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A B S T R A C T   

Background: Positive benchmarking can serve as a catalyst for maternity care improvement. 
Aim: To retrospectively benchmark Flemish maternity care providers’ qualities, based on women’s positive care 
experiences, and to explore which attributes of the different care providers contribute to these experiences. 
Methods: A sequential, two-phased mixed-methods study benchmarking the qualities of the community midwife, 
the hospital midwife, and the obstetrician. An online questionnaire was used to collect the data among pregnant 
and postpartum women, who rated their care experiences with the various care providers using the Net Promoter 
Score. Non-parametric and post hoc tests established the differences between types of clinicians and between 
antenatal, intrapartum, and postpartum Net Promoter Score mean scores. Content analysis was used to construct 
a final pool of keywords representing attributes of care professionals, accumulated from the promoters’ free text 
responses. Ranks were assigned to each keyword based on its frequency. 
Findings: A total of 2385 Net Promoter Scale scores and 1856 free-text responses of 1587 responders were 
included. The community midwife received the overall highest NPS scores (p < .001). The promoters (n = 1015) 
assigned community midwives the highest NPS scores (9.67), followed by obstetricians (9.57) and hospital-based 
midwives (9.51). The distinct benchmarking attributes of community midwives were availability (p < .001), 
supportiveness (p = .04) and personalised care (p < .001). Being honest (p < .001), empathic (p < .001) and 
inexhaustible (p = .04) benchmarked hospital midwives. Calmness (p < .001), a no-nonsense approach (p <
.001), being humane (p = .01) and comforting (p = .02) benchmarked obstetricians. 
Discussion/Conclusion: The findings indicate that all care providers are highly valued, but community midwives 
are ranked the highest. The distinct differences between the care professionals can serve as exemplary perfor-
mance for professional development and shape the profiles of maternity care professionals.   

Introduction 

Maternity care services in Flanders, the northern and Dutch-speaking 
part of Belgium, are structured hierarchically and are mainly overseen 
by obstetricians within a medical model of care. Obstetricians direct 
antenatal and intrapartum care in Flanders, with nearly all births (99.2 
%) taking place in hospital (Christiaens et al., 2013; DeVlieger et al., 
2021; Goemaes et al., 2020). Most childbearing women (99.5 %) opt for 
an obstetrician as their primary care provider during antenatal and 
intrapartum care. A hospital midwife and an obstetrician typically 
attend the birth in a hospital setting. The hospital midwife is usually 
unknown to the woman. After the birth, women remain in the hospital 
for approximately two days and receive care from hospital midwives. 
Once discharged, the community midwife provides further postpartum 
care (Helsloot and Walraevens, 2015). There has been an increase in 

independent primary care midwives providing autonomous community 
care (Helsloot and Walraevens, 2015). Currently, 53 % of Flemish 
women receive care from community midwives at some point during the 
perinatal period, which can include antenatal, intrapartum, and/or 
postpartum care, although not all Flemish hospitals allow community 
midwives to autonomously provide intrapartum care to women in their 
caseload (Helsloot and Walraevens, 2015). The community midwife can 
be consulted until one year postpartum (Helsloot and Walraevens, 
2015). Maternity care in Flanders is covered by the national health 
insurance. 

Maternity care quality is increasingly being evaluated based on 
women’s experiences and satisfaction, displaying a surge in interest in 
this area (Cellissen et al., 2022; Krol et al., 2015; Robert and Cornwell, 
2013; Willmington et al., 2022). Traditionally, the focus of performance 
measurement has been on technical interventions and adverse events 
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rather than on women’s satisfaction and experiences (Baxter et al., 
2016; Escuriet et al., 2015). To address this gap, the International 
Consortium for Health Outcomes Measurement (IHCOM) developed 
patient-reported experience measures in addition to clinical indicators. 
However, the standardised closed questions used to report patient ex-
periences are inadequate in capturing the (subjective) nuances of 
patient-care provider interaction associated with patient satisfaction 
(De Rosis et al., 2020)—whereas personal strengths and qualities of 
healthcare professionals are instrumental in shaping the maternity care 
(lived) experience (Kuipers et al., 2021; Mannava et al., 2015). 

The experiences at the interpersonal care provider-service user level, 
is addressed by healthcare benchmarking through measuring and ana-
lysing personal strengths and qualities of care professionals and identi-
fying positive care behaviour (Ettorchi-Tardy et al., 2012). Identifying 
professionals’ positive care behaviour is best established by service users 
from which quality indicators can be derived (Baxter et al., 2016). 
Maternity care promoters, recognised as loyal, satisfied, and enthusiastic 
service users (Torres et al., 2009) are by far the best individuals to 
benchmark the positive personal assets of maternity care professionals 
and to provide valuable feedback, providing care professionals with 
insights in learning from the excellence of themselves and/or others 
(Kelly et al., 2016; Torres et al., 2009). The use of women’s reporting to 
appraise the performance of maternity healthcare professionals can 
serve as a catalyst for enhancing the quality of care provided, and as a 
facilitator of a positive culture in maternity services. Positive bench-
marking by highlighting high standards, so called “naming and 
faming”— of that which is desired or something to be proud of—can help 
to enhance the reputation of maternity care professionals (Adams et al., 
2022; Bevan et al., 2019; Collins-Fulea et al., 2005; Harrison et al., 
2015). Positive benchmarking has the potential to attract and retain 
high-quality professionals in the field and to enhance motivation and 
resilience (Kelly et al., 2016). Identifying the attributes of clinicians 
associated with good or excellent experiences of service users has a 
positive reinforcing effect on healthcare professionals and their profes-
sional development (Baxter et al., 2016; Borghini et al., 2021; Ettorch-
i-Tardy et al., 2012). That is, only when emphasis is placed on the 
exemplary performance of the care professionals (Baxter et al., 2016). 
To integrate women’s voices in evaluating quality-of-care professionals, 
it has been recommended to do this using a survey supplemented with a 
qualitative approach (Cellissen et al., 2022). 

The aims of this study were to (1) positively benchmark the Flemish 
maternity care providers based on the highest levels of patient/woman 
experiences (promoters) with antenatal, intrapartum, and/or post-
partum care, either provided by the community midwife, the hospital 
midwife, and/or the obstetrician; and (2) explore which excellent at-
tributes contribute to women’s positive experiences with the different 
care providers. Positive benchmarking in this study involves several 
steps, including data analysis and qualitative investigation of factors 
that support the observed performance (Ettorchi-Tardy et al., 2012; 
Willmington et al., 2022). 

Methods 

Design 

This study is a mixed-methods QUAN-qual sequential study 
(Schoonenboom and Johnson, 2017) carried out among pregnant and 
postpartum women in Flanders (Belgium), with the performance-level 
benchmarking across various maternity care providers, based on 
women’s reported experiences as main measure. 

Sample 

Participants were eligible if they were receiving antenatal care or 
had received intrapartum and/or postpartum care from a community 
midwife, hospital midwife, and/or obstetrician in Flanders. Two cohorts 

were formed for the study: (1) the pregnancy and (2) childbirth cohort. 
Pregnant women were included during any trimester of pregnancy. 
Postpartum women were included when they had given birth one year 
prior to participation. Women giving birth before 32 weeks of pregnancy 
were excluded, as were those who had given birth <6 weeks to reduce 
the impact of the birth on recall (Schulz and Wirtz, 2020; Waldenström, 
2004). 

Sampling 

We utilised various non-probability recruitment strategies such as 
convenience sampling, voluntary response sampling, and snowballing. 
We contacted 90 community midwifery practices in Flanders to 
distribute the study invitation among pregnant and postpartum women 
via flyers and posters. We approached five Flemish maternity units to 
display posters and circulate the flyers. This ratio reflects the distribu-
tion of community midwives and maternity hospitals in Flanders. Mid-
wives and hospitals acted as “gatekeepers” to contact potential 
participants. We additionally recruited participants via approximately 
100 open social media platforms that specifically target pregnant 
women and young mothers in Flanders. A Uniform Resource Locater 
(URL)-link or Quick Response (QR)-code that was included in the 
posters, flyers, and social media posts anonymously directed partici-
pants to the questionnaire. 

Data collection 

Data were collected between February 28 and July 22, 2022, using 
online questionnaires. Cohort 1 participants were asked to reflect on 
their current pregnancy, and cohort 2 participants were asked to reflect 
on their last labour and birth and/or postpartum period. Participants 
were asked to report their satisfaction with the community midwife, 
hospital midwife, and/or obstetrician. Participants could select more 
than one maternity care professional. 

Measures 
The outcome of interest was women’s self-reported experiences with 

one or more maternity care professionals during care encounters in 
pregnancy, birth, and postpartum. Per care provider, responders were 
asked to rate their experiences on a scale of 1 (not satisfied) to 10 (very 
satisfied), phrased as: “how would you rate your experience?” The rating 
was followed by an open-ended free-text item for participants to freely 
and unstructured elaborate on their score. Information about socio-
demographic and personal details was collected. The questionnaire was 
available in the Dutch, French, and English languages. 

Ethical statement 

The Ethics Committee Social and Human Sciences Antwerp Univer-
sity (SHW_22_04, 16 February 2022) approved the study after review of 
the research proposal, the information letter for participants, the 
informed consent form, and the questionnaire. Before initiating the 
survey, all respondents signed an electronic informed consent form, 
which was built into the online questionnaire. 

Analysis 

Statistical analysis 
The analyses were performed using the Statistical Package for the 

Social Sciences© (SPSS) version 28. We calculated descriptive statistics 
for the participants’ sociodemographic and personal details. For analysis 
and interpretation of the ratings, we applied the criteria of the Net 
Promoter Score (NPS), a measure used within (non)profit organisations 
and in health care (Bevan et al., 2019; Krol et al., 2015). Respondents 
scoring 9–10 were categorised as promoters (satisfied loyal enthusiasts), 
7–8 as passives (satisfied but non-enthusiasts), and respondents scoring 
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≤6 were categorised as detractors (unhappy service users). The overall 
NPS was calculated as the % Promoters – % Detractors (Krol et al., 
2015). The normality of NPS distribution was checked with the Sha-
piro–Wilk test. Kruskal–Wallis tests established the differences in mean 
NPS between types of clinicians and between antenatal, intrapartum, 
and postpartum NPS mean. Bonferroni post hoc tests examined further 
significance. When significance in differences was shown, a Welch 
ANOVA with post hoc Bonferroni test was performed. The p-value was set 
at <.05. An a priori sample size calculation showed that we needed a 
minimum of 382 participants for both pregnant and intra-
partum/postpartum samples (p < .05, CI 95 %). 

Content analysis 
To identify the reasons behind the highest scores, a further analysis 

of the free text answers of the promoters (scores 9–10) was executed. At 
this point, the passives and detractors were excluded from the analysis. 
Per care provider, the free-text data was organised in Excel for content 
analysis (Bengtsson, 2016). Two researchers independently searched the 
free texts for meaning units and independently extracted codes (nouns, 
adjectives, and verbs). The codes were compared and categorised, and 
further compiled into keywords that represented the attributes. This 
process of decontextualization, recontextualization, categorization, and 
compilation of keywords was discussed among all researchers. The 
keywords were configured and compared so that all synonyms and de-
rivatives could be merged into a final pool of terms (Bengtsson, 2016). 
All keywords were quantified, and a Chi-square test adjusted for the 
p-values with the Bonferroni method was used to show the significant 
differences and similarities between the care professionals. The key-
words showing a statistically significant difference between the care 

professionals (p < .05) were entered in the word analysis program 
Wordart©. Per care professional, the keywords were displayed in a word 
cloud. The weight of the number of times a word occurred influenced the 
size at which the keywords were displayed in the word cloud, visualising 
which attributes benchmarked each care professional. Examples and 
quotes from the open-text answers illustrate the attributes. 

Results 

A total of 2475 questionnaires were received, of which 323 were 
removed due to incomplete socio-demographic details and no consent 
given (13 % non-responders). Of the remaining 2152 (87 %) responders, 
341 were removed based on inclusion- and exclusion criteria, and 224 
questionnaires were removed due to missing NPS scores, leaving 1587 
completers (64.1 % completion rate) (Fig. 1). The 1587 completers 
provided a total of 2385 NPS, and 1257 completers gave 1856 free-text 
answers. A total of 909 participants scored one maternity care profes-
sional, and 678 participants scored two or more maternity care pro-
fessionals. On average, each participant completed 1.5 (±0.66, range 
1–6) NPS. Cohort 1 (434 participants) completed 472 NPS (per partici-
pant on average 1.08 ± 0.28, range 1–3). Cohort 2 (1153 participants) 
completed a total of 1913 NPS; 1295 intrapartum NPS (per participant 
on average 1.3 ± 0.59, range 1–6) and 618 postpartum NPS (per 
participant on average 1.83 ± 0.64, range 1–6). Responders most often 
scored intrapartum care (54.3 %), followed by postpartum care (25.9. 
%) and antenatal care (19.8 %). Responders most often scored the 
community midwife (44.8 %), followed by the obstetrician (40 %) and 
the hospital midwife (15.2 %). 

Fig. 1. Flowchart participants.  
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Participants 

The participants were predominantly born in Belgium (92.8 %). Most 
of the participants had a relationship (96.7 %), a job (89.4 %), and re-
ported high levels of education (62 %). The sample included nearly two- 
thirds of multiparous women (59.6 %) (Table 1). Cohort 1 included 
statistically significantly more multiparous women compared to cohort 
2 (71.4 % % vs 55.2 %) (p < .001). Of the cohort 2 participants, 79.6 % 
had a spontaneous vaginal birth, and 7 % had an out-of-hospital birth. 

Net Promoter Score (NPS) 

The Shapiro–Wilk test showed a non-normal distribution for the NPS 
(W = 0.75, p < .001). The total NPS was +52.8, consisting of % pro-
moters (62.9 %) – % detractors (10.1 %). 

Differences between NPS categories 
Kruskal–Wallis indicated statistically significant differences between 

the NPS categories (p < .001). 
Detractors scored a NPS mean of 4 (±1.8, range 1–6), passives 7.7 

(±0.5, range 7–8) and promoters scored a NPS mean of 9.6 (±0.5, range 
9–10). 

NPS differences between the various maternity care professionals 
Kruskal–Wallis showed statistically significant differences between 

maternity care professionals. Overall, the responders assigned the 
community midwife the highest NPS mean (9.03, ±1.37, range 1–10), 
followed by the obstetrician (8.18, ±2.02, range 1–10) and the hospital 
midwife (7.96, ±2.33, range 1–10) (p < .001). The scores from the 
promoters showed the same significant differences. The promoters 
assigned the community midwife the highest NPS mean (9.67, ±0.47, 
range 9–10), followed by the obstetrician (9.57, ±0.50, range 9–10) and 
the hospital midwife (9.51, ±0.50, range 9–10) (p < 0.001). 

NPS differences throughout the perinatal period 
Kruskal–-Wallis showed statistically significant NPS differences (p <

.001) throughout the perinatal periods (pregnancy, birth, and post-
partum). A post hoc (Welch) Bonferroni test indicated no statistically 
significant differences (p = .11) and further analysis was discontinued. 

Free text analysis 

The sample consisted of 63.9 % (n = 1015) promoters who provided 
863 free-text answers (Fig. 1). From the free-text answers, we extracted 
1617 meaning units, from which we accumulated a total of 50 different 
keywords. Forty-eight keywords represented the attributes of commu-
nity midwives, with most entries for availability (n = 173). Forty key-
words represented obstetricians, with most entries for informative (n =

Table 1 
Details participants.   

All participants (n = 1587)  
Mean (SD±) range 

Age participants (in years) 30.3 (±4.2) 18–46 
Number of pregnancies 2.0 (±1.2) 1–10 
Length of gestation (in weeks) 25.1 (±9.3) 4–41 
Gestational age at birth (in weeks) 39.1 (±1.6) 32–44 
Postpartum period (in weeks) 24.4 (±14.2) 6–53  

N (%) 
Nulli/primiparous women 641 (40.4) 
Multiparous women 946 (59.6) 
Born in Belgium  

Yes 1473 (92.8) 
No 114 (7.2) 

Relationship:  
In a relationship 1534 (96.7) 
Single 53 (3.3) 

Highest level of education:  
Primary education 42 (2.7) 
Secondary education 549 (34.6) 
Bachelor/ Master/ PhD 996 (62.7) 

Work situation:  
Paid job 1384 (87.2) 
Unpaid job 35 (2.2) 
Student 25 (1.6) 
Job seeking 43 (2.7) 
Maternity/parental leave/benefits 100 (6.3)  

Table 2 
Attributes of community-, hospital-based midwives and obstetricians.  

Attributes Community 
midwife 

Hospital 
midwife 

Obstetrician Total P- 
value 

Availability 173 4 26 203 <.001* 
Informative 98 23 73 194 <.001* 
Supportive 95 25 30 150 .040* 
Listening 72 12 56 140 <.001* 
Takes time 69 13 31 113 .64 
Personalised 

care 
34 1 2 37 <.001* 

Kindness 33 39 2 74 <.001* 
Reassuring 30 9 31 70 <.001* 
Attentive 23 2 6 31 .23 
Problemsolving 19 1 4 24 .13 
Involved 18 0 12 30 .026* 
Understanding 18 8 18 44 .012* 
Shared decision- 

makinga 
14 5 10 29 .35 

Respectful 12 5 12 29 .07 
Awareness 12 3 4 19 .88 
Calmness 13 10 27 50 <.001* 
Considerate 12 4 14 30 .017* 
Compassionate 10 2 15 27 .001* 
Informed choice 9 1 2 12 .58 
Caring 10 6 4 20 .09 
Physiological 

approach 
11 1 0 12 .07 

Approachable 9 0 2 11 .27 
Empowering 8 0 0 8 .07 
Trusthworthy 12 2 10 24 .16 
Empathy 7 15 1 23 <.001 
Honest 6 25 1 32 <.001 
Patience 6 3 2 11 .39 
Consent 8 1 2 11 .71 
Encouraging 6 7 4 17 .003* 
Continuity of 

care 
6 0 0 6 .14 

Woman’s 
advocate 

6 1 0 7 .28 

Calming 5 2 3 10 .31 
Compliant 5 3 5 13 .24 
Collaborative 5 1 4 10 .57 
Motivating 6 2 3 11 .88 
Referral 5 0 1 6 .46 
Holistic 5 0 0 5 .19 
One-to-one care 4 1 0 5 .41 
No-nonsense 4 0 24 28 <.001* 
Dedicated 4 2 2 8 .63 
Humane 3 1 7 11 .01* 
Balanced 

presence 
2 3 0 5 .008* 

Realistic 1 0 1 2 .68 
Comforting 1 0 4 5 .02* 
Evidence based 1 0 2 3 .25 
Neutral 1 0 1 2 .68 
Proactive 0 0 1 1 .23 
Enthusiastic 1 0 0 1 .72 
Culturally 

sensitive 
1 0 0 1 .72 

Inexhaustible 0 1 0 1 .04* 
TOTAL 907 462 248 1617   

a All stages of shared decision-making mentioned according to Elwyn et al. 
(2012). 

* P-value <.05: Attributes showing statistically significant differences be-
tween all maternity care providers. 
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73) and 36 keywords represented the attributes of hospital midwives, 
with most entries for kindness (n = 39) (Table 2). The attributes avail-
ability, informative, supportive, listening, personalised care, kindness, 
reassuring, being involved, understanding, calmness, considerate, 
compassionate, empathy, honesty, encouraging, no-nonsense, humane, 
balanced presence, comforting and being inexhaustible showed statis-
tical differences between the maternity care professionals (Table 2). 

The community midwife 
The community midwife’s unique benchmarking attributes are being 

available (p < .001), being supportive (p = .04) and providing person-
alised care (p < .001) (Table 2). Availability was described in terms of 
time, the availability of the community midwife as a resource of infor-
mation and support, and the availability of a midwife within proximity. 
Promoters reported to be able to contact (phone, message, or visit) the 
community midwife for questions or concerns: “I had the feeling I could 
always rely on her…She took time for me, she was there when I needed her… 
She was there (for me) as a helpline, a resource of helpful information…Easy 
to contact.” Supportive referred to the support of psychological and not 
only the physical aspects of pregnancy and birth, the midwife’s support 
during the birth, the support of aiming for and achieving a physiological 
birth, supporting women’s choices and decisions, and providing prac-
tical support (advice) during the antenatal and postpartum period: “She 
never pushed me into making decisions, anything goes…She supported me 
when I was in doubt about what to do, when I was scared or worried…Her tips 
and tricks were really helpful and supportive…Her support helped me to 
achieve a natural birth…Her breastfeeding support was amazing.” Person-
alised care was described as a midwife with a personal and individu-
alised approach, making an effort to build a relationship with the 
woman and being receptive to the needs and preferences of the indi-
vidual woman: “A midwife who knows me, who is interested in my needs, 
who makes the effort to get to know me, who meets my needs, who is inter-
ested in what I need, who sees me as an individual…A personal connection… 
All advice was tailored to me and my personal situation…Every time she 
considered “me”: my wishes, my needs, my baby, my situation.” (Fig. 2). 

The hospital midwife 
The hospital midwife’s unique benchmarking attributes are being 

honest (p < .001), empathic (p < .001) and inexhaustible (p = .04) 
(Table 2). Although being inexhaustible showed statistical significance; 
this key term occurred only once in the free-text data, mentioned by one 
participant. Being honest was described as a midwife who was open and 
honest in situations when things didn’t go as planned or anticipated: 
“She gave clear information when I had to go for an emergency section…She 
was very honest and transparent, so I knew what was happening…She did not 
stop me from raising my concerns and fully informed me and my partner, 
discussing everything we needed to know…She was open about the disad-
vantages.” Empathy referred to a midwife showing sympathy and 

understanding for the labouring woman: “She completely placed herself in 
my rhythm and my needs… She really understood me, showing sympathy for 
me and for my situation…We established a great rapport.” Being inex-
haustible was described as “limitless energy” (Fig. 3). 

Shared attributes between community and hospital midwives 
Both the community and hospital midwives statistically significantly 

differed from the obstetrician by their kindness (p < .001), being 
encouraging (p = .003), and their balanced presence (p = .008) 
(Table 2). Words used to describe kindness were “nice,” “kind,” 
“friendly,” “considerate,” “sweet,” “good,” “lovely,” “loving.” The com-
munity midwife’s encouragement referred to stimulating the woman’s 
self-management of the antenatal process and caring for the baby in the 
postpartum: “She encouraged me to make my own decisions and to voice my 
wishes…She encouraged us to handle our baby in our own way”. The hos-
pital midwife’s encouragement applied to labour and birth and breast-
feeding: “She was very encouraging during my contractions; she encouraged 
me throughout the birth…She kept positively encouraging me to continue 
breastfeeding.” The balanced presence of both community- and hospital 
midwives referred to labour and birth, being present when needed and 
when suiting the woman and fitting the situation, and the art of ’doing 
nothing’: “The midwife was there, present when appropriate, doing the 
appropriate thing and saying the appropriate thing at the appropriate time, 
attuned, in the background…Not invading my bubble…She only stepped in, 
when necessary, needed, or when asked…Everything she did was tailored to 
the situation.” 

The obstetrician 
The obstetrician’s unique benchmarking attributes are calmness (p 

< .001), no-nonsense approach (p < .001), being humane (p = .01) and 
comforting (p = .02) (Table 2). Calmness was described as how the 
obstetrician was able, through his or her presence and communication, 
to destress or de-escalate a situation: “She made me not to worry too 
much…She created a very relaxed atmosphere…He calmed me down when I 
panicked.” No-nonsense referred to the obstetrician’s approach while 
informing the woman during care. The words to describe the no- 
nonsense approach were “to-the-point,” “straightforward, “say it as it is, 
“up front,” “straight to the point,” “no-nonsense,” “direct”: “He stated the 
facts whether they were good or bad…He did not beat around the bush and 
did not hide anything…He told it like it was.” Humane refers to the 
response of the obstetrician in a situation where foetal anomalies or 
foetal death occurred: “He reacted so humanly when we found out about the 
baby having problems…Such a normal, humane response…There was a hu-
mane connection.” Comforting refers to feeling comfortable and secure: 
“I felt at ease in the obstetrician’s care…She made me feel at ease.” (Fig. 4). 

Shared attributes between obstetricians and community midwives 
Both the community midwife and obstetrician statistically signifi-

cantly differed from the hospital midwife by listening (p < .001), being 

Fig. 2. Word cloud community midwife.  Fig. 3. Word cloud hospital midwife.  
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informative (p < .001), reassuring (p < .001), involved (p = .026), un-
derstanding (p = .012), considerate (p = .017), and being compassionate 
(p < .001) (Table 2). Promoters reported that the community midwife 
listened to the woman’s needs, questions, choices, opinion, problems, 
worries, concerns, personal story, wishes, experiences, emotions, and 
feelings. The obstetrician listened to the woman’s opinion, needs, and 
wishes. The promoters reported that being informative related to the 
content of the information and to the way the information was given. 
The community midwife was informative about the birth process, place 
of birth, the birth plan, the care pathway, (vaginal) examinations, 
emotional wellbeing, breastfeeding, and practical tips & tricks during 
pregnancy, birth, and postpartum (recovery): “Information about abso-
lutely everything…She informed me about everything she was going to do.” 
The obstetrician was informative about interventions such as ultrasound 
and pain relief. Sufficient, necessary, detailed, correct, consistent, reli-
able, knowledgeable, exemplary, and explanatory information provided 
in a clear, understandable, professional, honest, and unbiased way 
applied to both care professionals. The presence, availability, informa-
tion, and practical and emotional support of the midwife was reassuring, 
as was the fact that the midwife believed in the woman and her ability 
and strength to give birth: “She made me believe in myself…I was not alone, 
the fact we could rely on her as a source of information and help was very 
reassuring… She made me feel so confident.” The expertise of the obste-
trician and the fact that the obstetrician sought solutions for problems or 
symptoms, did extra tests, and provided information were reported as 
reassuring: “Our first child had one kidney, every time I had an appointment, 
the obstetrician scanned the baby’s kidneys to reassure me…When everything 
went wrong, first with the induction, then the epidural, he did a c-section, that 
was very reassuring otherwise I don’t know what would have happened, he 
said it was better to be safe than to be sorry; all very reassuring.” Involve-
ment of the community midwife related to being involved in the wom-
an’s and her family’s life throughout the antenatal-intrapartum- 
postpartum continuum while the obstetrician was involved in the 
woman’s care management and pathway. The obstetrician was 
perceived as gaining understanding by listening to the woman: “He 
understood what I said,” while the community midwife was described as: 
“She heard me, and I felt understood.” Considerate referred to the 
thoughtfulness of both care professionals towards possibilities and to-
wards the preferences and needs of women. In terms of compassion, 
both care professionals were perceived as sympathetic, showing sym-
pathy in difficult situations, but the community- midwife was also 
described as: “Caring deeply.” 

No attributes shared between the obstetricians and hospital mid-
wives showed a statistically significant difference compared to the 
community midwives (Table 2). 

Discussion 

In this study, we named and famed three Flemish maternity care 
providers who all play a profound role in maternity care services: the 
community midwife, the hospital midwife, and the obstetrician. To the 
best of our knowledge, this is the first study that benchmarks different 
maternity care providers from the positive perspective of women who 
are recognised as promoters of maternity services. This study shows that 
although the community midwife had the highest NPS mean, the other 
maternity care professionals are also highly valued. All key terms related 
to the interpersonal manner of the three professionals, lacking mention 
of technical competences or system issues (López et al., 2012). This 
study showed that the three maternity care professionals have their own 
unique interpersonal assets, but they also share certain strengths and 
qualities, albeit with content nuances. The community midwife was 
characterised with the highest number of keywords, reinforcing the 
competence of this midwife in the affective domain (Krausé et al., 2020). 

Two-thirds of our sample was categorised as promoters, suggesting 
that many women are satisfied with their care professionals. The pro-
moter scores represent high ratings which is not unusual for studies on 
maternity care experiences (Baas et al., 2017; Fontein-Kuipers et al., 
2019). A ten-point grading scale is used in the grading percentage of 
Belgian higher education, with a minimum score of 5 or 50 % being the 
threshold for passing a test, although this score is considered a 
“detractor” in the NPS classification. A score of 8 or 80 % is considered a 
very good result in the Belgian context, but the NPS considers it “pas-
sive”. This suggests that the promoters in our study are thus “real pro-
moters” of Flemish maternity servicers (Krol et al., 2015). It is of interest 
to consider if the positive descriptions were based on women’s norms, 
preferences, or expectations of the specific healthcare professional or on 
positive deviances. A positive deviance is when healthcare professionals 
show behaviour uncommon for or different from colleagues belonging to 
the same professional group—in our case, midwives, or obstetri-
cians—but nevertheless show an asset for their professional group 
(Baxter et al., 2016). Regardless of whether the positive descriptions of 
the promoters derived from expectations or positive deviation, it does 
inform women whether a certain care professional suits their individual 
interpersonal interaction needs (Kuipers et al., 2021). Because in-
dicators for positive deviants for care professional groups defined by 
service users are limited (Baxter et al., 2016), this study could be a first 
step in defining interpersonal assets of maternity care providers. Further 
exploration of the origin of the experiences—as in normative or positive 
deviances—would be of interest for their broader use and meaning. Most 
NPS relate to the intrapartum period, suggesting this period is important 
to women and worth reflecting on. 

Maternity care services and their providers are currently criticised 

Fig. 4. Word cloud obstetrician.  
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and scrutinised (Ockenden, 2022) and therefore a prominent turn to-
wards signalling positive experiences during pregnancy, labour, and 
postpartum from the voices of childbearing women seems crucial (Kwee 
et al., 2020). By no means do we have the intention to deny or trivialize 
negative experiences of women in maternity services (Kuipers et al., 
2023). However, the findings of this study might benefit the entire 
maternity care services, including women—because care professionals 
are more likely to change their behaviour based on positive feedback on 
personal qualities and strengths (Baxter et al., 2016; Collins-Fulea., 
2005; Kelly et al., 2016; Willmington et al., 2022). The utilisation of 
women’s positive reporting, broadcasting the performance of maternity 
healthcare professionals, can serve as a catalyst for enhancing the 
quality-of-care and as a facilitator of a positive culture in maternity 
services, to attract and retain high-quality and motivated professionals 
in the field (Adams et al., 2022; Bevan et al., 2019; Collins-Fulea et al., 
2005; Harrison et al., 2015). Additionally, identifying the personal at-
tributes of healthcare professionals can influence regulatory bodies and 
education programs in shaping the profiles of maternity care pro-
fessionals and can be used for reflective practice as part of professional 
development (Collins-Fulea et al., 2005). 

Limitations 

The generalisability of the findings may be impaired by our sample. 
The women in our sample predominantly had a Belgian background, 
high levels of education, more out-of-hospital births, and more sponta-
neous vaginal births compared with national data (DeVlieger et al., 
2021; Goemaes et al., 2022; Statebel, 2022; Statistics Flanders, 2022). 
Moreover, because of the Belgian maternity culture (Christiaens et al., 
2013; DeVlieger et al., 2021; Helsloot and Walraevens, 2015), our 
findings might be cultural appropriate and not transferable to differently 
organised maternity care settings. 

The validity of our findings relies on the accuracy of women’s recall 
of subjective interpersonal care experiences. The women in cohort 2 
were asked to retrospectively report on their intrapartum and post-
partum experiences. Although women typically recall their maternity 
care experiences with considerable accuracy even years later (Rijnders 
et al., 2008), we nonetheless recommend consideration of this when 
interpreting the findings (Schulz and Wirtz, 2020; Waldenström, 2004). 
It could very well be that the NPS represented the sum of interactions 
with a care professional (Harrison et al., 2015). We are unaware if 
women reflected on a single moment with a specific individual clinician 
or on the whole of their clinical encounters, reflecting on more than one 
individual care professional. However, more than half of the sample 
consisted of multiparous women, women with more than one perinatal 
experience, and often responders evaluated more than one healthcare 
professional, allowing them to compare the different clinicians and 
reducing bias. Additionally, we did not specifically ask participants to 
describe excellent attributes but instead asked them to elaborate on their 
experiences in their open-text answers, possibly contributing to an un-
derreport of care professionals’ strengths and qualities. It can be rec-
ommended to further explore additional factors affecting the positive 
care experiences of women in maternity care services. Finally, our scores 
ranged from 1 to 10, while the original NPS ranges from 0 to 10 (Krol 
et al., 2015). Because the total sample included a small percentage of 
detractors, the effect on the mean NPS score and the distribution of the 
scores can be waived. 

Conclusion 

The study provides valuable insights into the perceptions of Flemish 
pregnant and postpartum women regarding their interpersonal experi-
ences with different maternity care providers. This study is the first to 
benchmark different maternity care providers based on the positive 
experiences of women. Although the community midwife had the 
highest NPS scores, the study highlights the unique and positive 

attributes of all maternity care providers—information that can influ-
ence regulatory bodies and education programs in shaping the profiles of 
maternity care professionals. Although the study has limitations, it 
makes a significant contribution to benchmarking the personal qualities 
and strengths of maternity care professionals. The study emphasizes the 
importance of signalling positive perinatal experiences, especially in a 
field currently facing criticism and scrutiny. Understanding the distinct 
differences can help women in reflecting on their personal needs and 
which caregiver has the attributes that fit her needs. Understanding the 
distinct differences can facilitate a positive culture in maternity services, 
serve as exemplary performance for professional development, and 
shape the profiles of maternity care professionals. The results are rele-
vant for maternity care providers, healthcare organisations, policy-
makers, education, and the wider public. 

Statement of Significance 

Problem or issue 

Little is known about how maternity service users positively 
benchmark the interpersonal manner of maternity care providers. 

What is already known 

Benchmarking identifies the best performers in care services, their 
exemplary performance, contributing to proud professionals and a 
positive culture in healthcare services. 

What this paper adds 

Different maternity care professionals have their own unique assets; 
the mutual strengths and qualities vary in content. 
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