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Abstract
Introduction  Fundal pressure (FP) during second stage of labour has been discussed controversially. The intervention 
involves pressure to the uppermost part of the uterus to assist vaginal birth. While evidence is lacking, women report dif-
fering experiences from violent and traumatic to positive and helpful. This paper examines the experience of FP from the 
perspective of women without evaluating the intervention itself.
Methods  The informed grounded theory study included 12 experiences of FP. The inclusion criteria were hospital births 
with application of FP no longer than 12 months ago. Inductively generated codes were aligned with a previously developed 
theoretical model on perception formation during obstetric situations.
Results  The women’s appraisal of FP was determined by the level of perceived comprehensibility (understanding of situation 
and intervention) and manageability (ability to cope) as well as respective subcategories. Depending on the depictions of the 
participants, we determined six FP experiences as positive, three as neutral and three as negative. In all classifications, there 
were cases of low comprehensibility largely tied to brief medical explanations given the urgency of the situations. Regard-
ing manageability, positive experiences were connected to high, neutral experiences to moderate, and negative experiences 
to low levels of manageability.
Conclusion  Our study indicates that women’s appraisal of FP is determined by the level of comprehensibility and particularly 
manageability. In light of the controversies around FP, we do not take position whether FP should be applied or banned but 
conclude that if FP is applied, women’s comprehensibility and manageability need to be safeguarded.
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What does this study add to the clinical work 

Despite lack of evidence and guidelines discour-
aging its practice, Fundal pressure (FP) is widely 
applied. If the intervention needs to be applied, 
women’s comprehensibility and manageabil-
ity should be ensured through clear explanations, 
patient autonomy and ethical standards.

Introduction

Fundal pressure (FP), also known as Kristeller manoeuvre, 
is applied by obstetricians and midwives to assist vagi-
nal birth and prevent protracted second stage of labour, 
instrumental birth or secondary caesarean section [1–5]. 
It involves manual pressure to the uppermost part of the 
uterus towards the birth canal [5]. To date, evidence 
regarding maternal and neonatal benefits and harms of 
the intervention is lacking [5, 6]. In this light, national 
and international guidelines advise against its use [7, 8] 
while some authors describe possibilities of gentle assisted 
pressure [9–11] and the need for standardised guidelines of 
application to prevent uncontrollable pressure and result-
ing harm [4, 12, 13]. The German obstetric guideline [14] 
recommends not to apply FP and to only consider it under 
strict medical indication and adherence to specific condi-
tions such as the woman’s right of veto.

Beyond clinical debates, the application of FP raises ethi-
cal concerns regarding informed consent, patient autonomy 
and obstetric violence. Studies showed that interventions 
applied without explicit consent can contribute to negative 
birth experiences and long-term psychosocial consequences 
[15, 16]. Jardim and Modena [17] classify FP as obstetric 
violence (OV) and several studies underline the negative 
effects of the intervention on mother and child such as inju-
ries, complications or posttraumatic stress [18–25].

Amidst the controversial debates and lacking evidence, 
FP continues to be applied worldwide [3, 6, 11, 26, 27], 
oftentimes undocumented [11, 28, 29] and in different meth-
ods of application [4, 30]. Existing literature mainly focuses 
on physical injuries [13, 20, 23] and the acceleration of birth 
process [29, 31] rather than examining how the intervention 
is implemented and communicated or how mothers experi-
ence it [5, 28, 32]. The limited number of studies describe 
varying experiences ranging from relieving and helpful to 
negative and even traumatic [18, 30, 32].

The main objective of this study is a better understand-
ing of women’s experiences of FP. We seek to explore the 

influencing factors of the different appraisals while refrain-
ing from evaluating the intervention itself.

Methods

The present study was conducted as part of MAM-Care, 
a mixed-methods study funded by the German Federal 
Ministry of Education and Research (FKZ: 01GY2110). 
Ethical approval was obtained from the Medical Faculty of 
the University of Cologne (vote no. 22–1260). We report 
in compliance with the consolidated criteria for reporting 
qualitative research (COREQ) [33]. Our data comprise 
interviews conducted by MO in 2023 as part of a previous 
Grounded Theory Methodology (GTM) study [34] within 
MAM-Care. Inclusion criteria involved women who had 
given birth in a hospital not longer than 12 months ago. 
The interviews captured various obstetric situations that the 
participants experienced from arrival at the delivery room 
until childbirth. The current analysis includes all interviews 
with experience of FP. We analysed 12 cases of FP from 11 
interviews as one interviewee (ID10) had two contrasting 
experiences (ID10/1, ID10/2) applied by two different phy-
sicians. The interviewees were recruited through three calls 
for participation shared on the MAM-Care Instagram page1. 
The first and second recruitment post called for women who 
had experienced OV. The third post asked for women who 
had experienced FP, providing a neutral definition without 
mentioning OV. The interviews were guided by narrative 
prompts and follow-up questions. The first narrative prompt 
referred to the topic of the recruitment (experience of OV or 
FP). Additional narrative prompts and questions referred to 
further experiences during childbirth as well as expectations 
prior to childbirth. The interviews took place in the project 
office or through video call. Further details are described in 
the previous study [34]. Table 1 summarises the character-
istics of the 11 interviewees. All interviews were conducted 
in German, all participants were native speakers.

To explore the subjective experience of FP, we followed 
an informed GTM approach [37, 38]. To remain receptive to 
novel, unexpected aspects, we first derived themes and cat-
egories directly from the data (inductively). This was done 
by three female project researchers (MO, LB, LHS) with 
backgrounds in sociology, health education and midwifery. 
The themes and categories were regularly discussed with 
the wider team. Analysis and data collection were charac-
terised by circularity and theoretical sampling as well as 
constant comparison. Data collection continued until no new 
themes emerged and theoretical saturation was achieved [35, 
36]. The inductively derived categories were aligned to the 
categories of the previously developed theoretical model 

1  https://​www.​insta​gram.​com/​mam.​care/

https://www.instagram.com/mam.care/
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(deductively) on perception formation regarding obstetric 
situations [34].

According to the model, the appraisal of an obstetric 
situation is determined by the level of comprehensibility 
(understandability) and manageability (ability to cope with 
the situation). These two components were influenced by 
several subcategories as displayed in Table 2. The previous 
study revealed that in situations perceived as OV, partici-
pants felt low levels of comprehensibility and manageability 
while positive experiences were connected to high levels. 
The two components showed close interrelatedness, in fact, 
some subcategories influenced both components (overlaps).

Based on the establishment of the individual levels of 
each subcategory, we classified all FP experiences. For this 
purpose, we assessed narrations and expressions used by the 
participants to describe their experiences of the interven-
tion (for example awful, pleasant). Mentioning only positive 
aspects was rated as positive (+), a mixture of positive and 
negative aspects as neutral (+/−) and only negative aspects 
as negative (−).

Results

Twelve FP experiences were analysed. Table 2 provides 
an overview of the category system. In the previous study 
[34], comprehensibility was subdivided into cognitive and 
physical (intuition) comprehensibility. Due to the urgency of 
imminent FP and accordingly reduced medical information, 
in the current study, we distinguished between comprehensi-
bility of the situation (both cognitively and physically) and 
of the intervention (cognitively).

Six experiences were classified as positive, three as neu-
tral and three as negative. In all classifications, we found 
participants who had received epidural anaesthesia and oth-
ers who did not. Further, different ways of execution (with 
hands, underarm, elbow, lateral upper body, using a cloth) 
were found in all classifications.

Positive experiences

In this experience classification, high levels of situational 
comprehensibility referred to understanding the urgency of 
the situation, the need for an intervention as well as the feel-
ing of being unable to push out the child on their own: “It 
was urgent, […] because the fetal heart beats kept getting 
worse” (ID10). “I could actually feel clearly what needed to 
happen next: In addition to what I was physically able to do 
on my own, more pressure had to be applied for her [child] 
to come out” (ID4).

Comprehensibility of the intervention often depended on 
explanations of the caregivers as described by interviewee 
7: “The senior doctor told me that during the next contrac-
tion she would like to press and push above the belly where 
the baby’s bottom is, to see if the baby stays in the pelvis 
or perhaps even moves towards the birth canal.” Due to 
the urgency of the situation, explanations were generally 
depicted as brief and two interviewees could not understand 
the medical explanation: “`I am going to push along’, no 
idea what he [physician] meant by that” (ID11).

Table 1   Characteristics of 
participants

Age at the time of delivery 
(mean; min–max)

33; 27–38
Parity
 Primiparous 10
 Multiparous 1

Highest level of education
 Lower than A-levels 1
 A-levels 2
 University 8

Health insurance
 Statutory 8
 Private 3

Table 2   Category system

Sub-categories Definitions of sub-categories Categories

Comprehensibility of the situation Cognitive understanding and physical intuition/sensing Comprehensibility
Comprehensibility of the intervention Cognitive understanding of what the intervention is about, 

how it is being exerted
Sense of orientation Availability of contact person (hospital staff) Comprehensibility 

and manageability 
(overlaps)

Expectation in comparison to actual experience Alignment of expectation (based on explanations, prior 
knowledge) and the experience

Sense of trust Interpersonal and professional trust in hospital staff
Sense of control Level of self-determination and self-efficacy during FP Manageability
Physical sensation Physical perception of FP
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Interviewee 11 got scared after the midwife said that 
the intervention may be experienced as traumatising. Par-
ticipants with prior knowledge mentioned that they only 
understood what the intervention was about due to this 
prior knowledge. In two cases, despite prior knowledge, 
participants could not recognise that FP was meant. “To be 
honest, I didn’t realise it was FP until after birth” (ID12). 
This was also related to the fact that in only three cases 
medical staff used the term FP or Kristeller manoeuvre to 
explain the intervention.

The participants described high levels of trust in the 
medical staff: “Maybe that’s why I had this confidence, 
because I trusted the midwife (ID12).” "I knew that if the 
midwives suggested something […], that it would help 
me." (ID4). Only interviewee 11 had a moderate level of 
trust. She disliked the physician, but consciously decided 
to embrace the situation and trust him.

The participants indicated that the intervention met 
their expectations or that they were pleasantly surprised: 
Interviewee 9 and 11 felt low comprehensibility but expe-
rienced the intervention as surprisingly pleasant.

Interviewees described high levels of control and under-
lined the perceived self-efficacy: “If I had just been lying 
there while she applied FP during the contraction, I don’t 
think it would have worked so well. But by gathering all 
my strength and really giving it my all to push, I supported 
her [physician]. Actually the question is, did she support 
me or did I support her?” (ID9). Further, interviewee 9 
felt reassured by the midwife mentioning her right of veto.

In this classification, participants described that the 
intervention felt supportive and relieving and that they 
did not feel pain or pain did not play a prominent role. “I 
only felt a sensation of pressure under the epidural, this 
was also the case during the execution of the Kristeller 
manoeuvre. I just had the feeling that I was helped to find 
the way down better. But there was no pain.” (ID10/2) “I 
really felt it as a gentle pushing along, […] like someone 
is helping to press something down, […] that I am not able 
to push down with my own strength” (ID12).

In some cases, the high levels of comprehensibility 
and manageability were also influenced by specific pref-
erences: Interviewee 4 and 10 wanted to avoid caesarean 
sections while interviewee 11 wanted to avoid a forceps 
delivery. “I just wanted this child to be born vaginally, 
I didn’t want an emergency caesarean section.” (ID10). 
None of the interviewees mentioned that caregivers gave 
alternatives to FP: “I was not informed about alternatives. 
[…] There was no ‘If we don’t do this, then we could do 
that.’ It was more like ‘Okay, we have to do this now, 
but you are allowed to say stop’” (ID11). Table 3 gives 

an overview of the perceptions of comprehensibility and 
manageability with respect to positive experiences of FP.

Neutral experiences

In this experience classification, two participants described 
high levels of comprehensibility. One experienced low sit-
uational comprehensibility: She realised that the midwife 
became hectic but she herself did not see any urgency: 
“There was no imminent danger for the child. This child 
had heartbeats, this child didn’t have an umbilical cord 
around its neck […], everything was fine” (ID6). The mid-
wife shouted at her to hold her breath when pushing and 
applied FP without prior communication. The participant 
highlighted that she only perceived the intervention mar-
ginally: “I didn’t really pay attention to the pressure. I 
focused on pushing. I can’t really say if it [FP] was help-
ful or not because when she stopped, I kept pushing on 
my own and then the baby came.” The strong focus on 
pushing and finally giving birth to the child on her own 
contributed to a higher level of control which led to a neu-
tral level of manageability in spite of lack of trust and the 
unannounced intervention.

Interviewee 10 (ID10/1) narrated that an assistant physi-
cian unexpectedly held the child in place between the con-
tractions which was uncomfortable and painful. Her veto 
being recognised immediately restored her sense of control 
and led to a neutral appraisal of the experience.

Interviewee 8 generally experienced low levels of control 
throughout the birth process: She could not feel the contrac-
tions well due to the epidural and because of foetal distress 
she only had few attempts to push before FP was applied. To 
her, FP was neither helpful nor negative. Both interviewee 6 
and 8 did not mention exacerbated pain during FP. Table 4 
shows the perceptions of comprehensibility and manage-
ability in relation to neutral experiences of FP. 

Negative experiences

In this experience classification, two participants expe-
rienced high levels of comprehensibility while one com-
prehended neither the situation nor the intervention wish-
ing for more calmness and time. Although she had prior 
knowledge about FP, she did not recognise it from the 
medical explanation: “‘We’re helping you, we’re helping 
to push from above’ […] I couldn’t understand that it was 
this [FP].” Interviewee 3 who felt the urgency of the situ-
ation did not want a detailed explanation: “I just thought: 
‘I don’t care, get the child out’.”

All interviewees of this classification experienced lack of 
coherence between expectation and experience. Interviewee 3 
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had a high level of comprehensibility but was overwhelmed by 
the sudden start of the intervention. Further, the intervention 
was exerted in an unexpected way. Interviewee 1 and 5 were 
overwhelmed by unexpectedly strong pain. Participants in this 
category described low levels of trust in the staff perform-
ing the intervention: “The doctor who came in to perform the 
maneuver—I didn’t know her. I had no connection with her. 
She just came in and was terrible. […]” (ID3).

The participants described low levels of control. Inter-
viewee 5 narrated that her veto was ignored by the physician. 
Interviewee 3 felt powerlessly overwhelmed by the FP experi-
ence: “My husband who is pressing my chin to my chest, some-
one pulling down there, the midwife shouting at me to push 
and someone sitting on top of me and pressing down.” Table 5 
summarises the perceptions of comprehensibility and manage-
ability related to negative experiences of FP. 

Summary of the results

Across all experience classifications, high and low levels of 
comprehensibility were experienced. However, the perception 
of manageability varied greatly among the different experience 
classificaons (see table 6). Apart from sense of orientation, 
all subcategories related to manageability indicate that posi-
tive experiences are connected to high levels, neutral experi-
ences to moderate levels and negative experiences to low lev-
els. Although all participants had a high sense of orientation, 
meaning that they had an explicit professional contact person, 
they experienced different levels of trust and control. 

Table 3   Positive experiences of FP

C M Representative quotes regarding C (comprehensibility) and M (Manageability)

ID4  +   +  One of the midwives, who was resting her elbow on my stomach, explained it in detail: ‘[…], I’m going to take my elbow, I’m 
going to lean on you heavily and I’m going to push really hard. Here we go.’ Well, I thought that was really quite remarkable 
that in a situation like this, which was stressful for everyone involved, everything was explained, and consent was asked for at 
all times. So it was absolutely clear to me the whole time that nothing would happen here to which I didn’t say ‘yes’

ID7  +   +  Well, she told me that very clearly. She showed me where the baby’s bum was, roughly on my tummy, and then she showed 
me where she was going to push. And then she said: ‘I would lean on there with my elbow and then try to push the little one 
down a bit with my elbow and then guide with my arm, with my hand, to somehow provide direction.’ And that’s exactly what 
she did.

I didn’t find it unpleasant at all or more painful than the contractions without this grip, without this pushing. On the contrary, 
I actually found it beneficial and helpful. […] And I am grateful to her [physician] that she did it that way, because before 
[pushing alone] was just fruitless.

ID9 –  +  At first, I couldn’t really imagine what it [medical information] meant. It wasn’t until she demonstrated it during the con-
traction break that I understood what it actually meant and was a bit scared of it because it [the demonstration] was very 
unpleasant for me. But I thought: ‘Okay, if it helps me.’

The doctor really made me feel comfortable and I had the feeling that if I said, ‘Stop, I don’t want it anymore’, she would really 
stop […] I really felt comfortable at that moment and thought: ‘Okay, I can trust her and as long as it’s okay for me, I would 
give it a try.’

ID10/2  +   +  He [senior physician] came in, you could tell he was in a hurry, he had only been in the room for like five or ten minutes, but 
he looked straight at me and said: ‘You’ve made it this far, we can do it now. Another one or two contractions. I’m going to 
help you again from the outside, if you don’t want it, then we’ll stop immediately, […] but I know you can do it.’ And he spoke 
to me so directly and encouraged me so much that I don’t think he even had to exert fundal pressure […].

He [physician] knew exactly how to do it and it was exactly the right distribution of pressure. It wasn’t too much, and it wasn’t 
too little. […] it was a feeling of relief during birth.

ID11 –  +  At that time, I didn’t even know this form of intervention existed […]. And then the midwife said: ‘It may be unpleasant. The 
doctor is about to press on your belly and push along with you. Many women experience this as traumatising and if you feel 
this way, then we stop immediately.’ For a short time, the word ‘traumatising’ really scared me.

The doctor pushed and my baby’s head dropped very low and from then on I was able to push and practically give birth to the 
baby on my own. In the end, I have to say that I am very grateful. I found it really pleasant because at last, something hap-
pened.

ID12  +   +  Then the gynaecologist asked, she would help or push along a little. […] somehow that felt absolutely right […].
At that moment, I perceived the gynaecologist’s intervention as supportive. It was like a pushing along. I didn’t feel any pain, 

[…] I was in a kind of pain bubble during every contraction anyway. That’s why I wouldn’t describe it [pain] as something 
outstanding.
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Discussion

The aim of this study was to explain the participants’ dif-
fering experiences of FP. For this purpose, we established 
their level of comprehensibility and manageability based 

on the previously developed theoretical model [34].
Although not recommended by the national obstetric 

guideline, FP is commonly used in German hospitals 
[27]. It takes place during second stage of labour and pro-
tracted birth processes which are per se vulnerable situa-
tions for the women as described in the literature [32, 39, 

Table 4   Neutral experiences of FP

C M Representative quotes regarding C (Comprehensibility) and M (Manageability)

ID6 –  + – After the second or third push didn’t work, she [midwife] placed herself on me and pushed, she didn’t speak to me beforehand. 
She didn’t speak to me during FP either, she didn’t say what she was doing or ask if everything was okay. She just did her 
thing […].

I can’t tell whether I found the pressure uncomfortable at the time, because I was so caught up in pushing.
ID8  +   + – At that moment, I knew what they meant [FP]. I had prepared myself for birth, what kind of interventions exist. I’d never seen 

a picture of how it [FP] actually happens. But I knew, okay, now there’s going to be some kind of pressure on my belly from 
above.

It wasn’t physically unpleasant […].
It was just so much at once, so many different things, so many people were there, but I didn’t think it was a big deal. It was just 

part of it, so I don’t see it as that negative. If it actually helped? It didn’t really [in the end interviewee 8 had an emergency 
caesarean section].

For me, it was okay. You always hear those stories about it [FP] being traumatic, like the doctor throwing himself on your 
stomach. But that wasn’t how I experienced it at all. So, from that perspective, it was fine the way it went.

ID10/1  +   + – In the antenatal class we also talked about the controversies around the Kristeller manoeuvre […]. And because of that I had 
already thought about it before the birth actually started […]. And I think it was good to have a certain idea of what it was 
beforehand and to have dealt with it mentally. Well, I think if she had told me that without me knowing what it was about, I 
would have been surprised what she meant by ‘a little help’, because it wasn’t just a little, it was a real intervention.

She then helped with the next contraction. But I felt that the pressure she exerted was too little and she then held the baby 
outside the contraction, she really pressed hard on my tummy, and I felt like she was squeezing the air out of me. That was 
a really unpleasant sensation at the moment when there was no contraction. And then I told her to stop, and she stopped 
immediately.

I felt it [sense of control] the whole time, because she really stopped as soon as I said ‘I can’t do it like this and I can’t 
breathe’.

Table 5   Negative experiences of FP

C M Representative quotes regarding C (Comprehensibility) and M (Manageability)

ID1  +  – I had heard about it that they support the birth process by pressing from above. But I had no idea how painful it would be.
Above all it was this emotional violence [blaming], but also the physical violence when these two people, the midwife and the 

senior doctor, pushed the baby out.
ID3  +  – My husband pushed my head down. The doctor was fiddling around with the suction cup and the other one started and pushed 

without saying another word.
I knew this manoeuvre but had imagined it […] to be different from what happened. […] I had thought: ‘When I push the contrac-

tion downwards, someone will push with the contraction from above.’ […] They communicated everything openly, but I was just 
screaming because I didn’t know anymore: ‘What on earth is going on here?’ The moment they started, I was so focused on the 
next contraction. And then she started and really pushed like […] a resuscitation movement, […] she jumped up and down and 
I just didn’t know what to do with myself anymore. I was just screaming. I wasn’t pushing at all because at that moment I just 
thought: ‘What on earth is going on here?’ That was just too much.

ID5 – – For me, it wasn’t that urgent. […] I actually needed more time and more calmness.
The announcement was like ‘I’ll push along a bit’ […]. By the time my head had even processed what that could mean, it had 

already happened.
And then she [physician] did it [FP] the first time and it hurt immensely and was incredibly uncomfortable and I pushed her hands 

away and said: ‘No, I don’t want that.’ […] but then she repeated it a second time.
That [FP] was the downside of the birth experience. […] Actually, it was not even the physical pain as such, but how I felt that I 

wasn’t seen and respected was the negative part.



1283Archives of Gynecology and Obstetrics (2025) 312:1277–1286	

40]. Urgent situations have been referred to as challeng-
ing regarding medical safety, patient communication and 
involvement [41]. All participants described that caregiv-
ers perceived the situation as urgent. This was compre-
hended by most participants. However, participants with 
low situational comprehensibility perceived the caregivers 
as unnecessarily hectic. This indicates that patients and 
caregivers may interpret situations differently. Caregivers 
may expect women to understand what is going on and 
therefore not see the need to explain actions and interven-
tions as shown in previous research [32, 42]. This under-
lines the need for continuous and more patient-centred 
communication.

Although the importance of clear preliminary explana-
tions as well as obtaining consent before applying FP have 
been emphasised in the literature [4, 7, 14, 43], our study 
reveals room for improvement in this regard. Participants 
pointed out that medical explanations were brief and alter-
natives were not mentioned. In some cases, FP was not 
named but described as helping or pushing along while in 
one case the intervention took place without any commu-
nication. Such observations were also made by other stud-
ies on FP [11, 44]. While some participants received com-
prehensible explanations, others relied on prior knowledge 
or were left without understanding the intervention. This 
highlights a gap in patient-centred care. It may be useful to 
intensify training for caregivers in terms of effective com-
munication in urgent situations. Future research should 
examine how individualised communication strategies 

could enhance maternal experiences of involvement and 
decision-making. From the perspective of mothers, it may 
be useful to address the intervention in prenatal classes 
since previous research has shown how prior knowledge 
can foster comprehending explanations, knowing prefer-
ences and participating in decision-making [45–47].

Our findings suggest that the perceived manageability 
plays a crucial role in shaping women’s experiences of FP. 
Manageability was high in positive experiences, moderate 
in neutral and low in negative experiences. In terms of 
physical sensation, in all positive experiences, participants 
could feel how the intervention helped them progressing. 
In the negative experiences, two participants stressed the 
strong pain but for one participant, the physical sensation 
was played out by the overwhelming loss of control. Such 
differing physical sensations of FP were also described 
in previous research [30, 32] which again calls for indi-
vidualised patient-centred approaches. Within our sample, 
epidural anaesthesia did not seem to influence pain percep-
tion during FP.

Strikingly, comprehensibility showed mixed results 
and despite not understanding the intervention, some par-
ticipants experienced FP positively. Notably, the level of 
manageability seemed to determine how the experience 
was appraised. This confirms our previous study [34], 
where we suggested that comprehensibility influences 
manageability but that the appraisal is mainly determined 
by the level of manageability. Experiencing the interven-
tion as pleasant and helpful seemed to outweigh previous 

Table 6   Summary of participants’ experiences of FP

Experience Comprehensibility Overlaps (Comprehensibility and Manage-
ability)

Manageability

Comprehensibility 
of situation

Comprehensibility of 
intervention

Sense of 
Orientation

Trust Expectation/
Experience

Sense of 
Control

Physical 
sensa-
tion

Positive ID4  +   +   +   +   +   +   + 
ID7  +   +   +   +   +   +   + 
ID9  +  –  +   +   +   +   + 
ID10/2  +   +   +   +   +   +   + 
ID11  +  –  +   + –  +   +   + 
ID12  +   +   +   +   +   +   + 

Neutral ID6 – –  +  –  + –  + –  + –
ID8  +   +   +   +   +   + –  + –
ID10/1  +   +   +   +  -  +  –

Negative ID1  +   +   +  – – – –
ID3  +   +   +  – – –  + –
ID5 – –  +  – – – –



1284	 Archives of Gynecology and Obstetrics (2025) 312:1277–1286

incomprehensibility. Notwithstanding, in the specific 
moment, incomprehensibility was experienced negatively 
which calls for more effective communication. In fact, pre-
vious research emphasised that lack of information can 
lead to lack of control and loss of autonomy [11, 19, 27] 
which in the end affects the level of satisfaction with the 
birth experience.

Study limitations

The heterogeneous birth experiences and varying executions 
of FP may at first seem not analytically comparable. Yet, 
the presence of all variations of FP application across each 
experience classification supported a robust comparative 
qualitative analysis. Further, our focus was on the individual 
experience and subjectively striking aspects. Therefore, we 
did not specifically ask for obstetric or neonatal outcomes 
such as Apgar-score or complications postpartum. In future 
studies, it may be worthwhile to quantitatively compare the 
different experiences of FP against clinical data. Our partici-
pants were mainly native speakers with higher educational 
levels. Since we only considered the experience of FP in the 
situation, studies on long-term effects may be interesting.

Conclusion

Our study examines how FP is experienced by women: 
The level of perceived comprehensibility and manage-
ability influenced if FP was experienced as positive, neu-
tral or negative. While our findings do not advocate for or 
against its use, they underscore the importance of ensuring 
that if FP is applied, the woman’s comprehensibility and 
manageability need to be safeguarded translating to clear 
explanations, patient autonomy and adherence to ethical 
standards. Strengthening patient-centred approaches may 
mitigate negative birth experiences associated with FP and 
other interventions. Obstetric training programmes should 
emphasise communication strategies that prioritise shared 
decision-making, particularly in high-stress birth situations 
even beyond FP. Additionally, we highlight the urgent need 
for clearer clinical guidelines on the application and commu-
nication of FP. Hospitals should establish transparent docu-
mentation practices for FP to ensure that the intervention is 
only applied when medically justified and to facilitate fur-
ther research. The latter should also focus on the underlying 
reasons behind the common practice in spite of controversial 
discussions, lacking evidence and opposing guidelines.
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