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ABSTRACT
Background: Mitigation measures implemented in response to the COVID- 19 pandemic led to significant changes in maternity 
care across Europe, including restrictions on companions during labor and birth. This cross- sectional study explores the associa-
tion between the presence of a companion of choice and a positive perception of the birth experience. Additionally, it explores the 
association between health professionals' attention, assistance, and availability during labor and birth and a positive perception 
of birth.
Methods: We utilized a structured, validated online questionnaire, available in 25 languages, to assess the quality of maternal 
care during the COVID- 19 pandemic from women's perspectives. We conducted logistic regression to explore associations be-
tween variables related to the presence of a companion of choice, health professionals' attention, assistance, and availability, and 
positive perceptions of birth, when controlled for confounders, including birth mode and medical interventions.
Results: Responses from 48,039 women across 20 countries in the WHO European Region were included. Always having a 
companion of choice during birth (aOR: 2.11) and always receiving adequate care from health professionals (assistance aOR: 
2.12, attention aOR: 36.64, availability aOR: 2.12) were associated with positive birth perception. Instrumental births (aOR: 0.76), 
episiotomies (aOR: 0.74), fundal pressure (aOR: 0.52), and cesarean births (planned aOR: 0.80, unplanned prelabor aOR: 0.60, 
unplanned in- labor aOR: 0.52) were associated with less positive birth perceptions.
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Discussion: This study highlights the critical role of having a chosen companion and receiving adequate attention, assistance, 
and availability from health professionals in promoting positive birth perceptions, even in times of crisis such as the COVID- 19 
pandemic. Ensuring the presence of a companion of choice and comprehensive professional support is crucial for delivering 
high- quality, respectful maternity care.

1   |   Background

During the COVID- 19 pandemic, policymakers and health au-
thorities in European countries imposed restrictions on access 
to maternity care facilities for birth companions and visitors, as a 
measure to slow the spread of the virus [1, 2]. These bans were im-
plemented despite the evidence that shows the benefit of having a 
birth companion on health outcomes and a positive childbirth ex-
perience [3, 4]. The restrictions varied over time, among countries, 
and across facilities [5]. In some hospitals, birth companions were 
permitted under strict regulations, such as mandatory real- time 
polymerase chain reaction (RT- PCR) testing and mask- wearing. 
Others allowed companions only during the second phase of labor. 
In certain countries, access to the maternity ward was restricted 
to patients, meaning that women (We include into our consider-
ations all pregnant and childbearing individuals.) had to navigate 
labor, birth, and the postpartum period without a birth companion 
[2, 6]. International [7] and national (e.g., Germany [8], Italy [9], 
France [10]) obstetricians' and midwives' associations, and civil 
society initiatives voiced concerns and formally opposed bans on 
birth companions. These initiatives referenced the World Health 
Organization's (WHO) recommendation to ensure women have a 
companion of choice during birth, emphasizing it as a vital ele-
ment of respectful and high- quality maternity care and a funda-
mental right in childbirth [3, 4]. Restrictions on companionship 
can evoke concerns, psychological distress, and loneliness for 
women in labor [11], placing added strain on their partner or de-
sired companion [12], the newborn [13], and health professionals 
providing care [14]. Having a birth companion of choice, whether 
the woman's partner, a relative, doula, or a friend, can positively 
influence the labor and birth process, as companions can support 
and empower the woman [15], offer emotional support, practical 
assistance during labor, serve as an informational and communi-
cational bridge between health professionals and the woman, and 
advocate for the woman's wishes. The significance and advan-
tages of having a birth companion of choice are well- documented 
[16, 17].

An equally important aspect of respectful and high- quality mater-
nity care is the continuous support and care provided by a health 
professional (usually a midwife) during labor and birth [18, 19]. 
Health professionals can enhance outcomes through evidence- 
based care and supportive actions, including comfort, emotional 
support, effective communication, and information sharing, 
thereby mirroring the benefits of a birth companion of choice 
[20, 21]. Inadequate ratios of health professionals to women can 
lead to stressful work environments and unnecessary medical 
interventions during labor and can negatively impact women's 
birth experiences [22]. It also compromises a woman's right to 
receive the highest attainable level of health care during child-
birth [4]. During the pandemic, inadequate staffing in maternity 
wards intensified due to health professionals' own illness quaran-
tine, reduced working hours due to stressful working conditions, 

parental and caregiving duties, or redistribution of maternity staff 
to COVID- 19 wards [23]. Inadequate ratios of staff to women also 
increases the chances that women will experience mistreatment, 
disrespect or abuse during labor and birth [24, 25].

We examined data from 20 countries to determine whether hav-
ing a birth companion of choice and receiving timely and suffi-
cient attendance by an adequate number of health professionals 
during labor and birth are associated with positive birth percep-
tion when controlling for potential confounders. Positive birth 
perception refers to a woman's assessment of how she is being 
valued and treated as an individual, including preserving her 
integrity and autonomy [26, 27].

2   |   Methods

2.1   |   Study Design, Participants, and Data 
Collection

This study is part of the ongoing IMAgiNE EURO (Improving 
MAternal Newborn CarE In the EURO Region) project, which is 
collecting cross- sectional data women's perspectives of the qual-
ity of maternal and newborn care (QMNC) in health facilities. 
Eligible participants included women aged 18 or older who gave 
birth in a maternity facility in the WHO European Region during 
the COVID- 19 pandemic (data collection start: March 1, 2020, 
data download for this study: March 1, 2023). Participants had the 
option of reporting on multiple births if they occurred within the 
study period. A structured, validated online questionnaire [28] 
was disseminated by project partners from over 20 countries and 
in 25 languages. Questions were based on WHO Quality Measures 
for improving the QMNC in health facilities, [29] using the three 
WHO domains of care (provision of care, experience of care, and 
availability of human and physical resources). Other questions 
pertained to organizational changes related to the COVID- 19 
pandemic and sociodemographic data. The questionnaire design 
and setting- specific dissemination strategies were described in 
prior publications [28, 30–34]. The Strengthening the Reporting of 
Observational Studies in Epidemiology (STROBE) guidelines for 
reporting on cross- sectional studies were applied [35] (Supporting 
Information: File S1).

2.2   |   Study Variables

2.2.1   |   Outcome Variable: Positive Birth Perception

Positive birth perception is defined as a woman's assessment of 
how she is valued and treated as an individual, and includes the 
preservation of her integrity and autonomy [26, 27, 36]. This was 
assessed using five key variables, which women then assessed 
on a scale of always/sometimes/never. Women reported on these 
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five variables were as follows: (i) feeling treated with dignity, 
(ii) feeling emotionally supported by health professionals, (iii) 
feeling fully involved in choices regarding care and feeling that 
autonomy was respected, (iv) perceiving health professionals' 
communication to be clear and effective, and (v) reporting any 
kind of mistreatment, disrespect, or abuse (verbal, emotional, 
and physical). Using these five variables, we calculated a com-
posite discrete score of positive birth perception ranging from 
0 to 10, with 10 being the most positive perception of birth and 
0 being the least positive perception of birth (with the follow-
ing scoring for variables i–iv: always = 2 points, sometimes = 1 
point, never = 0 points, and the following scoring for variable v: 
never = 2 points, sometimes = 1 point, always = 0). We dichoto-
mized the birth perception score (10/< 10). A score equal to 10 
indicates fully positive perception of birth. Due to the distribu-
tion of the variables, it seemed reasonable to dichotomize be-
tween (10/< 10). While recognizing that scores of 9, 8, or 7 might 
still be considered positive perceptions of birth, our aim with 
this study is to better understand the factors that contribute to a 
fully positive perception of birth.

2.2.2   |   Independent Variables

Independent variables were measured using the same scale as 
outcome variables (always/sometimes/never). Having a birth 
companion of choice was measured through a variable that 
asked if participants were allowed to have their chosen compan-
ion present during and after birth. Health professionals' atten-
tion, assistance, and availability during labor and birth from the 
participants' perspective was measured through three variables: 
(i) whether the number of health professionals was adequate 
considering the workload; (ii) whether the health professionals 
were present in sufficient numbers to guarantee adequate assis-
tance; and (iii) whether participants felt they received immedi-
ate attention from health professionals when they needed it.

2.2.3   |   Potential Confounders

Socioeconomic and health- related variables considered poten-
tially relevant to the birth process and the provision of mater-
nity care include maternal age, education, country, whether the 
mother was born in the same country where she gave birth to 
the infant, mode of birth, and birth interventions [37–39].

2.2.4   |   Data Analysis

Responses missing ≥ 90% of key variables, suspected duplicates, 
and entries with missing values in independent or outcome vari-
ables were excluded from the dataset, as described elsewhere 
[28]. Descriptive statistics were used to explore the distribution 
of outcomes and independent variables. Considering the skewed 
score distribution, we displayed the positive birth perception 
score distribution from 0 to 10 overall and for all countries 
graphically. We performed chi- squared tests to assess whether 
independent variables differed by the dichotomized positive 
birth perception score. Lastly, we conducted a multivariate lo-
gistic regression analysis to estimate the associations between 
the dichotomized outcome of positive birth perception (outcome 

variable), presence of a birth companion of choice, and health 
professionals' attention and assistance (three variables). We 
controlled for the following potential confounders: age, educa-
tion, parity, country, whether the mother was born in the same 
country where she gave birth, birth mode, and presence of med-
ical interventions (vaginal birth, vaginal birth with episiotomy, 
instrumental vaginal birth, instrumental vaginal birth with 
fundal pressure, planned cesarean birth, and unplanned cesar-
ean birth before or after the onset of labor). The category with 
higher frequency was chosen as the reference. For the sensitivity 
analysis, we performed a linear regression model on a subset of 
women with a score < 10 to explore associations between not- 
perfect scores and the variables of interest. The discrete score 
was used as an outcome variable, while we used the same inde-
pendent variables used in the logistic model. Statistical analyses 
were performed using Stata/SE version 14.0 (Stata Corporation, 
College Station, TX, USA) and R version 4.2.2: A language 
and environment for statistical computing (R Foundation for 
Statistical Computing, Vienna, Austria. URL https:// www. R-  
proje ct. org/ ).

2.3   |   Ethics Aspects

This voluntary and anonymous study was approved by the 
Institutional Review Board of the IRCCS Burlo Garofolo Trieste 
(IRB-  Burlo 05/2020 15.07.2020) (Coordination center). The 
study was conducted according to General Data Protection 
Regulation (GDPR) regulations. Before participation, partici-
pants were informed of the objectives and methods of the study, 
including their rights in declining participation. Consent was 
provided before responding to the questionnaire, and partici-
pants could stop responding at any time. The study was approved 
by the ethics committees in four partner countries: Portugal 
(Instituto de Saúde Pública da Universidade do Porto, CE20159); 
Norway (Norwegian Regional Committee for Medical Research 
Ethics, 2020/213047), Germany (Bielefeld University ethics 
committee, 2020- 176), and Latvia (Rīgas Stradiņa universitātes, 
22- 2/140/2021- 16/03/2021). Ethics approval was not necessary in 
other partner countries, as anonymity in data collection during 
the survey phase was ensured and no data were collected that 
disclosed participants' identities. Data transmission and storage 
were secured by encryption.

3   |   Results

3.1   |   Sample Characteristics

A total of 70,721 participants accessed the online questionnaire, 
from which 48,039 matched the inclusion criteria for this study 
(Figure 1).

The study sample characteristics are summarized in Table  1. 
More than half of the participants were highly educated (over 
70.0% (n = 34,416) having a university degree), between 25 and 
35 years old (74.1%; n = 35,808), and reported on their first birth 
(60.9%; n = 29,275). Most births were attended by a midwife 
(88.9%; n = 42,700) and/or an obstetrician, medical doctor, or 
medical resident (62.6%, n = 30,073). Over 90% (n = 44,445) of 
women gave birth in the same country where they were born.
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As displayed in Table 2, 74.0% (n = 35,491) of all women gave birth 
vaginally, 49.7% (23,863) had no medical interventions (as defined 
in this study) during their vaginal birth, whereas 16.2% (n = 7781) 
gave birth vaginally with an episiotomy. Another 4.5% (n = 2141) of 
all women experienced an instrumental vaginal birth, and a fur-
ther 3.6% (n = 1706) experienced instrumental vaginal birth with 
fundal pressure. In all, 26% (n = 12,548) of women had a cesarean 
birth. Of the total sample, planned cesarean births were reported 
by 10.8% (n = 5192), 5.2% (n = 2475) reported an unplanned cesar-
ean birth before the onset of labor, and 10.2% (n = 4881) reported 
an unplanned cesarean birth after the onset of labor.

Overall, Table  2 shows that 41.6% (n = 19,988) of respondents 
reported that having a birth companion was always possible, 
15.3% (n = 7341) reported sometimes, and 43.1% (n = 20,710) re-
ported never. Over two- thirds of the women felt that they always 
received immediate attention when needed (67.2%; n = 32,295) 

and that health professionals were available in adequate num-
bers all the time (always: 66.2%; n = 31,808). Overall, 41.3% 
(n = 19,861) respondents reported that they always experienced 
adequate assistance by health professionals.

Descriptive statistics for indicators of positive birth perception 
reveal that 48.7% (n = 16,072) of women who were always ac-
companied by a companion always felt emotionally supported, 
50.1% (n = 14,364) always felt involved in decision- making, 48.9% 
(n = 15,688) always experienced clear and effective communication 
from health professionals, 49.4% (n = 17,338) always felt treated 
with dignity, and 44.5% (n = 18,188) never experienced abuse. 
Conversely, among women who reported never receiving imme-
diate attention from their health professional, 53.1% (n = 1240) 
reported never being treated with dignity, 27.9% (n = 1438), never 
feeling supported, 27.7% (n = 1802) reported never being involved 
in decision- making, and 53.2% (n = 1579) reported never having 

FIGURE 1    |    Flow diagram. 1We used 45 key variables (40 key quality measures and five key sociodemographic questions). 2Independent variables 
are as follows: dignity, emotional support, involvement, abuse, and communication. Dependent variables are as follows: companion of choice, ade-
quate assistance by a health professional, adequate number of health professionals, and immediate attention by a health professional.
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effective communication. Of this same group, 43.3% (n = 540) re-
ported always experiencing abuse. Generally, the measures for im-
mediate attention, adequate assistance, and an adequate number 
of health professionals show similar distributions in the positive 
perception of birth indicators, as shown in Table 2.

3.2   |   Positive Perception of Birth

Around 43% (n = 20,918) of all women reported a positive birth 
perception score of 10, with the remaining scores ranging from 9 
to 0, with decreasing frequency as the score decreases. There was 
a variation in score distribution across countries. Distribution 
for individual countries and overall can be found in Supporting 
Information: File S2.

3.3   |   Multivariate Analyses

As displayed in Table  3, the logistic regression model shows 
that reporting being always (aOR: 2.11; CI: 2.00; 2.23) or at 
least sometimes (aOR: 1.45; CI: 1.35; 1.55) having a birth com-
panion of choice was associated with increased odds of a pos-
itive birth experience compared to women who did not have a 
birth companion of choice. All variables on health professionals' 
availability, assistance, and attention also showed a significant 
association with a positive birth perception. Reporting being 
always adequately assisted throughout labor and birth (aOR: 
2.12; CI: 1.86; 2.43), always receiving immediate attention (aOR: 
36.64; CI: 27.77; 49.55), and reporting that there was always an 
adequate number of health professionals available (aOR: 2.12; 
CI: 1.95; 2.31) were all associated with higher odds of a positive 
perception of birth. Having health professionals available some-
times (aOR: 1.10; CI: 1.02; 1.19) and receiving their assistance 
(aOR: 1.24; CI: 1.09; 1.41) and attention sometimes (aOR: 4.91; 
CI: 3.71; 6.66) were also associated with a higher probability of a 
positive perception of birth compared with women who reported 
never receiving assistance or attention by health professionals 
or who reported that health professionals were not available in 
adequate numbers.

TABLE 1    |    Characteristics of the sample.

Overall N = 48,039

n (%)

Parity

Primiparous 29,275 (60.9%)

Multiparous 18,764 (39.1%)

Health professional(s) present

Midwife 42,700 (88.9%)

Nurse 18,071 (37.6%)

Student 6945 (14.5%)

Obstetrician, medical doctor, or 
medical resident

30,073 (62.6%)

Woman gave birth in the same country where she was born

Yes 44,445 (92.5%)

No 3594 (7.5%)

Educational level

Junior high school or lower 2589 (5.4%)

High school 11,034 (23%)

University degree 19,531 (40.7%)

Postgraduate/master/doctorate 14,885 (31%)

Age

18–24 2389 (5%)

25–30 16,544 (34.4%)

31–35 19,264 (40.1%)

36–39 7562 (15.7%)

> 40 2280 (4.7%)

Country

Austria 406 (0.8%)

Bosnia- Herzegovina 560 (1.2%)

Croatia 3241 (6.7%)

France 1410 (2.9%)

Greece 2214 (4.6%)

Germany 1300 (2.7%)

Italy 10,130 (21.1%)

Latvia 3220 (6.7%)

Lithuania 1196 (2.5%)

Luxembourg 515 (1.1%)

Norway 5441 (11.3%)

Poland 1866 (3.9%)

Portugal 1400 (2.9%)

(Continues)

Overall N = 48,039

n (%)

Romania 1265 (2.6%)

Serbia 1102 (2.3%)

Slovenia 2558 (5.3%)

Spain 355 (0.7%)

Sweden 7729 (16.1%)

Switzerland 1416 (2.9%)

Othera 715 (1.5%)
aOther countries include Albania, Armenia, Belgium, Bulgaria, Cyprus, Czech 
Republic, Denmark, Estonia, Finland, Hungary, Iceland, Ireland, Israel, 
Macedonia, Malta, Montenegro, Netherlands, Republic of Moldova, Slovakia, 
Turkey, and Ukraine.

TABLE 1    |    (Continued)
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Concerning the different birth modes and medical interventions, 
compared with women who reported a vaginal birth, those who 
had an instrumental vaginal birth were less likely to have a positive 

TABLE 3    |    Logistic model result, positive birth perception is 
dichotomized 10 versus < 10 (n = 48,039).

Logistic model

Positive birth perception (composite outcome)

Odds 
ratio 95% CI p- value

Companion of choice allowed

Always 2.11 2; 2.23 < 0.001

Sometimes 1.45 1.35; 1.55 < 0.001

Never Ref Ref

Adequate number of health professionals

Always 2.12 1.95; 2.31 < 0.001

Sometimes 1.1 1.02; 1.19 0.013

Never Ref Ref

Adequate assistance by health professional

Always 2.12 1.86; 2.43 < 0.001

Sometimes 1.24 1.09; 1.41 < 0.001

Never Ref Ref

Immediate attention by health professional

Always 36.64 27.77; 49.55 < 0.001

Sometimes 4.91 3.71; 6.66 < 0.001

Never Ref Ref

By birth mode and medical interventionsa

Vaginal birth Ref Ref

Vaginal birth with 
episiotomy

0.74 0.69; 0.79 < 0.001

Instrumental vaginal birth 0.76 0.68; 0.86 < 0.001

Instrumental vaginal birth 
with fundal pressure

0.52 0.46; 0.59 < 0.001

Planned cesarean birth 0.8 0.74; 0.87 < 0.001

Unplanned cesarean birth, 
before the onset of labor

0.6 0.54; 0.67 < 0.001

Unplanned cesarean birth, 
after the onset of labor

0.52 0.48; 0.56 < 0.001

Age

18–24 0.81 0.73; 0.91 < 0.001

25–30 0.96 0.91; 1.01 0.124

31–35 Ref Ref

36–39 1.05 0.98; 1.12 0.178

> 40 1.05 0.94; 1.16 0.41

Parity

Primiparous Ref Ref

Multiparous 1.27 1.21; 1.34 < 0.001

(Continues)

Logistic model

Positive birth perception (composite outcome)

Odds 
ratio 95% CI p- value

Woman gave birth in the country she herself was born in

Yes Ref Ref

No 1.01 0.93; 1.1 0.813

Level of education

Junior high school or 
lower

0.97 0.88; 1.08 0.626

High school 0.94 0.89; 1 0.046

University degree Ref Ref

Postgraduate/master/
doctorate

0.93 0.88; 0.99 0.013

Country

Otherb 0.98 0.81; 1.18 0.809

Austria 1.05 0.83; 1.34 0.667

Bosnia- Herzegovina 0.6 0.47; 0.78 < 0.001

Croatia 0.6 0.54; 0.66 < 0.001

France 1.15 1; 1.33 0.056

Germany 1 0.86; 1.15 0.949

Greece 0.68 0.59; 0.77 < 0.001

Latvia 0.51 0.47; 0.57 < 0.001

Lithuania 0.45 0.39; 0.52 < 0.001

Luxembourg 1.03 0.83; 1.29 0.769

Norway 1.51 1.39; 1.65 < 0.001

Poland 0.91 0.8; 1.03 0.131

Portugal 0.91 0.79; 1.05 0.188

Romania 1.08 0.93; 1.26 0.313

Serbia 0.45 0.37; 0.55 < 0.001

Slovenia 0.9 0.8; 1 0.052

Spain 0.43 0.34; 0.55 < 0.001

Sweden 1.38 1.28; 1.5 < 0.001

Switzerland 1.15 1; 1.33 0.046

Italy Ref Ref
aMedical interventions: vaginal birth with episiotomy, instrumental vaginal 
birth, instrumental vaginal birth with fundal pressure, planned cesarean birth, 
unplanned cesarean birth before or after the onset of labor.
bOther countries include: Albania, Armenia, Belgium, Bulgaria, Cyprus, 
Czech Republic, Denmark, Estonia, Finland, Hungary, Iceland, Ireland, Israel, 
Macedonia, Malta, Montenegro, Netherlands, Republic of Moldova, Slovakia, 
Turkey, and Ukraine.

TABLE 3    |    (Continued)
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birth experience (aOR: 0.76; CI: 0.68; 0.86). Medical interventions 
such as episiotomies in women with vaginal birth (aOR: 0.74; CI: 
0.69; 0.79) and fundal pressure in women with instrumental vagi-
nal birth (aOR: 0.52; CI: 0.46; 0.59) were associated with decreased 
odds of a positive perception of birth. All types of cesarean births 
were negatively associated with positive birth perception, from 
women with planned cesarean births (aOR: 0.80; CI: 0.74; 0.87) 
to those with unplanned cesarean births before (aOR: 0.60; CI: 
0.54; 0.67) and after the onset of labor (aOR: 0.52; CI: 0.48; 0.56). 
Women younger than 25 years (aOR: 0.81; CI: 0.73; 0.91) showed 
significantly lower odds of a positive perception of birth compared 
to women aged 25 or older. No further age effect was observed.

No significant difference was found between women giving 
birth in their own country of birth and those who gave birth 
in a foreign country. Women from Norway (aOR: 1.51; CI: 1.39; 
1.65), Sweden (aOR: 1.38; CI: 1.28; 1.5), and Switzerland (aOR: 
1.55; CI: 1.; 1.33) had significantly higher odds of experiencing 
their birth positively compared with women from Italy, whereas 
women from Spain (aOR: 0.43; CI: 0.34; 0.55), Lithuania (aOR: 
0.45; CI: 0.39; 0.52), Latvia (aOR: 0.51; CI: 0.47; 0.57), Serbia 
(aOR: 0.45; CI: 0.37; 0.55), Greece (aOR: 0.68; CI: 0.59; 0.77), 
Croatia (aOR: 0.60; CI: 0.54; 0.66), and Bosnia- Herzegovina 
(aOR: 0.60; CI: 0.47; 0.78) were more likely to have less positive 
birth perceptions than women from Italy. No significant differ-
ences for positive perception of birth were observed for Austria, 
France, Germany, Luxembourg, Poland, Portugal, Romania, 
and Slovenia, compared with women from Italy.

3.4   |   Sensitivity Analysis

The sensitivity analysis presented similar results to the primary 
logistic regression model and supported the association between 
the health professionals' attention, assistance, and availabil-
ity; the presence of a birth companion of choice; and the ef-
fect of mode of birth and medical interventions on perception 
(Supporting Information: File S3).

4   |   Discussion

Given the significant changes health systems underwent during 
the COVID- 19 pandemic, this study's findings are particularly 
relevant. With data from more than 48,000 women in 20 WHO 
European Region countries, we underscore the importance of 
ensuring QMNC standards even during extraordinary situations 
such as the pandemic, as a way of ensuring maternal health and 
well- being. We found that 40% of the women in our sample did 
not have a birth companion of choice, and this limitation was 
associated with a lower likelihood of positive birth perception. 
Increased experiences of disrespect and abuse were more fre-
quent among women who did not have a birth companion of 
choice. Our findings are in line with existing research, indicat-
ing that the presence of a birth companion of choice can be a 
protective factor against disrespect and abuse during childbirth 
[25]. Our findings also align with previous research highlighting 
the manyfold benefits of birth companions [40].

Our study also aligns with research showing that respectful ma-
ternity care is crucial and linked to positive birth experiences 

[41, 42]. Research shows that staff shortages and COVID- 19 
containment measures negatively impacted the delivery of re-
spectful maternity care, as reported by health professionals [43] 
and women [44]. In anticipation of future crises, it is imperative 
to develop guidelines that assess the best- available evidence to 
protect the health and well- being of both healthcare providers 
and birthing women, while maintaining quality, respectful ma-
ternity care, including ensuring a birth companion of choice 
whenever possible.

Our study indicates that women who consistently receive at-
tention, assistance, and have access to an adequate number of 
health professionals are most likely to have a positive perception 
of their birth. The importance of a labor companion and atten-
tive care is vital in crises and during normal times, improving 
maternal care quality and postpartum health outcomes by fos-
tering positive birth experiences and preventing traumatic birth 
experiences [45–47].

Our research also adds to the existing literature [48, 49] by 
showing an association between the mode of birth and wom-
en's perceptions. Women with vaginal births tended to report 
more positive birth perceptions, whereas births involving higher 
degrees of medical intervention, such as instrumental vaginal 
birth, the use of fundal pressure, or unplanned cesarean birth 
initiated after the onset of labor, were often associated with less 
positive perceptions of birth. This is likely a reflection of the po-
tentially stress- inducing conditions surrounding (unplanned) 
interventions and a birth mode not aligned with the birthing 
woman's expectations.

4.1   |   Strengths and Limitations of This Study

The development, validation, implementation, and translation 
of the survey, as well as the data collection and analysis pro-
cesses, have been thoroughly detailed in previous publications 
by the IMAgiNE study group [28, 30]. A notable strength of this 
study is the sample size, which provides a comprehensive data-
set of birthing experiences from women across Europe.

Our online study may have a selection bias, attracting partic-
ipants with higher levels of education, better internet access, 
and a willingness to share their birth experiences, both positive 
and negative [50]. Methodological choices might have led to un-
derreporting of medical interventions (e.g., fundal pressure and 
episiotomies were queried only in specific birth contexts). The 
questionnaire has recently been revised for clearer differenti-
ation of interventions and birth modes to overcome this issue. 
Another limitation is related to the analytical framework of 
this study. The composite outcome for positive birth perception 
was not directly measured with specifically designed questions. 
Instead, it was deduced from a combination of variables selected 
by the authors, based on relevant literature, which are believed 
to adequately represent aspects of a positive birth perception.

4.2   |   Conclusion

Our study offers important new evidence by presenting asso-
ciations between the positive perception of birth, the level of 
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professional support provided to women, and the presence of a 
chosen companion during labor and birth in 20 countries. It sug-
gests that it is crucial to ensure an adequate number of health 
professionals available to deliver high- quality and respectful 
maternity care and ensure that women have a companion of 
choice throughout labor and birth. This new evidence will hope-
fully contribute to increased investments in maternity care that 
place a high value on the perception that women have of their 
labor and birth.
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