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Abstract
Background: In many countries, the increase in facility births is accompanied by a high rate of obstetric
interventions. Lower birthrates or elevated risk factors such as women’s higher age at childbirth and an increased
need for control and security cannot entirely explain this rise in obstetric interventions. Another possible factor is
that women are coerced to agree to interventions, but the prevalence of coercive interventions in Switzerland is
unknown.
Methods: In a nationwide cross-sectional online survey, we assessed the prevalence of informal coercion during
childbirth, women’s satisfaction with childbirth, and the prevalence of women at risk of postpartum depression.
Women aged 18 years or older who had given birth in Switzerland within the previous 12 months were recruited
online through Facebook ads or through various offline channels. We used multivariable logistic regression to
estimate the risk ratios associated with multiple individual and contextual factors.
Results: In total, 6054 women completed the questionnaire (a dropout rate of 16.2%). An estimated 26.7% of
women experienced some form of informal coercion during childbirth. As compared to vaginal delivery, cesarean
section (CS) and instrumental vaginal birth were associated with an increased risk of informal coercion (planned CS
risk ratio [RR]: 1.52, 95% confidence interval [1.18,1.96]; unplanned CS RR: 1.92 [1.61,2.28]; emergency CS RR: 2.10
[1.71,2.58]; instrumental vaginal birth RR: 2.17 [1.85,2.55]). Additionally, migrant women (RR: 1.45 [1.26,1.66]) and
women for whom a self-determined vaginal birth was more important (RR: 1.15 [1.06,1.24]) more often reported
informal coercion. Emergency cesarean section (RR: 1.32 [1.08,1.62]), being transferred to hospital (RR: 1.33 [1.11,
1.60]), and experiencing informal coercion (RR: 1.35 [1.19,1.54]) were all associated with a higher risk of postpartum
depression. Finally, women who had a non-instrumental vaginal birth reported higher satisfaction with childbirth
while women who experienced informal coercion reported lower satisfaction.
(Continued on next page)
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Conclusions: One in four women experience informal coercion during childbirth, and this experience is associated
with a higher risk of postpartum depression and lower satisfaction with childbirth. To prevent traumatic aftereffects, health care professionals should make every effort to prevent informal coercion and to ensure sensitive
aftercare for all new mothers.
Keywords: Coercion, Informal coercion, Childbirth, Switzerland, Survey, Mode of delivery, Mistreatment, Disrespect,
Abuse

Background
When asked about their preferred way of giving birth,
most women favor a vaginal birth with as few interventions as possible, and without anesthesia [1–3]. This
preference is not reflected in the high number of obstetric interventions in most middle- and high-income
countries [4, 5], even for low-risk pregnancies. For example, large-scale studies in the US and Canada indicate
that 60–90% of women who had planned to have a vaginal birth underwent one of the following interventions:
induction of labor around term, epidural or spinal
anesthesia, amniotomy, episiotomy, instrumental vaginal
birth, or cesarean section (CS). Studies in Germany and
the US suggest that the observed increase in CS in recent decades is mainly attributable to somewhat subjective criteria or relative indications such as fetal distress or
arrest of cervical dilation [6–8]. Other factors such as
higher age at childbirth, the related increase in multiple
birth rates, or obesity and associated risks cannot entirely explain the increase in CS [9].
Women’s concern to ensure a safe birth may also contribute to the increase in obstetric interventions, although the actual benefits of some interventions are
disputed [4, 10]. For example, in a Canadian survey of
6421 women, 79.8% said they were satisfied with their
overall birth experience, even though the rate of obstetric interventions was high [11]. In most regions of the
world, the average fertility rate has declined by more
than 50% over the last hundred years, which may explain
the increased emphasis on safety and control during
pregnancy and childbirth [7, 12]. Some women actually
favor interventions for a quicker and ideally painless
childbirth rather than a vaginal birth with no intervention [2], especially if they feel anxious about giving birth
or have had previous negative experiences [3, 5].
Given most women’s expressed preference for a vaginal birth and the effect of social conditions on preferences, the extent to which the increase in obstetric
interventions reflects their own safety concerns or medical indications remains unclear. Importantly, this also
raises questions about the role of informal coercion in
seeking women’s consent to interventions. The term informal coercion encompasses a range of measures on the
continuum between self-determination and formal

coercion, including inducement, persuasion, manipulation, pressure, and threats (cf. [13–19]). In most jurisdictions, formal coercion during birth is only permissible
under specific circumstances—i.e., when women lack
decision-making capacity [20]. In psychiatry, informal
coercion is sometimes advocated as a means of avoiding
formal coercion [21, 22] such as forced medication or
feeding. In obstetrics and gynecology, formal coercion is
far less common because women in labor generally have
decision-making capacity. However, informal coercion
might be used during childbirth to urge women to
accept obstetric interventions. From an ethical and legal
standpoint, such interventions are admissible only if the
woman can accept or decline them freely, with proper
information and guidance from health care professionals
(HCP), and without undue influence or coercion [23].
Research on the quality of maternity care in lowincome countries has reported evidence of inadequate
professional standards, including disrespectful, abusive,
or violent behaviors [2, 24–26]. In high-income countries, subtler approaches such as informal coercion may
be more prevalent, as health care systems emphasize respect for patient autonomy and human rights [24].
Vedam et al. [27] reported that many women feel coerced by HCP, and that their physical needs and complaints are trivialized. In a representative study of 2400
women in the US, about 15% of those who underwent
induction of labor, epidural anesthesia, or CS felt pressured to accept the treatment, and about half of those
who favored a vaginal birth rather than a CS were not
afforded this opportunity [1]. For women who felt pressured, the risk of labor induction was twice as high, and
the risk of CS was six times as high even in the absence
of any medical indication. In another cross-sectional
study of 2700 women in the US, 28% of women who
gave birth in hospital reported some form of mistreatment—most often in the form of unsupportive care, being shouted at or scolded, violation of privacy, or being
forced to accept specified treatments [24].
While conflicts between women and HCP may be
quite open, informal coercion can take covert forms that
may or may not be apparent to women or HCP. For example, HCP report that they frequently “pull the dead
baby card”, holding the mother responsible for a
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potential adverse outcome, regardless of whether the
baby is actually at risk [28, 29]. It follows that women’s
reports of coercion depend on their level of knowledge
about childbirth in general and about the rationale for a
given obstetric intervention [28, 30].
As the extent of restrictions on women’s selfdetermination during childbirth remains unknown, the
goals of the current study were a) to assess the prevalence and forms of informal coercion during childbirth
in Switzerland; b) to identify individual and contextual
factors that contribute to informal coercion; and c) to
determine whether and how informal coercion is associated with childbirth satisfaction and postpartum
depression.

Methods
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held in someone’s hands (AdobeStock #193629437), and
the Facebook ad included a short video close-up of a
newborn on its mother’s chest (AdobeStock
#120284636).
Recruitment on Facebook took place in four waves.
Campaigns were stratified either by language region
(German-, French-, and Italian-speaking) or by age category; the budgets allocated to each stratum facilitated
slight oversampling of smaller strata as defined by the
most recent national census data [34]. After three recruitment waves, it became apparent that migrants were
underrepresented in some age groups. For that reason,
the final wave defined strata in terms of the joint distribution of age categories and residency status, and budgets were increased accordingly for underrepresented
groups.

Design

The nationwide cross-sectional survey sampled women
aged 18 years or older who had given birth in
Switzerland within the previous 12 months. The recruitment phase lasted from August 2019 to January 2020.
Respondents completed a self-administered online
questionnaire.
Recruitment

Following Vehovar et al. [31], recruitment procedures
included both offline and online strategies. Candidates
were recruited online through paid Facebook ads that
redirected them to the questionnaire on clicking. For
offline recruitment, 180 pediatric or gynecological practices were selected randomly from an online phone directory (https://tel.search.ch/), and each practice received
10 leaflets for distribution to women who met the inclusion criteria. In each Swiss canton, the number of selected medical practices reflected the regional
proportion of overall births; the smaller French- and
Italian-speaking parts of Switzerland were slightly oversampled as compared to the German-speaking part.
Through the newsletter of the Swiss Midwives Association, we also asked midwives to distribute a direct survey link to women who met the criteria, and an ad was
also posted in two Swiss parenting magazines. Women
recruited through the parenting magazines and the leaflets in medical practices had to enter a short vanity URL
(e.g., bfh.ch/birthstudy) to access the survey, which was
available in four languages: German, French, Italian, and
English.
To minimize selection bias, the recruitment material
used neutral images and videos and vague wording [32]
because ad content impacts Facebook’s delivery algorithms and influences the likelihood of response [33]. In
both the leaflets and the Facebook ads, the headline
read, “How did you experience the birth of your child?”.
For the leaflets, we chose an image of a newborn being

Questionnaire development

The survey combined items from existing questionnaires
and self-developed items. As a first step in questionnaire
development, we completed a review of the literature on
questionnaires that assess childbirth experience, patient
satisfaction, patient participation, autonomy and respect,
informal coercion, informed consent, mistreatment and
abuse during childbirth [1, 13, 14, 16, 27, 35–40]. Relevant
items were then adapted for the present study; in particular, as the goal was to achieve a low dropout rate, we developed a relatively short questionnaire, placing
potentially more “interesting” questions about the birth itself at the beginning [41]. To minimize any bias favoring
more highly educated women, questions were worded to
ensure both medical precision and lay understanding. For
example, to assess high-risk pregnancy, we asked women
whether they had required in- or outpatient medical treatment during pregnancy rather than presenting a long
checklist of complications and diseases.
A first draft of the questionnaire was reviewed by 19
experts (eight obstetricians, nine midwives, one clinical
ethicist, and one clinical psychologist), who rated the
relevance and clarity of each question on a 4-point
Likert scale and commented on issues or suggested
changes. The content validity index for single items
ranged between 0.82 and 1.00 (M = 0.95) [42], and rated
intelligibility ranged between 0.76 and 1.00 (M = 0.82). A
second draft was then piloted with 20 mothers, who
completed the questionnaire and commented on the intelligibility of the questions and any missing elements.
The questionnaire was then professionally translated
into French, Italian, and English, and all items were then
reviewed by three lab members who were fluent in the
target languages. As a final step, all four versions were
compared item by item to ensure consistency across the
four languages.
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The questionnaire was implemented using Qualtrics™,
focusing on mobile phone compatibility. Response options were presented in random order unless there was a
natural order (e.g., mother’s age category). When asked
about informal coercion, forced-choice questions were
used rather than a select-all-that-apply option, as these
are thought to provide more accurate responses regarding undesirable events [43, 44]. On the assumption that
items related to informal coercion might trigger additional thoughts, we included multiple open questions,
which is believed to increase response rates [41].
Outcome variables

Informal coercion was operationalized in line with the
Swiss Academy of Medical Sciences’ guidelines on coercive measures in medicine [45] and was assessed at two
levels. First, all respondents were asked whether they
had felt pressured to consent to any intervention (see
General, Table 1). Second, women who had undergone
CS, instrumental vaginal birth, induction of labor, episiotomy, or amniotomy were asked six questions about
the specific intervention, addressing issues of informed
consent, opposition to the intervention, and intimidation
or manipulation by HCP (see Intervention-specific, Table
1). The questionnaire design facilitated assessment of
the prevalence of informal coercion (regardless of
whether women had undergone obstetric intervention)
and more precise evaluation of informal coercion in the
context of specific interventions. Additionally, one item
(Insult) assessed verbal violence: “Did any health professional address you in an insulting or derogatory
manner?”
Initially, we considered the criteria for informal coercion to be fulfilled if at least one of the seven responses
indicated that the woman had experienced informal coercion. However, we subsequently adopted a more conservative and reliable measure for a number of reasons.
First, several conceivable response patterns do not imply
coercion. For example, if a woman replied that she felt
intimidated but also felt well informed or agreed with
the intervention, it would be inappropriate to assume
coercion. Similarly, if a woman stated that she was not
sufficiently informed (Information) and did not have
enough time to reflect (Time), these two responses alone
do not necessarily imply informal coercion, since there
might have been justified time pressure regarding an
intervention. On that basis, respondents were categorized as having experienced informal coercion during
childbirth if they felt pressured to consent to any medical intervention (Pressure) and/or if they reported two
or more intervention-specific forms of informal coercion
(but not Information and Time alone).
Satisfaction with childbirth was measured using the
12-item short version of Salmon’s item list (SIL) [46],
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which is a multidimensional instrument covering fulfilment, physical discomfort, and emotional adaptation.
The internal consistency of the scale used in the current
study (Cronbach’s alpha = 0.88, n = 6017; based on all
complete SIL responses) was comparable to that reported by Stadlmayr et al. [47] for the full 20-item version (α = 0.87, n = 251). While the original instructions
state that respondents should reply with regard to the
whole birthing process (including “the first hours after
birth”), we asked women about the feelings that best described their “childbirth experience.”1
To test for a possible association between the experience of informal coercion and postpartum depression,
we used the two validated Whooley questions [48]. In
their diagnostic meta-analysis, Bosanquet et al. [49] reported a pooled sensitivity of 0.95 and a pooled specificity of 0.65 to identify depression in a general sample
using these two questions. Other studies of women in
both the pre- and postnatal period, have reported no
major differences in diagnostic performance between the
Whooley Questions and the 12-item Edinburgh Postnatal Depression Scale [50, 51]. Although the Whooley
Questions may lack specificity and indicate any mental
health disorder [50], the National Institute for Health
and Care Excellence [52] recommends their use to identify depression in the early postnatal period.
Predictors and possible confounders

Based on our literature review and the empirical findings
outlined in the Introduction, we collected data on sociodemographics, birth preparation, birth setting, birth history, pregnancy and birth characteristics, preference for
active participation during childbirth, medical indications, medication, freedom of movement, and other obstetric interventions.2 All of the study variables are listed
in Additional file 1: Tables S1a-d.
Data analysis

As the primary goal of the statistical analysis was to estimate the prevalence of informal coercion among new
mothers in Switzerland, appropriate procedures were applied
to weight the survey sample accordingly. A raking algorithm
1

Because of a programming error, initially, SIL items were not
randomized; this was corrected after 29% of responses had been
collected. An additional multivariable linear regression incorporating
the factor SIL randomized yes/no revealed no significant differences in
predictor estimates.
2
Because of a wording error in the survey, the frequencies for
gestational age categories are likely to be imprecise. The original
gestational age item defined the categories (in weeks) as < 32, 32–36,
37–41, and > 42. As this made it impossible to correctly enter a
gestational age of 42 weeks, the last category was adjusted to > 41 after
65% of the data had been collected. However, this still leaves room for
interpretation. While gestational age did not significantly affect any of
the outcomes, we cannot exclude possible effects of this error.
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Table 1 General and intervention-specific items measuring informal coercion
General

Pressure

Did any of the health professionals pressure you into agreeing to an examination or medical intervention?

Intervention-specific

Information

I was adequately informed about the pros and cons.

Time

I had enough time to think about it before having to decide.

Agreement

I agreed with the decision.

Opposition

I spoke out against the measure.

Intimidation

I had been made anxious that something could happen to me or my child if I did not agree to the procedure.

Manipulation

I feel like I was given information designed to coax me into agreeing to the procedure.

Only women who had undergone a specified obstetric intervention were asked intervention-specific questions, which addressed only the relevant intervention
(e.g., “Which of the following statements apply to the induction of labor?”)

was chosen on the basis of full joint distribution of age category and residence status and marginal distributions of civil
status, place of birth, mode of delivery, nulliparity, and geographical region. Any weights greater than five times the
average were subsequently trimmed [53–55]. The calculation
of weights was based on the most recent available data from
the Swiss Federal Statistical Office [34, 56–58]. For nonhospital births, we used data provided by the Swiss interest
group of birthing centers (IGGH-CH®) and the Swiss Association of Midwives [59, 60].
All analyses were performed using R 3.6.3 software
[61]. Data were first imported after using the qualtRics
package [62]. Missing data from the completed questionnaires were imputed using the MICE package [63] and
default imputation methods, comprising 50 imputations
and a maximum of 30 iterations. Imputed datasets were
then weighted using the survey package’s rake procedure
[64]. Associated risk ratios (RR) were based on multivariable logistic regression models and on multivariable
Poisson regression models for prevalence ≥10% [65]. We
included all potentially relevant predictors for informal
coercion, satisfaction with childbirth, and postpartum
depression. Optimal scaling procedures [66, 67] and subsequent principal component analysis were used to reduce the dimensionality of a few selected variables; those
with arbitrary numerical scales were standardized to enhance predictor comparability.
One researcher categorized responses to Other options
or open-ended questions, and discussed ambiguous cases
with a second researcher. Responses to open-ended
questions were used to validate responses to closed
questions and to correct or delete entries that were
clearly erroneous. Comments in Other responses were
assigned either to existing response options or to a separate category.

Results
Survey response

In total, 7663 women accessed the first survey page and
provided informed consent. Most participants (6625,
86.5%) were recruited through Facebook; the remainder
(1026, 13.5%) were recruited through other channels. Of

these, 428 women (5.6%) were excluded from the final
analysis because their most recent birth was more than
12 months previously. Additionally, 16 responses (0.22%)
were excluded after checking the comments, mainly because the birth was not in Switzerland or because they
were duplicate entries. Of the remaining 7226 women
who started the questionnaire and met all of the eligibility criteria, 6054 (83.8%) completed it. Regarding missing
data in all completed questionnaires, one question (birth
duration) had 10.4% missing data, six items had less than
4% and all other items had less than 1%.
Demographics

Table 2 shows descriptive statistics for selected demographic information and birth characteristics in both the
survey and census data. The census data were used to
weight the sample data for all subsequent analyses. The
survey sample overrepresented Swiss women who had a
non-instrumental vaginal delivery and did not give birth
in a hospital. Descriptive statistics for additional sociodemographic variables and pregnancy and birth characteristics of the survey sample are summarized in
Additional file 2: Table S2.
Informed consent and informal coercion

Table 3 shows descriptive data for the three aspects of
informed consent (Information, Time, Agreement) and
the three forms of informal coercion (Opposition, Intimidation, Manipulation) for different delivery modes and
selected interventions. Similar procedures or procedures
that co-occur frequently exhibited a similar pattern of
ratings for informed consent and informal coercion.
Women who had a planned CS reported high levels of
being adequately informed, having enough time to decide, and agreeing with the decision. In comparison,
women who underwent an unplanned CS or induction
of labor (which often co-occur) reported lower levels of
Information and Time and returned the highest ratings
for opposing the procedure and feeling manipulated.
Overall, emergency CS is associated with the highest rate
of informal coercion, as 37% of those who had an emergency CS felt intimidated. The lowest ratings for
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Table 2 Selected demographic and birth-related variables: final
survey and census data
Survey data

Census data

(N = 6054)

(N = 86,132)

18–23

195 (3.2%)

3130 (3.6%)

24–27

707 (11.7%)

10,498 (12.2%)

28–31

1682 (27.8%)

22,940 (26.6%)

32–35

1950 (32.3%)

26,984 (31.3%)

36–39

1179 (19.5%)

16,573 (19.2%)

40+

332 (5.5%)

6007 (7.0%)

Maternal age (years)

Marital status
Married/Registered partnership

4440 (73.5%)

63,359 (73.6%)

Single*

1601 (26.5%)

22,773 (26.4%)

Swiss

4927 (81.6%)

51,772 (60.1%)

Neighboring state

607 (10.1%)

9810 (11.4%)

Other

504 (8.4%)

24,550 (28.5%)

1666 (27.6%)

18,392 (21.4%)

Nationality

Major regions
Espace Mittelland
North-West Switzerland

757 (12.5%)

11,643 (13.5%)

Eastern Switzerland

706 (11.7%)

11,645 (13.5%)

Lake Geneva Region

1203 (19.9%)

17,085 (19.8%)

Central Switzerland

539 (8.9%)

8290 (9.6%)

Ticino

285 (4.7%)

2493 (2.9%)

Zurich

879 (14.6%)

16,584 (19.3%)

Hospital

5457 (90.6%)

83,256 (96.7%)

Birthing center

338 (5.6%)

2151 (2.5%)

At home

228 (3.8%)

725 (0.8%)

Non-instrumental vaginal birth

3952 (65.3%)

49,429 (57.4%)

Forceps or vacuum birth

693 (11.4%)

9492 (11.0%)

Cesarean section

1409 (23.3%)

27,211 (31.6%)

3505 (57.9%)

41,734 (48.5%)

Place of birth

Mode of delivery

Nulliparous
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informed consent relate to instrumental birth and episiotomy; only about 30% of the women felt adequately informed regarding both interventions. Only about 20% of
the women who had an instrumental birth and 17% of
those who had an episiotomy felt they had sufficient
time to make their decision. Finally, only about half of
the women who had an amniotomy received adequate
information about the procedure (53%) and had enough
time to decide (56%).
Pairwise associations between informal coercion and
medical indications as reported by the women can be
found in Additional file 3: Table S3. Overall, women reported higher levels of informal coercion when they did
not understand the reason for the intervention. All other
interventions (e.g., fundal pressure, vaginal examinations,
medication) were associated with a higher risk of informal coercion. In contrast, the risk was lower for women
who had the opportunity to discuss the birth afterwards
with the HCP involved.
Using imputed and weighted data, the estimated probability of experiencing any form of informal coercion
was 26.7%. Furthermore, 16.3% of women reported pressure to consent and 9.5% reported being treated in a derogatory or insulting manner at least once. Risk ratios
and 95% confidence intervals (CI) for factors associated
with informal coercion are shown in Table 4 (left column). Women from a non-neighboring state were at
greater risk of informal coercion (RR 1.45, 95% CI [1.26,
1.66]), as were women living in more urban cantons (RR
1.16 [1.09,1.23]). A preference for autonomy in decisionmaking during childbirth (RR 1.15 [1.10,1.21]) and for
vaginal birth (RR 1.15 [1.06,1.24]) increased the risk of
informal coercion, as did high-risk pregnancy (RR 1.25
[1.10,1.41]). In contrast, for women who gave birth at a
birthing center (an independent birth facility run by
midwives), the risk was three times lower (RR 0.35 [0.21,
0.59]). Women who did not give birth where they had
initially planned because they had to be transferred from
a birthing center or a different hospital were also at
greater risk of informal coercion (RR 1.47 [1.25,1.73]). In

Table 3 Absolute and relative frequencies of informed consent and informal coercion by delivery mode or intervention
Aspects of informed consent

Forms of informal coercion

Information

Time

Agreement

Opposition

Intimidation

Planned cesarean section

427 (90.7%)

427 (90.7%)

451 (95.8%)

35 (7.4%)

142 (30.1%)

Manipulation
25 (5.3%)

Unplanned cesarean section

384 (76.2%)

322 (63.9%)

481 (95.4%)

43 (8.5%)

111 (22.0%)

36 (7.1%)

Emergency cesarean section

199 (58.5%)

98 (28.8%)

311 (91.5%)

20 (5.9%)

126 (37.1%)

13 (3.8%)

Forceps or vacuum birth

213 (30.7%)

143 (20.6%)

616 (88.9%)

22 (3.2%)

114 (16.5%)

27 (3.9%)

Induction of labor

1136 (74.2%)

1122 (73.3%)

1384 (90.5%)

152 (9.9%)

407 (26.6%)

151 (9.9%)

Amniotomy

713 (52.5%)

754 (55.5%)

1277 (94.0%)

32 (2.4%)

59 (4.3%)

50 (3.7%)

Episiotomy

208 (30.0%)

119 (17.2%)

530 (76.5%)

45 (6.5%)

89 (12.8%)

38 (5.5%)
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Table 4 Estimated risks associated with informal coercion, postpartum depression, and satisfaction with childbirth
β estimate

Risk ratios
Informal coercion

Postpartum depression

Satisfaction with childbirth

RR

RR

β

95% CI

95% CI

95% CI

MATERNAL SOCIODEMOGRAPHIC CHARACTERISTICS
Maternal age (years):
18–23

Ref.

Ref.

Ref.

24–27

1.06

[0.77,1.47]

1.25

[0.91,1.72]

1.47

[−1.29,4.22]

28–31

1.03

[0.76,1.41]

1.10

[0.80,1.51]

1.71

[−0.90,4.32]

32–35

0.88

[0.63,1.22]

1.03

[0.75,1.43]

0.30

[−2.35,2.95]

36–39

0.91

[0.65,1.28]

0.97

[0.69,1.36]

1.06

[−1.71,3.82]

40+

0.94

[0.64,1.39]

0.95

[0.64,1.43]

1.67

[−1.52,4.86]

[1.29,1.74]

−0.99

Nationality:
Swiss

Ref.

Neighboring state

1.06

Other

Ref.
[0.91,1.25]

1.50

Ref.
[−2.24,0.26]

1.45

[1.26,1.66]

1.57

[1.36,1.82]

0.01

[−1.22,1.24]

Socioeconomic status (+ 1 SD)

1.02

[0.96,1.09]

0.90

[0.85,0.96]

−0.02

[−0.52,0.49]

Urban (+ 1 SD)

1.16

[1.09,1.23]

1.07

[1.00,1.14]

−0.24

[− 0.64,0.16]

MOTHERS’ PREFERENCE AND EXPECTATIONS
Preference for autonomous decision (+ 1 SD)

1.15

[1.10,1.21]

1.02

[0.96,1.08]

0.37

[−0.08,0.82]

Preference for vaginal birth (+ 1 SD)

1.15

[1.06,1.24]

1.02

[0.95,1.09]

−0.74

[−1.25,-0.23]

Birth preparation (+ 1 SD)

1.06

[1.00,1.13]

0.98

[0.92,1.05]

0.16

[−0.31,0.63]

PREGNANCY CHARACTERISTICS
Parity:
Nulliparous

Ref.

Ref.

Ref.

Multiparous - no previous CS

0.94

[0.79,1.13]

0.90

[0.76,1.06]

1.35

[0.21,2.49]

Multiparous - previous CS

1.00

[0.81,1.23]

0.92

[0.74,1.14]

1.50

[−0.04,3.05]

Multiple birth

1.68

[1.20,2.35]

0.87

[0.59,1.29]

1.27

[−2.03,4.56]

High-risk pregnancy

1.25

[1.10,1.41]

1.04

[0.92,1.19]

−1.76

[−2.73,-0.79]

Main caregiver:
Physician

Ref.

Ref.

Ref.

Midwife

1.11

[0.93,1.32]

0.88

[0.73,1.07]

−0.17

[−1.49,1.16]

Both

0.95

[0.82,1.10]

0.82

[0.69,0.97]

0.99

[−0.08,2.06]

Other

1.58

[0.77,3.27]

0.89

[0.37,2.11]

−6.12

[−13.55,1.3]

1.00

[0.88,1.14]

0.98

[0.86,1.12]

1.05

[0.09,2.00]

BIRTH SETTING
Knew at least one of the care providers
Place of birth:
Public hospital

Ref.

Private hospital

1.01

[0.86,1.19]

1.05

[0.89,1.24]

0.19

[−0.95,1.34]

Birthing center

0.35

[0.21,0.59]

0.65

[0.46,0.93]

3.54

[1.96,5.13]

At home

0.72

[0.44,1.20]

0.88

[0.56,1.37]

7.55

[5.84,9.27]

1.47

[1.25,1.73]

1.33

[1.11,1.60]

−3.25

[−5.19,-1.31]

Unplanned place of birth

Ref.

Ref.

BIRTH CHARACTERISTICS
Mode of birth:
Non-instrumental vaginal birth

Ref.

Forceps or vacuum birth

2.17

Ref.
[1.85,2.55]

1.00

Ref.
[0.84,1.20]

−6.94

[−8.41,-5.48]
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Table 4 Estimated risks associated with informal coercion, postpartum depression, and satisfaction with childbirth (Continued)
β estimate

Risk ratios
Informal coercion

Postpartum depression

Satisfaction with childbirth

RR

95% CI

RR

95% CI

β

95% CI

Planned cesarean section

1.52

[1.18,1.96]

1.00

[0.79,1.26]

−2.31

[−4.08,-0.54]

Unplanned cesarean section

1.92

[1.61,2.28]

0.90

[0.72,1.13]

−9.35

[−11.14,-7.56]

Emergency cesarean section

2.10

[1.71,2.58]

1.32

[1.08,1.62]

− 12.12

[− 14.28,-9.96]

Duration of birth (+ 10 h)

1.07

[1.01,1.13]

1.02

[0.96,1.09]

−2.68

[−3.27,-2.09]

Child’s weight (+ 1000 g)

1.10

[0.96,1.26]

1.02

[0.90,1.16]

0.23

[−0.74,1.20]

Child’s age (+ 6 Mt.)

1.17

[1.06,1.29]

0.89

[0.81,0.99]

0.09

[−0.61,0.79]

EXPERIENCE OF INFORMAL COERCION

–

–

1.35

[1.19,1.54]

−7.52

[−8.63,-6.41]

Risk ratios (RR) reflect the risk of informal coercion and postpartum depression. RRs were estimated using multivariable logistic regression and based on an
imputed and weighted dataset. β coefficients reflect the change of a predictor in the total SIL score as estimated using multivariable linear regression and based
on an imputed and weighted dataset. The 95% confidence intervals (CI) are shown in square brackets. All models are controlled for mother’s civil status, health
insurance (general, semi−/private), gestational age, and recruitment channel (i.e., Facebook or other). Models for postpartum depression and satisfaction with
childbirth are additionally controlled for neonatal intensive care unit transfer (not shown in table)

addition, instrumental vaginal birth and all types of CS
were associated with a higher risk of informal coercion
(all RRs > 1.5). Interestingly, women reported informal
coercion more often where more time had elapsed since
the birth (RR 1.17 [1.06,1.29]).
Postpartum depression

Responses to the Whooley questions used for depression
screening indicated that 27.0% of the women were at
risk of postpartum depression or another mental health
disorder. Several demographic and birth-related factors
were associated with increased risk of possible mental
health problems. Women living in urban cantons (RR
1.07 [1.00,1.14]) and migrant women were at greater risk
(both RRs > 1.5). Women who gave birth at a birthing
center were at lower risk (RR 0.65 [0.46,0.93]), but
women who were transferred to a (different) hospital
were at higher risk (RR 1.33 [1.11,1.60]). Of all modes of
delivery, only emergency CS was associated with increased risk (RR 1.32 [1.08,1.62]). Experiencing informal
coercion also increased the risk of postpartum mental
health disorders (RR 1.35 [1.19,1.54]).
Satisfaction

Satisfaction with childbirth was measured as total SIL
score; higher values indicated higher satisfaction. The
main factors influencing satisfaction were informal coercion, place of birth, and mode of delivery. Experiencing
informal coercion had a negative effect on reported
childbirth experience (− 7.52 [− 8.63,-6.41]). Women
who gave birth at home or at a birthing center were generally more satisfied than women who gave birth at a
hospital (birthing center + 3.54 [1.96,5.13]; at home +
7.55 [5.84,9.27]). Women who did not give birth where
they had planned to were less satisfied (− 3.25 [− 5.19,1.31]). Finally, women who had an unplanned or an
emergency CS returned the lowest satisfaction ratings

(unplanned CS -9.35 [− 11.14,-7.56]; emergency CS
-12.12 [− 14.28,-9.96]).

Discussion
The goals of the current study were to estimate the
prevalence of informal coercion during childbirth in
Switzerland and to assess the risk associated with a
number of individual and contextual factors. To that
end, we developed a comprehensive questionnaire addressing various aspects of informal coercion, satisfaction with childbirth, and postpartum depression, as well
as a range of demographic, pregnancy, and birth-related
characteristics. Women aged 18 years or older who had
given birth in Switzerland within the previous 12 months
were recruited through online and offline channels; a
majority accessed the questionnaire by clicking on a
Facebook ad. An estimated 27% of women experienced
informal coercion during childbirth, and about 16% reported feeling pressured to consent to an intervention.
In addition, the present data demonstrate that informal
coercion negatively affects satisfaction with childbirth
and is associated with increased risk of postpartum
depression.
The observed association between informal coercion
and depression does not support conclusions regarding
any causal relationship. While experiencing informal coercion may increase the risk of postpartum depression,
another possibility is that women who are already suffering from depression may be more likely to experience
informal coercion. Nevertheless, these results highlight
the importance of safeguarding against informal coercion to prevent post-partum depression. Longitudinal
studies have reported that CS may negatively affect
women’s delivery experience and increase their subsequent risk of postpartum depression, especially among
those with a strong preference for vaginal delivery [68,
69]. Our data suggest that the relationship between
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mode of delivery and postpartum depression may be mediated by informal coercion, and this seems a worthwhile
avenue for future research.
Although their scope and methodology differ, other
studies report similar rates of informal coercion in highincome countries. For instance, Vedam et al. [24] found
that about 28% of women who gave birth at a hospital in
the US experienced mistreatment—most commonly, violations of physical privacy, being shouted at or scolded,
and requests for help that were unanswered. In another
US study, about 15% of women reported feeling pressured to consent to a medical intervention [1]. In general, the risk of experiencing mistreatment during
childbirth seems to be lower for women who are multiparous, older than 30, white, and speak the same language
as the HCP. That risk is higher if women have to be
transferred to hospital from a different location during
childbirth [24, 70]. In line with previous research, the
present study indicates that migrant women are at
greater risk of experiencing informal coercion than Swiss
nationals. The risk is also higher for women living in
more urban regions than for those living in more rural
regions. In urban regions, the known higher rate of CS
[71] and the increased risk of informal coercion identified here suggest that many interventions in urban areas
are performed without explicit consent, but this requires
further exploration.
Another important unresolved question is how the relationship between birth setting and a woman’s childbirth preferences and expectations impacts the
experience of informal coercion. Our data show that
women who express a strong preference for a vaginal
and self-determined birth tend to report informal coercion more often than women for whom these issues are
less important. Expectations related to self-determined
birth may reflect different conceptions of a “good” birth
[72] that are not always realistic. In institutional settings,
women and HCP share the responsibility for the health
of both mother and child. Additionally, the birth process
in institutional settings is likely to be standardized for
reasons of quality and effectiveness, and HCP are required to follow specific guidelines. At first glance, birthing centers may seem to allow for greater selfdetermination, but any direct comparison between hospitals and birthing centers must be drawn with caution
for a number of reasons. First, only women with lowrisk pregnancies can give birth at a birthing center. Second, birthing centers are not authorized to carry out the
most debated obstetric interventions that incur a higher
risk of informal coercion. Finally, the observed association between informal coercion and transfer to hospital
does not necessarily imply any misconduct by HCP at
the hospital; it might equally reflect a woman’s disappointment—even if she understands the reasons—that

Page 9 of 13

her preference for a vaginal birth with minimal medical
intervention could not be met. In short, while women’s
preferences and expectations clearly impact the experience of informal coercion, the role of the birth setting
and associated preferences and expectations require further investigation.
In addition, informal coercion does not necessarily
imply HCP intent. While organizational or working conditions can never justify the use of informal coercion, a
number of circumstances may explain why it nevertheless occurs (and suggest how it might be prevented).
First, economic pressures, incentive systems, or fear of
legal liability may cause HCP to feel compelled to intervene when in doubt [18]. Second, most of the interventions performed by HCP are routine operations, and
HCP may not always be sensitive to the possible consequences for the mother. Third, women differ in their
perception of such suggestions as “support”, “nudge”
[73, 74], or outright pressure, and that perception may
also change over time [75]. Finally, HCP encounter a
wide range of patient attitudes, preferences, and needs,
and some may not know how best to respond if a
woman rejects a treatment suggestion, even (or especially) if it is based on current best practice [29]. Nevertheless, our findings indicate that informal coercion is a
common feature of childbirth, with potentially traumatizing consequences that are likely to affect both the
woman and her family. In general, as obstetric interventions seem to have a negative impact on women’s birth
experience [56], HCP must take account of potentially
harmful outcomes that include both the immediate
physical circumstances and longer-term psychological
consequences for the mother when contemplating any
such intervention.
In the present study, about one in four women reported feeling intimidated during childbirth. This number increased to one in three among women who
underwent a CS or induction of labor. While many
women favor vaginal birth, concerns about the child’s
health tend to overrule other arguments when discussing
possible interventions [76]. This explains why “playing
the dead baby card” is so effective, as none of those involved—mother or HCP—want to be responsible for a
negative outcome [77]. HCP have the power to modulate
women’s fears, either frightening them by stressing the
possible risks or empowering them to play an active role
in childbirth. Clearly, some women also hold false beliefs
because of their lack of knowledge about certain interventions. In the present case, women who did not
understand the reasons for an intervention were more
likely to feel coerced. Women who were afforded the opportunity of a childbirth debriefing to discuss the birth
with the HCP involved reported lower rates of informal
coercion than those who had no such opportunity.
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These findings highlight the need for HCP to explain
any intervention and the reasons for it [1, 76]. Informing
women about procedures and seeking their active participation is not only a legal requirement but a sign of
respect for the mother and her child.

Strengths and limitations

To our knowledge, this is the first in-depth investigation
of the prevalence of informal coercion in a large nationwide sample. As well as controlling for multiple characteristics of pregnancy and birth, we controlled for birth
preparation and attitudes and expectations regarding patient involvement. The questionnaire design ensured a
relatively low dropout rate, yielding a more representative sample.
One significant limitation of the study is the possibility
of self-selection bias, which is typically more problematic
in non-probability samples. The survey sample was not
representative in terms of variables like place of birth,
nationality, mode of delivery, and other potentially relevant characteristics that were not assessed. For example,
the proportion of women who gave birth at a birthing
center was higher than in the census data, which may indicate that the participants were more actively engaged
with the topic of childbirth and therefore more interested in responding to the survey. In addition, while the
recruitment material was carefully selected, we had no
control over or insight into Facebook’s algorithms for
delivering ads [33]. On the other hand, we did follow
recommended practice to reduce bias in non-probability
samples by combining various offline and online recruitment channels [31]. Women recruited through Facebook
did not differ significantly from women recruited
through other channels in terms of reported informal
coercion, postpartum depression, or satisfaction with
childbirth.
It is reasonable to assume that the reported prevalence
is a fairly conservative estimate, as more satisfied patients are generally more inclined to respond to questionnaires measuring patient satisfaction [78]. In the
present case, for example, women were more likely to
drop out of the study if they had had an unwanted CS
than if the CS was their own preference. Although we
used multiple items to assess informal coercion, the rate
of covert coercion (i.e., coercion that the women themselves did not recognize) remains completely unknown.
These micro-interactions are subtle, and women who
are overwhelmed and focused on the birth itself may be
unaware of what is going on around them [79]. These
feelings may continue for several months, which would
explain why women were less likely to report informal
coercion in the first few months after birth than around
6 months to a year after.
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Conclusions
More than a quarter of the women who completed our
survey reported informal coercion during childbirth—in
other words, obstetric interventions that they did not
agree with or felt pressured or intimidated to consent to.
While all such interventions bore the risk of informal
coercion, that risk was higher in cases of induced labor,
unplanned CS, emergency CS, or instrumental vaginal
birth. As experiences of informal coercion are associated
with lower childbirth satisfaction and a higher risk of
postpartum depression, it is crucial to make every effort
to guard against informal coercion. An increased focus
on sensitive aftercare for all new mothers would allow
HCP to detect women who have experienced informal
coercion and to take the necessary measures to prevent
traumatic after-effects. To improve the experience of
childbirth, a well-informed and compassionate debate is
necessary that must include obstetric interventions and
their consequences.
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