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Abstract: The effectiveness of childbirth education (CBE) has long been debated with studies showing contradictory outcomes for 
mothers and babies. Understanding how what is learned in CBE is translated into practice during labor and birth is an area that requires 
investigation as this may be a mediating factor in its effectiveness. Bowen family system theory’s concept of differentiation of self, the 
ability to be guided by and to act from one’s beliefs and values, is an organizing principle that may affect how relational factors affect 
the use and application of CBE at the time of birth. The ability to act with emotional maturity when faced with a stressor, such as 
childbirth, depends on an individual’s capability to separate thoughts from the more reactive feeling process. Recognizing how one’s 
level of differentiation interacts with the anxious responses of others may assist pregnant women and birth partners to make decisions 
more objectively about how they want to manage the birthing process. For the health professional, understanding the interplay of 
relationship variables, physiological stress, anxiety and individual reactivity may allow for the provision of more thoughtful evidence- 
based practice, which may increase objectivity, and aid communication and decision-making for women during birth. Bowen theory, as 
a comprehensive systems-based approach to understanding human functioning under stress, offers a novel approach to exploring the 
application of CBE during birth. 
Keywords: antenatal education, Bowen family systems, anxiety, human functioning, birth partner, relationship factors

Introduction
Part of the purpose of childbirth education, according to the Australian Clinical Practice Guidelines, is to generate 
confidence in a woman’s ability to give birth, prepare her for the pain of labor, and support her ability to give birth 
without pain relief.1 A recent systematic review showed that childbirth education can reduce maternal stress, improve 
self-efficacy, decrease the use of epidural anesthesia and lower the rates of caesarean sections.2 However, childbirth 
education differs widely and trials assessing its effectiveness and the usefulness of specific components show contra
dictory outcomes.2–4 There is a paucity of research looking at how childbirth education strategies, such as education 
about the physiological birth process and teaching of non-pharmacological pain relief techniques, are translated into 
practice during labor and birth.5 Furthermore, the support of birth partners and care-providers can be both an enabler and 
a barrier to childbirth education,5 highlighting the mediating effect relationship factors may have on the effectiveness 
of CBE.

Shared decision-making is touted as a cornerstone of ethical care, providing opportunity for high-quality and 
personalized care. Despite this, Villarmea and Kelly raised questions about the effect of dynamics in the birth room 
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that may undermine true shared decision-making.6 They state how decisions in maternity care “are framed in terms of the 
‘individual’ pregnant woman not at organizational level, which is where reality operates” (p516), and that a woman’s 
participation in decision-making while in labor has been undermined by discriminatory narratives throughout history that 
suggest women are less able to reason.6 Reed reflects on the “Herstory” of birth, discussing how underlying cultural and 
religious beliefs in the past have resulted in the modern approach to maternity care being centered around the needs of 
patriarchal institutions rather than women,7 which may impact how a woman decides to manage her labor.

Furthermore, the language used by clinicians is often too complex for any non-clinically trained person to understand, 
is underpinned by a philosophy of medical dominance, and as identified in Newnham et al’s ethnographic study of 
epidurals and waterbirth is biased towards the medical management of birth.8 This in turn influences the practices of 
care-providers, the information that the birthing woman and her birthing support partner(s) are presented with, and the 
decisions and choices she makes.8 Much of the health promotion literature targets individual-level attitudes and 
behaviors,9 without ever taking into account the up-stream stressors such as those that may exist within the organizational 
culture,10 the demanding workloads of staff,11 or any fear of litigation faced by clinicians.12 Additionally, healthcare 
staff’s ability to provide good leadership during anxious circumstances requires a balancing of emotions and intellect.13

A woman in labor who plans to utilize childbirth education strategies is therefore subject to influences that go well 
beyond her individual circumstances and reflect wider systemic issues.14 It has been noted that attitudes of staff and the 
impact of hospital policies can negate the effects of childbirth education, with obstetric management potentially derailing 
any effects childbirth education may have, thus rendering it meaningless.15 There is a mistaken belief that women who 
attend CBE will be treated the same by maternity staff as those who do not, meaning any differences seen in research 
outcomes can only be attributable to the education they receive in preparation for birth. Yet additional factors, such as 
pressures on the maternity system in relation to personnel, resources and regulatory requirements may inhibit women 
having choice and control over how they manage their births, given that the maternity system remains increasingly 
geared towards medical interventions that attempt to manage labor.14

Research therefore needs to investigate not only women’s and birth partners’ use of childbirth education but also the 
care-provider’s attitudes towards it and the way it is implemented in the system. Exploring individual characteristics and 
relational dynamics of those present at birth, as well as at all levels of maternity care and management, provides an 
important opportunity to uncover barriers and enablers to improving the implementation and integration of current 
childbirth education.

Bowen theory uses systems thinking to describe the interactions taking place between people and how this impacts 
functioning, specifically one’s ability to act more thoughtfully, even when facing physical, emotional and relational 
stressors.16 The purpose of this article therefore is to explore the theoretical framework of Bowen family systems theory 
as a way of understanding human functioning under stress and how it influences the application of childbirth education 
strategies in labor. It may well be relevant to include a component of psycho-education that pertains to understanding 
how stress and relational variables play a part in any person’s best attempts to implement the interventions provided via 
CBE. What follows in this paper is an exploration of Bowen theory as a theoretical perspective to explore how and why 
CBE translates into practice. It focuses on Bowen theory’s main concept relating to an individual’s differentiation of self 
and will be followed by delving into family functioning and fusion when considering the role that others play in 
implementing CBE strategies.

Bowen Family Systems Theory as a Theoretical Framework
Bowen observed how humans have instinctive reactions to others that are driven by physiological and biological 
responses, and considered people as part of their environment rather than separate from it.17,18 As a systems-based 
theory of human behavior, it asserts that rather than thinking in “cause and effect” terms, individuals would benefit from 
identifying interrelationships in groups, not focusing on the parts alone.19 It describes family members as living under the 
same “emotional skin”, meaning members are interdependent due to the connectedness and reactivity between them; 
when there is a change in one person’s functioning, it is predictably followed by reciprocal changes in the functioning of 
those around them.20 The level of interdependence that families experience will differ, but it always exists to some 
degree.
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Whilst the focus of this paper is on the family and maternity system, “Bowen family system” theory as a theoretical 
framework posits that all individuals are embedded within interlocking systems of influence, whether relational, 
professional, organizational, social, political, religious, and cultural, etc., although the most influential of these is the 
family. Responsiveness to others is not limited to nuclear family relationships,17 theoretically, all that is needed to create 
an emotional system is people spending enough time together.19 There are a number of family systems – nuclear/family 
of origin, maternity and Bowen – which are referred to in this paper and visually represented in Figure 1.

All concepts in Bowen theory are linked by the presence of, and the family’s reaction to, heightened anxiety. Level of 
anxiety relates to an emotional response to any threat whether real or perceived.21 When there are low levels of anxiety 
present, relationships appear “symptom-free”, but when tension arises symptoms of anxiety present themselves and can 
impede the ability of one person to function more independently. Having a baby can add additional stress and anxiety to 
many mothers and birth partners during pregnancy and in the lead up to birth. Situations that could generate further 
anxiety during labor include tension between the couple; inadequate focus on the mother’s needs; self-doubt within the 
mother regarding her capacity to give birth; staffing issues, staff sickness; ratios failing to include babies in staffing 
quotas impacting workload; dominant medical discourse over midwifery-led care and physiological approaches to birth; 
as well as medical emergencies. Chronic anxiety reflects a constant underlying level of worry someone feels; conversely, 
it may be barely felt, but is triggered by threats to relational harmony (for example, the worry about upsetting someone, 
not being approved of, or of meeting expectations) and the fear of what might be,17 such as how they will cope during 
labor or the outcome of birth. In contrast, acute anxiety manifests in moments of fear that occur at a specific time and 
triggers the actions of the sympathetic nervous system when the threat is a real one, and has the potential to be life- 
threatening or to cause harm.22 Anxiety felt by an individual whether chronic or acute, real or imagined, can then spread 
throughout the family system and beyond it into other relationships and systems.

High levels of anxiety in pregnant women have been linked to increased likelihood of requesting pain medication,23 

prolonged labor,24 and operative births.25 With regard to fathers, research indicates that the prevalence and level of 
anxiety increases during the antenatal period, peaks at the time of birth before decreasing again in the postnatal period,26 

and they report feeling anxious about witnessing their partner in pain during labor.27 Further to this, fathers’ experiences 
of maternity care services has seen them described in the qualitative literature as “not-patient and not-visitor”28 and side- 
lined during labor by midwives.29 Being in this interstitial and undefined space despite feeling like a partner and a parent, 
leaves many fathers feeling increasingly fearful and excluded.28,29 Care-providers are not exempt from anxiety either. 
Despite working with birth on a daily basis, and perhaps because of it, extensive research has shown that healthcare 
professionals are vulnerable to emotional suffering due to the empathic role they play. The high degree of empathic care 

Figure 1 A three-system approach.
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that is characteristic of the midwife–woman relationship puts midwives at risk of issues such as compassion fatigue, 
secondary traumatic stress30 and burnout.31 This potentially risks the midwife’s own mental health and also their capacity 
to provide care to future birthing women. Furthermore, healthcare workers’ anxiety of the prospect of litigation has been 
suggested as contributing to defensive medical practice and increased interventions.32,33 When someone experiences 
heightened anxiety, their nervous system reacts in a way that overwhelms their capacity for objective thinking and leads 
to a greater likelihood of behaving in a way concordant with their fears.34 How birth partners and care-providers support 
the use of CBE during times of heightened emotions and how this interacts with a woman’s own response to anxious 
feelings is unknown.

Using Bowen Theory to Explore the Relational Factors Influencing the Use 
of CBE Strategies During Birth
The Concept of “Differentiation of Self”
Within Bowen theory, a person’s response to this heightened anxiety depends on an individual’s level of self- 
differentiation.13 This critical concept of “differentiation of self” is defined as the degree to which one is able to balance 
1) emotional and intellectual functioning and 2) intimacy and autonomy in relationships.35 It is the capacity to separate 
thoughtful, goal-directed responses from emotional, reactive ones. Of note, it is the relative separation of emotional and 
intellectual functioning that determines differentiation of self, the two can never completely be separated from one 
another. It conveys a person’s ability to self-regulate and problem solve,36 the level of which determines how effectively 
they function in life.13 According to Bowen Theory, how an individual reacts in the face of stressors, real or imagined, 
reveals a more accurate level of differentiation.13 Figure 2 shows some of the main characteristics of low and high 
differentiation of self. Someone with lower differentiation (left of Figure 2) reacts more emotionally during anxious 
times, someone with higher differentiation (right of Figure 2) is more resilient during anxiety provoking events.13

While Keller describes this concept for people in general, if we consider how a woman might perceive her own role 
during labor, a higher degree of differentiation of self is associated with a stronger internal locus of control.37 A woman 
with a greater level of differentiation according to Bowen Theory, would have well-developed goals, a strong internal 
locus of control, and a “general imperviousness to the praise or criticism of others” (Keller et al, p.41).37 Furthermore, 
they do not require others in order to function themselves, despite also being aware of their degree of dependence on 
other people. This ensures they can engage in intense relationships and have a deep respect for someone else, without 

Figure 2 Differentiation of self: main attributes of low and high differentiated functioning.
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feeling the need to modify their own or others’ behavior.37 Steelman examined Bowen theory’s differentiation of self and 
relationship factors on married women’s mental health, concluding that psychological well-being was attributable to 
interdependence and the perception of emotional and interactional needs being met.38 Responses to stressful events, 
however, have an impact on the ability of any individual to stay more thoughtful, especially when exposed to over
whelming events that persist over time. Pregnancy and the upcoming birth (and subsequent raising of a child) could be 
considered overwhelming. The impact of financial strain, demanding workloads, illness, abuse, past trauma, systemic 
racism, migration, mental health issues, the experience of isolation caused by Covid-19, family history, just to name 
a few stressors, will also put strain on most individuals and their families, which may well persist for years and into 
future generations, albeit less in conscious awareness.37

During labor, the most likely family member providing support is the woman’s chosen birth partner, which is often 
their significant other, but may also be a parent/sibling/friend/doula. Johannson et al identified that although most fathers 
want to be present at the labor and birth, they frequently articulate feeling overwhelmed and unable to support their 
partner39 and that mode of birth was regarded as largely unimportant to male partners.40 The recommendation for 
a caesarean section was readily accepted and appreciated by fathers, as it shifted responsibility for birth to the medical 
practitioner.40 Feelings of helplessness and frustration in partners has been reported to be reduced when pain-relief is 
used,41 and alternatively, other research has found that partners feel more helpful when less pain is experienced by the 
woman.42 While continuous labor support has been shown to reduce the need for epidurals, lower rates of caesarean 
rates, neonatal admissions and postpartum depression, the effect is diminished when support is provided by a person 
known to the birthing woman, eg, a member of her family/friendship group,43 which may indicate the ameliorating effect 
of the ability of the partner to respond with less anxiety in relation to the woman’s decisions. To be able to retain 
objective thinking and regulate themselves while sensing heightened emotions would likely aid the birth partner’s role in 
supporting the birthing woman. The temptation for a worried birth partner to “fix” the pain of childbirth for a laboring 
woman may undermine the woman’s ability to cope and embrace the childbirth experience. The increased anxiety this 
may cause the woman who considered herself to be coping well during labor but who has now had her capacity 
undermined by others perhaps suggesting pharmacological pain relief/medical interventions, may lead to compliance, 
withdrawal or rebellion towards them.44 Such conditions may impact the use of CBE during childbirth as a result of the 
birthing mother’s own reactivity to the anxious feelings/lowered functioning from birth partners present at the birth. 
Lower levels of differentiation may mean that more anxious birth partners have a greater inclination to adhere to care- 
providers who assume greater responsibility for pain-relief and birth mode.

Staff who work closely together at work may be considered to behave more like family members when stress is high. 
When key members of the organization are more highly differentiated, problems within it are more likely to diminish as 
the members recognize their contribution to the problem and solve problems in a way that enhances the functioning of 
other staff members.36 In contrast, staff who are less differentiated may make decisions based on an emotional response 
rather than thinking through the problem and focusing on the observable facts and be anxious about many aspects of their 
role. The degree to which a person is able to act more thoughtfully rather than reactively is influenced by the intensity of 
the work relationships formed, the level of acute stress that exists (eg, in hospital settings, real concerns for patient 
wellbeing), and wider system issues that exert pressure on an individual such that it exceeds that person’s capacity to act 
with more differentiation of self.45 Research by Beebe and Frische involving nurses suggested that an understanding of 
differentiation of self in their professional roles, can act as a useful strategy and framework for coping with internal 
aspects of workplace stress and maintaining an engaged workforce.46

Maternity care-providers also contend with continually changing circumstances. A woman’s labor can quickly change 
from a normal physiological event to an event requiring medical attention. However, as maternity staff work toward the 
challenge of decreasing intervention rates in childbirth, they may benefit from gaining an understanding of subtleties 
present in the system. Noticeable, or even subtle, changes to relationship dynamics between women, partners and staff 
could impact the use of information and techniques learnt in childbirth education during labor. Maternity care staff with 
lower levels of differentiation of self may be more likely to make decisions based on the anxiety of the moment rather 
than rationally thinking through the problem. Increasing anxiety will further exacerbate this, reflecting a level of 
reactivity that exists within the maternity system itself, and which plays out during birth. A more differentiated individual 
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has the ability to remain emotionally contained in the middle of emotional chaos, and more able to retain their capacity to 
think and act more clearly, even though emotionality is heightened. If maternity staff can better understand how they 
function under stress and could modify their response to reduce the reactivity in the system, this could help to create 
a more mature work environment and reduce the anxiety felt throughout the system.

In a two-person relationship when things are calm and comfortable and anxiety is low, this would be perceived as 
a calm state. However, Bowen argues that this calm state does not always remain stable, even under ideal situations. 
A relationship involving two people, which means the anxiety cannot be displaced elsewhere, has a lower tolerance for 
anxiety and is more easily disturbed by emotional forces within the relationship, and relationship forces from the outside. 
When anxiety increases and reaches an intensely uncomfortable point, the twosome may introduce a third person into the 
situation, such as a confidante, to displace some anxiety.47 The third person may then absorb the anxiety that is present 
between the first and second person, thus reducing the anxiety between the original dyad but dispersing it onto the third. 
This triangle concept has a much higher tolerance for anxiety and is capable of managing more of life’s challenges.47 

Figure 3 shows this process in action. For example, a birthing woman may be finding her birth partner unhelpful. Perhaps 
they are not as attentive as she would like them to be, or perhaps she is just getting irritated by their generally benign 
comments. The birthing woman says nothing to her partner, but rolls her eyes, looking at the midwife. The midwife sees 
this and may react to somehow relieve the pressure between the birthing woman and her partner. If this persists, and the 
midwife is themselves feeling stressed or anxious, their tendency to be pulled in to “fix” this tension is increased. This 
means that more of the original anxiety may be absorbed by the midwife.

An alternative scenario is that anxiety that originates in the care-provider, could potentially cause a birth partner to 
feel uneasy, fearing something is wrong. The anxiousness is then felt by the birthing woman and could result in her 
taking up the suggestion of pharmacological pain relief or agreeing to a caesarean section to appease the situation or 
avoid feeling like a burden. This may have a greater impact in a system where midwives are balancing their reactions to 
both the woman and partner they are caring for, as well as reactions and pressures from other midwives, obstetricians and 
managers. A healthcare professional’s ability to not become “triangulated” into anxious work scenarios through 
functioning at a higher level of differentiation, has been shown by Glasscock and Hales to improve the working 
environment by focusing on conflict, low morale and productivity as systems issues not individual ones.13 This in turn 
provides staff with strategies to positively influence the functioning of the entire team.13

Figure 3 The two-person dyad creating a triangle when faced with a stressor.
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While the emotional intensity of a work “family” is likely different to those shared with relatives, they share some 
commonality, particularly in more anxious or high-stress workplaces. Emotional connectedness can exist within teams of 
work colleagues who seek support, reassurance and pleasure from one another’s presence. Just like in families, these 
connections can be intense. In the birth context, this is further complicated through maternity staff not only being 
emotionally connected to colleagues’ actions but also closely working with women and birth partners during the highly 
emotional state that accompanies childbirth, sometimes with different philosophical approaches to supporting labor. 
While it is not the role of maternity staff to be like a parent, it could appear akin to it, depending on the degree to which 
the birthing woman and her partner look to the staff for comfort and reassurance, and/or the degree to which staff provide 
direction beyond the scope of their role, such as insisting on implementing institutional guidelines that do not reflect 
evidence-based practices. Indeed, Dempsey discusses how caregivers act like a “culturally constructed symbolic attach
ment figure – a parent” (p.106).48 Could it be that in some circumstances, childbirth education strategies to support 
a physiological birth were providing adequate support to the birthing woman, but other relational factors lead to her 
abandoning them to alleviate anxiety elsewhere in the birth room? If so, this generates important considerations regarding 
how the concepts underpinning Bowen theory, specifically a person’s awareness of their level of self-differentiation, are 
implemented into antenatal care and childbirth education.

Family Functioning and Fusion
Whilst personality and environmental variables must be taken into account in terms of understanding the capacity to 
function more autonomously, Papero points out how families have an inherent emotional “oneness” that varies in 
intensity from a low level of intensity with family members exhibiting greater levels of autonomy, to a very intense 
connection with limited autonomy.49 The degree to which family members act more to relieve the tension of the moment, 
rather than be guided by their own thinking, speaks to the concept of fusion. Fusion concerns not just the degree of 
closeness members of a family have with one another but also individual boundaries being lost or sacrificed in the service 
of meeting others’ needs or wants and replaced with increased family togetherness.50 Fusion, or togetherness, transpires 
within personal relationships and reaches its greatest intensity in marriages,19 or arguably any romantic relationship. 
Family units with a more intense fusion and emotional oneness are closely connected but with tenuous relationships that 
can become easily strained and dysfunctional. When a member of a more fused family unit feels stressed, everyone 
becomes anxious. Due to the highly emotive nature of labor and the closeness of the people present, childbirth is a prime 
example of where this may occur. Too much fusion leads to less tolerance for disagreements with others and the less able 
a person is to consciously control their own life within the family system.50 The degree to which one person in a family is 
more “caught” in this emotional process and less able to function autonomously reflects the family’s overall capacity to 
navigate challenges. When there is a disagreement between family members, subtle or overt pressure may be exerted to 
find agreement. If this is not possible, one person may anxiously “give up self”, that is, act less from their principles 
about what they think is the appropriate response, and accommodate the other person, rather than risk an argument. This 
could manifest itself for example, in scenarios such as a woman not going to a CBE class as their partner does not want to 
attend, or where a woman “agrees” to their mother-in-law being at their birth of their baby despite not truly wanting this, 
purely to appease others and avoid additional tension. While fusion helps solve the initial problem, it ultimately adds to 
the anxiety in the system,19 if it is not appropriately tempered.

Fusion in and of itself is not a bad thing. Without fusion, which according to Bowen is a necessary survival response, 
no mother would sacrifice their individual need for sleep to get up to feed her newborn baby. Without fusion, there would 
be no coordinated effort by families to support new parents after the birth of a baby, or for families to pool resources to 
support a family member struggling to adapt to parenthood or a return to work following maternity leave. However, as 
a child grows and their dependency needs lessen, the capacity to build and allow for more autonomy and to be less 
dependent on others to help manage one’s emotional states reflects a family’s overall level of differentiation and fusion. 
Families with less intense fusion appear less susceptible to disturbance when faced with stressors.49 A greater ability to 
function under stress and pressure in a way that privileges the needs of the birthing woman (an example of a more 
manageable level of fusion) would be a useful attribute for a birth partner, and other support people, during labor. This 
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may involve supporting the woman to use non-pharmacological CBE techniques to cope in labor, even if their own 
heightened emotional reactivity leans to a more medicalized pain relief method to be used.

From a care-provider context, work group functioning focusing on management practices and maternal outcomes in 
childbirth have shown large variances within hospitals.51 Staff members who share clinical work environments have been 
shown to influence group functioning, where changes in one team member affects other members and thereby shapes 
overall patient care.13 Maternity unit culture, where management practice aims to pre-empt unit challenges such as 
having processes to identify and address patient flow and bottlenecks in the system, has been associated with an increased 
risk of primary caesarean in low-risk women.51 This emphasizes how workplace culture is also an indicator of caesarean 
rates irrespective of clinical indication. Could it be that an over-controlling approach to maternity units by management 
shifts anxiety onto the birthing woman, increasing pressure for her to give birth within an artificial timeframe, which 
results in a system where practices supportive of a physiological birth are increasingly redundant? And to what degree 
does differentiation of self “protect” against such environments and conditions? For example, consider the following 
hypothetical example, as shown in Figure 4, of how anxiety may present and move around the system.

If anxious responses from management exist on a regular basis, staff may become increasingly likely to be on alert for 
warning signs that pressure and anxiety are mounting in the unit. Anxiety can present itself by over-relying on or over- 
controlling others or focusing the anxiety onto another relationship to diffuse the anxiety. As Brown states, we are 
“vulnerable as humans to letting our relationships act as a sedative” (p.75)50 and looking to others to appease our own 
anxiety. Add to this any reactivity that is present in relation to chronic non-life-threatening stressors, for example, any 
marital tension that exists between the couple or tensions that may be present between individual midwives and their 
colleagues, it is more than possible that optimal functioning is reduced. Ultimately, a lack of objective thinking in the 
birthing context could alter recommendations from staff, alter support from partners, and instigate a change in the use of 
CBE strategies and selection of pain relief management by a mother. Again, the issue of fusion and how we function in 
different families (personal and professional) may be important additions to CBE content that assist with prospectively 
considering how one aims to manage this during labor to promote continued use of CBE strategies when finding 
ourselves caught up in other people’s anxious responses to events.

Discussion
It is necessary for people to see they are a part of the ever-changing systems they inhabit, for if they only see a problem 
as existing within self or others, they are liable to miss how the system someone is part of profoundly effects their 
capacity for emotional resilience and objective thinking.50 Bowen theory offers a way to explore how CBE translates into 
practice during labor and the influence that birth partners and care-providers have on this. Bowen Theory is a way of 
framing the relational aspects that might be occurring at an emotional level between the mother, birth partner and the 

Figure 4 A hypothetical example of anxiety moving between individuals.
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care-providers. It also explains the impact pre-existing relationship patterns have on how anxiety is experienced and the 
effect this has in the birth room.

As anxiety increases, this becomes a crucial time for support people to utilize the information and techniques from 
childbirth education which could offer ways of coping. Alternatively, we propose that partners and care-providers who 
negatively influence the use of childbirth education can do so more easily when a woman is looking to them for guidance 
under this heightened emotional state. Bowen theory argues that it becomes increasingly difficult to decipher if a fear is 
real or perceived as anxiety builds, which makes decision-making for a woman about how to progress with their care 
more difficult. The woman in labor feeling pressured to take the epidural, the birth partner who is unprepared and 
experiencing heightened levels of fear and overwhelm, or the staff member who feels increasingly anxious due to their 
perception of risk or stressors from other competing demands, are arguably more likely to adopt an approach that shifts 
responsibility away from themselves and onto others.

Ultimately, it becomes apparent based on Bowen theory, that as a mother becomes more anxious during childbirth, 
those around her become increasingly influential on what she does and how she manages her labor, particularly so for 
those with a lower level of differentiation and/or when stress is high. Therefore, women who are predisposed to 
responding more anxiously and less thoughtfully prior to pregnancy may be even more vulnerable to handing over 
their control in the birth. Bowen theory thus offers a way to help explain the behavior and responses of women, birth 
partners and care providers to the innate sensitivities that influence the behavior of individuals, and how this in turn, 
influences responses to distress, in self and in others, such as capacity for utilization of CBE strategies. Importantly, the 
use of theory-based strategies can provide frameworks for practice. Implementation of Bowen theory concepts could be 
incorporated into staff training and childbirth education programs as an effective health promotion strategy focused on 
reducing system anxiety and promoting woman-centered decision-making.

The ability to translate childbirth education into practice to support the labor process should be viewed as a systems 
issue as well as an individual one. The principles of Bowen theory can be directly applied to the childbirth context to 
provide a broader lens of the interactions taking place that influence the integration and use of childbirth education 
strategies. The relationships between people and the anxiety that is present during labor could help us to understand why 
information and techniques from childbirth education are more or less successfully applied during the birth. For partners 
to be able to facilitate the use of strategies aimed at supporting a physiological birth, the ability to maintain objective 
thinking, as opposed to getting caught up in anxious reactive responses, may help support a rite of passage rather than 
a rite of protection.7

To provide optimal evidence-based and personalized care, a care-provider needs to be able to give thoughtful 
attention to the woman and her choices, and to have the capacity to provide good leadership at times of uncertainty or 
medical emergency, as well as rely on evidence-based policies that support the care provided. Importantly, policies and 
guidelines based on current evidence are required, as these may help to alleviate anxious feelings and support midwives 
who may otherwise feel pressurized to promote hospital guidelines for fear of getting in trouble with managers even if 
such policies are outdated or non-evidence based.

Women have conveyed that a positive birth experience involves both clinically and psychologically safe births.52 

Bowen Theory provides an appropriate theoretical lens to explore the birthing couple’s emotionality and reactivity under 
stress, and to understand how these related factors influence midwives’ responsiveness in the provision of childbirth 
education and its application during birth. This requires an individual who is better able to balance their emotions and 
intellect, or in the terms of Bowen Theory, act with greater differentiation of self.

Conclusion
Exploring what contributes to a woman abandoning the use of childbirth education techniques or information in 
circumstances where they had previously been working well for her, is critical to our understanding of how childbirth 
education is translated into practice during labor and birth. Bowen theory can provide a valuable framework to under
stand the difference in how people cope with similarly stressful situations. This makes for a novel application of this 
theory with its specific emphasis on understanding how concerns about reducing anxiety may impact an individual’s own 
responsiveness to other challenges. This paper has suggested relational influences that may undermine the application of 
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childbirth education that aims to increase confidence in a woman’s ability to give birth. An understanding of these 
relational influences and their interplay with anxiety and stress may well be an important addition to CBE for the birthing 
mother, her birth partner(s) and the clinical staff committed to supporting best practice in childbirth education and its 
implementation.
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