add up to the same total.

births. Among the babies, 4.3% had a low birth weight
(under 2500 g) and 12.3% were admitted to the neonatology unit for different medical reasons not examined
here.
Comparison of satisfaction scores between
mothers and fathers
Results of the BSS are reported in table 3. Average satisfaction scores were 115.5 (SD 13.69) and 114.4 (SD
12.84) for mothers and fathers, respectively, indicating
no global signiﬁcant difference ( p=0.161). Subthemes
contributing the most to the global score were: (1) for
both parents, “Perception of having received sufﬁcient
medical care” and “Health of baby”; (2) for mothers only,
“Sufﬁcient support” and (3) for fathers only, “Birth
environment”.
When analysing the differences between the mothers’
and fathers’ scores, we observed that the mothers considered themselves more prepared ( p<0.01) and more
supported ( p<0.001) than the fathers. Mothers also
expressed more distress during the birth ( p<0.001).
Meanwhile, fathers were less satisﬁed with the quality of
care provision ( p=0.026), their baby’s health ( p=0.001)
and the mother’s health (“Obstetric intervention”,
p=0.022; “Obstetric injuries”, p<0.001).
Satisfaction factors for mothers
Simple linear regression analyses indicated signiﬁcant
factors ( p<0.10) of maternal and paternal birth satisfaction for vaginal and caesarean deliveries separately. As
such, many delivery characteristics and one parental
demographical characteristic were identiﬁed as

Characteristics
Type of delivery
Spontaneous vaginal delivery
Instrumental delivery
Primary caesarean
Iterative caesarean
Gestational weeks <37 weeks
Primiparity
Anaesthesia
None
General
Epidural
Rachidian
Pudendal block
Local
Episiotomy*
Tear*
None
Periurethral
Vaginal
Perineal 1st degree
Perineal 2nd degree
Perineal 3rd degree
Uterine exploration*
Spontaneous placenta expulsion*
Blood loss, over 500 mL
Fetal monitoring anomalies
Infant sex: boy (vs girl)
Birth weight <2500 g
Neonatology admission
Apgar under 7
At 1 min
At 5 min

Prevalence of
characteristics
N
Per cent
143
14
27
16
15
76

71.5
7.0
13.5
8.0
7.5
38.8

22
3
119
12
17
19
17

11.3
1.5
62.6
10.8
8.8
9.8
11.0

31
56
36
28
44
9
10
148
42
40
100
7
24

20.7
37.3
24.0
18.7
29.3
6.0
7.3
96.7
22.1
24.1
50.3
4.3
12.3

19
3

9.9
1.6

Owing to missing data, the numbers for each variable might not
add up to the same total.
*Percentage calculated for vaginal birth only (n=157).

signiﬁcant (see online supplemental digital content).
These signiﬁcant variables were entered into multiple
linear regression analyses, and the results are described
in table 4, including the regression weight.
For mothers with vaginal births, eight signiﬁcant variables were detected by simple linear regression: (1) positive factors being “no anaesthesia” ( p=0.032) and
“periurethral tear” ( p=0.008); and (2) negative factors,
“instrumental birth” ( p=0.003), “epidural anaesthesia”
( p<0.001), “labour length” (ﬁrst stage p=0.010; second
stage p=0.012; total p=0.003) and “third degree perineal
tear” ( p=0.001). In the last multiple linear regression
model, four signiﬁcant predictors remained. Epidural
anaesthesia and total length of labour were predictors of
lower satisfaction. Also, mothers’ satisfaction varied signiﬁcantly with the presence of tears, increasing when
they had periurethral tears and decreasing in the case of
third-degree perineal tears. This model accounted for
19.4% of the variance in maternal satisfaction.
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Table 2 Delivery characteristics

Table 1 Parental characteristics
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Mean satisfaction scores
(SD)
Mothers
Fathers
Quality of care provision
Home assessment
Birth environment
Sufficient support
Relationship with health professionals
Subtotal (maximum 40 points)
Parents’ personal attributes
Ability to cope during labour
Feeling in control
Preparation for childbirth
Relationship with baby
Subtotal (maximum 40 points)
Stress experienced
Distress experienced during labour
Obstetric injuries
Perception of having received sufficient medical care
Receipt of an obstetric intervention
Pain experienced
Long labour
Health of baby
Subtotal (maximum 70 points)
Total score (maximum 150 points)

p Value

6.4 (2.48)
8.8 (1.18)
9.4 (0.87)
8.2 (1.59)
32.8 (4.42)

6.7 (2.04)
8.7 (1.27)
8.5 (1.20)
8.2 (1.53)
32.2 (4.07)

−0.29
0.15
0.84
0.02
0.70

0.058
0.185
0.000
0.888
0.026

7.3 (1.67)
7.6 (1.57)
8.5 (1.43)
8.5 (2.10)
32.1 (4.52)

7.5 (1.57)
7.7 (1.56)
8.2 (1.53)
8.4 (1.38)
31.8 (3.92)

−0.19
−0.11
0.36
0.16
0.24

0.213
0.426
0.004
0.364
0.526

4.8 (1.74)
7.8 (1.77)
8.9 (1.36)
6.6 (2.74)
5.2 (2.00)
7.3 (2.31)
9.6 (0.810)
50.1 (7.30)
115.5 (13.69)

5.7 (2.02)
7.3 (1.88)
8.8 (1.39)
6.7 (2.66)
5.2 (2.00)
7.4 (2.16)
9.4 (0.94)
50.5 (7.73)
114.4 (12.84)

−0.87
0.43
0.13
−0.25
−0.01
−0.09
0.22
−0.66
1.09

0.000
0.000
0.205
0.022
0.945
0.409
0.001
0.097
0.161

For caesareans, ﬁve signiﬁcant variables were detected
by simple linear regression: (1) positive factor being
“rachidian anaesthesia” ( p=0.005); (2) and negative
factors, “primary caesarean” ( p=0.019), “primiparity”
( p<0.001), “epidural anaesthesia” ( p=0.001) and “Apgar
under 7 at 1 min” ( p=0.032). “Rachidian anaesthesia” was
the only signiﬁcant predictor remaining in the last multiple linear regression model, explaining 17.3% of the
variance in mothers’ satisfaction.
Satisfaction factors for fathers
For fathers, when mothers delivered vaginally, simple
linear regression analysis indicated 10 signiﬁcant explanatory variables: (1) positive factors being “no anaesthesia”
( p=0.099), “pudendal block” ( p=0.030) and (2) negative
factors, “fathers’ place of birth outside Canada”
( p=0.043), “instrumental birth” ( p=0.001), “epidural
anaesthesia” ( p=0.013), “labour length” (second stage
p=0.017; total p=0.007), “third degree perineal tear”
( p=0.005) “uterine exploration” ( p=0.036) and “blood
loss, over 500 mL” ( p=0.034). After the multiple regression analysis, only use of epidural anaesthesia and instrumental birth remained as signiﬁcant predictors of lower
satisfaction. This model explained 10.3% of the variance
in paternal satisfaction.
When fathers witnessed caesarean deliveries, eight variables were detexted by simple linear regression: (1) positive
factor being “rachidian anaesthesia” (p=0.003); (2) and
negative factors, “primary caesarean” (p=0.001), “primiparity” (p=0.014), “epidural anaesthesia” (p=0.002), “fetal
monitoring anomalies” (p=0.010), “neonatology admission”
4

Mean difference

(p=0.002), and “Apgar under 7” (at 1 min p=0.045, at
5 min p=0.025). In the last multiple linear regression
model, a primary caesarean and an Apgar score under 7 at
5 min were the sole factors retained as signiﬁcantly decreasing paternal satisfaction. These two variables accounted for
26.9% of the variance in paternal satisfaction.
DISCUSSION
This is the ﬁrst time that results of a study using the BSS
are presented, and it is also an innovation to extend its
use to include both parents. To our knowledge, the study
of Salonen et al17 is the only other study comparing both
parents’ satisfaction while using the same tool (a section
of Parenting Satisfaction Scale). Compared to their study,
we also observed that parents’ overall scores were high,
although in Salonen et al’s study, mothers were slightly
more satisﬁed than fathers ( p=0.004 and lower than
0.001 in both hospitals included in the study). However,
the detailed themes of the BBS and the breadth of
medical and sociodemographic variables considered as
satisfaction predictors allowed us to draw some distinctions between parents. We were thus able to better understand fathers’ satisfaction and provide new insight into
mothers’ satisfaction. Our results also indicated the differentiated roles played by the mother, as a direct actor in
the childbirth, and the father, as a direct witness.
Prenatal factors
We noted that mothers felt signiﬁcantly more prepared
for childbirth, whereas Salonen et al17 identiﬁed that
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Table 3 Mothers’ and fathers’ satisfaction, mean difference and significance by paired t test

0.269
0.041
4.61

0.103
0.018
7.88

0.007
0.018
0.029
0.041
−2.75
−2.40
−2.31
2.15
Fathers—caesarean
deliveries

1.91
3.06
3.91
7.68
−5.26
−7.36
−9.02
−16.16
Epidural anaesthesia
Instrumental delivery
Primary caesarean
Apgar score under 7 at
5 min
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Mothers—caesarean
deliveries
Fathers—vaginal deliveries

Epidural anaesthesia
Periurethral tear
Total labour length
3rd degree perineal tear
Rachidian anaesthesia
Mothers—vaginal
deliveries

−0.24
−0.21
−0.38
0.35

0.173
0.008
7.88

0.194
0.045
4.07

0.000
0.012
0.029
0.045
0.008
−3.74
2.54
−2.20
−2.02
2.81
1.85
1.72
0.01
3.62
4.01
−6.99
4.37
−0.01
−7.29
11.24

Variable
Group

−0.30
0.19
−0.18
−0.15
0.45

p Value
Model
F
p Value
Standardised
coefficients
β
t
Non-standardised
coefficients
B
SE B

Table 4 Factors significantly influencing maternal and paternal satisfaction in vaginal and caesarean deliveries, by multiple linear regression

Childbirth experience
The use of epidural anaesthesia during vaginal birth is
paradoxical with respect to parental satisfaction. Given its
effectiveness and security in pain management, as
assessed by a Cochrane review,26 it is surprising that our
sole variable concord between fathers and mothers is the
use of epidural anaesthesia as a signiﬁcant predictor of
lower parental satisfaction. This has also been observed
elsewhere for mothers.27 28 In fact, a comparison
between epidural and non-epidural users in a Cochrane
review showed heterogeneity in maternal satisfaction.29
Moreover, a new study by the Collectif Interassociatif Autour
de la NaissancE (CIANE) revealed that the poor congruence between what was planned concerning this intervention and the reality impacts more the maternal
satisfaction than its use or not.30 As for fathers, studies
indicate that this procedure improves their satisfaction as
they feel it enhances their ability to support the mother
and the couple’s ability to relate to each other, hence
reducing the fathers’ sense of isolation and uselessness.31 32 As such, it is hard to explain why with a similar
rate of epidural use, a similar sample size and data collection at the same time, we obtained results that are opposite to those of Capogna et al.32 Clearly, more research
using the same birth satisfaction measuring tool must be
pursued to allow further comparison.
Fathers’ satisfaction also decreased with instrumental
birth, whereas mothers’ satisfaction, surprisingly, did not.
Previous studies indicate similar results as complications
during labour were linked to fathers’ negative experiences,33 and instrumental deliveries generated a less positive birth experience for them.34 Salonen et al17 also
found no signiﬁcant effect of instrumental births on
mothers’ satisfaction. From a medical perspective, this
might be due to improved pain management, instrumentation and practice, which include more information
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they felt more afraid, concerned and insecure during
pregnancy. These are not necessarily contradictory
results: if preparation can generate less insecurity, the
greater anxiety felt by mothers could, in part, motivate
them to be more prepared. Moreover, studies indicate
that fathers often feel unprepared for childbirth.11 12
Parity is a predictor of higher maternal satisfaction in
previous research: preceding births can offer some preparation for a subsequent one.6 22 23 Nevertheless, parity
was not shown to have a clear correlation with parenting
satisfaction in our study or in Salonen et al’s study.17 Our
data suggest that more investigation is needed to determine if fathers with a country of birth different than
their child’s have a lower birth satisfaction (simple linear
regression analysis: p=0.043). Our study is the ﬁrst, to
our knowledge, where this has been observed, even if
this was not signiﬁcant in the multiple linear regression
analysis. Higher parental age and educational level have
been associated with lower maternal satisfaction,24 25 but
were not signiﬁcant here; this has also been observed
elsewhere.17 22

Adjusted R²
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The mother-father position difference:
its impact on satisfaction
The differentiated roles between mothers and fathers
in the delivery room are reﬂected in their discordant
results in this study. During childbirth, mothers may directly experience the pain of lengthy labour and
tearing, which is signiﬁcantly associated only with their
satisfaction. By contrast, fathers are the direct, and
maybe more fully conscious, witness of childbirth, and
hence they are more likely to be unsatisﬁed with what
they observe, including “receipt of obstetric interventions”, “obstetric injuries” and, as seen elsewhere in the
literature, “quality of care provision”.36 This is also consistent with previous results concerning instrumental
deliveries. This might also impact on their early parental role. Fathers’ satisfaction was affected by factors
related to the health of the baby during a caesarean
section birth, a distinction not made by Salonen et al,17
who found no such signiﬁcant results. Likewise, we
were not able to ﬁnd similar results elsewhere in the literature that show fathers being less satisﬁed than
mothers for the subtheme “health of baby”. This can
be explained in part by the timing of the evaluation of
birth satisfaction: classical maternal role attainment
theory developed by Rubin in the late 60s —more
recently developed as the “becoming a mother” theory
by Mercer38—describes motherhood as a process and
indicates that if in the immediate postpartum period
mothers focused on their own recovery, they rapidly
become more focused on their newborn. In fact, our
data also indicated a better maternal attachment when
the baby was well. When excluding births followed by
6

Neonatal Intensive Care Unit (NICU) admission—indicating very poor baby health—in further statistical analyses, a new signiﬁcant difference in parental birth
satisfaction appeared: mothers scored on average 0.37
higher than fathers on the theme “Relationship with
baby” ( p=0.035), compared to only 0.16 ( p=0.364)
when including NICU admission.
Differences in results could also reﬂect lower support
received by the father during childbirth, as some studies
report that fathers said they needed more support.11 12
Salonen et al17 noted that mothers feel more supported
during childbirth than fathers: this was also observed in
our study, despite similar scores for “relationship with
health professionals”. As such, distress during childbirth
was more strongly expressed by mothers in our study,
and lower satisfaction was reported by fathers concerning support and care.
Study limitations
Even if our response rate was higher than expected, we
did not receive completed questionnaires for one-third of
the births; those parents might constitute the least satisﬁed group. Nonetheless, the survey was an exhaustive
study conducted 7 days a week in the sole hospital in the
region. Moreover, when compared to Quebec’s39 provincial data, the characteristics of our sample were similar to
those of the population in terms of maternal age, parity,
prematurity and low-weight babies. A second limitation
was the subjective nature of the parents’ satisfaction
assignment, which could result in the under-reporting of
negative aspects (eg, a gratitude bias) or, in contrast,
their overestimation (eg, high expectations). A third limitation is possible data contamination if parents consulted
each other while completing the survey. Finally, the evaluation of the fathers’ satisfaction was based on an adapted
version of the BSS, which was originally developed for the
evaluation of maternal satisfaction exclusively. However,
given the relatively low amount of evidence on fathers’
birth experiences, the modiﬁed BSS was our best starting
point to evaluate paternal experience. Furthermore,
these results were more easily comparable to those of
mothers. As such, an interesting perspective would be the
validation of the BSS for fathers.
Perspectives
Future research should elaborate on the impact of the
different roles played by mothers and fathers, during
and immediately after birth, on their satisfaction, as our
results suggest. More speciﬁcally, some of our results
indicate the need for more research on the fathers’
experience and speciﬁc factors related to their satisfaction in the delivery room. This is especially important as
parental birth satisfaction can result in short-term and
long-term impacts on their relationship with their infant
(ie, perception of baby’s well-being, bonding, development, etc) as well as on the mother–father relationship
(intimacy, communication, etc) after the birth.
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given to the mothers. From the mother’s perspective, satisfaction might not change because this takes place
during the last moments of the delivery when strain is
already at its peak and is rapidly followed by the arrival of
the child, concurring with hormonal inﬂux that positively
affects the mother’s mood. The timing of the evaluation
of birth satisfaction might also have been too early as
these women might have been in denial of their immediate experience. For example, it has been reported that
women who had forceps-assisted births have the poorest
health and well-being and ongoing post-traumatic-type
symptoms several months after the birth.35
As for caesarean deliveries, it appears that it is either
the novelty or the unexpectedness that can predict lower
parental birth satisfaction. This is true of fathers in this
study who witnessed a primary caesarean. Johansson and
Hildingsson36 found that 46% of fathers who witnessed
emergency caesarean section judged the partner’s
medical intrapartum care as most deﬁcient, consequently affecting their birth satisfaction. Since rachidian
anaesthesia is used mostly in cases of programmed caesarean section, its identiﬁcation as a predictor of higher
maternal satisfaction also mainly indicates that a
planned event is preferred to one that is not; similar
results have been observed elsewhere.37
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CONCLUSIONS
Mothers and fathers presented similar satisfaction in
terms of their global scores but differed on some key
themes and factors inﬂuencing their satisfaction. This
study indicates the importance of considering and supporting both parents by adapting care provision during
childbirth. Results also suggest the need for more
research on this topic, from the prenatal to the postnatal
period, as it might have an impact on parents’ satisfaction and on early parenthood experience.

