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ABSTRACT

Objective: To compare childbirth satisfaction in women with chronic or gestational hypertension, randomised to ‘planned early
term birth at 38+°-3 weeks' gestation’ (intervention) or ‘usual care at term’ (control).

Design: Randomised trial.

Setting: Forty-two consultant-led maternity units, United Kingdom.

Population: 357/403 women randomised completed the Childbirth Experience Questionnaire (CEQ).

Methods: Mixed-methods analysis of the 22-item CEQ, assessing: ‘Own capacity’, ‘Professional support’, ‘Perceived safety’ and
‘Participation’. Directed content analysis sorted free-text comments into themes covered by the CEQ and two additional themes.
Main Outcome Measures: CEQ scores overall and by domain.

Results: In intervention (vs. control) groups, the CEQ was completed by 177/202, 88.1% (vs. 180/202, 89.1%) participants, and
378 free-text comments were made by 93/177, 52.5% (vs. 98/180, 54.4%) participants. There was no significant difference in CEQ
scores overall (3.1 £0.4 vs. 3.1 +0.4, respectively) or by domain (‘Own capacity’ [2.8 £0.5 vs. 2.7 +0.5, respectively]; ‘Professional
support’ [3.7+0.5vs. 3.7+ 0.6, respectively]; ‘Perceived safety’ [3.2+0.6 vs. 3.1 £ 0.6, respectively|; and ‘Participation’ [2.6 + 0.7 vs.
2.7+£0.6]). Most comments were positive (222/378, 58.7%), and about ‘Relational care and care interactions’ (CEQ ‘Professional
support’). Neither the number nor positivity of comments appeared to differ between groups.
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Conclusion: For women with chronic or gestational hypertension who remain well at term, we found no difference in childbirth

experience between women randomised to planned early term birth versus usual care at term. Shared decisions about timing of

birth may be more influenced by differences in clinical outcomes and costs.

Trial Registration: ISRCTN: 77258279

1 | Introduction

Chronic or gestational hypertension complicates ~7% of
pregnancies [1], half of which will reach 37weeks' gestation
[2]. Observational data suggest that early term birth (at 37
to 38weeks) may reduce maternal complications (e.g., pre-
eclampsia), Caesareans, stillbirths [3-6] and costs of maternal-
fetal surveillance [7]; however, early term birth may increase
neonatal morbidity [8]. There are no high-quality data on which
to base timing of birth for this high-risk population.

The WILL trial (When to Induce Labour to Limit risk in preg-
nancy hypertension) aimed to address the optimal timing of
birth for women with chronic or gestational hypertension at
term gestational age, when women remain well and there is
no evidence of pre-eclampsia [9]. WILL was a multicentre ran-
domised trial of 403 women with chronic or gestational hyper-
tension, who were randomised at 37t9-° weeks' gestational age
to either ‘planned early term birth at 38*°-3 weeks’ gestation’
(N=201, intervention group) or ‘usual care at term’ (N=202,
control group); the trial was stopped early by the funder due
to slower-than-anticipated recruitment during the COVID-19
pandemic. The clinical outcomes and costs favoured the in-
tervention group [9]. While in the intervention (vs. control)
group, there was no difference in the co-primary outcomes
of ‘poor maternal outcome’ (severe hypertension, maternal
death, or maternal morbidity; 27, 13% vs. 24, 12%, respectively)
or ‘neonatal unit admission for >4h’ (14, 7% vs. 14, 7%, respec-
tively), or Caesarean births (58, 29% vs. 72, 36%, respectively),
there was a significant reduction in pre-eclampsia (56, 27.9%
vs. 76, 37.6%, respectively) and costs for tests of maternal or
fetal wellbeing (—£102.84, 95% CI —136.65 to —67.78).

In addition to clinical outcomes and costs, patients’ experiences
were evaluated in the WILL trial [9]. As with all health policy,
it is important that timing of birth recommendations be associ-
ated with positive psychosocial outcomes for women, particu-
larly as dissatisfaction with the childbirth experience has been
associated with negative consequences, such as on breastfeed-
ing, infant bonding and postpartum mental health [10].

In this article, we describe the experiences of women in the WILL
trial, as evaluated by the Childbirth Experience Questionnaire
(CEQ) and their associated free-text comments.

2 | Methods

This paper reports on the childbirth experiences of participants
within the WILL trial who were recruited from June 2019 to
December 2022, from 44 National Health Service (NHS) mater-
nity units in the United Kingdom, where care was overseen by
senior obstetricians. The WILL trial protocol [11] and results [9]

have been published previously and described above (ISRCTN
77258279).

This report focuses on maternal satisfaction with care, evalu-
ated by the CEQ [12]. WILL participants were asked to complete
the CEQ prior to primary hospital discharge after birth; if this
were not possible, research teams not involved in women's care
were asked to mail the questionnaire to women at home, or as-
sist them in completing the questionnaire over the phone. The
CEQ was provided only in English, but if needed, women could
ask family to support them with translation. The method of
questionnaire completion was not documented.

2.1 | Childbirth Experience Questionnaire

The CEQ was developed by Dencker et al. [12], to study women's
perceptions of their first labour and birth and was validated for use
in the United Kingdom by Walker et al. [13], to identify negative
childbirth experiences. The CEQ is a 22-item self-administered
questionnaire assessing four domains of childbirth experience:
‘Own capacity’ (8 items, which reflect the woman's sense of
control, confidence and ability to cope during labour and birth),
‘Professional support’ (5 items, which assess the perception of
support and encouragement received from healthcare providers,
including midwives and obstetricians), ‘Perceived safety’ (6 items,
which measure feelings of security and trust in the healthcare
system and birth environment) and ‘Participation’ (3 items, which
evaluate the extent to which the woman felt involved in decision-
making and had an active role in her care) (Table S2).

CEQ responses are assessed overall, as well as by domain, with
19 individual questions and statements (items) scored using a
4-point Likert scale ranging from 1 (Totally agree), 2 (Mostly
agree), 3 (Mostly disagree) to 4 (Totally disagree). Ratings of
positively-worded statements and the pain items are reversed
so that higher scores reflect more positive scoring. Three items
(i.e., questions 20-22) are assessed using a visual analogue scale
from 0 to 10; these were presented as an integer scale, and coded
as per published guidance, as 1 for scores of 0-4, 2 for scores of
5-6, 3 for scores of 7-8 and 4 for scores of 9-10.

The score of each of the four domains is calculated as the mean
of the values of items. As some participants may not have a part-
ner, one question had ‘not applicable’ as an option (with the per-
mission of the author); for scoring, this is interpreted as missing.
Overall scores range from 1 to 4, with higher scores representing
a more positive childbirth experience. As the CEQ has not been
validated for use in women giving birth by elective Caesarean,
the participation domain score was not calculated for these
women, whose overall mean score was the average of the other
three domain scores. If at least half of the questions within a do-
main were answered, the half-scale method was used whereby
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the sum of the scores was divided by the number of answered
items; the overall CEQ score was then the mean of the four indi-
vidual domain scores.

For overall and domain scores, means and standard deviations
were reported alongside adjusted mean differences (with 95%
CIs), estimated using a linear regression model, adjusted for the
trial minimisation variables (of centre, hypertension type and
prior Caesarean). For the primary statistical analysis, all women
were included.

In a sensitivity analysis, the total and the subscale scores were
presented for women who did and who did not have an adverse
outcome, for the co-primary outcomes (maternal and neonatal),
key secondary outcome (Caesarean, overall and elective or non-
elective) and pre-eclampsia (which occurred less commonly in
the intervention [vs. control] group).

2.2 | Free-Text Comments

At the end of the CEQ, women were asked: ‘Please share with us
any additional comments that you would like to make’, and were
provided with space to add free-text comments. These were ana-
lysed using a directed content analysis to further validate extant
concepts, frameworks, or theories [14]. Data were analysed in-
ductively, but within the parameters of further understanding
the childbirth experience as measured by the CEQ, according to
the four domains.

Directed qualitative content analysis was undertaken by the
WILL research midwife (ST) who was not involved in the care
of trial participants. Responses were sorted into clusters of ‘posi-
tive’, ‘negative’, or ‘both positive and negative’. Comments which
were ‘entirely factual’ or ‘neutral’ (e.g., ‘No further comments
to add’) were not included further in analyses. All data were
coded to achieve 100% analytic coverage, with any additional
themes beyond those of the CEQ added. Coding clusters were
then broken down into more nuanced themes and sub-themes,
undertaken independently by KK. Differences in coding were
discussed between ST and KK, and themes were developed,
reviewed and agreed by study team members (LAM, KK, GH
and SAS).

2.3 | Patient and Public Involvement

The trial had two PPIE members in the Co-Investigator
Group (Table S1), a PPIE representative on the Trial Steering
Committee, and a bespoke PPIE group (Acknowledgements)
which reviewed patient and public-facing material for trial pro-
motion and recruitment.

3 | Results

The results of the trial have been reported [9]. In brief, the
planned sample size was 1080 women, but recruitment was
delayed during the COVID pandemic, and as part of ‘post-
pandemic reset’, the funder directed the trial to stop, without
knowledge of results. 403 participants had been randomised,

201 to planned early term birth (intervention) and 202 to usual
care at term (control).

Most women underwent initiation of birth by labour induction, in
intervention (87.1%) and control (68.8%) groups; timed birth was
the intervention, usually delivered by labour induction, whereas
in the control group, women were induced most commonly for
maternal (39.5%) or fetal indications (21.7%). In the intervention
(vs. control) group, there was no difference in the co-primary out-
comes of ‘poor maternal outcome’ (13.4% vs. 11.9%, respectively;
adjusted risk ratio [aRR] 1.16, 95% CI [CI] 0.72-1.87) and ‘neo-
natal care unit admission for >4h’ (7.0% vs. 6.9%, respectively;
aRR 1.04, 95% CI 0.52-2.08), or the key secondary outcome of
Caesarean birth (28.9% vs. 35.6%, respectively; aRR 0.81, 95%
CI 0.61-1.08), but pre-eclampsia was less common in the in-
tervention (27.9%) vs. control group (37.6%) (aRR 0.74, 95% CI
0.56-0.98). Healthcare utilisation was lower in the intervention
(vs. control) group, although the reduction in costs overall did not
reach statistical significance (mean difference —£407.8 in inter-
vention [vs. control] group, 95% CI —793.47 to +39.60).

The CEQ was completed by 357/403 (88.6%) participants, 177/201
(88.1%) in intervention and 180/202 (89.1%) in control groups
(Figure S1). Responders were similar to the trial population over-
all (Table 1). On average, women were about 30years of age, with
~20% from ethnic minority groups and over half with BMI >30kg/
m? pre-pregnancy or at antenatal care booking. Approximately
half of women had chronic hypertension. Among the ~50% of
women who were parous, ~15% had a prior Caesarean. The gesta-
tional age at randomisation was just over 37 weeks. Most women
were on antihypertensive medication at enrolment—almost al-
ways one agent, which was usually labetalol. BP was controlled
(<140/90mmHg) in ~75% of participants.

Responders gave birth in pre-pandemic (67, 18.8%), pandemic
with lockdowns (90, 25.2%) and pandemic without lock-
down (200, 56.0%) periods, according to criteria by the United
Kingdom government and The World Health Organization [15]
(Figure S1); the distribution of births over these time periods
was similar to all participants in WILL (i.e., 19.6%, 25.1%, 55.3%,
respectively) (Figure S1).

3.1 | Maternal Satisfaction With Care

In intervention (vs. control) groups, the median time to CEQ
completion was 3days earlier (Table 2). There was no evidence
of a significant difference in CEQ scores overall, or by domain.
Scores for ‘professional support’ were highest.

Table 3 presents CEQ responses overall and by domain, ac-
cording to labour initiation and the main trial outcomes. Most
women in each trial arm were induced, although the induction
rate was higher in the intervention (vs. control) arm. Among
those who were induced, and those with ‘poor maternal out-
come’ (maternal co-primary), neonatal care unit admission for
>4h (neonatal co-primary), or Caesarean birth (key secondary
outcome), CEQ scores were similar in intervention and control
arms. Although pre-eclampsia occurred significantly less often
in the intervention (vs. control) group [9], CEQ scores were
similar.

30f12

85U8017 SUOWIWIOD BAIEa.D 8|qe!|dde 8L Aq pausenob ae ssppie YO ‘88N JO Sa|nJ 1o} Aq178UlUO AB|IAA UO (SUORIPUOD-PUR-SWBI W00 A8 1M AeIq 1 U1 |UO//SANY) SUORIPUOD pue SWe | 3u 88S *[5202/90/52] uo ArigiTauliuo &M * 191 - seben eine A £GZ8T'8250- Ty T/TTTT OT/I0p/L00 A8 |m Ar.q1juljuo uABao;/sdny wouy pepeojumoq ‘0 ‘82S0TLET



TABLE 1

% or mean [SD] unless otherwise stated).

| Baseline characteristics of responders to Childbirth Experience Questionnaire, compared with the WILL trial population overall (N,

Responders (N=357) Trial population overall (N=403)

Maternal age at randomisation (years) 31.9(5.7) 31.7 (5.8)
Mother's self-declared ethnicity
White 279 (78.1%) 315(78.2)
Black 26 (7.3%) 30 (7.4)
Arab 3(0.8%) 3(0.7)
South Asian 21 (5.9%) 25(6.2)
Other/declined to give information 28 (7.8%) 30(7.5)
Body mass index (kg/m?)
<18.5 0(0) 0(0)
18.5-24.9 61 (17.1%) 65 (16.1%)
25.0-29.9 89 (24.9%) 107 (26.6%)
>30 126 (58.0%) 231 (57.3%)
Chronic hypertension® 173 (48.5) 198 (48.4%)
Gestational hypertension® 184 (51.5) 208 (51.6%)
Previous severe hypertension (sBP > 160 mmHg or dBP 40 (11.2) 42 (10.4%)
>110mmHg) during this pregnancy
Pre-gestational diabetes 4(1.1%) 5(1.3%)
Renal disease 9 (2.5%) 9(2.2%)
Autoimmune disease (including APAS) 12 (3.4%) 14 (3.5%)
Nulliparous 172 (48.2%) 198 (48.1%)
In parous® women (N=185) (N=209)
Prior Caesarean?® 27/185 (14.6%) 31/209 (14.8%)
Prior gestational hypertension 105/185 (56.8%) 116/209 (55.8%)
Prior pre-eclampsia® 47/185 (25.4%) 52/209 (25.0%)
Conceived by artificial reproductive technology? 14 (3.9%) 15 (3.7%)
Developed gestational diabetes in this pregnancy 33(9.2%) 37 (9.2%)
Nicotine use after 20 weeks of current pregnancy 20 (5.6%) 23 (5.7%)
Taking low-dose aspirin to prevent pre-eclampsia 242 (67.8%) 268 (66.5%)
At trial enrolment
GA at randomisation (weeks) (median [IQR]) 37.1[37.0, 37.4] 37.1(37.0, 37.4]
BP and antihypertensive at enrolment
Taking antihypertensive medication at consent 285(79.8%) 321(79.7%)
Taking one agent 264 (92.6%) 299 (93.2%)
Agents taken® (N=285) (N=321)
Labetalol 206/285 (72.3%) 234/321 (72.9%)
Nifedipine 68/285 (23.9%) 72/321 (22.4%)
Methyldopa 24/285 (8.4%) 28/321 (8.7%)
(Continues)
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TABLE1 | (Continued)

Responders (N=357)

Trial population overall (N=403)

Other
Most recent sBP (mmHg) before consent
Most recent dBP (mmHg) before consent
Automated device used (any type)

Currently using home BP monitoring

9/285 (3.2%) 10/321 (3.1%)

132.1 (10.5) 132.3 (10.6)
83.0 (8.4) 83.3(8.4)
254 (71.2%) 289 (71.7%)

204 (57.1%) 227 (56.3%)

Abbreviations: dBP, diastolic blood pressure; IQR, interquartile range; sBP, systolic blood pressure; SD, standard deviation; WILL, When to Induce Labour to Limit risk

in pregnancy hypertension.
2Minimisation variable, in addition to study site.

YNumber of previous deliveries of fetus at >22+° weeks, > 500g birthweight, or a crown-heel length >25cm.
“Pre-eclampsia was defined as gestational hypertension with proteinuria or one or more relevant end-organ complications (https://www.nice.org.uk/guidance/ng133).
dDefined as in vitro fertilisation with or without intracytoplasmic sperm injection, donor egg, or donor sperm.

¢Responses are not mutually exclusive.

Table 4 presents the summary of directed content analysis of
378 free-text comments made by 93/177 (52.5%) participants in
the intervention group and 98/180 (54.4%) in the control group.
Thirteen other comments were uninformative and excluded
(seven in intervention and six in control). Comments were sorted
into the four CEQ themes (i) ‘Capacity for autonomy over care’
(corresponding to CEQ domain: ‘Own Capacity’); (i) ‘Relational
care and care interactions’ (CEQ domain: ‘Professional support’);
(iii) ‘Conceptualising safety’ (CEQ domain ‘Perceived safety’); (iv)
‘Lack of shared decision-making’ (CEQ domain: ‘Participation’),
and two additional themes, (v) ‘Other experiences of labour and
birth’; and (vi) ‘Experience of participating in research’. Table S3
shows examples of free text comments for each of the themes.

The majority of comments were positive (222/378, 58.7%),
and neither their number nor nature (positive or negative)
appeared to differ between intervention and control groups.
Representative quotations are presented in Table 4.

The majority of comments were attributed to the theme of
‘Relational care and care interactions’ (160/378, 42.3% of com-
ments), and were positive (126/160, 78.8%) (Table 4). In partic-
ular, women thanked staff (especially midwives) for the care
received. Nevertheless, some described negative experiences,
particularly not feeling listened to regarding pain relief, or hav-
ing their decisions respected.

Three themes were supported by a similar number of com-
ments: ‘Capacity for autonomy over care experiences’ (N=55),
‘Conceptualising safety’ (N=68) and ‘Experiences of labour and
birth’ (N=64).

Most comments related to ‘Capacity for autonomy over care
experiences’ were negative (N=48/55, 87.3%), reflecting an in-
duction process which: took longer than anticipated, felt ‘out of
control’, or was more painful, with that pain not addressed ade-
quately by staff (Table S3).

Most comments about ‘Conceptualising safety’ were positive
(48/68, 70.6%) (Table 4), even when plans took an unexpected
turn (e.g., emergency Caesarean), and were often related to
perceived good communication. Nevertheless, there were a
substantial number of negative comments, related to: fear that
induction was not going as they had anticipated, not being fully

reassured, receiving conflicting information, not being listened
to or supported, being asked to do something (e.g., push) with
which they were uncomfortable, or being sent home and told
that they were not in labour.

Comments related to the ‘Experiences of labour and birth’ were
a fairly even mix of positive and negative (Table 4). Positive
comments were fairly general. Negative comments reflected on
overall pregnancy experience or aspects of general management
of labour, such as pain related to rapid onset of contractions or
labour augmentation using oxytocin (‘hormone drip’).

Few women made comments related to ‘Lack of shared decision-
making’ (N=12), but when they did, all were negative, related to
medicalisation of birth initiation, and inadequate time available
to discuss options with rapid onset of labour (Table 4).

Few women made comments about their ‘Experience of partic-
ipating in research’ (N=19). Most comments were positive, and
included acknowledgement by women that they appreciated the
opportunity to be induced earlier which resulted in problems
being detected that they felt might not have otherwise been, or
were related to a positive experience overall. Negative comments
noted problems with initiating the intervention (of early term
birth by labour induction), and questions about the advisability
of expectant care.

4 | Discussion
4.1 | Main Findings

In this trial of 403 high-risk women with chronic or gestational
hypertension, randomisation to planned early term birth at
38+0-3 weeks (vs. usual care at term) resulted in a similar child-
birth experience overall, by CEQ domain, and whether labour
induction or adverse outcomes had occurred.

Just over half of women who responded to the CEQ pro-
vided free-text comments, and most were positive, particu-
larly regarding ‘Relational care and care interactions’ (CEQ
‘Professional support’ domain). Also, most comments endorsed
the ‘Conceptualising safety’ theme, even when labour induc-
tion did not go as planned. However, it was clear that labour
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TABLE 2 | Childbirth Experience Questionnaire findings for responders in the WILL trial (mean+SD or N, % participants unless otherwise

stated).
Planned early
term birth at 38+°-3 Mean difference?

Outcomes weeks (N=177) Usual care at term (N=180) (95% CI)
CEQ completion
Days to completion (median [IQR]) 2.0[1.0,13.0] 5.0 [1.0, 27.5] NA
Completed before leaving hospital 98 (55.4%) 76 (42.2%) NA
CEQ scores

Total score 31+04 31+04 0.06 (—0.03 t0 0.14)
Domains

Own capacity 2.84+0.5 2.7+£0.5 0.10 (=0.001 to 0.21)

Professional support® 3.7+0.5 3.7+0.6 0.04 (=0.08 to 0.16)"

Perceived safety 3.2+0.6 3.1+0.6 0.11 (—=0.01 to 0.23)®

Participationd (N=161)2.6+0.7

(N=161)2.7+0.6 —0.07 (=0.21 t0 0.08)

Abbreviations: CEQ, Childbirth Experience Questionnaire; IQR, interquartile range; NA, not applicable.
2Mean difference was calculated as intervention minus control, adjusted for minimisation variables, with centre as a random effect.

bCentre was excluded as a covariate due to lack of convergence of the model.

“For the question about whether the midwife devoted enough time to the woman's partner, 21 women, 5.9% (9 in intervention and 12 in the control group) responded

that this question was ‘not applicable’.

dThe Participation subscale score was calculated only among women who did not have an elective Caesarean.

induction was not always viewed positively, in both arms and
across themes of ‘Capacity for autonomy over care’, ‘Experiences
of labour and birth’, and the less frequently-endorsed themes of
‘Lack of shared decision-making’ and ‘Experience of participat-
ing in research’. Repeatedly, women described logistical issues
related to initiation of labour induction, lack of information, the
process not going as they had expected, uncontrolled pain, and
not always being listened to.

4.2 | Interpretation

The CEQ is particularly important in trials of timed delivery, be-
cause it assesses the maternal perspective on the birthing expe-
rience, including satisfaction and psychological impact, beyond
clinical outcomes, like mode of birth or neonatal health. The
UK National Institute for Health and Care Excellence (NIHR)
mandates that women's experiences be measured in maternity
intervention studies that they support, and the CEQ does so in
a standardised and reproducible way. Feedback was received
from the vast majority of WILL participants, at a response rate
higher than seen in other studies using the CEQ (59%-78%)
[12, 13, 16-18]. Although in an unblinded trial, the intervention
is anticipated to improve safety, and women in the control group
may experience heightened anxiety, there was no difference in
satisfaction between groups.

It is likely that professional support consistently scored highest
given that respondents were all participants in a randomised
trial, and thus, had more discussion about their options and in
this trial, more support during their care near and at term gesta-
tional age. This serves to emphasise the positive experiences of
those who participate in research.

In each trial arm, most women underwent labour induction, but
despite more doing so in the intervention (vs. control) arm, CEQ
scores were similar. While labour induction has been associated
with a more negative childbirth experience [19-21], many such
studies compared labour induction with spontaneous labour
onset; however, women cannot choose the latter, but can only
choose to wait for it, in the hope that an indication for timed
birth (by labour induction, or elective Caesarean) will not arise
first. It was the direct comparison of labour induction with spon-
taneous onset of labour that led to erroneous conclusions that
labour induction increases Caesarean, when in fact, induction
appears to reduce it compared with expectant care [22]. While it
was clear that labour induction was not viewed positively in the
WILL trial, as has been published by others [23], the free-text
comments made by women can be used to improve induction
experiences, such as: good information-sharing and preparation
which facilitate a sense of ownership and control of labour [24],
and which we reported earlier could be improved within NHS
labour induction patient information materials [25].

‘Women who participated in WILL were high-risk, but they did not
have more negative childbirth experiences [26-28]. In interven-
tion studies of planned birth (vs. ongoing expectant care), CEQ
scores were similar, for nulliparous women with advanced mater-
nal age [17] and those with post-term pregnancy [29]. The excep-
tion was more favourable participation scores in the intervention
group in the post-term trial [29]. As in other intervention trials
[19, 29], we observed the highest domain score for ‘Professional
support’ (range 3.5-3.7), and the lowest for ‘Own capacity’ (range
2.5-3.0) and ‘Participation’ (range 2.6-2.9). ‘Professional support’
was the theme commented on most frequently, and those com-
ments were overwhelmingly positive, a point worth emphasising
given low morale in United Kingdom maternity services [30].
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TABLE 3 | Childbirth Experience Questionnaire response scores in the WILL trial, according to labour induction and outcomes (mean (SD) or

N, % unless otherwise stated).

Planned early term birth at
38+0-3 weeks (N=177)

Usual care at term (N=180)

Outcome

No outcome

Outcome

No outcome

Labour induction
Overall
Own capacity domain
Professional support domain
Perceived safety domain
Participation domain?®
Spontaneous onset of labour
Overall
Own capacity domain
Professional support domain
Perceived safety domain
Participation domain?®
‘Poor maternal outcome’
Overall
Own capacity domain
Professional support domain
Perceived safety domain
Participation domain?®
Neonatal care unitadm >4h
Overall
Own capacity domain
Professional support domain
Perceived safety domain
Participation domain?®
Caesarean birth
Overall
Own capacity domain
Professional support domain
Perceived safety domain
Participation domain?®
Pre-eclampsia
Overall
Own capacity domain
Professional support domain
Perceived safety domain

Participation domain?®

(N=153, 86.4%)
3.1(0.4)
2.7(0.5)
3.7(0.5)
3.2(0.6)

(N=153)2.6 (0.7)

(N=8,4.5%)
3.1(0.3)
2.9(0.3)

3.7 (0.6)
3.2(0.3)
(N=8)2.7(0.6)
(N=26, 14.7%)
3.0 (0.4)
2.7(0.5)
3.7(0.5)
3.2(0.6)
2.4(25,0.7)
(N=14,7.9%)
3.1(0.4)
2.7(0.5)
3.8(0.4)
3.2(0.8)
(N=13)2.5(0.7)
(N=50.28.2%)
3.1(0.5)
2.7(0.6)
3.7(0.5)
3.2(0.5)
(N=34)2.3(0.6)
(N=49,27.7%)
3.0 (0.4)
2.7(0.5)

3.7 (0.6)
3.2(0.5)
(N=46)2.6 (0.7)

(N=24,13.6%)
3.4 (0.4)
3.1(0.3)
3.8(0.5)
3.4(0.4)

(N=8)2.7(0.6)

(N=169, 95.5%)
3.1(0.4)
2.7(0.5)
3.7(0.5)
3.2(0.6)

(N=153)2.6 (0.7)

(N=151, 85.3%)
3.1(0.4)
2.8(0.5)
3.8(0.5)
3.3(0.6)

2.6 (136, 0.7)
(N=163,92.1%)
3.1(0.4)
2.8(0.5)
3.7(0.5)
3.2(0.5)
(N=148) 2.6 (0.7)
(N=127,71.8%)
3.1(0.4)
2.8(0.5)
3.8(0.5)
3.3(0.6)
(N=127)2.7(0.7)
(N=128, 72.3%)
3.1(0.4)
2.8(0.5)
3.8(0.5)
3.3(0.6)
(N=115)2.6 (0.7)

(N=123, 68.3%)
3.1(0.4)
2.7(0.5)
3.8(0.4)
3.2(0.5)

(N=122)2.7 (0.6)

(N=40, 22.2%)
2.8(0.5)
2.4(0.5)
3.5(0.8)
2.9(0.7)

(N=39)2.5(0.7)

(N=22,12.2%)
3.0 (0.4)
2.7(0.6)

3.6 (0.8)
3.1(0.5)
2.4(19,0.7)
(N=12, 6.7%)
2.9(0.5)
2.4(0.6)
3.8(0.4)
2.8(0.5)
(N=11)2.5(0.7)
(N=65, 36.1%)
3.0 (0.4)

2.6 (0.6)
3.7(0.5)

3.0 (0.6)
(N=47) 2.6 (0.6)
(N=67, 37.2%)
3.0 (0.4)

2.6 (0.5)

3.6 (0.7)
3.1(0.6)
(N=63)2.6(0.7)

(N=57, 31.7%)

2.9(0.6)
2.6 (0.6)
3.5(0.8)
3.0(0.7)

(N=39)2.5(0.7)
(N =140, 77.8%)

3.1(0.4)
2.7(0.5)
3.8(0.5)
3.2(0.5)

(N=122) 2.7 (0.6)
(N=158, 87.8%)

3.1(0.4)
2.6 (0.5)
3.7(0.6)
3.1(0.6)

2.7 (142, 0.6)
(N=168, 93.3%)

3.1(0.4)
2.7(0.5)
3.7(0.6)
3.2(0.6)

(N=150)2.7 (0.6)
(N=115, 63.9%)

3.1(0.4)
2.7(0.5)
3.7(0.6)
3.2(0.6)

(N=114) 2.7 (0.7)
(N=113, 62.8%)

3.1(0.4)
2.7(0.5)
3.8(0.5)
3.2(0.6)

(N=98) 2.7 (0.6)

Abbreviation: adm, admission.

2The Participation subscale score was only calculated among women who did not have an elective Caesarean birth.
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The CEQ used was the version available when the WILL trial began
[12, 13]. CEQ2 has now been developed [31, 32]. ‘Participation’
was reworked with new items related to information-sharing
and decision-making, mirroring the free-text comments made
by WILL participants, which led us to rename the ‘Participation’
theme to ‘Lack of shared decision-making’. All comments were
negative, supporting revision of the CEQ, from one focussed on
labour position, mobility and pain relief method, to information
exchange and shared responsibility for management decisions.

4.3 | Strengths, Limitations

Strengths include the high-quality conduct of the WILL trial
and recruitment from 42 United Kingdom hospitals serving
populations with broad demographics. Participants gave birth
over pre-pandemic to post-pandemic time periods, so our results
are generalisable. We used the CEQ, one of the most commonly-
used measures of the multidimensional experience of labour
and birth, and one validated for use in the United Kingdom
[33]; our response rate was high for a postnatal questionnaire.
An evaluation of free-text comments was included to capture di-
mensions of childbirth experience not well-explored by multiple
choice questions.

Limitations include that women in the intervention (vs. control)
group completed the CEQ a few days earlier, but the original CEQ
was validated for use within one month following birth [12, 13],
by which time the vast majority of women in both trial arms had
completed it. Second, we did not measure the method of CEQ
completion, and it is likely that more women in the control (vs.
intervention) arm completed the questionnaire after discharge,
either self-administered and posted, or over the phone with
study teams. This may have been due to the higher likelihood
of planned, controlled birth in the intervention group, compared
to the unplanned nature that occurred more often in the control
group. Women may have been concerned about research staff
reading negative comments, even though they did not provide
clinical care. Nevertheless, there were no between-group differ-
ences in CEQ answers or free-text comments. Third, the CEQ was
designed to examine experiences after the first childbirth; while
approximately half of women in WILL were parous, the CEQ is
considered acceptable for use in these women. Fourth, the expe-
riences of women who participated in the trial may be different
from those who chose not to. There are aspects of the CEQ that are
not applicable to all women; examples include the ‘Participation’
domain for women who chose an elective Caesarean birth; those
without a partner; those who received care from multiple mem-
bers of staff with whom they had different experiences; or those
whose mobility changed during labour. Also, it is possible that
staff treated women in the trial differently, knowing that their
childbirth experience would be measured. Finally, the CEQ was
provided only in English, although the ethnic mix of women was
similar in intervention and control groups.

5 | Conclusions
For women with chronic or gestational hypertension who re-

main well at term gestational age, we found no difference in
childbirth experience between women randomised to planned

early term birth at 3870-3 weeks' gestation, compared with usual
care at term. This was true regardless of initiation of birth,
mode of birth, or pregnancy outcome, and in directed content
analysis of free-text comments. Based on these findings, shared
decisions about the timing of birth may be more influenced by
differences in clinical outcomes and costs. Additionally, labour
induction experiences may be improved with good information-
sharing and preparation, to facilitate a sense of ownership and
control of labour.
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