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CONSTRUCTING A SCALE TO MEASURE PREGNANT WOMEN’S
EXPECTATIONS OF CHILDBIRTH

Abstract
Section 1:Literature Review
This review explores the recent research on the nature of fear of childbirth with a focus on
methods of assessment and psychological intervention. Using defined criteria, thirty-five
articies were identified for review. Fear of childbirth was shown to have implications for
the emotional well being of women both in the antenatal and postnatal period. A number of
personal and social factors were reported to influence fear. Fear of childbirth was found to
be a distinct dimension of anxiety and therefore measures of general anxiety lack validi/ty.
Studies investigating the impact of psychological interventions to treat cf\ildbirth fear show
initial promise however methodological flaws limit conclusions. Findings are explored in

relation to implications for women in the UK.

Section 2: Research Report

The expectations of childbirth that women develop during pregnancy are reported to
influence the aétual experience of childbirth. Existing measures of childbirth expectations
have limited robustness and cultural validity for pregnant women in the UK. The aim of
this study was to develop a reliable and valid English-language based scale to measure
pregnant women’s expectations of childbirth. Items were geﬁerated via exploratory
interviews with members of the target population. An initial version of the scale was
developed and piloted with a large sample of pregnant women. Questionnaire data was
subjected to item analysis and principal components analysis revealed six underlying
factors. A final version of the scale was developed and initial assessment of internal

reliability and validity were carried out.
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A LITERATURE REVIEW OF THE CURRENT UNDERSTANDINGS OF FEAR

OF CHILDBIRTH, WITH A FOCUS ON ASSESSMENT AND TREATMENT

1. Abstract

This paper aims to review the current knowledge concerning the nature of fear of childbirth
and its implications for the emotional well-being of pregnant women in the antenatal and
postnatal period. Particular attention will be paid to current methods of assessment and
psychological intervention studies for treating fear of childbirth. A selective review was
undertaken of the studies focusing on the understanding of fear of childbirth from the
perspective of women themselves. They were critically evaluated based on their I
methodology and contribution to the subject area. Clinical implicationsb and future
directions for research are also discussed. The studies suggest that that there is
commonality in the content of women’s fears relating to childbirth although there may be
important cultural differences. Fear of childbirth was found to be a distinct dimension of
pregnancy anxiety and therefore assessment tools assessing childbirth-related anxiety
specifically are needed. The majority of studies have relied on idiosyncratic methods of
assessment tﬁat lack psychometric robustness. Psychological intervention studies for
treating fear of childbirth show initial promise in terms of withdrawal of request for
caesarean section but they lack the methodological rigour needed to draw robust
conclusions. In conclusion, fear of childbirth seems to havé important implications for
childbirth outcomes, however, a reliable and valid asseésment tool is needed before the
implications and factors that influence childbirth fear of women in the UK can be reliably

explored.

Keywords: fear of childbirth; assessment; psychological intervention; pregnant women
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1.1 Aim

The aim of this literature review is to provide an overview of the current knowledge base
regarding the nature of fear of childbirth and to critically appraise existing assessment
measures and treatment studies of fear of childbirth. Papers will be evaluated based on their
contribution to the understanding of this field and their methodological rigour. Particular

attention will be paid to implications for childbirth services in the UK

1.2 Search strategy

Papers were identified and selected following systematic searches using the following
computerised databases; PsycINFO, PsycARTICLES, British Nursing Index and
OvidMEDLINE ® via OVID. Databases were searched with the terms: childbirth; (labo* or
delivery or birth or pregnan*); “fear or anxi*”; (assessment or measurement) and (“treat*
or psychol* intervention). Search terms were combined and forty papers were identified. A

manual search of the reference section of papers was also conducted to identify further

relevant references.

Papers from‘ 1990 - 2009 were selected to ensure that findings were grounded in current
health care practices. It is known that antenatal and childbirth processes of care have gone
through changes over time. Papers were included in this review if they were published in
English, described the nature of fear of childbirth during ihe antenatal period, or reviewed
assessment measures or treatment studies of fear of childbirth. Key papers published prior
to 1990 were included. This review focussed on the understanding of fear of childbirth
from the perspective of the pregnant woman herself and therefore studies purely
investigating the perceptions of staff and caregivers were excluded. Five papers were

excluded due to not meeting the inclusion criteria, leaving 35 papers. A review by Saisto
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and Halmesmaiki was published in 2003, however, this paper did not provide a detailed

review of assessment methods. See Table 1 for summary of 35 papers



Table 1. Papers included in this review

First Author Place Aim Sample Design Main findings
{Year) characteristics
Areskog et Sweden To compare using an 139 rs»re:gnant women  Cross-sectional The results of using an interview and
al. (1982) interview versus a in 3" trimester survey a questionnaire to gain information
questionnaire to identify about the nature of fear of childbirth
women with significant fear corresponded well.
of childbirth in late pregnancy
Bewleyetal. UK To discuss how services in the Commentary The paper highlights that fear of
(2002) UK could respond to fear of paper childbirth is a key issue underpinning
childbirth requests for C.S. Vivid debate in
literature regarding patient choice
Czamockaet UK To identify prevalence and 264 women post- Within Childbirth fear is a possible risk
al. (2000) predictors of PTSD symptoms partum participants factor for developing PTSD
following labour design following labour
Eriksson et Sweden To describe how intense fear 20 women, post- Qualitative Ways of coping with fear were found
al. (2006a) of childbirth is experienced. partum with exploratory to be: avoidance, processing and
experience of intense  study help-seeking. The health care
fear environment needs to be conducive to

sharing fear.

Eriksson et Sweden To explore the content of
childbirth-related fear

al. (2006b)

308 women post-
partum

Cross-sectional
survey

The labour and delivery process was
the most frequently reported fear. An
element of fear is located in the
health-care system




First Author  Place Aim Sample characteristics Design Main findings
{Year)
Fairbrotheret  Canada To examine obstetric and 127 low-risk, Prospective Pre-natal fear of childbirth did
al. (2007) psychological predictors of nulliparous pregnant case-series not predict PTSD or
postpartum depression and women symptoms of depression
PTSD
Fenwick etal.  Australia To describe the reasons behind 14 women who had Qualitative Childbirth fear was a main
(2008) Australian women’s request for  requested C.S factor underpinning women’s
C.S requests for C.S
Fisher et al. Australia To understand how social 22 women with fear of  Qualitative, Fear of childbirth has social
(2006) context impacts on women’s childbirth exploratory and personal dimension and is
fear of childbirth study both a prospective and
retrospective phenomena
Geissbuehler ~ Switzerland To examine the intensity and 8528 pregnant women  Cross- The most frequent fears were
et al. (2002) nature of childbirth fear amon§ sectional fear for the child’s health and
pregnant women across the 2" survey fear of pain
to 3 trimester
Halvorsenet ~ Norway Assess effect of counsellor 86 pregnant women Cohort study  “Coping’ attitude was
al. (2008) attitude on request for C.S with fear of birth and significantly associated with
concurrent request for withdrawal of request for C.S.
C.S
Hofbergetal. UK To review the relationship Literature Death from suicide is the
(2003) between pregnancy and review leading cause of maternal

psychiatric disorders, and
examine outcomes for women
and their babies

death. Fear of childbirth can -
be classified as “Tokophobia’




First Author Place Aim Sample Design Main findings

(Year) characteristics
Huizink etal. Netherlands To assess the structure of 230 nulliparous Psychometrics — A three-factor model of pregnancy
(2004) pregnancy anxiety through  pregnant women factor analysis anxiety was proposed: fear of giving
factor analysis birth, fear of bearing a disabled child,
' concern about one’s appearance.
Johnsonetal. UK To identify whether fear of 443 pregnant Prospective, Fear of childbirth in 3" trimester is not
(2002) childbirth can predict the women >32 weeks  between-group associated with mode of delivery in
occurrence of emergency gestation comparison UK sample
C.S
Laursen et al. Denmark To describe the association 30 480 healthy Cross-sectional Women with few psychological and
(2008) between fear of childbirth = nulliparous women survey social resources were more likely to
and social, demographic experience fear of childbirth. The
and psychological factors prevalence of fear was stable during
the study period
Levin (1991) USA . To assess the factor 266 women Questionnaire A three-factor model fit the 10-item
structure of the Pregnancy  postpartum development scale: anxiety about being pregnant,
Anxiety Scale childbirth and hospitalization
McCourtet UK To review the literature on Literature review  Fear of childbirth is a factor
al. (2007) the decision making behind underpinning women’s request for C.S.
women’s request for Women’s preference for C.S ranged
elective C.S from 0.3 — 14%
Melender Finland To describe the experience 329 pregnant Cross-sectional Specific fears related to childbirth,
(2002a) of fear and to identify women survey child and mother’s health and staff.
factors associated with it. Causes of fear alarming information
and previous experience. Fear
manifested as symptoms of stress.
Melender Finland To describe causesand 20 women, 2-3 Qualitative The main source of fear was previous
(2002b) coping strategies of days postpartum ‘ experience and knowledge. Knowledge
childbirth fear can both cause and decrease fear.




First Place  Aim Sample characteristics Design Main findings

Author

(Year)

Nerumet Norway To assess if request for C.Scanbe 86 pregnant women with Cohort 86% withdrew request for C.S

al. (2006) changed through crisis-oriented fear of childbirth and study and prepared for vaginal delivery
counselling request for planned C.S after receiving counselling

Nilssonet Sweden To describe women’s lived 8 pregnant women (24-37 Qualitative  Key fears were: pain and

al. (2009) experience of fear of childbirth wks gestation) seeking help  study responses from staff. Fear

for fear of childbirth impacts on women’s confidence
to give birth.

Rouheet  Finland To examine fear of childbirth 1400 unselected pregnant Cross- Severe fear of childbirth was

al. (2009) according to parity, gestational age, women attending maternity  sectional associated more with nulliparous
and obstetric history clinic survey women, in later pregnancy and

with history of C.§

Rydinget Sweden To examine the association between 1981 pregnant women at32 Case- Fear of childbirth during the 3™

al. (1998) fear of childbirth during the 3™ wks gestation control trimester may increase risk of
trimester and subsequent delivery study emergency C.S
by emergency C.S

Ryding Sweden To study childbirth experience of 53 women, postpartum Case- Women who received treatment

(2003) women who had received matched for parity and control experienced delivery as more
midwifery led counselling for fear  mode of delivery study frightening that reference group
of childbirth

Saistoet  Finland Evaluate effects of intensive 176 pregnant women with  R.C.T 62% changed original request for

al. (2001) cognitive therapy versus fear of childbirth and C.S after receiving cognitive
conventional counselling, compared request for planned C.S intervention and counselling

to TAU on fear of childbirth




First Place  Aim Sample characteristics Design Main findings

Author

(Year)

Saistoet  Finland To review literature of fear of Narrative Severe fear of childbirth affects 6-

al. (2003) childbirth review 10% of pregnant women and is the
motivating factor for 7-22% of CS
births. -

Saistoet  Finland Assess group psychoeducation and 102 pregnant women Case series More requests for C.S were

al. (2006) relaxation in treating fear of with severe fear of withdrawn in treatment group.

childbirth childbirth Intervention was well received and
, rated as helpful

Sergekus  Turkey To describe fears associated with 19 nulliparous pregnant Qualitative-  Key causes of fear were:

etal. childbirth and reason for these fears women who were interview information, experience,

(2007) fearful of childbirth based environment and staff. Key cultural
differences were highlighted,
compared to western European
women.

Sjogren Sweden Assess cost-effectiveness and 100 pregnant women Case series 50% reduction in request for C.S

(1997) obstetric outcome relative to requesting C.S due to after psychosomatic support.

treatment as usual for pregnant fear of childbirth with Obstetric outcomes were similar to
women with fear of childbirth. matched reference those of reference group. Cost of
group psychological therapy was
compensated by saving in reduction
of C.S
Sjogren Sweden To investigate how women with 72 women post partum - Case-control  Women who had received treatment
(1998) severe fear of childbirth who had received remembered the pregnancy as a less

remembered birth after treatment,

psychosomatic support

positive experience than the

compared to references. To for fear of childbirth. reference group
understand experience of women Matched reference
who withdrew request for C.S group.




First Author Place Aim Sample Design Main findings
(Year) characteristics
Waldenstrom Sweden  To establish prevalence of fear of 2662 pregnant Prospective study Combination of fear of childbirth
et al. (2006) childbirth and its relationship with ~ women —between group  and counselling may increase
subsequent C.S rates. comparison rates of elective CS
Wijmaetal. Sweden  To develop a questionnaire to 196 pregnant Questionnaire The development of the W-DEQ
(1998) measure fear of childbirth. women at 32 wks  design Seems to measure the
gestation psychological construct of fear of
childbirth. The tool shows good
reliability and initial construct
validity
Wimaetal. Sweden  To develop a scale to measure fear  Initial study—92  Questionnaire The DFS is a 10-item scale hic
(2002) during labour and delivery women in labour  design can be administered in 60-90
2™ study — 45 seconds during labour. The scale
women in labour shows good reliability.
Wiklund et Sweden  To investigate reasons for request 91-C.Sonrequest Prospective Women requesting C.S. were
- al. (2007) for C.S in first time mothers 266- control group cohort study significantly more fearful of

childbirth. Specific fears: lack of
support, loss of control and
health of baby.
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First Author Place

Sample

Aim Design Main findings
(Year) characteristics
Zaretal. Sweden  To investigate the prevalence of 613 pregnant Cross-sectional 2.4% fulfilled criteria for
(2002) extreme fear of childbirth and women survey phobia-like fear. Presence of
anxiety disorders in women during anxiety disorders was related to
late pregnancy fear of childbirth.
Zar et al. Sweden  To investigate the possible Traitand 162 pregnant Prospective study —  Fear of childbirth comprises a
(2001) State aspects of fear of chidlbirth women between group large part of Trait anxiety
comparison

Abbreviations: C.S: Caesarean section
W-DEQ: Wijma Delivery Expectancy/Experience Questionnaire
DFS: Delivery Fear Scale
PTSD: Post Traumatic Stress Disorder
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2. Introduction

Approxiately 90% of women will become pregnant at least once in their lives (Bewley and
Cockburn, 2002). It is natural and common for pregnant women to experience a degree of
anxiety regarding childbirth as it is unpredicfable, painful and poses risks to the health of
both mother and child (Bewley & Cockburn, 2002). Despite obstetric practices becoming
safer, pregnant women still experience fears regarding childbirth (Geissbuehler &
Eberhard, 2002; Bewley & Cockburn, 2002; Walsh, 2002). A Study investigating the birth
experience of primiparous women found that women who were realistically fearful and
knowledgeable about childbirth had the most positive experience (Crowe & Von Baeyer,
1989). However, it is highlighted in the literature that a subset of pregnant women
experience a fear of childbirth that is so severe that they request a caesarean section to
manage the fear and avoid labour (Saisto & Halmesmiki, 2003; Zar, Wijma & Wijma,
2002). Some women may also delay or avoid becoming pregnant because of fear of

childbirth (Czarnocka & Slade, 2000).

Fear of childbirth has been highlighted as an important construct and clinical problem in
Scandinavia. Subsequently specialist ‘fear of childbirth’ services, known as Aurora services
have been developed to support pregnant women who are fearful of childbirth. The goal of
these teams is to sflpport pregnant women to manage their fears and to facilitate a
satisfactory delivery (Ryding et al., 2003). These teams are usually led by experienced
midwives, who are supported by an obstetrician, psychologist and social worker
(Waldenstrém, Hildingsson & Ryding, 2006). There are very few studies investigating fear
of childbirth in women from the UK. This review will begin by exploring the nature of fear

of childbirth, including its influences and implications. A review of the assessment methods
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of fear of childbirth with then be undertaken and will conclude with an exploration of the

research studies investigating psychological interventions for fear of childbirth.

3. Current understanding of the nature of fear of childbirth
No operational definition of fear of childbirth exists in the literature. This is highlighted by
the different terms used to describe the construct, which include; fear of childbirth, fear of

vaginal delivery, fear of labour and childbirth-related anxiety.

There have been attempts to define fear of childbirth more specifically. A construct called
‘tokophobia’ has been described in the psychiatry literature, which defines a phobic state
characterised by the dread and avoidance of childbirth. Two subcategories exist; primary
tokophobia, which occurs in women prior to their first pregnancy and secondary
tokophobia, which is the avoidance of further pregnancies (Hofberg & Ward, 2003). Zar et
al. (2002) in a study exploring the relationship between anxiety disorders and fear of
childbirth found that 2.4% of their sample of pregnant women in gestational week 32
fulﬁlled DSM-1V criteria for a phobia-like fear of childbirth. They proposed that extreme
fear of childbirth could be reconceptualised as ‘childbirth phobia’. Both of these definitions
seem to be in their infancy and it is the broader based construct of fear of childbirth that has

been more widely researched.

3.1 Contents of fear of childbirth

A body of literature exists regarding the nature and content of childbirth-related fears. A
review paper by Saisto and Halmesmiki (2003) proposed that fear of childbirth can be
conceptualised as incorporating biological, psychological and social factors. They grouped

papers together and concluded that the most common fears in relations to childbirth were:
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fear of pain, fear of being incapable of giving birth and fear of future parenting
responsibilities. Factors found to be influencing fear of childbirth were previous childbirth

experience, previous psychiatric history and social support.

Studies exploring the nature of fear of childbirth, not included in the last review will now
be considered. In a study by Geissbuehler and Eberhard (2002), the intensity and nature of
childbirth-related fears were investigated in 8000 pregnant women (Swiss German
speakers) across the second and third trimester. They found that the most frequent fears
reported were: fear for the baby’s health, fear of pain and fears about medical interventions.
The large sample size of this study is a particular strength. The study utilised a postal
questionnaire that asked a range of pregnancy and birth related questions of which two
were specifically related to childbirth. These asked about the intensity of birth-related fear
on a four-point scalé (not afraid to very afraid) and the nature of fear, with ten possible
options. There were no details giveﬁ on how this questionnaire was developed or on how
options for the response scale were generated which questions the reliability and validity of

this methodology.

The majority of studies investigating the nature of fear of childbirth have relied on
quantitative methods. However, recently a small number of qualitative studies have been
published which allow the lived experience of fear of childbirth to be investigated. One
such study by Nilsson and Lundgren (2007), found that fear of childbirth consisted of four
elements; feelings of danger, feeling trapped, not being good enough and loneliness. A key
finding was that ‘fear’ affects the woman’s confidence in her ability to give birth.
Eriksson, Westman and Hamberg (2006) explored the content of childbirth-related fear in

Swedish women (N = 308). This was a postal study which asked women to respond to an
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open ended question; “Please give a short description of what worried you or what you
feared in the face of childbirth”. Content analysis of responses was indexed according to six
categories; the childbirth process, (of which fear of pain was most prevalent) the health of
the baby, own capabilities and reactions, own health and responses from health care staff,
The data was collected retrospectively with a mean time of 1.5 years after delivery. This
methodology may be influenced by the actual experience of birth and is open to memory
bias although the authors report that previous research by Sjégren (1998) shows that
women’s memory for fear related to childbirth is good according to verification with
medical records, however, it was unclear what the details of these medical records were.

In order to verify the accuracy of recalled fears it is neces;ary to conduct prospective

longitudinal studies with data relating to the contents of fear to be collected both in the

antenatal and post-natal period.

A further study by Fisher, Hauck and Fenwick (2006) explored the content of Western
Australian women’s fear of childbirth. Key dimensions of fear were found to be: pain,
losing control, the unknown, information and the health of the baby. The qualitative design
was appropriate, as the understanding of fear of childbirth was in its infancy in this cultural
-context. An additional qualitative study investigated the nature and causes of fear of
childbirth among 19 nulliparous pregnant women in Turkey (Sergekus & Okumus, 2007).
This study is important, as the majority of previous research has been carried out in -
Western women. The nature of women’s fears were related to labour pain, problems during
labour, healthcare staff attitudes and sexuality. The findings of this study were similar to
the most common fears reported by Melender (2002a) and Saisto and Halmesméki (2003)
however, concerns not previously reported in the research concerned the matemity ward

atmosphere and sexuality. Also, the role of husbands did not feature in interviews; the
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reasoning given for this was that husbands are not present during childbirth in Turkey
(Sergekus & Okumus, 2007). These findings highlight that although these may be a large
degree of commonality in the nature and causes of childbirth fears, there may also be key
culturai and contextual differences. This suggests that it is impbrtant to carry out further
research with different cultural groups, as results may not be generalisable across cultures

or service contexts.

In summary, studies indicated that the nature and content of women’s fears regarding
childbirth are multidimensional. There appears to be some overlap in the content of fear - in
particular fear of pain. Both qualitative and quantitative methodologies have been utilised
to explore fear, allowing in-depth understanding of the lived experience of childbirth fear.
Also the emergence of large-scale studies is promising in terms of allowing the confident
interpretation of findings, however, the methodological rigour of these studies needs
addressing before results can be generalised. Weaknesses of note are in relation to sampling
bias and recruitment. It is highlighted that Nilsson and Lundgren (2009) recruited pregnant
women who were already seeking support for their fear of childbirth, and half of the
participants in the study by Eriksson et al. (2006) had received counselling for their
childbirth fear, which is likely to have influenced their perceptions of fear. In addition the
assessment methods used to detect fear of childbirth vary between studies and lack
psychometric robustness. An important finding is that an element of fear is located within
the health care system itself, which has implications for service delivery. There are
currently no papers on the nature of fear of childbirth from the perspective of women living

in the UK, which is a significant gap in understanding this issue further.
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4. Prevalence of fear of childbirth

A number of studies have attempted to assess the prevalence of fear of childbirth.
Geissbuehler and Eberhard (2003) found that 5.3% of their sample of 8000 German
speaking Swiss women reported experiencing fear of childbirth. Zar et al. (2002) found that
11% of their sample (N =506) experienced fear of childbirth. Waldenstrdm et al. (2006)
reported that at least 10% of pregnant women in Sweden experience fear of childbirth,
defined as expressing very negative feelings towards childbirth. Most recently Laursen,
Hedegaard and Johansen (2008) conducted a population-based study in Denmark (N = 30
480). This is the largest study of its kind and found that 7.6% of healthy nulliparous women
expressed fear of childbirth. Prevalence was stable across the study period (1997 - 2003).

No data currently exists on the prevalence of fear of childbirth in the UK.

In summary, establishing true prevalence rates has been made difficult due to the small
sample sizes of studies, however, it is promising that there has been one population based
study. However, the lack of consistency both in assessment methods and the definition of
‘fear of childbirth’ make comparison between studies problematic. Similarly the point at
which fear was assessed varied between studies. It has been suggested that the prevalence
of fear is not stable across gestational stages (Laursen et al., 2008). Studies have mainly
relied on questionnaires or single items developed for sole purpose, of which the reliability
and validity have not been established. Only the study by Zar et al. (2002) used the Wijma
Delivery Expectancy/Experience Questionnaire (W-DEQ) which has undergone
psychometric study (Wijma, Wijma and Zar, 1998). Assessment methods will be

considered in a later section.
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5., Factors that influence fear of childbirth

5.1 Parity

The influence of parity on the intensity of fear of childbirth is controversial. Areskog,
Uddenberg & Kjessler (1981); Geissbuehler & Eberhard (2002); Melender (2002a); Rouhe,
Salmela-Aro, Halmesmiki & Saisto (2009) report that significant childbirth-related fear is
more intense in primiparas than multiparas. However, a review paper by Saisto and
Halmesmaiki (2003) reported that the intensity of fear is similar between groups, although
the basis of this claim was unclear. It is difficult to draw clear conclusions from results due
to the lack of consistency in assessment methodologies employed. The questions Melender
(2002a) used to assess the relationship between parity and fear of childbirth were based on
qualitative interviews carried out with women post-partum. This retrospective method may

have introduced memory bias for extreme responses.

The source of fear has been explored according to parity; Rouhe et al. (2009) and Melender
(2002a) found that in multiparas, previous obstetric history in terms of caesarean section
was more common in women with severe fear of childbirth. In primiparous women, the
source of fear was negative stories from others and alarming information (Melender,
2002a). However, in some women the source of fear was beliefs about childbirth, but with

no clear origin (Melender, 2002b).

5.2 Gestation

Rouhe et al. (2009) reported that severe fear of childbirth was more common in women
beyond 21 weeks gestation. In addition to looking at parity, Laursen et al. (2008) also
found that fear was not stable within pregnant women across gestation, with a similar

number of women who were fearful at the beginning of pregnancy who were no longer
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fearful and vice versa. The majority of studies have investigated fear in late pregnancy,
however this finding suggests that the course of fear' varies between pregnant women and
therefore warrants individualised assessment across the stages of pregnancy. This has
particular implications for treatment. They also found that low educational level, young
age, unemployment and lack of social network influenced fear of childbirth. The large scale
nature of this study (N = 30 480) is a definite strength, however, it is noted that 50% of
eligible women were not supported by their GP to participate, which may mean this sample,
although large, may not be representative of the population. This was a telephone based
interview study, howgver, two different interviewers conducted interviews and it was not
clear whether there was an interview schedule. Thi.s may have affected the reliability of
data collection. In addition fear of childbirth was assessed by the response ‘A lot’ in
relation to the question ‘are you anxious about the course of the upcoming delivery. Single

question assessment methods may be problematic in terms of assessing their reliability

5.3 Antenatal Support

Social support was found to be an important factor by both Nilsson and Lundgren (2009)
and Eriksson et al. (2006) who conducted qualitative studies in Sweden. They found that a
supportive relationship between the pregnant woman and her midwife and support from her
social network were found to influence levels of fear of childbirth. A study by Fisher et al.
(2006) investigated pregnant women in Western Australia had a similar finding. They
concluded that fear of childbirth had both social and personal dimensions and that
understanding the key dimensions of the nature of fear has important implications for

developing antenatal support.
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5.4 Attendance at birth preparation classes

Geissbuehler and Eberhard (2002) also investigated whether birth preparation classes
influenced birth fears; the results showed that experiencing ‘no fear’ and ‘intense fear of
childbirth’ was significantly higher in pregnant women who attended birth preparation
classes compared to those that did not. However, a study by Melender (2002a) found that
fear of childbirth was significantly more common in primiparous women who had not
attended antenatal classes compared with women that had. It is difficult to draw
conclusions from this data as it is not reported what levels of fear were, prior to attendance
and therefore the result cannot be attributed to the effect of attending the class as it could be
that the women attending classes were experiencing higher level of anxiety at the outset. To
investigate the direction of this relationship it is necessary to measure levels of childbirth
fear both pre and post attendance at birth preparation classes. It was unclear what the
specific components of these classes were and in order to investigate the true effect of birth
preparation classes on the intensity of childbirth fear it is necessary to carry out studies with
more rigorous controls. Both Melender (2002b) and Sergekus & Okumug (2007) reported
that knowledge can both be a cause of fear but it can also decrease fear, suggesting that

individualized assessment needs to be carried out before information is given.

6. Coping with fear of childbirth

Eriksson et al. (2006) descn’bed how fear of childbirth was experienced, communicated and
dealt with, by a sample of 20 Swedish women. Dealing with fear was categorized into three
groups: evading, processing and seeking help. The women were found to employ cognitive
strategies such as positive self-talk and selectively attending to positive information to cope
with fear. Women reported that being shown understanding by staff is a necessary

precondition to being able to disclose fear. Melender (2002b) collected data through semi-
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structured interviews with 20 Finnish women and found that women coped with their fear
through talking, writing and seeking information and help. Both Melender (2002b) and
Eriksson et al. (2006) relied on retrospective accouﬁts of women’s experience of fear of
childbirth and methods of coping; interviews were carried out at least 1 year after the birth
and some women in Eriksson et al’s study had received counselling for their fear. These
issues are likely to have influenced women’s accounts of their experience of fear. Neither

study provided information regarding the reliability of their qualitative analysis method.

It has also been suggested that fear may be so difficult to cope with, that it leads to the
desire to avoid childbirth altogether and a subsequent request may be made by the women

for a caesarean section (CS) (Ryding, 1991; Ryding, 1993).

7. The implications of fear of childbirth.

7.1 Mode of delivery

A key implication of fear of childbirth is its relationship with CS. The CS rates are reported
to have dramatically risen in the UK (Johnson & Slade, 2002). The National Sentinel
Caesarean Section Audit reported that the overall CS rate was 21.5% in England and Wales
(NICE, 2004). A recent review paper based on 17 research articles on elective CS and
decision making by McCourt et al. (2007) concluded that fear of childbirth was a factor
underpinning pregnant women'’s requests for CS. The authors highlight that a limitation of
many studies is that previous obstetric history was not controlled for; an important factor
which may influence the decision for a CS. An additional Australian study by Fenwick et
al. (2008) supported McCourt et al’s conclusions; they investigated the reasons for
requesting CS in the absence of medical indicators in nulliparous women. They found that

the motivation for CS was a means of alleviating fear regarding vaginal delivery. A
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methodological issue with this research was that the sample of 14 women in this qualitative
study were recruited up to five years after the birth and therefore, as with previous studies,

retrospective accounts of fears may have been biased by the childbirth experience.

Wiklund, Edman and Andolf (2007) conducted a Swedish cohort study to investigate the
reasons for requesting CS in 357 first time mothers. They used a prospective design and
had a control group planning a vaginal delivery. They found that women requesting CS
were significantly more fearful regarding childbirth, with specific fears relating to lack of

support in labour, loss of control and the health of the baby.

There is a body of research suggesting that childbirth fear could be a possible motivating
factor behind pregnant women’s requests for CS, where there is no medical indication.
However, in order to accurately investigate the relationship between fear of childbirth and
request for caesarean section it is necessary to conduct further well controlled, prospective

studies. .

Emergency Caesarean section

A Swedish study by Ryding et al. (1998) found that women experiencing fear of childbirth
during pregnancy were at an increased risk of a labour concluding in an emergency CS
compared to controls. Johnson and Slade (2002) did not find a similar association in a
sample of women in the North of England. A recent study by Fenwick, Gamble, Nathan,
Bayes and Hauck (2009) found that high antenatal fear in Australian women was associated
with emergency caesarean section, however, after controlling for parity and foetal
compromise the association disappeared. All three studies used the Wijma Delivery

Expectancy/Experience Questionnaire (W-DEQ; Wijma, Wijma & Zar, 1998), however, it
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was recognised that discrepancy in findings might be due to cross-cultural differences in

the understanding of fear and the cultural validity of the assessment measure utilised.

7.2 Fear of childbirth and post-natal emotional well being

In a large prospective study by Séderquist, Wijma, Thorbert and Wijma (2009) in Sweden,
it was found that women with severe fear of childbirth in late pregnancy, were at an
increased risk of developing post-traumatic stress as well as depression. However, in a
similar study by Fairbrother and Woody (2007) carried out in Canada, this association was
not found. The discrepancy in results could be due to the difference in sample size; the
study by Séderquist et al. (2009) had a sample size of (N=1224) compared to (N=127) in
Fairbrother and Woody’s study and therefore the latter study may have lacked power. The
issue of assessment is again highlighted; both studies utilised the WDEQ to measure
antenatal fear of childbirth, however, it has been suggested that the tool may lack cultural
validity in non-Swedish samples. Women who experience a traumatic birth may develop
fear of childbirth, which can lead to the avoidance of further pregnancies (Czarnocka &

Slade, 2000). Also understood as secondary tokophobia (Hofberg & Ward, 2003).

8. Theoretical understanding of fear of childbirth.

Attempts have been made to develop a theoretical understanding of fear of childbirth.
Melender (2002) used Rachman’s definition of fear, this states that fear consists of three
main components; the subjective experience of fear, physiological changes caused by fears
and the avoidance of fear-inducing stimuli. In relation to childbirth, fear may lead to the
request for CS in order to avoid the fear-inducing stimulus, which is childbirth. Apart from
this study, it appears that no other attempts have been made to link fear of childbirth with

established theories of fear. Wijma et al. (1998) proposed operationalizing the construct of
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fear of childbirth according to Lazarus’ theory of stress and coping (Lazarus, 1982). This
theory states that cognitions regarding childbirth determine how women react to
environmental stressors and mediate the development and maintenance of anxiety. Their
research therefore focused on understanding pregnant women’s appraisals of forthcoming
childbirth, as they are relevant for the experience of delivery. Zar et al. (2001) proposed
that women who fear childbirth have a childbirth experience that mirrors their fear,
therefore they described the fulfilment of negative expectations as a ‘vicious cycle’.
Relating fear of childbirth to well-established cognitive theories has important implications
for clinical practice in terms of the development of treatments, however, more thorough
investigation of the aetiology of childbirth-related fear is needed and the underlying factors
that influence its experience. Further research is needed to confidently determine the

theoretical underpinnings of childbirth fear.

9. Assessment of fear of childbirth

The literature reviewed so far has highlighted that a number of factors may influence the
development of fear of childbirth, which in turn has important implications for women
during pregnancy, childbirth and in the post-natal period. However, a limiting factor in
drawing conclusions from the evidence is the lack of consistency and reliability of

assessment methods.

9.1 Pregnancy anxiety measures

The earliest measure designed to measure specific fears and worries related to pregnancy
was the Pregnancy Anxiety Scale (PAS) Burstein et al. (1974). The PAS consisted of 25
items with a dichotomous (true/false) response code. Levin (1991) followed up this work

and assessed the factor structure of the PAS. Data collected retrospectively after childbirth
24



suggested a three-factor structure: ‘anxiety about being pregnant’, ‘anxiety about
childbirth’ and ‘anxiety about hospitalization’. It is important to point out that health care
practices have changed and women in the UK no longer spend numerous days in hospital
after giving birth, without medical indication. The PAS is therefore likely to lack cultural
validity for pregnant women currently in the UK and the importance of assessment

measures that that are firmly grounded in existing care practices is highlighted.

Huizink, Mulder, Robles de Medina, Visser and Buitelaar (2004) proposed a three-factor
model of pregnancy'anxiety reflecting; ‘fear of giving birth’, fear of bearing a handicapped
child’ and ‘concern about one’s appearance’. Childbirth fear has been suggested to be a
specific dimension of pregnancy anxiety (Standley et al.,1979; Levin, 1991;Huizink et al.,
2004). Accordingly it has been highlighted that assessment tools developed for measuring
general anxiety may underestimate pregnancy-specific anxiety. The use of generalised
anxiety measures for measuring fear of childbirth has been clearly critiqued in the literature
(Huizink, 2004; Levin, 1991; Saisto & Halmesméki, 2003). This literature review will

therefore focus on reviewing measures developed for assessing fear of childbirth

specifically.

9.2 Specific fear of childbirth measures

The earliest available measure assessing fear of childbirth specifically is the ‘Fear of
childbirth’ questionnaire (FDQ) developed by Areskog, Kjessler and Uddenberg (1982).
The questionnaire consisted of 19 items relating to aspects of childbirth fear, however it is
unclear what methodology was used to generate these items and the content validity of this
scale is unknown. The FDQ has good internal reliability in terms of alpha = 0,76, however

information on its validity is not available. In addition the use of a dichotomous response

25



scale (Yes/No) has been noted as somewhat problematic as it decreases sensitivity to

measurement (Levin, 1991).

The Pregnancy Related Anxieties Questionnaire-Revised (PRAQ-R; Huizink, 2000) was
developed by confirmatory factor analysis of the Pregnancy Related Anxieties
Questionnaire (PRAQ) originally developed by Van Den Bergh (1990). This scale contains
10 items in total, with the ‘fear of birth’ subscale consisting of three items relating to pain,
childbirth experience and control. It is suggested that scales with such few items can lack
reliability (Kline, 2000). However, it was reported that Cronbach’s alpha’s for each
subscale were all >.76 indicating acceptable internal reliability. There was no data available
regarding the validity of this scale (Huizink, Robles de Medina, Mulder, Visser. &

Buitelaar, 2003).

It is noted that Wijma et al’s delivery fear scale (DFS) is different from other fear of
childbirth measures as it assesses fear during childbirth, rather in the antenatal period
(Wijma, Alehagan & Wijma, 2002). The DFS consists of 10 items that can be administered
at any moment during childbirth, taking approximately 60-90 seconds to complete. The
DFS was reported to have acceptable psychometric properties for a scale in the early stages
of construction, however, in terms of its clinical utility it is not suitable for identifying

women who are fearful of childbirth during pregnancy.

The most widely used tool for assessing fear of childbirth specifically in the antenatal
period is the Wijma Delivery Expectancy/Experience Questionnaire (W-DEQ) (Wijma et
al., 1998). This questionnaire consists of two scales, version A which measures

expectancies of labour and birth, administered at 32 weeks gestation and version B that
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measures actual experiences, administered within two hours of delivery. The W-DEQ was
shown to have good internal consistency and split-half reliability of >.87. The development
of this questionnaire was based on the idea that expectations of childbirth during the
antenatal period, are relevant for pregnant women’s appraisals of childbirth in situ. This
was in accordance to Lazarus’ theory of stress and coping (Lazarus, 1982). In terms of
content validity, the scale itéms were generated through accounts of two experts’ clinical
experience, which Wackerbarth, Streams and Smith (2002) suggest may overlook important
constructs. Construct validity as assessed by correlating the W-DEQ with pre existing
measures revealed that the WDEQ taps into the anxiety domain, however, leaving enough

variance for the measurement of another dimension.

The W-DEQ has been used in a number of Swedish and Finnish studies, however, there is
only one study that has tested it in a sample of pregnant women in England (Johnson &
Slade, 2002). They found that the W-DEQ contained four underlying distinct factors rather
measuring a single construct of childbirth fear, these were: ‘fear’, ‘lack of positive
anticipation’ and the degree to which women anticipate ‘isolation” and ‘riskiness’. They
also reported that a number of items needed further investigation, as they did not load onto
any factor when the W-DEQ was subjected to principal components analysis. On closer
inspection it was unclear as to the meaning of a number of the translated items. This

questions the cultural validity of the W-DEQ in an English speaking population.

In summary, it seems that there is a role for measures assessing fear of childbirth
specifically, as they provide a rather more genuine assessment of childbirth-related fear
than measures of general pregnancy anxiety. There is a lack of information on the

methodologies used to generate items for existing scales, which questions their content
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validity. Also information regarding construct and concurrent validity of measures is
scarce. It has been highlighted that scales may not be valid across cultures and therefore
there is a need for a valid and reliable measure that can accurately identify women in the

UK who are fearful of childbirth.

Clearly there are reservations about the accuracy of measurement of childbirth fear
however there are a small number of studies that have investigated the influence of

psychological interventions on fear of childbirth

10. Psychological interventions for fear of childbirth.
During pregnancy, drug treatments are usually avoided due to side effects and possible
complications (Saisto & Halmesmiki, 2003) and therefore this review will focus on

psychological interventions.

Sjogren and Thomassen (1997) employed a case-series design of 100 Swedish women with
severe fear of childbirth. They found that receiving psychosomatic support resulted in a
50% reduction in maternal requests for CS. Similar outcomes were also found by Ryding
(1993) albeit with a smaller sample(N=28). In both studies it was unclear what the specific
nature of the therapy was, and according to what criteria childbirth fear was assessed. In
Sjégren and Thomassen’s study it would have been beneficial to have details of the 30% of
women who refused psychosomatic support and the 30% who received therapy but still

requested an elective CS.

Sjogren (1998) conducted a further study and found that women who had been fearful of

childbirth and received psychosomatic support (N=72) remembered pregnancy less
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positively than matched controls (p=.02) although memories for the experience of
childbirth were similar between groups. Data for this study was collected retrospectively
and therefore is open to bias in terms of memory recall. A further limitation in this study
was that the method of psychological intervention was not standardised; it was tailored to

the individual, which limits conclusions.

Nerum, Halvorsen, Sorlie & Oian (2006) studied 86 Norwegian pregnant women who had a
fear of childbirth and had a concurrent request for a planned CS. The intervention consisted
of individual crisis-oriented counselling alongside routine antenatal care, social work input
was also offered where necessary. The aim of the study was to help participants to want to
give birth vaginally and they found that 86% of the study sample changed their request for
a CS and prepared for a vaginal delivery. In was unclear how many women had originally
requested CS prior to the intervention. Long-term follow up revealed that women were
satisfied with the support they received and their choice of mode of delivery. It is of vaiue
that women were asked to evaluate their treatment. However, a limitation in this study was
that the severity of childbirth fear was assessed according to non-standard criteria
developed by the researcher, which questions the reliability of the methodology. Similarly
to Sjégren (1998), the content of psychological therapy varied between individuals, which

again limit conclusions.

The studieé reviewed so far have indicated positive outcomes, in terms of withdrawal of
CS. However, a study by Ryding, Persson, Onell and Kvist (2003) found that women
(N=53) who had received counselling by midwives for fear of childbirth reported
experiencing a more frightening experience of childbirth-related to delivery than the

comparison group. This finding suggests that the model of therapy may be important and
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that specific interventions for managing fear may be needed rather than counselling. It is
_ also noted that data regarding childbirth experiences was collected 1-14 months post-
partum and that version B of the WDEQ (Wijma et al. 1998) has only been validated for

use up to two hours after delivery.

There has been one randomised control trial conducted by Saisto et al. (2001) with 176
pregnant Finnish women who were assigned to cognitive therapy or treatment as usual
(involved counselling). They found that 62% of women who had originally requested a
caesarean section due to fear of childbirth opted for a vaginal delivery after receiving
cognitive therapy. They were also found to have a shorter labour. The findings suggest that
cognitive therapy can influence both withdrawal of requests for caesarean section and the
childbirth experience. A criticism of this study was that there was no untreated control
group, making attributing positive outcomes to treatment alone inappropriate. The authors
highlight that some women in the conventional treatment group also received additional

cognitive therapy, which limits conclusions.

The majority of studies have focused on the reduction in CS as a primary outcome of fear
of childbirth treatment studies. However, Saisto, Tovainen, Salmela-Aro & Halmesmiki
(2006) suggest that it is also important to address psychological outcomes such as

perceived fear and adjustment during pregnancy.

Waldenstrém, Hilingsson and Ryding (2006) found that counselling was effective in
enabling women to have a more positive birth experience. However, it was also associated
with an increase in the rate of elective CS. It seems evident from the literature that some

services actively encourage vaginal delivery (Nerum et al. 2006) whereas others prioritise a
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rewarding childbirth experience irrespective of mode of delivery (Ryding et al. 2003). This
may be an important factor influencing women’s decision-making rather than the

effectiveness of psychological interventions.

This issue was highlighted by Halvorsen, Nerum, Sorlie and Oian (2008) who conducted a
study comparing counselling delivered by two midwives who communicated either a
‘coping attitude’ or an ‘autonomy attitude’. A ‘coping attitude’ was described as promoting
vaginal birth as the safest mode of delivery and communicating a belief in the woman’s
ability to overcome emotional obstacles. An ‘autonomy attitude’ was defined as
communicating the benefits of vaginal delivery, however emphasis was placed on the
woman’s right to choose her mode of delivery. At the midpoint of the study the midwife
who had an ‘autonomy attitude’ was coached in the principles of ‘coping attitude’ and
switched to this orientation. This was associated with a significant increase in the

proportion of women withdrawing their request for a caesarean from 77% to 93%.

The treatment studies reviewed so far have investigated the impact of individual therapy on
fear of childbirth. Saisto et al. (2006) investigated group psychotherapeutic support and
relaxation to treat women fearing childbirth with a concurrent request for CS. The
intervention consisted of five weekly group psychotherapeutic sessions of 120 minutes, led
by a psychodynamic therapist with additional relaxation exercises incorporated. The results
revealed that the intervention had a positive impact on mode of delivery as a significantly
greater number of requests for CS were withdrawn in the experimental group compared to |
the control group (p<.05). It is imporfant to note that 30% of women refused to engage with
group intervention and therefore it may not be an acceptable form of therapy to a

significant proportion of women. Outcome was measured in terms of withdrawal of CS
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however, there was no report of outcome in terms of intensity of fear of childbirth.
Participants reported that sessions were ‘helpful’ on a visual analogue scale, however, a

more specific measure of outcome would have added weight to this finding.

In summary, studies have proposed that psychological interventions for fear of childbirth
may have a positive impact in terms of reducing the number of requested caesarean sections
and lead to childbirth being experienced more positively. However, there is no outcome
data on the effect of the intervention on levels of childbirth fear, which the intervention is
supposed to be targeting. Unfortunately due to a number of methodological weaknesses,
doubt is cast on the validity of findings. Firstly, it was unclear whether the sample sizes of
studies were large enough to allow confident interpretation of findings since there were no
reports of any power calculations having been carried out. In addition, it is only possible to
distinguish the theoretical framework of the therapy undertaken in a few studies (Halvorsen
et al., 2008; Saisto et al., 2001; Saisto et al., 2006). It is also noted that treatments were not
manualised and thus varied between individuals, therefore rendering the work unreplicable.
The majority of studies recruited women from clinical populations. They were already
involved with fear of childbirth services and therefore samples may not be representative of
the general population of women who fear childbirth. Finally the lack of consistency and
detail in assessing fear of childbirth limits the assessment of outcome and comparison
across studies. As of yet, there does not appear to have been any studies investigating

psychological interventions for fear of childbirth in the UK.

11. Conclusions and recommendations.
In summary, this review has demonstrated that fear of childbirth is a specific dimension of

pregnancy anxiety and can possibly influence the emotional well-being of a subset of
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women, both in the antenatal and postnatal period. In general the quality of the studies
identified varied widely, and the presence of definitional and methodological issues created

difficulties in drawing clear inferences.

Studies exploring the contents of women’s childbirth-related fears have found that the most
common fears, of which ‘pain’ is specifically identified, are possibly shared across cultures.
However, a number of key differences have been identified suggesting that results
pertaining to fear of childbirth may not be generalisable across cultures. Qualitative studies
have also begun to emerge, which describe the lived experience of childbirth fear from the
perspective of women. These findings suggest that fear of childbirth has both personal and

social dimensions and has the potential to cause distress.

A number of factors that may influence the severity of childbirth fear have been identified
in the literature, although there is no clear consensus regarding these. There are a number of
methodological weaknesses highlighted in studies, of which lack of power and consistency
in assessment are particularly highlighted. The latter makes comparison between studies
problematic. It is noted that the emergence of two large-scale studies is a positive addition

to the research field (Geissbuchler & Eberhard, 2003; Laursen et al., 2008)

The majority of research reviewed has been carried out in Scandinavia, with one study
relating specifically to fear of childbirth having been conducted in the UK (Johnson &
Slade, 2000). The generalisability of findings is limited for women in the UK, due to the
specificity of sampling and recruitment. It is suggested that in order to explore the construct
of fear of childbirth for women in the UK, it is necessary to carry out research with samples

of the target population.
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A review of the small number of existing tools to measure fear of childbirth highlighted the
lack of psychometric data available in scale development literature. The WDEQ (Wijma et
al., 1998) was reported to have acceptable internal reliability, although the content and

cultural validity of the tool is questionable for use with women in the UK.

A small number of studies have explored psychological interventions for treating fear of
childbirth. Results indicated that there was a reduction in the number of requests for CS,
however, due to the methodological weaknesses in study design it was not possible to
attribute outcome to treatment alone. Case series designs are the most vulnerable to bias
and randomised controlled trials (RCT) are seen as the gold standard in terms of robust
research evidence. Saisto et al. (2001) conducted the only RCT in the field, however, there
was no untreated control group. The results are therefore tentative and should be viewed

with caution.

The nature of psychological treatment is highlighted as important, as it is indicated in the
literature that midwifery led-counselling (Ryding et al., 2003) and birth preparation classes
(Geissbuehler & Eberhard, 2003) can actually increase women’s fear. Information can
increase fear and therefore care must be taken to im)estigate efficacy of treatments before

they are rolled out.

Before healthcare services in the UK can begin to effectively address fear of childbirth,
there needs to a reliable and valid assessment tool capable of identifying it accurately. It is

suggested that fear of childbirth is a significant factor underpinning maternal requests for

34



CS (McCourt et al., 2007). The literature suggests that fear of vaginal delivery is sometimes
hidden by the term ‘caesarean on maternal request’ (Saisto & Halmesmiki, 2003).

A number of studies highlight the possible monetary savings in terms of the reduction in
the number of CS’s performed which off set the cost of therapeutic input (Sjdgren &
Thomassen,1997; Sj6gren, 1998). UK clinical practice guidelines on CS, recommend that
women requesting CS due to a fear of childbirth should be offered counselling, cognitive
behavioural therapy is specifically mentioned (NICE, 2004). However, based on the
evidence reviewed for this paper, the efficacy of specific psychological interventions for

fear of childbirth are inconclusive and are unlikely to generalise to women in the UK.

Attempts have been made to develop a theoretical understanding of the mechanism of fear
of childbirth. Established fear and anxiety theories have been proposed, however, there
appears to be insufficient evidence to confidently accept any of these. A debate in the
literature exists regarding moves to give the construct of fear pf childbirth more credence,
highlighted by its psychiatric classification of ‘Tokophobia’ (Hofberg & Ward, 2003).
However, Walsh (2002) claims that this classification pathologises fear and midwifery
specific practices could address childbirth fear through normalising pain and vaginal

childbirth.

In their commentary responding to the fear of childbirth, Bewley and Cockburn (2002)
highlight the importance of the early identification of pregnant women who are fearful of
childbirth and their prompt referral for treatment. However, caution must be taken before
changes to services are made without clear research evidence to support the efficacy of

treatments for fear of childbirth. More rigorous research evidence is needed; indicating that
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stronger multidisciplinary working between Midwifery, Obstetrics and Clinical Psychology

might be worthwhile.

In order to provide effective and appropriate antenatal care for women in the UK, it is
necessary to understand the nature and source of women’s childbirth-related feér. Gaining
an understanding of the degree of fear of childbirth in all pregnant women may be a useful
starting point for future prospective studies. The review has highlighted the lack of a
reliable and valid assessment measure to accurately identify fear of childbirth in women in
England, which is a precursor to exploring the nature and content of fear and beginning to

develop effective psychological interventions.
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1. Abstract

Women develop varying expectations of childbirth during pregnancy. In particular women
who have adverse expectations of childbirth were found to have poorer psychological
childbirth outcomes. The aim of this study was to develop a reliable and valid English
language based scale to measure pregnant women'’s expectations of childbirth. Items were
generated via semi-structured interviews with 18 pregnant women, to explore their
expectations of the forthcoming childbirth. Content analysis was used to analyse interview
" data and scale items were written based on the constructs extracted. An initial 85-item
version of the Pais-Slade Expectations of Childbirth Scale (PSECS) was developed and
administered to a general population sample of pregnant women via the post along with the
State Trait Anxiety Inventory (STAI: Speilberger, Gorsuch & Lushene, 1983). The
questionnaires were completed by 148 women (25% response rate). The resultant data was
subjected to item and principal components analysis revealing the PSECS contained six
underlying factors. The final version of the PSECS was reduced to 51 items and was found
to have acceptable internal reliability, content and construct validity, with a moderate,
positive correlation with the STAL The PSECS shows promising psychometric robustness
and has potential as both a research and clinical tool in exploring the content of childbirth
expectations. In terms of its utility it is suggested that the scale could be used in its entirety,
or as individual subscales indicate good internal reliability they could be used
independently to provide a briefer measure. The methodological limitations as well as

implications for further research are discussed.

Keywords: childbirth, expectations, fear, questionnaire development, psychometrics.
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2. Introduction

Women develop detailed expectations of childbirth during pregnancy (Gibbins & Thomson,
2001). Several studies have found that these expectations can affect women’s evaluation of
their birth experience (Hauck, Fenwick, Downie & Butt, 2007; Gibbins & Thomson, 2001;

Green, Coupland & Kitzinger, 1990, Slade, MacPherson, Hume & Maresh,1993; Stolte,

1987).

Studies investigating the contents of childbirth expectations have found that expectations
vary significantly between women; with some pregnant women expecting it to be
challenging but worthwhile and others frightening and a threat (Hallgren, Kihlgren,
Norberg & Forslin, 1995). Similarly, Fenwick, Hauck, Downie and Butt (2005) identified
themes relating to both positive and negative outlooks towards birth, indicating that
positive and negative expectations co-exist suggesting that childbirth expectations are
multi-dimensional. In addition they confirmed that some women’s negative expectations

were shaped by fear and in particular concerns about the pain of labour.

Review papers by Hodnett (2002) and Lally, Murtagh, Macphail and Thomson (2008)
concluded that personal expectations of pain in childbirth were a key factor in evaluating
childbirth experience. Lally et al (2008) found that the majority of studies show that women
underestimate the intensity of pain they will experience in childbirth and that these
unrealistic expectations may lead to women being inadequately prepared for labour. The
relationship between pregnant women and health-care professionals has been highlighted as
an influential factor in the development of expectations of childbirth (Hodnett, 2002). It has

been shown to be a moderating factor in the development of fear, but also has the potential
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to mediate perceptions of childbirth when expectations were not achieved (Hauck et al.
2007). Goodman, Mackey and Tavakoli (2004) found that expectations of personal control
were strongly associated with childbirth satisfaction, which is supported by Slade et al.
(1993) and Waldenstrom, Borg, Olsson, Skold and Wall (1996). Other factors reported to
be influential in the formation of childbirth expectations are public and private discourses

of childbirth and stories from female relatives (Fenwick et al., 2005).

The relationship between childbirth expectations and experiences
A number of studies ha\;e attempted to investigate the relationship between expectations
and experiences of labour, however with differing outcomes. Studies by Green et al. (1990)
and Slade et al. (1993) are of particular value as they investigated the relationship
prospectively. Previous studies have relied on retrospective reports of expectations, which
are likely to be influenced by the birth experience.(Stole, 1987; Waldenstrom et al., 1996).
Slade et al. (1993) conducted a prospective study in a city in the north of England to
investigate the correlation between pregnant women’s expectations, experiences and
satisfaction with labour. They found that positive emotional expectations were strong
predictors of positive emotional experiences and that negative expectations were essentially
paralleled by experience. Green et al. (1990) highlighted that there is common discourse in
the literature that women with high expectations of childbirth will be disappointed,
however in their prospective study of 825 women from the South of England, they found
that high expectations did not have negative implications, however women with low
expectations were likely to have poorer psychological outcomes. Studies by Goodman et al.
(2004) and Hauck et al. (2007) reported women whose expectations were achieved are
more likely to be satisfied with birth, highlighting the importancé of realistic expectations.

It has been found that a lack of congruence between expectations and experiences
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negatively influences the childbirth experience, with unfulfilled expectations leading to a
more negative birth experience (Fenwick et al., 2005). Unmet childbirth expectations were
also reported to be a predictor of childbirth being perceived as traumatic (Soet, Brack &

Dilorio, 2003).

The literature highlights the importance of comprehensive assessment of the contents of
pregnant women’s childbirth expectations. Hodnett (2002) reported that personal
expectations were the most influential factor in the rating of satisfaction with birth
experience. In particular the identification of women with unrealistic expectations of
childbirth during pregnancy would be beneficial as they seem to have important
implications not only for how childbirth is viewed but also post-natal emotional well-being.
It is suggested that supporting women to develop more realistic expectations could lead to a
more fulfilling childbirth experience (Fenwick et al., 2005; Goodman et al., 2004; Hallgren

et al.,, 1993; Stolte, 1987).

Expectations of childbirth and fear

The literature exploring the content of pregnant women’s expectations of childbirth has
identified that for a subset of women, childbirth is viewed with trepidation (Hallgren et al.,
1995). A key dimension of women’s negative expectations of childbirth is fear. Fear of
childbirth has been predominantly researched in Scandinavia. Wijma, Wijma and Zar
(1998) made an explicit link between childbirth expectations and fear of childbirth. They
advocated the exploration of the content of childbirth expectations as a valid means of
identifying pregnant women who are fearful of childbirth. They used Lazarus’ stress and
coping theory, which proposes that the appraisals a woman develops regarding childbirth

are relevant for her experience, as cognitions determine stress reactions and mediate the
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development and maintenance of anxiety (Lazarus, 1982). Zar, Wijma and Wijma (2001)
proposed that women who fear childbirth have a childbirth experience that mirrors their

fear, therefore they described the fulfilment of negative expectations as a ‘vicious cycle’.

Measuring pregnant women's childbirth expectations.

It has been highv]ighted that the exploration of pregnant women’s childbirth expectations
would be of clinical utility. Existing quantitative studies have been questionnaire-based.
Green et al. (1990) used a questionnaire to gather information about childbirth expectations
related to pain relief, medical interventions and social-behavioural aspects, however there
was no information provided regarding how this questionnaire was developed or any
sample questions provided. It was unclear whether the psychometric properties of this tool
had been assessed. Slade et al. (1993) assessed the expectations of emotional, medical and
control aspects of labour via a number of descriptors with a visual analogue response scale.
Items for the emotional section were developed from unstructured interviews with 12
pregnant women in the late stages of pregnancy and medical and control items were
developed in conjunction with a panel of experts. This contributed to the content validity of
the measure, however there were no details regarding reliability or construct validity.
Similarly, Waldenstrom et al. (1996) used their own questionnaire, but there were no details
regarding the development of this. The limited information means that results are not
replicable and the lack of psychometric robustness of assessment methodology questions

the feliability and validity of results.

In 1998, Wijma, Wijma and Zar developed the Wijma Delivery Expectancy/Experience
Questionnaire (W-DEQ). This consists of two scales, version A which measures

expectations of labour and birth, administered at 32 weeks gestation and version B, which

47



measures actual experiences, administered within two hours of delivery. The development
of this scale was based on Lazarus’s theory (Lazarus, 1982). Wijma, Wijma and Zar (1998)
proposed that version A of the scale measured the constru;:t of childbirth fear through the
assessment of childbirth expectations. The W-DEQ was shown to have both good internal
consistency and split-half reliability of >.87. However, there are a number of weaknesses of
the questionnaire: items for the pilot scale were only generated through accounts of two
experts’ clinical experience, which affects the content validity of the questionnaire.
Research suggests that gaining views directly from the target population generates a
measure that is firmly grounded in personal experience. Wackerbarth, Streams and Smith
(2002) claim that post hoc analyses of instruments that employed only literature reviews
and expert opinion to generate items often neglect key constructs and therefore interviews
with members of the target population should be conducted in order to ensure the relevance

and appropriateness of items.

Johnson and Slade (2002) used the English translated version of the W-DEQ with a sample
of pregnant women in the North of England and factor analysis suggested that rather than
measuring a single construct of fear of childbirth it actually measured four distinct
domains: ‘fear’, ‘lack of positive anticipation’ and the degree to which women anticipate
‘isolation’ and ‘riskiness’. They also report that a number of items needed further
investigation, as they did not load when the W-DEQ was factor analysed. On closer
inspection some of the translated items from Swedish into English did not appear to be
meaningful. This questions the utility of the W-DEQ in an English speaking population and
supports the development of a questionnaire to measure childbirth expectations that is
firmly grounded in the language and culture of the population for whom it is intended for,

ensuring good cultural validity.
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Fear of childbirth

Exploring childbirth expectations during the antenatal period had been proposed as a means
of identifying women who are fearful of childbirth. A body of literature exists focusing on
the fear element of childbirth expectations. A review paper by Saisto and Halmesmiki
(2003) proposed that fear of childbirth can be conceptualised as incorporating biological,
psychological and social factors. The most common fears in relations to childbirth were:
fear of pain, fear of being incapable of giving birth and fear of future parenting
responsibilities. Factors found to be influencing fear of childbirth included previous
childbirth experience, previous psychiatric history, information and social support. These
factors were found by grouping papers, however as yet there is no clear consensus

regarding the theoretical underpinnings of fear of childbirth.

Fear of childbirth and mode of delivery

For some pregnant women their cognitive appraisals of childbirth may be so negative that it
may influence their mode of delivery. A key implication of childbirth fear in the literature
is its relationship with request for caesarean section (CS). Fear can be so intense that it
leads to a desire to avoid vaginal delivery in order to alleviate fear (McCourt, 2007).
Saisto and Halmesmiki (2003) suggest in their review that fear of childbirth may account
for 7-22% of caesarean section births in the United Kingdom. Ryding, Wijma, Wijma &
Rydhstrém (1998), in a Swedish sample found that women whose labour had concluded in
an emergency caesarean section scored significantly higher on the W-DEQ); they had more
negative expectations of childbirth compared to controls. Johnson and Slade (2002) found
that this did not generalize to a UK sample. It is unclear whether this discrepancy in

findings may be due to the lack of cultural validity of the W-DEQ or cultural variation
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between Swedish and English samples and the effect of socially constructed norms of the

expectations and experiences of childbirth.

Psychological interventions for fear of childbirth.
There are a small number of studies that have begun to investigate psychological

interventions for women who are fearful of childbirth.

Nerum, Halvorsen, Sorlie & Oian (2006) found that 69% of women who had originally
requested a CS due to fear of childbirth withdrew their request and went on to have a
vaginal delivery following psychological input. These women were also found to have
long-term satisfaction with their decision. Saisto, Salmela-Aro, Nurmi, Kononen &
Halmesmaki (2001) conducted a randomised control trial comparing intensive Cognitive
Behaviour Therapy based treatment with usual care and found that only 67% rather than
82% of women requested caesarean section. This suggests that cognitive therapy could be
effective however a methodological flaw in this study was that there was no untreated
control group, therefore outcomes cannot be confidently attributed to treatment alone.
Saisto et al. (2001) found that women who received therapeutic input did not reduce their
request for caesearean section but were more satisfied with their experience of childbirth
than controls. Interestingly, a study by Ryding, Persson, Onell & Kvist (2003) found that
women who had received counselling by midwives for fear of childbirth reported
experiencing a more frightening experience of childbirth related to delivery than the
comparison group. This suggests that midwifery led counselling may not be effective in
itself and it may be necessary to deliver specifically tailored cognitive psychological

interventions to challenge negative appraisals of childbirth. This body of work could link in
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with researchers suggesting that health care staff should assist pregnant women to develop

realistic appraisals of childbirth (Fenwick et al., 2005).

2.1 Study Rationale

It has been highlighted that the exploration of pregnant women’s expectations in the
antenatal period could potentially identify women at risk of having a negative birth
experience and within this, women who are fearful of childbirth. Existing measurement
tools may lack content and cultural validity and therefore the development of a
psychometrically robust instrument based in the English language would make a useful
contribution both clinically and as a research tool. Studies have suggested that unrealistic or
negative expectations of childbirth are associated with less satisfaction with the childbirth
experience and it is proposed that pregnant women should be assisted to develop realistic
and positive expectations of childbirth. Studies utilising cognitive behaviour therapy may
be effective in challenging women’s unrealistic cognitive appraisals of childbirth, however
before the outcome of interventions can be confidently determined it is necessary to have a
reliable and valid measure to accurately assess pregnant women'’s expectations of

childbirth.

2.2 Research Aim
Given the apparent clinical need to understand women’s appraisals of childbirth, this study
aimed to develop a brief, reliable and valid tool to measure childbirth expectations suitable

for pregnant women in the UK - the Pais-Slade Expectations of Childbirth Scale (PSECS).

The development of this scale was based on the various stages of test construction

suggested by Rust and Golombok (1989) on designing a person-based questionnaire.
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Instrument development is an iterative process and it is therefore necessary to start off with
more items than are finally desired (Rust & Golombok, 1989). The aim was for the final
questionnaire to consist of 20 — 30 items and therefore the initial questionnaire required
approximately 60 items.

Stage one - Items relating to childbirth expectations were generated via semi-structured
interviews with members of the target population in order to ensure the relevance and
appropriateness of items (Wackerbarth et al., 2002). This methodology ensures that the
final questionnaire will be firmly grounded in the experience of the population it is intended
for and contributes to content validity (Willig, 2001). For the purpose of item generation we
are purely interested in the content of what pregnant women say and are not concerned with
drawing conclusions from the data, therefore a descriptive content analysis was employed
to analyse interview data (Krippendorf, 1980). Questionnaire items corresponding to these
content areas were written to develop the initial version of the questionnaire.

Stage two - This initial version of the scale was piloted with a large sample of pregnant
women and the underlying factor structure was explored. Scale analysis led to the
refinement of items and a final version of the scale was developed. Lastly, initial
assessment of the internal reliability and construct and concurrent validity of the measure

was carried out.
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3. Method

Stage one — Exploratory interviews for item generation

3.1 Participants

A total of eighteen pregnant women completed the semi-structured interview. The mean
age of the sample was 31,72 years, ranging between 17 — 39 years. The mean gestation was
28.22 weeks, ranging between 10 - 38 weeks and seven women (38.9%) had not given
birth before. Fifteen pregnant women were recruited from midwifery-led community
clinics, two from consultant-led clinics and one pregnant women had been through the birth
after-thoughts service indicating a previous traumatic birth, In addition three further
participants reported having previous difficult births however had not received any formal
support to cope with this. Participants were recruited from community clinics across the
city in order to include socio-economic, cultural and educational diversity and to ensure
heterogeneity of the sample. Further demographic details of the sample are shown in Table

1.
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Table 1. Background characteristics of sample at Interview stage

N %
Occupation
Employed 16 88.9
Unemployed 2 11.1
Marital status
Married 9 50
Living with partner 7 389
Single 2 11.1
Partner’s occupation
Employed 17 94.4
Unemployed 1 5.6
Qualifications
GCSE 3 16.7
NVQ 3 16.7
Degree 9 50
Postgraduate 2 11.1
Other 1 5.6
Parity
Nulliparous 7 389
Parous 11 61.1
Medical complications
Yes 7 389
No 11 61.1
Ethnicity
White British 16 88.9
Asian or Asian British 1 5.6
Other 1 5.6
3.2 Measures

Interview schedule (Appendix 7) Data for items was generated through the use of semi-
structured interviews. This interview approach allows the exploration of topics of interest
identified by the researcher but also permits the interviewer to improvise questions to
extend answers (Arksey & Knight, 1999). The interview schedule aimed to elicit thoughts,
feelings and expectations in relation to childbirth. This is in line with the work carried out
by Wijma et al. (1998) that cognitive appraisals of childbirth are an important indicator of

childbirth experience. Informants were also asked specifically about concerns, as a
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potential clinical use of the questionnaire is to highlight pregnant women who are fearful of

childbirth.

A sentence completion task, which is a technique used in a clinical context to elicit
cognitions about the negative cognitive triad, that is, beliefs about self, others and the world
was also included in the interview schedule. This technique was developed by Padesky
(1994) and involves asking the client to finish a number of sentences such as 'I am', 'others
are', ‘others see me as', 'the world is' and 'the future is', and giving instructions to not edit
their answers. This method was adapted to make it suitable for eliciting cognitions

regarding pregnant women'’s expectations of childbirth.

The interview schedule was piloted with a member of the study population in order to
assess its clarity and whether it was fit for purpose. On the basis of this, a prompt asking
respondents to focus on ‘expectations’ rather than ‘hopes’ was included. Data from the pilot

interview was not included in the final analysis.

Demographics questionnaire (Appendix 8). Respondents were asked a number of
background/demographic questions in order to help identify the characteristics of the
person being interviewed. These included: age, education, occupation and pregnancy

details and helped locate respondents in relation to other people (Patton, 2002).

3.3 Procedure

A Consultant Obstetrician or Midwife leading the antenatal clinic approached women
meeting the inclusion criteria, which was all pregnant women over 16 years of age who

were: 1) under the care of Sheffield Teaching Hospitals NHS Trust, 2) due to have a
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vaginal delivéry and 3) proficient enough in the English language to complete an interview
regarding their expectations of childbirth.

Women who were interested in participating were then given a study Information Sheet
(Appendix 9) and asked to give their written consent (Appendix 10). All interviews were
carried out at participants’ homes and lasted approximately forty minutes and were audio
taped ready for transcribing. Demographic information was collected at the beginning of
the interview as a means of easing respondents into the interview situation and building
rapport. This information was continuously reviewed in order to ensure participant
heterogeneity. This ensured that the full range of expectations was sampled, leading to
good content validity of the questionnaire. Developing a set of questions that covered the
key aspects of interest enhanced the validity of data collection. The sampling technique
utilised ensured that all points of view were appreciated (Arksey & Knight, 1999).
Reliability was maximised by limiting variations in interviewing practice and following the

format of the schedule.

Ethics

The Chief Investigator conducted all of the interviews and was experienced in interviewing
patients and in managing distress. Prior to the interviews commencing, the researcher again
explained the purpose of the interview and details of the study and the limits of
confidentiality. Clear guidance was given on managing potential disclosures of malpractice
or if distress was highlighted. Interviewees were given the opti‘on of receiving a summary
of the results of the study, as a matter of good practice and to ensure the credibility of the
research, Ethical approval for this study was obtained from the North Sheffield Research
Ethics committee (Appendix 3). Sheffield Teaching Hospitals NHS Trust provided

Research and Development approval for this study (Appendix 4).
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3.4 Qualitative analysis

The data analysis was conducted in parallel with data collection, which allowed the
emergence of content areas to be monitored. When conducting qualitative research, the
sample size is based on a balance between feasibility in terms of research and the quality of
data. In this study, data collection was stopped when no new information emerged from

additional informants, known as redundancy (Patton, 2002).

The interviews were analysed using content analysis (Krippendorf, 1980). This method of
analysis usually refers to the analysis of text, and attempts to identify patterns and meaning
in a volume of qualitative material. A systematic guide was developed for analysing the
data generated from the semi-structured interviews. This provided a framework for
indexing the data and retrieval of content relating to the topic of interest (Arksey & Knight,
1999). Transcripts were read and information relating to expectations, fears and concerns
regarding labour and birth were extracted. Care was taken not to lose too much data
through combining constructs to develop themes, as an aim of this study was to develop a
questionnaire that is firmly grounded in the language and experience of the women it is
developed for. A total of 135 constructs were initially identified from the transcripts and a

table was constructed highlighting those participants that endorsed that construct (Appendix

11).

Table 2 shows which constructs were combined due to duplication and comprehensiveness,
and the new combined theme.‘ A total of 50 constructs were deleted, leaving 85 constructs,
Items for the questionnaire were then written based on these remaining individual
constructs. Five category areas emerged after content analysis, which were: cxpéctations of

staff, environment, partner, labour and birth and items were written according to these.
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Table 2, Table of collapsed themes

Original themes

Collapsed theme

-Staff will be responsive to my needs.
-Staff will follow my wishes

-Staff will not listen to my requests

Staff will not respect my wishes.

-Staff will make assumptions about my
ability to deal with labour.

-Staff will assume I know what I am doing

vy Staff will assume I know what to do

» when I am in labour.

-Staff will offer me reassurance
-Staff will motivate me to carry on through

labour

, Staff will motivate me to get through

labour

-Staff will be adequately trained
-Staff will tell me what I need to do when 1

am in labour

-I trust staff to make the right decision for me J

Staff will have the right training to

provide good care for me

-I will be provided with a relaxing
environment

-The ward will be pleasant

-My partner will get in the way

-My partner will irritate me

} The ward will be a relaxing environment
} I will find my partner annoying

-My partner will not get to me in time

-I will be left alone

} I worry my partner will be late for the
birth

-Partner will try hard to support me

-Partner will encourage me not to give up

} My partner will do their best to support

me

-Partner will be traumatised

-Partner will be scared

} My partner will find childbirth traumatic

-Partner will help me relax

-Partner is knowledgeable about childbirth

} My partner will know how to help me

-Labour will be challenging
-Labour will be very difficult

} Labour will be very difficult
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-Labour is scary
-I will be scared/frightened of going into

labour

Labour will be scary

-Labour will be too long
-Labour will be slow

-Labour will be too quick

I worry about the length of labour

~-Worry about needing emergency surgery
-Something will go wrong-medical

complication

I worry I will need emergency surgery

-My expectations are realistic
-I'lack knowledge

-1 feel knowledgeable about labour
-I feel prepared

I know all I need to know about labour

-I will not be able to physically cope with
labour

-I will not be able to emotionally cope

I will have the stamina to cope with

labour

-I will need an epidural
-I will need drugs to cope with pain

-I will manage without pain relief

I will need medication to manage the

labour pain

-I will not be able to accomplish a natural
delivery

-Baby will be too big for me to give birth
naturally

I'will not be able to give birth naturally

-I will feel like a mother when I give birth
-I will not bond with the baby

-Maternal feeling will not kick in

My maternal feelings will not kick in

-When I give birth I will feel nervous
-When I give birth I will feel apprehensive
-When I give birth I will feel stressed

I will be anxious

-When I give birth I will be overwhelmed

-Aware of emotions

I will be overwhelmed with emotion
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Exclusion

Information pertaining to expectations in relation to the period after the birth was excluded,
as the study was exclusively interested in the childbirth process. The aim of the analysis
stage was to include the widest range of expectations and therefore the procedure for
extraction erred on the side of ihclusivity. Constructs were recorded using participants’ own
words as much as possible so that the final measure was firmly grounded in the language

and views of the women it is intended for.

Reliability of data analysis

To assess the consistency of data analysis an additional member of the research team
examined the categories and indexing procedure, as a means of establishing the
trustworthiness of the findings. Another researcher, who followed the procedure for
analysis, also independently rated a sample of transcripts. There was a high degree of inter-
rater agreement (87%) suggesting that the guide for analysis was clear and robust. Barbour
(2001) suggests that involving the research team in analysis of interview transcripts

improves the rigour and quality of research.

3.5 Development of the initial version of the PSECS.

Instrument development is an iterative process therefore it was necessary to start off with
more items than was desired for the final questionnaire. Rust and Golombok (1989) suggest
that at least twice as many items should be used as needed. The aim was for the final
questionnaire to consist of approximately 30 items and therefore a pool of 85 items was
sufficient. This allows those items that are most discriminating and reliable to be selected
for the final scale (Kline, 2000). Instructions were given asking participants to respond to

items according to their feelings over the past month and a five-point Likert-style response
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scale was employed ranging from “Strongly Agree” to “Strongly Disagree” (Likert, 1932).
Tﬁis five-point response format was chosen as it enabled respondents to meaningfully
differentiate between options and express themselves adequately (Rust & Golombok,
1989). Items were written in a clear and specific way in order to counter social desirability
and extreme responses. Items were also worded both positively and negatively in order to

counter acquiescence. Attention was paid to the readability and comprehensiveness of items

and the use of double negatives was avoided (Kline, 2000).

Face Validity

The questionnaire was checked for clarity and ease of completion with five women across a
range of stages of pregnancy and feedback was incorporated into the development of the
initial version of the ‘questionnaire. This was a convenience sample identified by the Chief
Investigator through the process of snowballing. In addition a panel of five professionals: a
Consultant Obstetrician, a Clinical Psychologist, a Midwife, a Research Midwife and a
Governance Co-ordinator assessed all questionnaire items. All were involved in the care of
pregnant women and acted as expert reviewers to check the face and content validity of the
items generated. This allowed us to capitalize on the advantages of multidisciplinary insight
and to increase conceptual development (Barry, Britten, Barber, Bradley & Stevenson,
1999). Individuals were invited to comment on the clarity of items, instructions, layout and
the response format. They also assessed whether they felt that the domain of childbirth
expectations was adequately covered, which contributed to content validity. Minor
modifications were made to the wording of items and instructions, based on feedback given
resulting in the development of the initial version of the Pais-Slade Expectations of

Childbirth Scale (PSECS) (Appendix 12).
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Stage Two — Pilot study of the PSECS

3.6 Participants

A total of 151 completed questionnaire booklets were returned. Three respondents had
omitted to answer more than 10% of the questions and were excluded from the study as a

means of quality control. A sample of 148 remained and gave a response rate 25%.
The mean age of the sample of participants was 31.36 years, ranging from 19 — 45 years.

The mean gestation was 23.38 weeks, ranging from 14 — 31 weeks. Additional

demographic details of this can be found in Table 3.
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Table 3. Background characteristics of sample at pilot stage

N %
Occupation
Employed 97 65.5
Unemployed 48 324
Sick leave 1 0.6
Marital status
Married , 94 63.5
Living with partner 4] 27.7
Single 11 7.4
Other 2 14
Qualifications
GCSE ' 33 223
A level 12 8.1
NVQ 29 19.6
Degree 31 20.9
Post-graduate 25 16.9
Other 10 6.8
Partner’s occupation
Employed 124 83.8
Unemployed 14 9.5
No. of children
0 2 13
1-2 127 85.5
34 14 9.5
5-7 5 3.4
Pregnancy history
Miscarriage 51 345
Stillbirth 4 2.7
Termination 13 8.8
Current pregnancy
Medical Complications 43 29.1
Planned caesarean section 19 12.8
Ethnicity
White 139 93.9
Asian or Asian British 6 4.1
Black or Black British 3 2.0

According to the Antenatal booking data of the service in which this research was
completed (April 2008 to March 1009) the pilot stage sample was representative of the
population on all characteristics apart from parity (data obtained through personal

communication, May 2009).
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Only 1.3% of respondents had not given birth before which meant that it was not possible
to analyse responses according to parity. This issue will be explored further in the

discussion section.

3.7 Measures
Demographics questionnaire (Appendix 6) Participants were asked to give details of their;
gestation, age, occupation, marital status, partner’s occupation, education, parity, pregnancy

medical history, thoughts relating to childbirth and ethnicity

Initial version of the Pais-Slade Expectations of Childbirth Questionnaire (PSECS)
(Appendix 12). A questionnaire developed based on the items generated from interviews

with pregnant women from the first stage of this study.

State Trait Anxiety Inventory (STALI Speilberger, Gorsuch & Lushene, 1983) (Appendix

" 5). The STAI is a commonly used questionnaire for measuring subjective anxiety. It is a
standardised self-report measure with a total of 40 items, separated into two scales of 20
items each: the State scale measures anxiety which is considered to be transient and
situation specific and the Trait scale measures anxiety which is more stable and said to be a
personality construct. The STAI has been shown to discriminate between healthy controls
and patients with anxiety indicating that the scale has good construct validity. It has also
been shown to be reliable with median alpha coefficients for the State Anxiety and Trait
Anxiety to be .92 and .90 respectively. The STAI has been used in pregnant samples and

shown to correlate highly with antenatal and anxiety measures (Austin, Tully & Parker,

2007).
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3.8 Procedure

Questionnaire booklets were sent to 600 pregnant women over the age of 16 years who
were between 13 and 36 weeks gestation. This time frame was chosen as at 13 weeks
gestation, the main risk of loss of pregnancy has passed and after 36 weeks some of the
sample may have been lost to delivery. All participants were registered at one hospital site
in Sheffield. Questionnaire booklets were sent via post containing; a covering letter from
the hospital department (Appendix 13), information sheet, (Appendix 14), initial version of
the PSECS (Appendix 12), the State Trait Anxiety Inventory (STAIL Speilberger, Gorsuch
& Lushene, 1983) (Appendix S) and a background questionnaire (Appendix 6).

Questionnaires were returned via a freepost system and responses were anonymous.

Plan of statistical analyses

All data was analysed using SPSS for Windows version 14.0. Initial item analysis was
carried out to check the facility and discrimination of individual items (Rust & Golombok,
1989). The remaining items of the PSECS were analysed using Principal Components
Analysis to understand the underlying scale structure (Tabachnick & Fidell, 1999). Initial
assessment of internal consistency was carried out to develop a final version of the scale

and the construct and concurrent validity of the final PSECS was assessed.
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4. Results

4.1 Scale Analysis

Scale analysis is an iterafive process with the aim of selecting the best items forl the final
version of the questionnaire. Items are therefore subjected to a stringent evaluation process
(Rust & Golombok, 1989). Items from the PSECS questionnaire were first analysed for
facility and discrimination in order to understand the way in which they operated.

The mean, standard deviation and distribution for each item were explored. Items with a
mean close to the extreme value of the response scale (either 1 or 5) or with a small
standard deviation were deemed to not be adequately discriminating between respondents
and were deleted. An additional check was made by looking at the distribution of responses
and if there was <5% of responses in either the ‘agree’ or ‘disagree’ direction the item was
deleted. As a result 18 items were deleted through this process, leaving 67 items. A
number of items were also reversed scored so that all responses were operating in the same

direction, so that higher scores indicated more negative expectations of childbirth (Table 4)
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Table 4. Responses to the initial version of the PSECS

Item Strongly Agree Undecided Disagree Strongly Mean S.D

Agree Disagree

(%) (%) (%) (%) (%)

Staff will listen to what I ask 56 (38) 80(54) . 9(6) 2(D) 1(0.7) 1.73 70
for*
Staff will assume I know 11(7.5) 35(24) 26 (18) 60 (41) 14 (10) 321 1.14
what to do when I am in
labour
Staff will have the right 77(52) 56(38) 1@ 2(1) 2() 1.62 .80
training to provide good care
for me*

I trust that staff will make the  55(37)  64(43)  20(13) 8(5) 107) 189 .88
right decision for me

I expect there will not be 17(11)  38(26) 51 (34) 30 (20) 70 2.86 1.10
enough staff on duty'

Staff will help me to relax 24 (16)  90(61) 20(14) 14 (10) 0 2.16 .81

Staff will offer me emotional 27(18)  72(49) 33(23) 15(10) 1(0.7) 226 90

support

Staff" will leave me on my 3(2) 45(30)  41(28) 43(29) 16(11) 316 1.04
own

Staff will be patient with 27(18)  89(60) 29 (20) 32 0 2.05 68

me*

Staff will not treat my 2(1) 4(3) 1309) 74(50) 55337y 4019 81

partner with respect"

Staff will motivate meto get 52 (35)  78(53) 13(9) 50) 0 1.80 74

through labour*

Staff will not respect my 2(1) 11(7) 18 (12) 70(43) 47(32) 4.0l 93

wishes'

Staff will be interestedinme 28 (19)  75(51) 29 (20) 13 (9) 32 2.24 93
Staff will not offer me 0 8(5) 19(13) 75(51) 46(31) 407 81

adequate pain relief'

The labour ward will have 30(20) 58(40) 46 (31) 11(8) 2 2.30 93

space for me

I will get the amount of 28(19) 57(39) 354 22 (15) 5(3) 245 1.07
privacy I want on the labour

ward ;

The labour ward will be a 22(15) 47(32) 34 (23) 37 (25) 7(5) 273 1.14
relaxing environment

My partner will help me 62(42) 69(47) 14 (10) 2 1(0.7) 1.72 75

relax*

My partner will not be able 5@3) 18(12)  21(14) 77(52) 27(18) 370 1.02

to cope seeing me in pain’

My partner will find 7(5 17(12)  27(18)  71(48) 26(18) 362  1.05
childbirth traumatic'
My partner will do theirbest  90(61) 50(34)  5(3) 2(H) 107) 147 69

to support me*
My partner will feel helpless'  13(9) 42(28) 35(24) 48 (32) 10(7) 3.00 1.11

My partner will panic' 6(4) 139) 27(18) 70(47) 3222) 374 1.03
My partner will know howto  19(13) 61(41) 47(32) 19(13) 2 249 92
help me

T will find my partner 7(5) 17(12)  42(28) 54(37) 28(19) 353 1.07
annoying'

I worry my partner will be 7(5) 12(8) 10 (7) 59(40) 60(41) 403 1.11

late for the birth
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Table 4. Responses to the initial version of the PSECS

Item Strongly Agree Undecided Disagree Strongly Mean S.D
Agree Disagree
(%) (%) (%) (%) (%)
I worry that labour will be 40 (27) 59 (40) 117 35 (24) 3(2) 234 117
extremely painful'

I worry about the length of my 40 (27) 65(44) 16 (11) 250117 2(1) 222 1.07
labour (either too long or too

short)

My bO'dy will fail me during 10(7) 18 (12) 35(24) 70 (47) 15 (10) 342 1.05
labour

I will not be able to give birth 11(7) 19 (13) 41 (28) 60 (41) 16 (11) 399 794
naturally'

I will have the stamina to cope 21 (14)  78(53) 312D 15 (10) 3(2) 2.33 91
with labour

I will not be able to cope withthe 14 (10) 31 (21) 34 (23) 57 (39) 12(8) 315 1.13
pain

I will need medication to manage 37 (25) 44 (30) 45 (30) 15 (10) 7(5) 240 1.1
the labour pain

I will not get the pain relief 5(3) 8(5) 32(22) 80(54) 23(16) 373 91
want

I know all I need to know about 14 (10) 48 (32) 39 (26) 40 (27) 7(5) 285 1.07
labour

I'am emotionally strong enough ~ 32(21)  78(53) 27(18) 12(8) 0 214 84
to cope with labour

I will feel vulnerable 6 (4) 50(34) 3121 53 (36) 8(5 305 1.04
I will be hysterical 107 70) 1913)  74(s0) 46(31) 407 .83
Labour will be very 312 2(1) 26 (18) 71(48) 46(31) 405 85
comfortable*

I will feel extremely anxious 12(8) 32(22) 46 (32) 46 (32) 11 (8) 3.08 1.08
when in labour'

Labour will be lovely 1(1) 8 (5) 25(17) 63(43) 50(34) 4.02 92

I will be very worried when I am 10(7) 39 (26) 39 (26) 45 (30) 15(10) 31 L
in labour'

Labour will be horrible 8(5) 26(18) 44(30) 61 (41) 9 (6) 325 .10
Labour will be worthwhile* 101 (69) 36 (25) 8(5) 1(0.7) 1(0.7) 140 69
Labour will be very difficult' 28(19) 64(43) 40(Q27) 15(10) 1079 230 .9
Labour will be exhausting** 5135  73(49) 17(12) 6(4) 1(0.7) 187 .82
Labour will be scarf 24(16) 5437) 26 (18) 37(25) 6 (4) 264 115
Labour is unknown 29 (20)  28(19) 23(16) 43(29) 24(16) 3.03 1.39
Labour will be complicated* 8(5 23(16) 81 (55) 32(22) 4(3) 301 84
In labour I will be looking 107(72)  27(18) 7(5) 513 2(D 143 84

forward to meeting my baby*
I will lose control during labour! 6(4)  28(19)  33(22) 66 (45) 15(10) 338 1.03

I will lose my temper' 503) 19(13) 29 (20) 69(47) 26(18) 362 1.03
I will embarrass myself* 6(4) 4128) 21(19) 66(45) 14(10) 328 1.09
I will be able to have the labour I 9 (6) 54(37) 65 (44) 18 (12) 2(D 2.66 .82
want

I will feel I have cheated if [ 1(0.7) 54(37) 65 (44) 18 (12) 2(1) 4.02 95

need pain relief'

I will feel physically exposed 16 (11)  42(28) 23 (16) 58 (39) 9 (6) 301 1.17
during labour!

I will be fully aware of 6(4) 46(31) 51 (35) 41 (28) 4(3) 294 93

everything during labour
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Table 4. Responses to the initial version of the PSECS

Item Strongly Agree Undecided Disagree Strongly Mean S.D

Agree Disagree

(%) (%) (%) (%) (%)

1 will get to the hospital in time 17(12)  79(55) 40 (28) 8 (6) 1(0.7) 229 77
I will need emergency surgeryt 20 (14) 43(29) 36 (24) 38 (26) 11(7) 284 1.17
I will be worried about the health 34 (23)  72(49) 19 (13) 23 (16) 0 221 97
of my baby'
I will get the privacy I want 11(8) 65(44) 45 (31) 23 (16) 3(2) 2.61 91
I will be too tired to appreciate 1(0.7) 23(16) 52(35) 62 (42) 10(7) 339 85
the birth'
I will feel calm during labour 8(5) 312N 60 (41) 35(24) 14 (10) ' 311 1.02
1 worfry about trauma to my 10(7) 40027) 34 (23) 5537 9(6) 3.09 1.08
body
My bo;:ly will be hurt during 19(13)  57(39) 3524 30 (20) 7(5) 266 1.09
labour
I will feel excited when I give 70 (47) 56(38) 9 (6) 117 2(1) 1.78 95
birth
I wil} be scared when I give 29 (20)  59(40) 20014) 36 (24) 4(3) 251 114
birth
I will be relieved when I give 63 (43) 68(46) 10(7) 7() 0 1.74 .79
birth*
| will be anxious when I give 32(22) 60(41) 26 (18) 26 (18) 3(2) 237 107
birth
I will feel like a mother when [ 71 (48) 50(34) 16 (11) 8(5 2(D) 1.78 94
give birth
I will be tired when [ give birth*! 82 (55)  55(37) 6(4) 4(3) 1(0.7) 1.56 .76
I'will cry when I give birth 43(29) 45(30) 45(30) 14 (10) 1(0.7) 222 10
It will be an amazing 62(42) 57(39) 24 (16) 32 2() 1.82 .87
experience*
I will be out of control when 1 2() 13 (9) 36 24) 67(45) 30(200 374 93
give birth!
I will be elated when I give birth 52 (35)  46(31)  38(26) 9 (6) 3(2) 209  1.02
Twill Pe angry when I give 0 2 15(10) 59(40)  72(49) 436 .72
birth*
1 will embarrass myself when [ 2(H) 12 (8) 39 (26) 62 (42) 33(22) 3.76 94
give birth'
1 will feel happy when I give 91(62) 46(31) 9 (6) 1(0.7) 1(0.7) 148 .70
birth*
I will be relieved that pregnancy 52 (35)  51(35) 26 (18) 18 (12) 1(0.7) 209 1.04
is over
I will be overwhelmed with 56 (38) 42(28) 41 (28) 9 (6) 0 2.02 95
emotion
I will be relieved that baby is 120(81) 25(17) 2(1) 0 1(0.7) 122 53
healthy*
1 will be an emotional wreck' 8 (5) 15(10) 350249 60 (41) 29 20) 359 1.08
My ma'temal feelings will not 32 6(4) 22 (15) 61(41) S56(38) 4.09 .93
kick in
I will be proud when 1 give 100(68) 37(25) 9 (6) 1(0.7) 1(0.7) 142 .70
birth*

* « item deleted
t - item reversed
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4.2 Principal Components Analysis

A principal components analysis (PCA) was carried out on the remaining 67 items of the
PSECS. This method enabled the exploration of the underlying scale structure of the
PSECS through the identification of the main constructs possibly underpinning childbirth

expectations (Kline, 2000).

The Kaiser-Meyer-Olkin statistic suggested that the sample size of 148 was adequate for
PCA (.63). Also a sample size of less that 100 is said to be adequate when all
communalities are above .6 which they were in this case (MacCallum, Widaman, Zhang &
Hong, 1999). Inspection of the correlation matrix between the 67 items also suggested that
PCA was feasible, as there were a reasonable number of correlations above .3 (Kline,
2000). Bartlett’s test for sphericity indicated that the null hypothesis that the variables were

uncorrelated could be confidently rejected (p<.001).

The unrotated PCA found 21 factors with eigenvalues greater that 1.0 (Kaiser-Guttman
criterion), which accounted for 74.66% of the variance. Cattell (1978) reports that in large
matrices the Kaiser-Guttman criterion overestimates the number of factors.

However further examination of Cattell’s Scree test (Figure 1) suggested that six factors

should be extracted, decided by retaining the components before the levelling off.
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Figure 1. Scree plot from the Principal Components Analysis, showing eigenvalues
and six factors extracted.

Eigenvalue

The total variance accounted for by the first six factors was 42.52%. Although a higher
factor solution may have accounted for a greater proportion of the variance it was decided

that a six- factor solution gave a clearer picture.

An unrotated ‘factor plot’ of the loadings of the 67 variables on the six factors revealed a
moderate number of cross-loadings, indicating a complex structure. Only variables with
factor loadings greater than .4 were interpreted as recommended by Tabachnick and Fidell
(2006). The PCA was re-run with an orthogonal rotation, using the varimax method that
suggested a very near simple structure (variable loadings of >.4 onto only one factor),
which is desirable. Table 5 illustrates factor loadings, communalities and the items that

constitute each factor after orthogonal, varimax rotation.
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Table 5. Factor Matrix showing factor loadings and communalities (hz) with

orthogonal, varimax rotation

Components

items F1 F2 F3 F4 F5 F6 h?
| will not be able to cope with the pain J75 -062 141 076 .070 .020 .635
| wjll need medication to manage the labour J44 -1386 032 .068 -115 -016 .590
revlgrry that labour will be extremely painful 699 -034 084 211 091 -091 .558
1 will feel calm during labour 583 .086 330 .249 .199 188 593
1 am emotionally strong enough to cope with 578 117 231 142 180 100 .464
:a\:i?lur:ot get the pain relief | want 532 231 131 183 -151 207 443
| will feel extremely anxious when | am in 526 -001 513 -085 316 -007 .647
:axg:’r; about the length of my labour (either too 477 -005 199 172 .167 -019 .326
long or too short)
Staff will help me to relax 036 .810 .050 -006 .021 .083 .668
Staff will offer me emotional support 070 741 068 042 -008 .097 .571
The ward will have space for me -056 .690 -091 113 .041 .030 .502
I will gét the amount of privacy | want on the -241 .623 129 081 .019 -049 473
¥§;dward will be a relaxing environment -235 .620 .166 .087 -034 077 483
Staff will not respect my wishes 129 616 -094 -028 061 .016 410
Staff will be interested in me -018 .614 -035 132 -069 .130 418
Staff will leave me on my own -036 .595 -185 218 .140 -068 .462
Staff will not offer me adequate pain relief 253 .589 131 -086 .026 .055 .462
| expect that there will not be enough staff on 107 857 -020 -083 -010 000 .329
?rr?st that staff will make the right decision for .004 478 -051 -158 -014 257 .320
Tu?ill get the privacy | want -063 .464 166 294 -226 046 .387
Labour will be scary 395 -.029 631 073 .315 -021 .660
Labour will be complicated 138 032 625 113 300 .128 .530
| worry | will need emergency surgery .055 .040 .599 118 .111 -060 .393
| will be anxious when I give birth 228 -050 .590 033 129 -257 .488
| will be scared when [ give birth 196 -120 553 090 .170 -290 480
| will not be able to give birth naturally 182 -031 .534 247 .054 140 403
Labour is unknown -074 -071 .525 179 084 -091 .333
| will be very worried when | am in labour 418 054 504 -016 .331 .118 .555
| know all | need to know about labour -152 107 .495 088 -020 -023 288
My body will fail me during labour 376 .049 485 261 -068 140 471
1 will be able to have the labour t want 051 240 416 163 -1286 214 .322
| will be worried about the health of my baby 104 054 382 217 081 -0268 .241
I will be out of control when | give birth 033 122 084 695 115 013 520
1 worry | will embarrass myself during labour 356 .046 122 .652 050 -110 .583
{ will embarrass myself when | give birth 199 090 .116 .629 231 -145 532

017 .087 047 591 045 250 423

| will be too tired to appreciate the birth
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Table 5 continued. Factor Matrix showing factor loadings and communalities (hz)

with orthogonal, varimax rotation

Components

Items F1* F2 F3 F4 F§ F6 h?

I worry 1 will lose control during labour 370 245 177 581 139 079 .592
| will be an emotional wreck when | give birth 097 -042 177 550 347 -041 467
| worry about trauma to my body -018 -139 259 518 -109 175 397
My body will be hurt during labour 182 -069 212 517 -104 -012 360
I will feef physically exposed during labour 034 018 272 411 031 027 .246
I will be hysterical during labour 367 069 057 .30 284 014 376
My partner will panic 106  .023 107 060 755 .017 596
My partner will find childbirth traumatic 025 -106 -030 252 .677 .086 .542
My p_artner will not be able to cope seeing me 203 -.087 092 022 .671 -027 .509
Ilnw‘:i’flnf?nd my partner annoying -006 .157 079 -049 590 029 .382
My partner will feel helpless 036 -098 142 131 560 -023 363
My partner will know how to help me 089 .10 229 -134 455 400 .481
Labour will be horrible 397 123 111 267 418 225 481
| will feel excited when | give birth -162 114 005 080 .150 752 634
| will be overwhelmed with emotion when i give -.016 .017 -070 -093 -018 .716 .526
mﬂ feel like @ mother when | give birth .039 .159 078 .182 088 .655 502
I will be elated when | give birth 232 -097 084 -109 313 .629 578
I will cry when | give birth -044 119 -276 -039 -108 .556 414
My maternal feelings will not kick in when | give 204 104 062 309 .037 .446 .353
:):tlrl} be fully aware of everything during labour .080 .079 015 303 -228 .351 .281
labour will be lovely 283 .048 080 171 150 .285 .222
{ will have the stamina to cope with labour 309 041 073 .201 415 106 167
1 will be relived that the pregnancy is over -280 .144 149 -077 -204 130 .186
| will feel | have cheated If | need pain relief -260 .071 208 169 .098 .108 .165
| will get to the hospital in time -186 014 098 .043 -030 .142 .067
Staff will assume | know what to do when | am -010 225 -356 .051 047 -233 237
:nV\::IilbfZ:rl vulnerable during labour 411 092 329 191 008 224 .216
| worry that | will lose my temper during labour 339 065 -042 286 .387 .102 .363
Labour will be very difficult 306 020 256 -.008 .356 .063 .290
) worry my partner will be late for the birth =172 212 179 013 234 034 162

*Factor labels: F1

F3 fear

coping and robustness to pain
F2 staff responsive to needs

F4 out of control and embarrassed
FS perception of partner’s coping
Fé6 positive anticipation of birth
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The factor matrix indicated that two items: ‘I will feel extremely anxious when I am in
labour’ and ‘I will be very worried when I am in labour’ cross-loaded onto factors one and
three. On further examination, the item ‘I feel extremely anxious when I am in labour’
statistically loaded equally on both factors, but coﬂceptually fitted better onto factor three.
The item ‘I will be very worried when I am in labour’ was kept in factor three as it loaded
more heavily onto this factor. The item ‘I will get the privacy I want’ was deleted from
factor two, as it seemed to be a duplicate of ‘I will get the amount of privacy I want on the
ward’. Finally ‘labour will be horrible’ was deleted from factor six, as it did not fit
conceptually with the other items, which were all about expectations of birth partner.
Eleven items did not load onto any factor and all except ‘I worry that I will lose my temper
during labour’ also had low communalities (<.3). These items were therefore excluded.

These items can be seen in the last section of Table 5. This left a total of 54 items organised

into six factors.

Labelling of subscales

For the remainder of this report the factors will now be referred to as ‘subscales’ in order to

reflect their underlying meaning.

Subscale one (F1) consisted of seven items and accounted for 8.33% of the variance. Items
relating to managing labour such as ‘I will not be able to cope with the pain’ and ‘I will not

get the pain relief I want’ were combined to produce a scale labelled coping and robustness

to pain

Subscale two (F2) accounted for 8.05% of the variance and consisted of 11 items covering

expectations of the staff and hospital environment such as ‘Staff will offer me emotional
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support’ and ‘The ward will be a relaxing environment’. These items were combined to

produce a scale of staff responsive to needs.

The third subscale (F3) accounted for 7.57% of the variance. There were 13 items in this
scale relating to the adverse emotional responses to childbirth such as ‘Labour will be
scary’ and ‘I will be anxious when I give birth’, Items were combined to produce a scale

labelled fear.

The fourth subscale (F4) contained 10 items and accounted for 6.83% of the variance and
related to social persona. Items such as ‘I will feel physically exposed during labour’ and ‘I
worry I will lose control during labour’ were combined to produce a scale labelled out of

control and embarrassed.

Subscale five (F5) accounted for 6.33% of the variance and consisted of five items. These
items related to expectations of the childbirth partner such as ‘My partner will not be able
to cope seeing me in pain’ and ‘My partner will panic’. These items were combined to

produce a scale of perceptions of partner's coping.

The sixth subscale (F6) contained 6 items relating to the immediate aftermath of birth.
These items accounted for 5.52% of the variance and contained items such as ‘I will be
overwhelmed with emotion’ and ‘I will feel excited’. This scale was labelled ‘positive

anticipation of birth’
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4.3 Reliability of the PSECS

The reliability of the subscales was analysed by computing the internal consistency for each
subscale using Cronbach’s Alpha. This is a measure of the extent to which each item is
measuring the same construct (Kline, 2000). Item-subscale analysis indicated that the
internal consistency was high in subscale two (staff responsive to needs) a. = .86, subscale
four (out of control and embarrassed) o. = .81 and subscale five (perception of partner’s
coping) a. = 77. Deletion of any of the subscale items would not provide any meaningful
change in alpha. Also all ‘Corrected Item-Total Correlations’ were above .3 indicating that

the items are adequately correlated to the construct in which they are supposed to be

measuring.

Item analysis of subscale three (fear) indicated that the largest improvement in alpha, from
.85 to .86 was obtained by deleting the items ‘I will be able to have the labour I want’ and
‘I know all I need to know about labour’. Therefore these two items were deleted from the
subscale. In addition, the deletion of the item ‘labour is unknown® would also have
increased alpha, however this item was retained as the construct of ‘uncertainty of labour’
was highlighted as important in the content analysis. The item ‘I will cry’ was deleted from

subscale six (positive anticipation of birth) as it resulted in an increase of alpha from .76 to

a7

The internal consistency reliability of the final PSECS as measured by Cronbach’s
coefficient alpha was .89, placing it in the high reliability category (« >.08) (Nunnally &

Bernstein, 1994). There was no indication the deletion of any items would result in a

meaningful increase on this criterion.
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4.4 Final version of the PSECS

The remaining items were reviewed in order to assess whether the final item set reflected
the content of the original item pool from the exploratory interviews. This was a means of
assessing the content validity of the PSECS. It was concluded that important constructs
from the domain of expectations of childbirth were still covered and it was not necessary
for additional items to be included. Items were also inspected for redundancy and
duplication. The final version of the PSECS consisted of 51 items (Appendix 15)

At the subscale level, all six subscales were significantly correlated with the PSECS total

score (p = .01) (Table 6).

4.5 Validity of the final PSECS

In order to ensure the construct validity of the PSECS, it was necessary to assess it against
other theoretically established measures (Klein, 2000). It was hypothesized that there would
be a modest positive correlation (.3-.5) between the PSECS and the STAI as negative
expectations would have some concordance with anxiety regarding childbirth. The
construct validity of the PSECS was assessed by calculating Pearson’s correlation
coefficient (r) between full-scale PSECS scores and the State and Trait subscales of the

STAI (Table 6).
The full-scale PSECS score had a modest positive correlation with State anxiety (r =, 43, p

=.000) and Trait anxiety (r = .38, p =.000) revealing that the PSECS is positively related to

general anxiety as measured by the STAIL
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Table 6. Intercorrelations between PSECS subscales, full-scale PSECS and STAI subscales

2. Staff 4 Out of 6.Positive
responsive to control & 5.Partner’s anticipation  Full scale State Trait
Subscales needs 3.Fear embarrassed coping of birth PSECS anxiety anxiety
1 Robustness Pearson
to pain Correlation .006 .545(*%) AT2(**) .305(**) 162 .699(**) 301(*%) 280(**)
Sig. (2-tailed) 942 000 .000 000 050 .000 .000 .001
2.Staff Pearson
responsive to  Correlation -.066 082 067 191(*) 384(*%) -.034 -.059
needs
Sig. (2-tailed) A36 328 421 .021 000 .684 488
3 Fear Pearson
Con tion A84(**) 361(**) 076 T39(**) A66(**)  380(**)
Sig. (2-tailed) .000 .000 362 .000 .000 .000
4.Out of Pearson
control & Correlation 267(**) 167(*) 124(*%) 265(*%) 226(**)
embarrassed
Sig. (2-tailed) .001 .045 .000 .001 .007
5.Partner’s Pearson
coping Corvelation 216(**) .564(**%) 338(*%) 356(**)
Sig. (2-tailed) .009 .000 000 .000
6.Positive Pearson
anticipation  Correlation 398(*%) .188(%) 252(**)
of birth
Sig. (2-tailed) .000 .024 .002
Sig. (2-tailed) .000 .000
State anxiety giarr:l):ﬁm 827(*%)
Sig. (2-tailed) .000

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).
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The fear subscale (F3) had the highest correlation with state anxiety (r = .47). This is

logical conceptually as the construct of fear is related to anxiety.

The staff responsive to needs subscale (F2) was not significantly correlated with any of the

other subscales. It was also negatively correlated with the State and Trait anxiety subscales.
Consequently, this subscale links the least conceptually with the other subscales. However

it is important that this domain be included to ensure content validity as these subscale

items correlated with the PSECS total score.

The coping and robustness to pain, fear and out of control and embarrassed subscales were
all modestly significantly correlated with each other (.47<r < .55) (Table 6) This indicates

that they could be combined to produce an ‘expectations of self in childbirth’ scale.

As an assessment of concurrent validity the PSECS was correlated with question 11 of the
demographic questionnaire (Appendix 6). This is a measure of subjective stress, which
asked respondents about their experience of thoughts and images in relation to childbirth. It
was hypothesized that women who push thoughts away would show more negative
expectations of childbirth. It is suggested in the literature that women who are fearful of
childbirth may use avoidance as a means of responding to this (Eriksson, Jansson &
Hamburg, 2006). Correlational methods demonstrated that the full-scale PSECS score was
significantly positively correlated with the product of frequency and experience of thoughts
and images of childbirth (r = .33, p<0.001). This suggests that women who had more
negative expectations of childbirth were also experiencing more frequent and unpleasant

thoughts about childbirth.
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To confirm this finding, ANOVA was used between how women responded to and
experience thoughts and images of childbirth and full-scale PSECS scores. The hypothesis
that women who had more negative expectations of childbirth were more likely to push

thoughts and images of childbirth away was supported (F282)-7.32, p<0.01) (Figure 2).

Figure 2 Graph to show the relationship between how pregnant women respond to
thoughts and images of childbirth and full-scale PSECS scores

150.00 =
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140.00 -

135.00 =

Mean of full scale PSECS
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125.00 -

T T T
always welcome neither welcome nor avoid always push away

Response to thoughts and images of childbirth

There was a significant difference between how thoughts and images of childbirth were
experienced and full-scale PSECS scores (£4,30) = 6.65, p<0.01). Figure 3 reveals that more
negative expectations of childbirth are associated with more unpleasant thoughts and

images of childbirth.
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Figure 3. A graph to show how pregnant women experience thoughts and images of
childbirth and its relationship with full-scale PSECS scores

160.00 ]
& 150.00
a
g
-
s
e 140.007]
«
@
=
130.007]
120.007
T T T T T
Extremely quite pleasant neither unpleasant extremely
pleasant unpleasant

How thoughts and images of childbirth are experienced

Discriminatory power is an important characteristic of psychometric tests (Kline, 2000).
The full-scale PSECS scores were normally distributed (Figure 4). Full-scale scores had a
mean of 130.22 and a S.D 0f 20.16 and could range from 50 to 250. This demonstrated that
the PSECS adequately discriminated between respondents. The cut-off score for the top

10% of this sample was 155.70. See Table 7 for descriptive statistics of subscales

Figure 4. A histogram to show the distribution of full-scale PSECS scores
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Table 7. Descriptive statistics for PSECS subscales

Subscale Mean SD

F1: Coping and robustness to pain 21.41 5.11
F2: Staff responsive to needs 25.95 6.88
F2: Fear 34.44 7.86
F3: Out of control and embarrassed 26.09 6.18
F4: Perception of partner’s coping 14.90 4.25
F5: Positive anticipation of birth 9.59 3.47
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5. Discussion

The aim of this study was to develop an English language based measure to assess pregnant
women’s expectations of childbirth. It was hoped that such a tool would enable the accurate
identification of pregnant women who have a negative outlook towards childbirth,
Preliminary investigation of the psychometric properties of the scale in terms of its

reliability and validity were also assessed.

The development of the PSECS seems to have met its research aims in terms of providing a
scale that can be used to understand the range of expectations that women have regarding
childbirth. A strength of this study was that items were generated by carrying out
qualitative interviews with members of the target population. A decision was made not to
consult the literature in addition to the interviews to ensure that the resulting scale would be
firmly grounded in the experience of the women it is intended for, resulting in good content
validity. The interviews provided rich data in terms of the range and depth of expectations
that were generated, indicated by the number of items generated. It is noted that items for
an existing tool measuring expectations of childbirth, the W-DEQ, were generated based on
interviews with two experts and therefore may lack content validity. Wackerbarth et al.
(2002) reported that this methodology may neglect key constructs. Additionally studies
have shown that there are cross-cultural differences in the nature of childbirth expectations
and therefore questionnaires may not be valid across cultures (Johnson & Slade, 2002;
Sergekus & Okumus, 2007). This highlighte& the need for a scale to be developed within

the population it is intended for to ensure cultural validity.
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The PSECS was subjected to Principal components analysis, which revealed that it
consisted of six dimensions; ‘coping and robustness to pain’, ‘staff responsive to needs’,

«

. fear’, ‘out of control and embarrassed’, ‘perceptions of partner’s coping’ and ‘positive
anticipation of birth’. This indicated that the content of expectations of childbirth in this
sample were not just positive or negative (unifactorial) but related to specific constructs, of
which one is ‘fear’, This ‘fear’ subscale is particularly useful, as it has been identified that

the WDEQ, an existing measure of fear of childbirth, may lack cultural validity for

pregnant women in England.

The dimensions of the PSECS reflected key content areas that have been highlighted in the
childbirth expectations literature: pain (Hodnett, 2002; Lally et al., 2008), control (Gibbins
& Thomson, 2001; Goodman et al., 2004; Slade et al., 1993), social support from health
care staff and partner (Fisher et al., 2006; Hauck et al., 2007; Waldenstém et al., 1995), fear
(Wijma et al., 1998) and positive anticipations of birth (Fenwick et al., 2005). This acts as a

further content validity check.

The PSECS appears to have good internal reliability, easily meeting the criterion of an
alpha coefficient of .7 for a research instrument (Nunnally & Bernstein, 1994).

As predicted the PSECS showed a modest and positive correlation with both the State and
Trait Anxiety subscales indicating that the PSECS does in part, tap into the anxiety domain,
providing an assessment of its construct validity. This finding is supported by studies that
have found a significant association between negative expectations of childbirth and
anxiety (Laursen, Hedegaard & Johansen, 2008; Zar, Wijma & Wijma, 2002). Assessment
of concurrent validity indicated that negative expectations were significantly associated

with the avoidance of thoughts and images in relation to childbirth, It is highlighted in the
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literature that avoidance is a coping mechanism used to manage feelings of anxiety and fear
regarding childbirth (Zar et al., 2002). The PSECS was developed in an English-speaking
sample, however, both the item generation and piloting stages incorporated women from
different ethnic backgrounds. The ethnic diversity of the sample at the pilot stage was
representative of the population of women booked in for delivery at the hospital where

recruitment took place. This increases the cultural validity of the scale.

It is recognised that the PSECS is longer than originally aimed for, which was a brief scale
of approximately 30 items. However, the item set reflected the rich and diverse range of
expectations that were generated from the semi-structured interviews. The process of item
analysis was purposefully not too stringent as there was awareness that the sample used to
pilot the PSECS was not heterogeneous. The selection of items was based on a balance
between clinical utility and psychometric robustness, however at this initial stage of test
construction, priority was given to the psychonietric properties of the scale. Principal
components analysis revealed that there were six underlying factors. Kline (2000) indicates
that it is necessary to have sufficient numbers of items, as subscales with less than six items
can lack reliability. It is recognised that the reliability of questionnaire measures increases
with the number of items and that the high reliability of the PSECS is genuine rather that

being due to the specificity of the item content (Kline, 2000).

Studies assessing women'’s expectations of childbirth during pregnancy have mainly done

50 in the third trimester (Gibbins & Thomson, 2001; Green et al., 1990; Slade et al., 1993).
With regard to fear in particular, Laursen et al. (2008) found that the prevalence of fear of

childbirth was stable over the course of pregnancy, although it was not stable between

pregnant women, with some women being fearful in early pregnancy and some women
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developing fear as the impending birth got closer. Ohman, Grunewald & Waldenstrom
(2003) found that fear of childbirth peaked ip the first and third trimester, with a pattern of
less distress in mid-pregnancy, whereas Waldenstrém et al. (2006) reported that fear of
childbirth tended to rise as pregnancy advanced. These findings suggest that fear of
childbirth can possibly affect pregnant women across the stages of pregnancy and therefore
it is necessary that a tool to detect women who may be fearful of childbirth needs to be

valid across gestational stages.

The PSECS was validated in a sample of women across the second and third trimesters
(52.1% and 47.9% respectively). It is clinically important to be able to assess women's
childbirth expectations early enough during pregnancy so that there is sufficient time to -

offer and administer appropriate psychological intervention if needed.

5.1 Theoretical Implications

The development of the PSECS was based on the theory put forward by Lazarus which
proposed that cognitive appraisals are influential in determining the reaction to, and coping
with stress (Lazarus, 1982). Wijma et al. (1998) suggested that this theory could link to the
experience of childbirth in that cognitions regarding childbirth determine how women react
to environmental stressors and mediate the development and maintenance of anxiety in
relation to childbirth. Gaining an understanding of a pregnant woman’s appraisals of
childbirth, in terms of expectations, seems to provide an indication of how she will react to
the actual process of childbirth. Thus, such a tool as the PSECS may enable researchers to

explore the factors that influence the development of negative expectations of childbirth.
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5.2 Methodological Limitations

The sample characteristics at the pilot stage were a particular area of concern in this study.
To ensure generalisability of findings in test construction it is necessary to have sample
heterogeneity (Kline, 2000). Démographics were constantly reviewed at the interview stage
and the sample recruited was diverse in terms of background characteristics and was
representative of the population that the scale was intended for. The respondents for the
pilot postal stage was more problematic as only 1.3% had not given birth before and 1.2%
had not been pregnant before. This small proportion meant that it was not possible to draw
inferences from the data according to parity, which may be an important influence of
childbirth expectations. Therefore it is not possible to say that the PSECS is reliable and
valid in primiparous women. Care was taken to ensure that the postal questionnaire was
sent to a random sample of pregnant women however as responses were anonymous it is
not possible to conclude why there was such a low response rate from primiparous women.
A further sampling limitation was that the latest gestation was 31 weeks, indicating that the
scale has not been piloted with women in the latest stages of pregnancy. In addition the
mean scores on both the State and Trait anxiety subscales (38.65 and 38.52 respectively)
indicate levels of general anxiety that were in the normal range. In general, respondents to
this study tended to be in mid pregnancy, mean gestation of 23.38 weeks and multiparous.
These are both factors that are associated with lower levels of fear, which suggests those

women who were most fearful may not have responded.

It is noted that the response rate of 25% was relatively low compared to the 35% which
Johnson and Slade (2002) received in a similar population. As with any postal survey, some

bias is introduced in terms of the characteristics of those that respond; the resulting sample
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are self-selected. It is not possible to make inferences about the expectations of childbirth
of the 75% of the sample that did not respond. Due to nature of the sample that responded,
deletion of items based on statistical analysis such as PCA and item analysis was not too
stringent, as further iterations are required in order to test the scale with a sample more

representative of the population.

There is much debate in the literature regarding the necessary sample size for factor
analysis techniques with reports ranging from 100 to 300 (Kline, 2000; Tabachnick &
Fidell, 2001) This study had a sample size of 148 and whilst this is adequate, ideally there
would have been a sample of 200-300, as the reliability of PCA is dependant on sample

size (Tabachnick & Fidell, 2001).

It is recognised that a response set may have been induced because items in the initial
version of the PSECS were ordered according to categories. Kline (2000) suggests
randomly ordering items to counteract a response set. It is highlighted that approximately
half of the items in the PSECS were reverse coded and therefore this may have offset the

emergence of a response set.

Although the internal consistency reliability of the 1"SECS was assessed, there was no
assessment of the test-retest reliability. Due to the pilot stage.of this study Being completed
anonymously, it was not possible to re-administer the scale.

The assessment of construct validity was limited in this study. Correlation of the PSECS
with the STAI revealed that the PSECS taps into the construct of anxiety but did not
explain all of the variance, highlighting that it does not measure the domain of anxiety

exclusively. Concurrent validity was assessed according to the measure of subjective
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stress, however in the absence of a correlation with a benchmark measure of expectations
of childbirth, the demonstration of concurrent validity is somewhat subjective (Klein,

2000).

5.3 Clinical Implications

In terms of its clinical utility, the PSECS can be seen as a scale that can capture the range of
childbirth expectations but also incorporates a single, brief measure of fear that could be
used independently. All the subscales appear robust enough in terms of their internal

reliability to be used individually.

It is suggested that the three subscales; ‘coping and robustness to pain’, ‘fear’ and ‘out of
control and embarrassed’ could be combined to produce an ‘expectations of self’ scale thus
producing a briefer tool. This could potentially be used as a screening tool to identify

women who have negative expectations of childbirth,

The staff subscale is indicated as useful, as responses from staff are highlighted in
influencing the expectations and experience of childbirth (Gibbins & Thomson, 2001;
Hodnett, 2002). The scale could potentially provide an opportunity to assess expectations of

the service and compare services over time.

With regard to fear in particular, severe fear of childbirth during pregnancy has been shown
to be potential risk factor for post-traumatic stress and depression after childbirth (Wijma,
Séderquist & Wijma, 1997). The accurate identification of women with fear of childbirth is
also a starting point in beginning to develop effective ante-natal interventions. Saisto and

Halmesmaki (2003) reported that fear of childbirth is hidden behind the term ‘caesarean
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section on maternal request’ in the UK. This suggests that there is a group of women that
are so fearful that they have a wish to avoid vaginal delivery, which poses increased risk to

the woman.

This suggests that a subset of pregnant women may require additional psychological
support to cope with the emotional and physical demands of childbirth. Research has
indicated that supporting women to foster realistic expectations may have positive
outcomes for childbirth experience (Gibbins & Thomson, 2001). This highlights the need
for multidisciplinary working between Clinical Psychology, Obstetric and Midwifery teams
in developing specific psychological interventions to support pregnant women experiencing

distress in relation to childbirth.

5.4 Implications Jfor future research

It is evident that although the PSECS shows initial psychometric robustness in terms of its
aims in this study, it is necessary that further work be carried out before its widespread use
as a research or clinical tool. Further iterations of the scale are required which may refine

the items further and produce a briefer scale.

Of particular importance is the piloting of the PSECS with a large sample of nulliparous
women and women in the latter stages of pregnancy in order to establish whether the factor

structure is stable across different groups of pregnant women.

The test-retest reliability of the PSECS should also be assessed, however it is indicated in
the literature that expectations of childbirth may vary according to gestation and therefore

the time delay between administrations should be brief.
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It has been reported that some women may avoid pregnancy due to fear of childbirth. In
rlnuliparous this may be prompted by a previous negative birth experience, however fear of
childbirth is also known to occur in women who have not been pregnant before. Hofberg &
Ward (2003) report that this dread and avoidance of childbirth can be specifically
conceptualised as secondary and primary tokophobia respectively. It would be of interest

to test the psychometric properties of the PSECS in a sample of non-pregnant women

A study by Czarnocka and Slade (2000) found that perceptions of low levels of support
from partner and staff regarding childbirth were particularly associated with the
development of post-traumatic stress symptoms. The partner and staff subscales could
therefore be used in further research and if these associations were confirmed then it would

enhance the clinical utility of the PSECS.

Further research should also focus on ascertaining the predictive validity of the PSECS;
whether it is able to predict an appropriate criterion (Kline, 2000). Normative values should
also be established in order to determine cut-off scores for caseness, which would ensure
the clinical utility of the PSECS. It would also be useful to see how the PSECS correlates

with the WDEQ as an additional assessment of construct validity.

91



6. Conclusion

The development of the PSECS seems to have largely met its research aims in terms of the
construction of a measure that assesses pregnant women'’s expectations of childbirth. The
final version of the PSECS demonstrated that the domain of expectations of childbirth is
multidimensional, by the tool having six underlying subscales. The PSECS shows initial
psychometric robustness in terms of its internal reliability and acceptable content,
concurrent and construct validity. The PSECS was developed to be specifically grounded in
the English language. Test construction incorporated ethnic diversity, which contributes to
the cultural validity of the scale for English speaking women in the UK, although further
testing is needed. The PSECS can be used in its entirety but individual subscales show
good internal reliability and therefore could be used independently. It is recognised that
homogeneity of the sample, in terms of parity used to pilot the PSECS, is a particular
limitation of this study. Further investigation concerning the construct validity, predictive
validity and the calculation of norm values is necessary before the PSECS can be used as a
research tool or in clinical practice. There is also the potential for a briefer version of the

scale to be developed.

The PSECS has the potential to measure pregnant women’s expectations of childbirth and
within this, identify pregnant women in the UK who are fearful of childbirth. This is a
starting point in enhancing antenatal care and beginning to develop effective therapeutic

interventions for women who have negative expectations and fear childbirth,

92



7. References

Areskog, B., Uddenberg, N. & Kjessler, B. (1981). Fear of childbirth in late pregnancy.
Gynecologic and Obstetric Investigation, 12, 262-266

Arksey, H. & Knight, P. (1999). Interviewing for Social Scientists. London: SAGE
Publications

Austin, M, Tully, L & Parker, G. (2007). Examining the relationship between antenatal
anxiety and postnatal depression. Journal of Affective Disorders, 101, 169-174

Barry, C.A., Britten, N., Barber, N., Bradley, C. & Stevenson, F. (1999). Using reflexivity
to Optimise Teamwork in Qualitative Research. Qualitative Health Research, 9, 26-
44,

Barbour, R.S. (2001). Checklists for improving rigour in qualitative research: a case of the
tail wagging the dog? British Medical Journal, 322, 1115-1117.

Czarnocka, J. & Slade, P. (2000). Prevalence and predictors of post-traumatic stress
symptoms following childbirth. British Journal of Clinical Psychology, 39, 35-51

Eriksson, C., Jansson, L. & Hamburg, K. (2006). Women’s experiences of intense fear
related to childbirth investigated in a Swedish qualitative study. Midwifery, 22, 240-
248.

Fenwick, J., Hauck, Y., Downie, J. & Butt, J. (2005). The childbirth expectations of self-
selected cohort of Western Australian women. Midwifery, 21, 23-35

Gibbins, J. & Thomson, A.M. (2001). Women’s expectations and experiences of childbirth.
Midwifery, 17,302-313

Goodman, P., Mackey, M.C. & Tavakoli, A.S. (2004). Factors relating to childbirth

- satisfaction. Journal of Advances Nursing, 46, 212-219.

93



Green, J.M. (1993). Expectations and experiences of pain in labour: findings from a large
prospective study. BIRTH, 20, 65-72.

Green, J.M,, Coupland, V.A. & Kitzinger, J.V, (1990). Expectations, Experiences, and
Psychological Outcomes of Childbirth: A Prospective Study of 825 Women.
BIRTH, 17, 15-24.

Hauck, Y., Fenwick, J., Downie, J. & Butt, J. (2007). The influence of childbirth
expectations on Western Australian women’s perceptions of their birth experience.
Midwifery, 23, 235-247.

Hallgrén, A., Kihlgren, M., Norberg, A. & Forslin, L. (1995). Women’s perceptions of
childbirth and childbirth educatiqn before and after education and birth. Midwifery,
11, 130-137.

Hodnett, E.D. (2002). Pain and women’s satisfaction with the experience of childbirth: a
systematic review. American Journal of Obstetrics and Gynecology, 186, 160-172,

Hofberg, K. & Ward, M.R. (2003). Fear of pregnancy and. childbirth. Postgraduate Medical
Journal, 79, 505-510.

Huizink, A. C., Robles de Medina, P. G., Mulder, E. J. H., Visser, G. H. A. & Buitelaar, J.
K. (2003). Stress during pregnancy is associated with developmental outcome in
infancy. Journal of Child Psychology and Psychiatry, 44, 810-818

Johnson, R.& Slade, P. (2002). Does fear of childbirth during pregnancy predict emergency
caesarean section? BJOG: An International Journal of Obstetrics and Gynéecology,
109, 1213-1221

Kline, P. (2000). 4 Psychometrics Primer. Free Association Books

Krippendorf, K. (1980). Content Analysis: An introduction to its Methodology. London,

Sage.

94



Laursen, M., Hedegaard, M. & Johansen, C. (2008). Fear of childbirth: predictors and
temporal changes among nulliparous women in the Danish National Birth Cohort.
BJOG: An International Journal of Obstetrics and Gynaecology, 115, 354-360

Lally, J., Murtagh, M., Macphail, S. & Thomson, R. (2008). More in hope than expectation:
Women'’s experience and expectations of pain relief in labour: A review. BMC
Medicine, 6,7 doi:10.1186/1741-7015-6-7

Lazarus, R. S. (1982). Thoughts on the relations between emotion and cognition. American
Psychologist, 37, 1019-1024

Likert, R. (1932). A technique for the measurement of attitudes. Archives of Psychology,
140, 44-60

McCourt, C., Weaver, J., Statham, H., Beake, S., Gamble, J. & Creedy, D. (2007). Elective
caesarean section and decision making: A critical review of the literature. BIRTH,
34, 65-79

Nerum, H., Halvorsen, L., Sorlie, T & Oian, P. (2006). Maternal request for caesarean
section due to fear of childbirth: Can it be changed through crisis-oriented
counselling? BIRTH, 33,221-228.

Nunnally, J.C. & Bemstein, 1. H. (1994). Psychometric Theory: Third Edition. McGraw-
Hill, Inc

Padesky, C.A. (1994). Schema change processes in cognitive therapy. Clinical Psychology
and Psychotherapy, 1, 267-278.

Patton, M.Q. (2002). Qualitative Evaluation and Research Methods, 3" Edition. Thousand
Oaks, CA: SAGE Publications.

Rust, J. & Golombok, S. (1989). Modern Psychometrics. The science of psychological

assessment. Routledge.

95



Ryding, E.L., Persson, A., Onell, C. & Kvist, L. (2003). An evaluation of midwives’
counselling of pregnant womén in fear of childbirth, Acta Obstetricia et
Gynecologica Scandivavica, 82, 10-17,

Ryding, E.L., Wijma, K., Wijma, B, Rydhstrém, H. (1998) Fear of childbirth during
pregnancy may increase the risk of emergency caesarean section. Acta Obstetricia
et Gynecologica Scandivavica, 77, 542-547.

Saisto, T, & Halmesmiki, E. (2003). Fear of childbirth: a neglected dilemma. . Acta
Obstetricia et Gynecologica Scandivavica, 82,201-208

Saisto, T., Toivanen, R., Salmela-Aro, K. & Halmesmiki, E. (2006) Therapeutic group
psychoeducation and relaxation in treating fear of childbirth. Acta Obstetricia et
Gynecologica Scandivavica, 83, 1315- 1319.

Saisto, T., Salmela-Aro, K., Nurmi, J.E. & Halmesmiki, E. (2001). Psychosocial predictors
of disappointment with delivery and puerperal depression. A longitudinal study.
Acta Obste{ricia et Gynecologica Scandivavica, 80, 3945

Sergekus, P. & Okumus, H. (2007). Fears associated with childbirth among nulliparous
women in Turkey. Midwifery,

Slade, P., MacPherson, S.A., Hume, A, & Maresh, M. (1993). Expectations, experiences
and satisfaction with labour. British Journal of Clinical Psychology, 32, 469-483.

Sjogren, B. (2000). Childbirth: expectations, choices and trends. The Lancet Perspectives,
356, 12-13

Soéderquist, J., Wijma, B., Thorbert, G. & Wijma, K. (2009). Risk factors in pregnancy for
post-traumatic stress and depression after childbirth. BJOG: An International
Journal of Obstetrics and Gynaecology, 116, 672-680

Soet, J.E., Brack, G.A. & Dilorio, C. (2003). Prevalence and predictors of women’s

experience of psychological trauma during childbirth. BIRTH, 30, 36-46
96



Speilberger, C.D., Gorsuch, R.L. & Lushene, R.E. (1983). Manual for the Stait-Trait
Anxiety Inventory. Palo Alto, California: Consulting Psychologists Press.

Stolte, K. (1987). A comparison of women’s expectations of labour with the actual event.
BIRTH, 14, 99-103

Tabachnick, B.G. and Fidell, L.S. (2006). Using Multivariate Statistics: Pearson Education.

Wackerbarth, S.B., Streams, M.E. & Smith, M.K. (2002). Capturing the Insights of Family
Caregivers: Survey Item Generation with a Coupled Interview/Focus Group
Process. Qualitative Health Research, 12, 1141-1154,

Waldenstrém, U., Borg, L, Olsson, B, Skold, M. & Wall, S. (1996). The Childbirth
Experience: A Study of 295 New Mothgrs. BIRTH, 23, 144-153.

Wijma, K., Wijma, B. and Zar, M. (1998). Psychometric aspects of the W-DEQ; a new
questionnaire for the measurement of fear of childbirth. Journal of Psychosomatic
and Obstetric Gynaecology, 19, 84-97

Willig, C. (2001). Introducing qualitative research in psychology: Adventures in theory and
method. Open university Press.

Zar, M., Wijma, K. & Wijma, B. (2002). Relations between anxiety disorders and fear of
childbirth during late pregnancy. Journal of Clinical Psychology and

Psychotherapy, 9, 122-130

97



Appendix 1 - Journal approval

Department Of Psychology.

Tniversity Clinical Psychology Unit.

Of cl:k:o:t::rl mcdd Clinical Psycholagy (Dcm:m Programme
inical supenwsion Faining and research training

Sheffleld. & coraumancy.

Clinical Psychology Unit Telophons: 0114 2228550

Department of Psychology Fax: 0114 2226610

University of Sheifield Emad: C.harrison @ ghetfiexd ac.uk

Wastern Bank

Shettield $10 2TP UK

28 April 2009

Tara Pais

Third year traines

Clinical Psychology Unit

University of Sheffield

Dear Tara

farm writing to Indicate our approval of the joumal(s) you have nominated for publishing work
contained in your research thesis.

Literature Review: Journal of Reproductive and Infant Psyshology
Research Report:  Journal of Reproductive and infant Psychology

Plsase snsure that you bind this letter and coples of the relevant Instructions to Authors into an
appendix In your thesis.

Yours sincerely

D Andrew Thompaon
Director of Research Training



Appendix 2 — Instructions for Author

Page | of 3

Journal Details
Journal of Reproductive and Infant Psychology

Froquency: 4 155ues DOr year
Print IS5N: 0264-6838
Ording 155N: 1409-672X

Instructions for Authors

Journa! of Reproductive end infent Psychology welcomes reparts of orginal research and crastive o criticsl review
articles wiiich make an original comriution. Articles should not currentty be submitted for publication eisewhere.

Topics of nterest to the journal Include prychological, behavioural, cognitive, atfective, dmamic, medicat, sacletal
and soctal aspects of: fertility and indertiisty; menstruation snd 1e; p y and chikdbirth; t
preparation; motherhood and fatherhood; early infancy; infant feeding; serly parent-chitd relationsivips; postnatal
mwu disturbarce and pyychiatric Riness; cbstetrics and gyneecology including preparation for medical

¢ g hology of ; rsing, midwifery, neonatal care, heatth visiting, health promotion and heatth
ys'ycho\oy.

The joumal also publishis brief reports, comment articles and special insues dealing with innovative 3nd CORtroveriial
10DICS. A feview SeCtion reports on New books and trainkng Material.

All subsrissiong should be made online at the Journal of Reprodictive and infast Prychology Manuscript Certral site.
New wsers should flrst creste an account. Once 8 user i logged onto the site submvissions should be made va the Authar
Cantre,

Authors should prepere and uplodd two versions of thelr manuscript. One should be & complete text, whle In the
second 3l Jocument Indormation identifying the author should be remaved from files to allow It to be semt

anomymously to referees. When uploading files authors will then be abie to define the non-anorymous version as “Fite
nolL for neview™,

tdnors:

Profenser 0.8.A. van den Aluer, Departroent of Prychology, Middissexn Untversity, The Burrousts, Mendon, Landon,
Nivg 4BT

Dr. Margaret Redshaw, Soclal Sclentast, Kational Perinatal Epiderniology Unit, Uneversity of Oxford, Oxford, 043 ILF,
UK

Asciate North American Editor: John Worobey, Department of Kutrtional Sciences, fusgers Univeestty, Now
Brunewick, W) 089030220, USA .

Book Review Editor: Louise Bryant « Lewds intitute of Heofth Sclonces, UX

Comrutions should De 86 concise as possdie and should not Aormally enceed 5000 words (3000 words for shart
reports) or the equivalent lineage including tables and figures. The title should not exceed 13 wards. Each paper should

hrp:/twww. tandl co. ukoumalsiprintview?acronym=cjri& linktype=44 240772009



Appendix 2 — Instructions for Author

Pagc 2 of 3

be accompanied by an absract of not more than 200 words.

Papers are refereed anonymousty. Criteris for review include: impartance of topic, theoneticatl and practical relevance,
contributian to knowiedge, qualty of revearch dessgn and effective (nterpretation of results.

Style guideines

Description of the Jownal's articls style

Destription of the Journal's reference atyle, Quick gude

Ploase use British spelting (0.¢. colour, organtse) and punctuation. Use stngle quatation marks with double withm if
needed.

W you have 3Ty QuesSTIOns BbOUL feferences oF formatting your article, please contact

arherquenesdtandf.co.uk (please mention the journal titls m your smas),

Word templates

Word templstes are avakable for this jounat.
Please open and read the tnstruction document first, as this will expiain how t5 save and then e the terrpiate.

Select the template that & most suitable for your operating system,

M0 { dreewr. LANOLCO K Journals: authors/templale/TF_Template Word_XP_2003_instnuctions. pai
MEp: £ www, Landt.co. Ui journsks/authars/ temelate TE_Yemplate_Word_XP_2003.dot

MIDL! www, Landl.cO. uk/ Jounaks/ authors/template/ TF_Ternplate_Word XP 2007, Instructions.paf
Mtp:{ fwrvew. tandd .00, uk? journats! suthars/template /TF_Tempiate_Ward_XP_2007.dets

M: { {veww, tand! .00, uk/ journaty/ authors/template /TF _Yemplate Word_Mac_2004_lnstructions. pot
Mo/ Jwvesaand!.co, uk! journals/ authers/temelata STF_Template_Word_Mac 2004, dut

M 1 Fwww. Landl, 00, uk/ journalss authors/template/TF_Template_Word_Mac_2008_instructions. pat
;v St .o, uk, Journals/ authors/ template /TF_Template_Word_Mac_2008.dat

if you are not sbie to se the tempiste via the links of If you have any other temolate quertes, please comtact
suthortemplatestandf .Cco.ul

Tables should be typed double spaced on separate pages, or spaced sufficlently 1o be distinct in the case of smalt
tables. They shouid be numbered In sequence in arabic aumerals and referred to in the text as Table Y stc, Large
tables of more than six bines should be titled In order to mahe the contents comgrehensidie ind demtty of the text.

Diagrarms, graph, drawings and hatt-cone Kiustrations should be on » separate sheet labelied Figure. 1" and so forth,
Whete possble they should be sbmilled &3 artwork ready for photographic reproduction, larger than the interded
size. Where more than oneg figure is submitted, they should as far as possible be to the same scale.

$1 wnits should be used for sit Imperial wris may be q d in brach Where studies kwoh
smadl mambers of sibjects, both members and percontages of groups should be given,

Authors are advised Lo avoid sexist sentiments and Language, encept rsolar & these form part of 8 Rtudy,

hitp:frwww tandf.co.uk/joumals/printview/?acronymr=cjri& linktypc=44 24/07/,2009



Appendix 2 - Instructions for Author

Pagedofl

pts and corresp 8 P of will only be kept for ) years by the [ditors.

Page proofs will e 1 10 the suthor submiltting each article, Comrection of typographical errors only wilt be
pemitted 3t this stage. Textual stterations may be charged to authors in axceptional circummtances,

Free article access: Cormespanang aithors will recetve free online acosss to their article through our website

{www. Informaworid.com] and 8 complimentary copy of the 155ue Comtaning thetr anticie, Reprints of articles pubilshed
1n this Joumal can be purchased through Rightslink® when proofs are recerived. If you have any queries, please.contact
our feprimts department at reprints@tandl.co.ul

Copyright. R Is & condition of the publication that authors vest of License copyright In their articles, Including
abstracts, ¥ the Society for Reproductive and Infant Prychology. This snables us to ensure full copyright protection and
1o disserninate the article, and of course the Joumal, to the widest poastie readership tn prirt and eltectromic formats
a5 appropriate, Ahors retaln many rights wder the Taylor & Francts rights polictes, which can be found

at /authors_journals_copyrighk_position. Authors are th | ibte for obtairving permession to reproduce
OOy Mmaterial from other SOUrces.

Exceptions are made for Government employees whose poliies require that copyright cannat be transferred to cther
parties. We ask that a signed statement to this effect & submvitted when retunving proofs for accepted papers.

hltp:h‘www.lmdf.muk"joumnls’prinlvicm‘?ucmnym-cjd&llnklyw 240712009



Appendix 3 — Ethical approval

National Research Ethics Service

North Sheffield Local Research Ethics Committee
1st Floor Vickers Cormdor

Northein Genersl Hospkat

Hemes Road

Shetfiewd
83 7TV

Tetsphone 0114 271 4011
Focsimte 0114 298 459

08 Novembet 2008

Miss Tara Pais

Trainee Clinical Psychologist
Clinical Psychology Unit
University of Sheffueid,
Waestemn Bank

Shefliexd

S102TN

Dear Miss Pas

Full title of study: Constructing a scale t6 measure pregnant women's
expectations of childbirth

REC reference number: 08A41308/188

Thank you for your latter of 14 October and o-mad of 05 November 2008, responding to the

Committae's requast for further information on the above research [and submitting revised

documentation],

The turther information has baan consisered on behall of the Commmee by the Chalr.

Confirmation of sthical opinion

On behall of the Committee, | am pleasead to confum & favourable .Mhiul opinian lor the

sbove research on the basis described in the spplication form, protocol and supporting

documentstion [as revised], subject 1o the conditions specified betow.

Ethical review of research sites

The Committee has designated this study as exempt from ste-specific assessment (SSA).

The favourable opinion for the study spplies 1o afl sites involved in the resesrch. There is no

requrement for other Local Research Ethics Committees 10 be informed or SSA 1o be

camed oul at each site.

Conditions of the favourable opinion

The favowrable opinion is subject to tha foflowing conditions baing met priof to the start of

e study.
Mmmumim' Y It e
8t the sile concamed.
™s L s an Y ittee 1o Vorkshire and The Humber Si7aegic tesith Austhority

The Matrone! Ressarch Fthics Senvice munwmmmnm
the Nationa! Patierst Salfety Agency and Ry h Ethics € »




Appendix 3 — Ethical approval

O8/H1 3084188

Management parmission st NHS sites (RA.D appreval’) should be obtained from the

relevant care organisation(s) in sccordance with NHS research govemance arangements.

Guidance on applying for NHS parmission is avadabie in the Integrated Reseaerch
hetp:£ivww, rdforum nivs uk.

Application System or st
Approved documems

The final list of documants reviewed and approved by the Commitiee is as foliows:

Docurnent Version Date
Confidentiality form 3 01 Juty 2008
Gusstionnaire: Sedf Evalation

[Guestionnaire. Background info 3 01 July 2008
Interview ScheduleyTopic Guides k) 01 Juty 2008

Peer Rewview 12 May 2008
Covering Letter 04 August 2008
Investigator CV

Application D4 August 2008
Latter of iwilation o panicipent 3 01 July 2008
Response (0 Requedt for Further information 05 November 2008
Parlicipart idormation Sheet: ierview Siage 3.2 05 November 2008
Response 10 Request for Further information 14 October 2008
Paricipat Consent Form EX] 01 Seprember 2008
Particspant Information Sheet: Pilot stage 31 01 Seprember 2008
Protocol 31 01 Soplomber 2008
Statement of complisnce

The Committos is constituted in accondance with the Govemance Arrangements for
Research Ethics Committeas (July 2001) and compiias fully with the Standard Operating

Procedures for Ressarch Ethics Commitises in the UK.
After sthical review

Now that you have completed the application process please visit the Nastional Research

Ethics Website > After Review

You are invited (0 give your view of the service that you have received from the Nasonal
Research Ethics Service and the apphcation procedure. if you wish t0 meke your views

known pleass Use the feedback form svaiadle on the websile,

The sttached document "After sthical review = guidance for researchers® gives detaied
guidance on reporiing requirements for studies with & favourable opinion, iIncluding:

¢ Nolifying substantisi amendments
¢ Progress and safety reports
¢ Notifying the and of the study

The NRES website 8lso provides guidance on these lopics, wivch |s updsied in tha kight of

changes o teporting requaraments of procedures.
The &, Etuce > an e

¥ % Yortehd

The Netionsl Resswroh Efves Servios

a3 The Hurdw Stumisgls Heath Autherty

Page 2



Appendix 3 — Ethical approval
oamaoagas Page 3

‘We would also fike to inform you that we consult regulary with stakehalders to improve our
servica. |f you would ke 10 join our Reference Group plesse email
meferoncegroupowes npsa.shuk

| 08413081185 Please quots this number on all correspondence |

With the Committee’s bast wishes for the suctess of this project
Youxs sincacely

b?‘cjwm

Chalr
Email; april. dagnaligsth.nhs.uk

Enclosuves; “After athical review - puidance for researchers” [SL-ART for
CTiMPs, SL- AR2 for other studies]

.

Copy to: Prof Simon  Hedler, STH R & D Depertment

mwmm.nmmhmummwmm

The MuSorel Rememrch Etics Sarvice (e e
mwwmm.zh""““m S Griciorsts witin




Appendix 4 — Research and Development approval

Ref STH15040/AD . . . m
Sheffield Teaching Hospitals
NHS Foundation Trust
10 Decernbear 2008
Miss Tara P
Traines Clivcal Psychologist
Clinical Psychology Unit
University of Shefhieid
Waestern Bank
Sheffield
S102TN
Doar Tara
Authorisation of project
STH ref: STH15040 '
Study title: Constructing a scale to maasurs pregnant wornen's
axpectations of chikibirth
STH Supervisor (Principal investigatoe): stfnw Pauline Slade, University of
heffield
Student investigator: ‘ Miss Tara Pais, University of Sheffeld
Sponsor: Sheffield Teaching Hospitals NHS Foundation Trust
Fundar; OGN Small Grants Scheme
The Ressarch Department hes recelved the requived d tion for the study as
heted below:
1. 8p hip IMP studies (non. laf) NA

Sp p responeibliities between insiftutions NA

Responsibiiities of investigalors NA

Monitoring Arrangements NA

2. STH registration document: complated and signed  STH Fnance Form,
Prodessor P Siade, 02

Decamber 08
3. Evidence of favoursble scientific review University of Shaffield,
Clinicat Peychology Unil, 12
May 08
Protocol - final version V3.1, September 2008
8. Participant informstion sheet - finsl version
« Pilot Stage V3.1, Ssplermber 2008
» Interview Slage V3.2, November 2008
6. Consent form —final version V3.1, Seplember 2008
7. Signed letiers of indemnity NA
8. ARSAC ! IRMER certificate NA

“’g -
{;&f Charman: David 1ons OBE » Acting Chief Execetive: Christopher Weh ﬁ'\ospltaisee



Appendix 4 — Research and Development approval

Ref. STH15040/AD

9. Evidence of hosting approval from 8TH divectorate STH Finance Form, Mr A

Farxas, 02 Decermber 08
10, Evidence of spproval from STH Data Protection STH Finance Form, Mr P
Officer Wison, 02 Oecember 08
11. Letter of approval from REC North Sheffieild REC,
08M1308/163, 08
November C8
12. Proof of locality approval NA
13. Chinkcat Trial Authorisation from MHRA NA
14. Honorsry Contract NA
15. Associsted documents
- Seif evaluation questionnalre Validmad
- Confidentiality form V3, July 2008
- Questionnaire - background information for V3. July 2008
pitot stage
- Letter of mvitation to Participant V3, July 2008
- Interview schedule V3, July 2008
18. Signed fi {sl agreement/contract $TH Finarce Form, Dr @

2Znober, 04 Decamber 08

The project has been reviewsd Dy the Resesrch Department and autharsed by the Direcior of
R&D on behat of STH NHS Foundaton Trust 1o begin.

Yours sincerely

Professor 8 Heller

Oirector of R&D, Shelfisid Teaching Hospitais NHS Foundetion Trust
Telophone +44 (0) 114 2266834

Fax +44 (0) 114 2265037



Appendix § - STAI

SELF-EVALUATION QUESTIONNAIRE STAI Form Y-1

A number of statements which people have used to describe themselve
given below. Read each statement and then circle the appropriate num
the right of the statement to indicate how you feel right now, that is, at ¢
moment. There are no right or wrong answers. Do not spend too muct
on any one statement but give the answer which seems to describe yot
present feelings best.

DIRECTIONS:

= NOTATALL
& SOMEWHAT

Lo I feel calm i s s st
2. I feel SECUre....uvervveerervererernirereresnessssisenes A ON veee 12
3 T aMUENSE. urririsisisiisirassis e st s rssns s stsassrsnssesssr e s st s s srs e asbon ab SRRSO eS 1 2
4, 1feel StraiNed ......ocveveecrneerenssnsnesiimeimsimn s s s s 1 2
S, THEel B €ASE .vrivvrrrerererirermnrisess s st sesbsbsrs st ssrass b s s seb e btans 1 2
6. 1Rl UPSEL 1vuivrvvrvrnviriienrimrsneestmsessisnsensssssesinossisesssessaseerassosesssosssnassssrorassssssses 1 2
7. I am presently worrying over possible misfortunes ......... PN 1 2
8. Tfeel SatiSTIEd...iieeersiniiuninninssninisireesinsssss st sr et ssesbast ssrssbsrasnesrenass 1 2
9. I feel frightened ....oounreveeerervensnssns oo P ROPPION 1 2
10. I feel comfortable ......vveeenvarsernss veersressaseasan s rsrans e s s 1 2
11, T feel self-CONfIAEnt .....uvveimirenmercsnsnmmiirsenissssmsnmmismms s 1 2
12, Tfeel NEIVOUS ...vvvevrvrereceireressersssssisssnsesssssossons eeessesaerrsrsrs s sreesaretaesessnssapeos 1 2
13, T8I JItOTYvrs0vvvvesvesessesssssssssssssssssssssssssssesssssssss s s sssssssss s sesssesssess 1 2
14, 1 feel INECISIVE ..vervirirrinrnissresnsrimsisits st st s s ssesssans 1 2
15, Tam 1€]aXed .....vcvereririiriierermsrermmnnisnesssssssis e sssssansnsssesss sssssesssssis st ssssanararens 1 2
16, TEel CONENL ....cvvesiererrirrvemreerereere st ssnsresisimnssnesesserassersissisassesessrasserassssssrassssas 1 2
17, 1am WOITIEd. .vovverciniinmormsnsnsmisesess i sssssssssentsssessssissnsssisissoresns onere 12
18. I feel confused.....covrrrvrrveererensnrenes v S reseseraens reesresen e 1 2
19. Ifeel steady....cvuinincnivnniminnnnnniesnnsnsnesinnee sieeseenanns crressaeae s sinens 1 2
20. T feel Pleasant c..iicueiverisresivensesrersenssensisaersssnsrsessaresosrsrsssnsssssassrassasnsessssotosssons 1 2

STAIB-AD, ©@ 1968, 1977 Charles D. Spielberger. All Rights Reserved.
Published by Mind Garden, Inc., www.mindgarden.com
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Appendix 5 - STAI

SELF-EVALUATION QUESTIONNAIRE
STAl Form Y-2

DIRECTIONS

A number of statements which people have used to describe
themselves are given below. Read each statement and then circle
the appropriate number to the right of the statement to indicate how

you generally feel.
21, Tfeel Pleasant ......c.cocvcineenninsiinnsnnsiuisisecressmsssssesamresssisssasesesnssssessssassatssasnsssanssssssnns

22, Tfeel NErvous and IESHESS. ..o et sssssseneresssensassrtersene
23. Ifeel satisfied With MYSElf......ccvicrrnirimiiiin s s s senes
24. T wish I could be as happy as others SEem to be ......uvviicriesiiienienenieemeon.
25. Tfeel LiKe @ fAIlUTE .....cccrvriiureresseiressinismiiiininnsssss s ssss e sesssssssss sossessesassessssessss
26, TEel TESEEd ...virererrrerrerirnsesnnmrmise sttt et s bbbt b bbb r st a s s R e s vesra e
27. Tam “calm, cool, and COIIECLEA” ....cvvrivrarrarrererreresresenismmssmseseessnseseesissestasssassessesnesessesnessnes
28. I feel that difficulties are piling up so that I cannot overcome them ......ccoenvnercrsirisensnsreens
29, I worry too much over something that really doesn’t matter.........coueiisirsssisiersnreresnessennens
30, TAIM DAPPY worvrecerrrirerreenrerrerivessssesesesesesssesissssssssasassssatsssssassststssasesustssnssessessrasssansassrsenarns
31. Thave disturbing thoughts ... s e,
32. T1ack SEIf-CONFIAEIICE ...oovurereerrirererrransesesessistsissesesssinsesesansssssstonsnsesssssssnsssnsssssssnessassossns
33, THEL SECUTE...uveurrerrrretressensenssrressnsnsstestssessassssssesesssssessnssssessinsrttssnsssesasassssssssssssesasseneratens
34. Imake deciSions €aSi1Y....cuerersrsseonsorsersmnssssssisssssssssmsssansessasreesssssssssrsssessssenssssssnossssnses
35, T£Eel INAAEQUALE 1vvverrrrrerierirereraseresessresssnrsssssenssssasssssesearsessrssssesssssersessssstens senssssssassssannsesnses
36, TAIM CONLENL ...ververerervererireesesessasnssersesssnssisissssssmassessesssssssasisssssssesasssssasssssssssesmrnresnsssassanss
37. Some unimportant thought runs through my mind and bothers me.......e.eevvervmrcsrsiisnrsnes
38. I'take disappointments so keenly that I can’t put them out of my mind ......cevuerrerssersrreneas

39. Tam & StEAY PETSOM ..eecrerrnrssreeseniesnsanssessisssnestsntisnsanessssasssssssssasesssisersassetssssssnassrassonss

40. 1 get in a state of tension or turmoil as I think over my recent concerns and interests........

STAIB-AD, © 1968, 1977 Charles D. Spielberger. All Rights Reserved.
Pubtished by Mind Garden, Inc., www.mindgarden.com
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Appendix 6 — Background questionnaire for pilot stage

Background information

Constructing a scale to measure pregnant women’s expectations of childbirth.

Please complete this form as accurately as possible.
We will not be able to identify you from the information you give, however these details are
important for the study, thank you for your time

Please enter today’s date / >/

Your expected delivery date _ _/_ _/

How many weeks pregnant are yoU?..........ceeveeueerinrerenneieneerennnennns ,

1.What is your age?

2. What is your occupation?

3. What is your marital status? Please tick a box

Married

Living with partner

Other

4. If you have a partner, what is their occupation?

5. Please indicate your highest level of qualification GCSE

NvQ

Other

6. How many children do you have of your own (excluding this pregnancy)?

7. Is this your first pregnancy? Yes

If NO, how many times have you been pregnant before?

into the box

Degree Postgraduate

Single

Please enter a number into the box

Divorced

please SPECify.....ccvviviiviiiiveninininiiieinie

PleaSE SPECITY ettt

No

Please enter a number

Please turn over
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Yes | No
8. Have you experienced any pregnancy, which ended in a miscarriage?
Stillbirth?
Termination?
If YES, if you wish to give further details please feel free to do so below
9. Have you had any medical complications during your pregnancy? Yes No

If Yes, please could you give details below

------------------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------

10. Is there currently any plan in place for your baby to be delivered by elective caesarean
section?

Yes No

11. In the last week have any thoughts or images about childbirth come into your mind?

Yes No If No please go to question 12.

If Yes how frequently? several times a day several times a week

Once a week

(a) How do you respond to these experiences? Please tick one box

always welcome them neither welcome nor avoid

always try to push them away and avoid them

(b) How do you generally experience these thoughts/images?

extremely quite pleasant neither pleasant nor unpleasant extremely
pleasant L_"l D unpleasant D l:l unpleasant D

Please turn over
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12. What is your ethnic group? Choose one section from A to E, then select the
appropriate option

A. White
White Britsh [ | Whitelrish [ |
Any other white background please —» |
Write in
B. Mixed
White and Black Caribbean I:I White and Asian D White and Black African EI
Any other Mixed background [:I please —» I ]
Write in

C. Asian or Asian British
Indian I:I PakistaniD Bangladeshi I:I

Any other Asian backgroundD please -» I |
Write in

D. Black or Black British

Caribbean I_—_l African D Any other Black backgroundD please —* l

Write in
E. Chinese or other ethnic group

Chinese I:l Any other l:l please_, [
Write in

Please now quickly check back from the beginning of the booklet and make sure
that you have not missed any questions out.
Please now return this booklet in the freepost envelope provided

Thank you very much for your time
And good luck in the future!



Appendix 7 - Interview schedule

Constructing a scale to measure pregnant women'’s expectations of childbirth
(START TAPE RECORDER)

1. Can you start by telling me about the thoughts and feelings that you have
right now in relation to your forthcoming labour and birth?

2.Have these changed over the course of your pregnancy?
Have your thoughts and feelings changed from week to week/ month to month.
3.What expectations, if any, do you have of the labour and birth?
Expectations, rather than what women may want

How do you expect others to provide care for you?

4.How do you expect you will feel the moment you give birth?

5.What worries or concerns (if any) do you have about the labour and birth?

Sentence completion task
I am going to read you the start of a sentence. I would like you to finish the sentence

with whatever comes into your mind and please do not edit your answers
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Interview Number ...............

today’s date _ |/ expected delivery date

gestation _ / /

1.What is your age?

2. What is your occupation? .......cceveeeeneiniiniiniiniiiiinennes

3. What is your marital status?

-------------

Married Living with partner Single

Divorced

Other please Specifyy.....ccccveviviiiiiininiiinininns

..............

5. Please indicate your highest level of qualification GCSE

NVQ

Degree Postgraduate Other please

6. How many children do you have of your own (excluding this pregnancy)?

7. Is this your first pregnancy? Yes No

IfNO, how many times have you been pregnant before?

Please enter a number into

the box

8. Have you attended ‘birth after thoughts’? Yes

No
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9. Have you had any medical complications during your pregnancy? Yes No

If Yes, please could you give details below

......................................

10. Is there currently any plan in place for your baby to be delivered by elective caesarean
section?

Yes No

11. What is your ethnic group? Choose one section from A to E, then select the appropriate
option

A. White
WhiteBritish | |~ WhiteIrish [ |

Any other white background D please > |

Write in
B. Mixed '
White and Black Caribbean D White and Asian D White and Black African D
Any other Mixed background D please —» l J

Write in

C. Asian or Asian British

Indian D Pakistani l:‘ Bangladeshi D

Any other Asian background D please _,, | l
Write in

D. Black or Black British

Caribbean D African D Any other Black backgroundD please —» I

Write in
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E. Chinese ther ethnic group
Chinese ﬁ Any other D please write in -

Personal data —to be kept separate from the data set.

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------



Appendix 9 - Information sheet for interview

‘Hospital headed paper’

Constructing a scale to measure pregnant women'’s expectations of childbirth.
INFORMATION SHEET

You are being invited to take part in a research project. Before you decide, it is
important for you to understand why the research is being done and what it will
involve. Please take time to read this information carefully and please ask if
anything is not clear and or you would like further information.

What is the purpose of the study?

We know that pregnant women have a range of expectations about labour and
birth. This research aims to develop a questionnaire to assess pregnant
women'’s expectations of their forthcoming labour and birth. We hope that this
study will help us to accurately identify those women who may benefit from
further support leading up to labour and giving birth, and will contribute to
enhancing the antenatal service that can be offered to pregnant women.

Why have | been chosen?

You have been chosen because you are a pregnant woman under the care of
Sheffield Teaching Hospitals NHS Foundation Trust. | will be interviewing
approximately 20 women.

Do | have to take part?

No, you are free to refuse to join the study and may withdraw at any time or
choose not to answer certain questions. You will receive the same quality of
care from the hospital if you choose to take part or not.

What will be involved if | agree to take part in the study?

I would like to talk to you to find out about your thoughts and feelings about
childbirth. This will involve me asking you a small number of questions and will
take approximately 20 - 30 minutes. | would like to tape record the interview in
order to make sure | properly remember what you have told me.

When and where will the interviews take place?

I will arrange to meet you another time at your convenience to complete the
interview. This can be here at the clinic or at your home.

What are the possible disadvantages and risks of taking part?
It is possible that the interview topics may highlight some particular concerns

about your labour and birth. If these were distressing for you and with your
agreement | would notify your midwife.

What are the possible advantages of taking part?
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We cannot promise that the study will help you but the information we get from
the study will help us to enhance the antenatal service offered to pregnant
women in the future.

What if there is a problem?

If you wish to complain or have any concerns about the way you have been
approached or treated during the course of this study, please contact the chief
investigator Tara Pais in the first instance. Alternatively you can contact the
supervisor of the work, Prof. Pauline Slade, Tel: 0114 2226568. If you remain
unhappy and wish to complain formally, you can do this through the normal
NHS complaints procedure. Details can be obtained from the hospital.

In the event that something does go wrong and you are harmed during the
research and this is due to someone's negligence then you may have grounds
for legal action or compensation against Sheffield Teaching Hospitals but you
may have to pay for your legal costs.

Will the information obtained in the study be confidential?

All information about you will be handled in confidence. If however, during the
course of the interview you reveal that you have been mistreated by a health
care professional then we have a duty of care to investigate this. All audiotapes
and transcripts will be anonymised and securely locked away. This data will
only be accessible to members of the research team and representatives from
regulatory authorities that may want access to make sure that the study is being
carried out correctly. All audiotapes will be destroyed in September 2009 when
the study has ended. No names will be mentioned in any of the reports of the
study. We may use direct quotes in reports but we will ensure that individuals
cannot be identified from these details. If you would like to receive a summary
of the results, then please indicate this on the consent form (along with your
address).

Who is organising and funding the research?

This study is being completed as part of a Doctorate in Clinical Psychology. It
has been developed jointly with the University of Sheffield, Clinical Psychology
Unit and the Obstetrics and Midwifery departments, Jessops Wing, Sheffield
Teaching Hospitals, NHS Foundation Trust; who are jointly funding the
research. The researchers conducting this study are not being paid any extra
for it.

Who has approved the study?

All research in the NHS is looked at by an independent group of people, called
- a Research Ethics Committee to protect your safety, rights, well-being and
dignity. This study has been approved and given favourable opinion by the
North Sheffield Research Ethics Committee and received scientific approval
from the University of Sheffield, Clinical Psychology Unit.

What if | would like further information?

Please contact the Chief Investigator: Ms Tara Pais, Trainee Clinical
Psychologist. Clinical Psychology Unit, Dept of Psychology. University of
Sheffield. SHEFFIELD S10 2TN. E-mail: pco06tp@sheffield.ac.uk
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You can also leave a telephone message on 0114 2226650 and the Chief
Investigator will return your call

Thank you for taking part in this study!
You will receive the information sheet and a copy of the signed consent form to
keep



Appendix 10 — Consent form for interview

Study number: STH15040
Participant identification number:

CONSENT FORM

Title of project — Constructing a scale to measure pregnant women's
expectations of childbirth.

Name of researcher — Tara Pais, Trainee Clinical Psychologist, University of
Sheffield

Please Initial box

1. | confirm that | have read and understood the information sheet for the D
above study and have had the opportunity to ask questions.

2. | understand that my participation is voluntary and that | am free to D
withdraw at any time, without giving any reason, without my medical care
or legal rights being affected.

3. lunderstand that relevant sections of my medical notes and data
collected during the study, may be looked at by individuals from D
regulatory authorities or from a representative of Sheffield Teaching
Hospitals NHS Trust, where it is relevant to my taking part in this
research. | give permission for these individuals to have access to my
records.

4. | understand that the interview will be tape-recorded and that audiotapes
and and transcripts will be locked away and accessible only by members D
of the research team.

5. | agree to take part in the above study I:l

6. Do you wish to receive a summary of the final results of this studyYes/No

If Yes, please write your address on the bottom of this form.

Name of patient Date Signature
Researcher Date Signature

Address of patient (only if she wants a copy of the study resuilts)

---------------------------------------------------------------------------------
---------------------------------------------------------------------------------

---------------------------------------------------------------------------------

1 copy for patient and 1 copy for research



Appendix 11: Extracted constructs from interviews

Participant number

10

11

12

13

14

15

17

18

19

20,

21

Staft

Staff will be responsive to my needs

43

27 403
427 427

59

Staff will follow my wishes

57 58

30

Staff wili make assumptions about my ability to deal with childbirth

66 72

Staff will assume | know what to do when in labour

23

Staff will not respect me

21

staff will offer me reassurance/motivate

31

67

Staff will be adequately trained

62 97

2255

46 47

6971

Staff will tell me what | need to do when | am in labour

27 30

| trust staff to make the right decision for me

34 105

38

66

129

| trust that the ward wiil be adequately staffed/understaffed

67

212828
59 227

4345
46 104

54 55|

21

69

Staff will help me to relax/stop me panic

N

26

Staff will support me through chiidbirth

62 67

513

96 98

27

91

20

8392

71

66 67

staff will do a good job

2333

Edotivate me to camy on through labour

126

Staff will be disinterested in me

227

Staff will not offer me adequate pain relief

Staff will not listen to my requests

3193

87

Staff will abandon me/leave me on my own

92044
45865

53

Staff will be patient with me

6574

Staff will be rude to my partner

Labour ward envir it

Provided with a relaxing environment

44 46

29

|Ward will be pleasant

102

Ward will have capacity for me

; rivacy

Inervous about giving birth in hospital

89

Partner

My partner will get in the way

35

78

Partner will not be able to cope seeing me in pain

143 145

57

31

77

37

Partner will find childbirth traumatic

a7

Partner will iritate me

77

IPartner will try hard to support me

7683

Partner will support me during labour

50 58 59,

37

70,

27

82

8286

Partner will feel helpless

434

79

The numbers in the cells of Appendix 11 refer to the iine numbers in the transcript where that construct was endorsed
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Participant number

10

1

12

13

14

15

17

18

19

20

21

Partner will help me relax

55

28

Partner will panic/remain relaxed

27

30

partner will be scared

28

Partner is knowledgable about childbirth/ facks knowledge

36

68

80

Concemed partner wont be there for the duration of labour

Partner will encourage me not to give up when | am in labour

7179

| will be left alone — partner wont be able to get to me in time.

42

33

Expectations of lab

Length of labour

31

41

89

18

13

18

Very painful................. painfree

3108
152

403

4577

11

18

A traumatic experience

labour will be fine

20

| am confident that my body can cope with labour

1717
110

810
17

1 will not be able to give birth naturaily

| will need drugs to cope with the pain

Lack confidence that | can cope — physically cope/emotionally cope

| am confident that | can cope with the pain.

Baby will be too big for me to give birth naturally

1 fack knowledgable re: pain management

13

57

Confused by conflicting information

| feel prepared for labour

6874

49

Mentalty prepared to cope with demands of labour

40

| feel knowledgeable about labour/lack knowledge e.g mixed messages

48 90

13

60 87

39

20

Looking forward/excited..........c..cceeeeeeeennnnn.. dreading

51

feel anxious/nervous

57

3131
131132

13

36 89
114

339

511
1164

labour will be horrible

1

labour will be worthwhile

labour will be challenging

labour will be very difficult

45

labour will be exhausting

46

labour is scary

108

33

15

13

Avoid thinking about childbirth

24

985

744

59

| will take it as it comes

57

Labour is unknowrv | know what to expect

45 46

12

37

3411
2165

546

Uncomfortable...................... very comfortable

42

The numbers in the cells of Appendix 11 refer to the fine numbers in the transcript where that construct was endorsed
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Participant number

10

11]12

13

14

17

18

19

20

21

Very Worried......coococmueiineen not at all worried

26

49

|Straightforward.................eeu complicated

19

Very frightened/scared of going into labour

3940

Calm/quiet

42

21

| will be able to cope with the demands of labour

Labour will be lovely

Out of control/lose control

24

87

61

37

19

When in [abour | will panic

12

If | have an epidural | will feet like ! have cheated

30

| will need an epidural

36

My expectations are realisti

87

Unsure about method of pain relief

| will manage without pain relief

43

| will be alert during the labour

during labour | will be ‘out of it'

353876

feel Exposed

feel Vulnerable

| will be hysterical

1 will not be able to have the labour | planned for

61

| will cope better on my own

87

Expectations of birth

When | give birth | will feel............ ?

Excited

388,

39

78

37

35

2878

happy

39

93

overjoyed

105

Ipleased

389

Shocked

74

Nervous/anxious

389

472

Apprehensive

25

68

Scared

70

Stressed

Feel like a2 mother

77

Overwhelmed

39

99

Aware of emotions

17 153

Amazing expetience

Worthwhile

Tired/exhausted

159 160
162

48,

37

100

The numbers in the cells of Appendix 11 refer to the line numbers in the transcript where that construct was endorsed
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Participant number

10

11112

13

14

15

17

18

19

20

21

Coping

164 164

in contraliase control

164

Elated

7272

92

Get angry

| will embarrass myself

Relieved

437

104

76

37

37

47|

32

100
100

27

roud

143

1 will cry when 1 give birth

85

Relieved pregnancy is over

Alert so | can bond with baby

44 45

Wili be an emotional wreck

overwhelmed by childbirth

82

relieved that baby is heaithy

40

Worries/concems

Not manage to get to the hospital in time

Something will go wrong — medical complications

126

Matemal feelings wont kick in — bonding

Not be able to cope with_the pain

89

1 won't be able to accomplish a natural (vaginal) delivery.

109
111

45

37

447

45

Health of the baby

40

37

96 100
101

10 35|
51

Amount of pain

42

15

Worried whether | will get the pain relief | will want

Cord getting stuck around the baby

Needing emergency surgery

Needing a c-secfion

110

47

if § can cope with labour

Labour will be too quick

Trauma to my body because of labour

43

38

Lack of privacy .

about becoming a mother

7076

worried because cant predict when | go into labour

53 142,
145

too tired to appreciate birth

73

19

i will be alone

19

worried labour will be too long

142

worried | will screamflose temper

48 50

The numbers in the cells of Appendix 11 refer to the fine numbers in the transcript where that construct was endorsed



Appendix 12 - Initial version of PSECS
Expectations of childbirth scale — Initial Version

We know that pregnant women have different expectations of childbirth. Here is
a list of statements describing feelings and expectations about childbirth that
you may or may not have.

Instructions

» Please try and be as honest as you can in responding to each statement.

e Try not to think about it too much as we are interested in your first
answer.
¢ Please read each statement carefully and clrcle the number that
best describes how much you have agreed with it over the last
month.
Please answer how you expect your labour and birth will be, rather than how
you hope it will be.

The following questions are about your expectations of staff on the labour

ward when you are in labour

4

s 2

29380

E5E Y

w <O 0
1. Staff will listen to what | sk for........ccceveiiiririieieriniiinsnnnnn 12 3 4
2. Staff will assume | know what to do when | am in labour....... 1 2 3 4
3. Staff will have the right training to provide good care forme.. 1 2 3 4
4. | trust that staff will make the right decision for me............... 1 23 4
5. | expect there will not be enough staff on duty...........ceeerennns 1 2 3 4
6. Staff will help Me 10 relax......cevevireririrernririinriirreeeenensee 1 2 3 4
7. Staff will offer me emotional SUPPOR........evivrvrreenicrererienan 1234
8. Staff will leave me on MY OWN...c..ccevvivreerennierenrnnerernenenns 1 234
9. Staff will be patient With Me.....c.ccvvviereiiirninereereensireneeeenn 12 3 4
10. Staff will not treat my partner with respect........cccooevveenvennee 12 3 4
11. Staff will motivate me to get through labour.............ceveeeenee 12 3 4
12. Staff will not respect my wishes.........cccceeievvieiirniiernrennnnen 1 23 4
13. Staff will be interested INMe........ccvvierreiviiiiieeenii e 1 23 4
14, Staff will not offer me adequate pain relief...........c.cceeeerirnnn 123 4

Please turn over

a0 0ono0oaonon oo o o Songlydsagree
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The labour ward environment

Q
o
o 2
<) 2
= £33
o Q = O
58385
s Oc 2 &
nCOQwm
1. The labour ward will have space forme..........cccceeevnivnrennne 12 3 45 .
2. | will get the amount of privacy | want on the labour ward...... 1 2 3 4 5
3. The labour ward will be a relaxing environment.................. 12 3 45

The following questions are about your expectations of your birth partner
(this can be anyone who will be there with you) during your labour

8

s Eg3

sEifs

nCoO0Owm
1. My partner will help me relaX.........oceeveevienievenieeninnneinnnn, 12 3 45
2. My partner will not be able to cope seeing me in pain........... 12 3 45
3. My partner will find childbirth traumatic......c...ccccvvevernnernnnens 1 2 3 45
4. My partner will do their best to support me.........cocevveevnennne 12 3 45
5. My partner will feel helpless.......cccvceviviiiiiiinniiiniiee e 12 3 45
6. My partner will PaniC........cvvvevvrieeeeeieeinerirrenericsensnneeneee 1 2 3 45
7. My partner will know how to help me......c..ccocvviveneiiennniinen, 12 3 45
8. 1 will find my partner annoying......c.cevevvueruerireieerrnsensenennen 123 45
9. I worry my partner will be late for the birth..............cccovennene 12 3 45

Please turn over
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The following questions ask about your expectations of your labour

$
g 3
= B
n <D
1. 1 worry that labour will be extremely painful...............coveuunis 1 2 3
2. | worry about the length of my labour (either toolongortoo 1 2 3
] T 1 4 O PR
3. My body will fail me during labour.........ccevveniineiininiiniinnn 1 2 3
4. 1 will not be able to give birth naturally..............ccoivenennnnens. 1 2 3
5. 1 will have the stamina to cope with labour.........c....cc.oiuiie 1 2 3
6. | will not be able to cope with the pain...........ccc.ccoveeivennnn. 12 3
7. 1 will need medication to manage the labour pain................ 1.2 3
8. lwill not get the pain relief Iwant.........c.ccooivriiinninni, 1.2 3
9. | know all | need to know about labour...........cceveivinenaniennn, 1 2 3
10.1 am emotionally strong enough to cope with labour............. 1 2 3
11. 1 will feel vulnerable.........coovviiiiiieiiincrenineerics e 1 2 3
12.1 Will be hySteriCal........oveevieriiernerniiereerreererreranesrerenesns 1 2 3
13.Labour will be very comfortable...........cc.ccvivivciniviineenannnnn, 1 2 3
14.1 will feel extremely anxious when in labour..............coccevene. 1 2 3
15.Labour will be IoVely ......c.coveveiiiieniiiiiiiiiinieniiiici s enn 123
16.1 will be very worried when | am in labour...........ccocvvivniennn 1 2 3
17.Labour will be hormible........ccovviviiieiiiiiniininni i 12 3
18.Labour will be worthwhile...........covviininiiiiniinnnn. 1 2 3
19.Labour will be very difficult...........coivviiiviiiniiniiininn, 12 3
20.Labour will be exhausting.......ccevveierniireriernininrninees 1 2 3
21.Labour will be SCary......cccoeevvierveecciiiiiniinnirens e 12 3
22.1.abour is UNKNOWN. ......ccuveririierrieneniiieniseennnsnniesenmmnens 12 3
23.Labour will be complicated.......ccccvveurieeiinernvinirrererereeeinns 12 3
24.In labour | will be looking forward to meeting my baby.......... 1 2 3
25.1 worry | will lose control during 1abour.........c.cevvevveeniinennne. 1 2 3
26.1 worry that | will lose my temper.......c.ccceveeviiirneereirenerennnn 1 2 3

Please turn over

» ® Disagree

S H b bbb A bLE DL DL LA DLE DDA DDA AN A DS DL LN

@ 9 Strongly disagree

O O 00 v 00 v OO OO Oy OO OO OOy OOy
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The following questions ask about your expectations of your labour

3

g 3

R

5 o

5 25
27.1 worry | will embarrass myself........ccccoeeevierennnereeennennonnann 1 23
28.1 will be able to have the labour I want............c.ceeeeriirennnnes, 1 23
29.1 will feel | have cheated if | need pain relief..........ccooeeerenee 1 23
30.1 will feel physically exposed during 1abour.............ceevrunnnn. 1 23
31.1 will be fully aware of everything during labour..............u.u.. 1 23
32.1 will get to the hospital in tiMe.........cceeeeveiriinirienceienienenn 1 23
33.1 worry | will need emergency SUrgery......cveeeveererenirraiennnes 1 23
34.1 will be worried about the health of my baby..........c.coieivenne 1 23
35.1 will get the privacy  want..........ceeeveviiienineineninieinnnnnn, 1 23
36.1 will be too tired to appreciate the birth........cccoeervrviinsniens 12 3
37.1 will feel calm during 12b0Ur.......covrereiriiierrenirneiieiseeenennn: 1 23
38.1 worry about trauma to My body.........u.eeieeriierrieneressnennens 1 23
39.My body will be hurt during 1abour.......covuvveiveeeiriirenninnene 1 23

Please turn over
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Part 2.
These questions ask about how you expect you will feel at the time you
give birth

&

o

U

§E8 s

n<O0
1. Twill feel excited......ccoeiverieniiieiiiiiii e, 12 3 4
2. I WIll b SCAred....cvuvuvirriinerenieirrrieisis e, 12 3 4
3. lTwillberelieved.......cocvveunirenieiiiiiiniiiniiin e, 12 3 4
4. 1 Will D& aNXiOUS.....covvvvvrniriireeciiirnerenieniennirneenisenieassron 12 3 4
5. | will feel like @ MOther...c.ccieveeeiiiiiiiiiiiiiiierrri e 12 3 4
6. Twillbetired.....coocooivriiiiinriiriiniiiii e 12 3 4
L L < o 7 PRSP 12 3 4
8. It will be an amazing experienCe.........ccccvvevrenireniinininnnneann 12 3 4
9. lwillbeoutof control......cccceveuiriiiiiniiirri e 12 3 4
10. 1 will be elated........ccveeimrieiiieeiric e e, 12 3 4
111 WIll D8 @NGry....ccevivniiiieiiicrr s rres s s se s aene 12 3 4
12.1 will embarrass myself..........coveviiiiiiiieiiiiieir e 12 3 4
131 Will feel happY...eveieer vttt r s anensens 12 3 4
14.1 will be relieved that pregnancy is over...........ccccveeivnvneenn 12 3 4
15.1 will be overwhelmed with emotion...........ccccivveiieninniennnn, 12 3 4
16.1 will be relieved that baby is healthy..........c.ccovveiiiiivinenrnnn, 12 3 4
17.1 will be an emotional WreCK.........ccvuiiieriniricriiiiniininnnen, 12 3 4
18.My maternal feelings will not kick in..........cccceviniiiiininninnne, 12 3 4
10.1Will be proud.......ccueieeiniieniiiinnini e 12 3 4

Thank you for your time so far
Please check that you have not missed out any questions before

beginning the next section.

Please turn over

Strongly disagree
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Appendix 13 — Covering letter from hospital department

emE Sheffield Teaching Hospitals 253

NHS Foundation Trust

Dear

You are being invited to take part in a research study that is Qeing carried out by
the Jessop Wing, Sheffield Teaching Hospitals NHS Foupdatloq Trust gnd thg ‘
Clinical Psychology Unit, University of Sheffield. Tara Pais who is a trainee clinical
psychologist is the chief investigator for the work

The study is called; Constructing a scale to measure pregnant women’s
expectations of childbirth.

We know that pregnant women have varying expectations about childpirth. Our aim
to develop a questionnaire that can accurately assess these expectations SO that
we can identify pregnant women who may benefit from further support leading up
to labour.

You have been chosen to take part in this study as you are a pregnant woman _
under the care of the Jessop Wing, Sheffield Teaching Hospitals, NH_S Foundation
Trust. We have sent this questionnaire pack to 600 pregnant women in total, as we
are interested in understanding the different expectatioqs of as many pregnant
women as possible. This will help us to develop a questionnaire that is reliable.

Before you decide whether you would like to take part, please ta_ke the time to read
the ‘participant information sheet' on the next page that will provide further details
about this study.

If you choose to take part, we do not ask you to provide your personal details. This
means that your responses are anonymous and we will not know who you are. To
ensure that your answers are confidential we do not ask you to sign a coqsent form
but assume that by completing the questionnaires you agree to take part in the
study.

i t few
If you agree to take part, please take a few minutes now or over the nex
days to complete the questionnaire booklet and send it back to us in the free post
envelope provided.

If for any reason it is now inappropriate for you to be sent this letter, please accept
our apologies.

Thank you for taking the time to read this information
Yours Sincerely

Dr Fiona Fairlie
Consultant in Obstetrics and Gynaecology



Appendix 14 — Information sheet for pilot stage

Sheffield Teaching Hospitals NHS|

NHS Foundation Trust

Constructing a scale to measure pregnant women’s expectations of childbirth.
INFORMATION SHEET

You are being invited to take part in a research pro;ect Before you decide to it
is important for you to understand why the research is being done and what it
will involve. Please take the time to read the following information carefully.

What is the purpose of the study?

We know that pregnant women have a range of expectations about childbirth.
This research aims to develop a questionnaire to assess pregnant women'’s
expectations of their forthcoming labour and birth. We hope that this study will
help us to accurately identify those women who may benefit from further
support leading up to labour and giving birth, and will contribute to enhancing
the antenatal service that can be offered to pregnant women.

Why have | been chosen?

You have been chosen because we are interested in understanding the
expectations of childbirth of women who are under the care the Sheffield
Teaching Hospitals NHS foundation Trust.

What will be involved if | agree to take part in the study?

I would like you to fill in the three questionnaires contained in this pack, the first
asks questions about you and your pregnancy, the second asks about your
expectations of childbirth and the third about how you have been feeling in
general. This should take approximately 10-15 minutes of your time. Please
follow the instructions at the top of each questionnaire and then return them
completed in the pre-paid envelope provided. If completing the questionnaires
raises any issues or concerns for you please contact your midwife for support.

Do | have to take part?

No, you are free to refuse to join the study and may withdraw at any time or
choose not to answer certain questions. You will receive the same quality of
care from the hospital if you choose to take part or not.

Will the information obtained in the study be confidential?

Anything you write down will be treated in confidence. We do not ask for your
name so your participation in this study is anonymous.
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What are the possible disadvantages of taking part in this study?

We ask that if answering any of the questions highlights any particular worries
or concerns about your pregnancy then to contact your Midwife or Obstetrician
for further support.

What are the possible advantages of taking part?

We cannot promise that the study will help you but the information we get from
the study will help us to enhance the antenatal service we offer pregnant
women in the future.

What if there Is a problem?

If you wish to complain or have any concerns about the way you have been
approached or treated during the course of this study, you should ask to speak
to a researcher who will do their best to answer your questions. Please contact,
Prof. Pauline Slade, Tel: 0114 2226568. If you remain unhappy and wish to
complain formally, you can do this through the normal NHS complaints
procedure. Details can be obtained from the hospital.

If you are harmed due to someone’s negligence, then you may have grounds
for legal action. There are however, no special compensation arrangements in
place in case of problems with the research.

Who Is organising and funding the research?

This study is being completed as part of a Doctorate in Clinical Psychology. It
has been developed jointly with the University of Sheffield, Clinical Psychology
Unit and the Obstetrics and Midwifery departments, Jessops Wing, Sheffield
Teaching Hospitals, NHS Foundation Trust; who are jointly funding the
research. The researchers conducting this study are not being paid any extra
for it.

Who has approved the study?

All research in the NHS is looked at by an independent group of people, called
a Research Ethics Committee to protect your safety, rights, well-being and
dignity. This study has been approved and given favourable opinion by the
North Sheffield Research Ethics Committee and received scientific approval
from the University of Sheffield, Clinical Psychology Unit.

What if | would like further information?

Please contact the Chief Investigator: Ms Tara Pais, Trainee Clinical
Psychologist. Clinical Psychology Unit, Dept of Psychology. University of
Sheffield. SHEFFIELD S10 2TN. E-mail: pcp06tp@sheffield.ac.uk

You can also leave a telephone message on 0114 2226650 and the Chief
Investigator will return your call.

Thank you for taking part in this study!



Appendix 15 - Final version of PSECS
Pais-Slade Expectations of Childbirth Scale — Final Version

We know that pregnant women have different expectations of childbirth. Here is
a list of statements describing feelings and expectations about childbirth that
you may or may not have.

Instructions

e Please try and be as honest as you can in responding to each statement,

e Try not to think about it too much as we are interested in your first
answer.,

e Please read each statement carefully and circle the number that
best describes how much you have agreed with it over the last
month,

Please answer how you expect your labour and birth will be, rather than how
you hope it will be.

The following questions are about your expectations of staff on the labour
ward when you are in labour

§
T B3
Fefo?
29588
1. 1trust that staff will make the right decision for me............ 1 2 3 4 5
2. | expect there will not be enough staff on duty................... 123 45
3. Staff will help Me o relax......ccocviveieriiiriniererenivesiennennes 1 23 405
4. Staff will offer me emotional sUPPOmrt.........ceviiriereennnnnnian 123405
5. Staff will leave me ON My OWN.....couvereiniiniriirieciiriireneennes 1 2345
6. Staff will not respect my wishes.....cccevviiceniinniiininiennnn 123 45
7. Staff will be interested IN Me......ccoverrivniniiiniinsinne ereesranes 123405
8. Staff will not offer me adequate pain relief........cccocevvrennnns 123405

Please turn over
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The labour ward environment
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1. The labour ward will have space forme.........ccccevvunvennnnn. 12 3 45
2. 1 will get the amount of privacy | want on the labourward.... 1 2 3 4 5
3. The labour ward will be a relaxing environment................. 1 2 3 45

The following questions are about your expectations of your birth partner
(this can be anyone who will be there with you) during your labour
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1. My partner will not be able to cope seeing me in pain........ 1 2 3 4 §
2. My partner will find childbirth traumatic............ccceeeencenns 1 2 3 45
3. My partner will feel helpless......ccivviviirreciiiieneieinnn, 1 2 3 45
4. My partner will paniC.......c.cevvevieeeniererninrvnnrrnnsemneeee 1 2 3 45
5. My'partnerwill know how to helpme........cccovevvvvvvvcccnee. 12 3 45
6. [ will find my partner annoying.......c.covcvveererieennenieneenennes 1 2 3 45

Please turn over
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The following questions ask about your expectations of your labour

3

2 3

= e

325
1. 1 worry that labour will be extremely painful............cceee.... 1 2 3
2. | worry about the length of my labour (either too longortoo 1 2 3

SNOM)... i s

3. My body will fail me during 1abour..........ccoocvveereerireeireennn. 1 2 3
4. 1wil not be able to give birth naturally...........c.ccoeeienn 1 2 3
5. I will not be able to cope with the pain.........cccccceeveeeeeenn 1 2 3
6. | will need medication to manage the labour pain............... 1 2 3
7. T will not get the pain relief | Want........cccevveeeererieeerennnnen 1 2 3
8. | am emotionally strong enough to cope with labour........... 1 2 3
9. 1 Will be hySteriCal........ueuurrrieerieerererinernereieieneerere i 1 2 3
10.1 will feel extremely anxious when in labour.........cc..cceeeeee. 123
11.1 will be very worried when | am in labour.........ccecevvevenieeee 12 3
12.Labour will BE SCary........ccevvrvriuieirireeeerereceeeriein e, 1.2 3
13.Labour is UNKNOWN............ccevvveiniiiieeeererrerrenvrienee e 1 2 3
14.Labour will be complicated.........coceeuvvieeieireeeireneernrennnn 1 2 3
15.1 worry | will lose control during 1abour............ivevnerrreeennses 1 2 3
16.1 worry | will embarrass myself.......cccovveierinieenirrierennreonnn 1 23
17.1 will feel physically exposed during labour............cccovuunen 1 23
18.1 worry | will need emergency SUrgery.........cceveeenrieneennnnas 1 23
19.1 will be worried about the health of my baby.................... 1 23
20.1 will be too tired to appreciate the birth............ccoecviviviine 12 3
21.1 will feel calm during 1abour.........ccevvevenecvieiiinninin 1 23
22.1 worry about trauma to my body.........cccceeiririiiiiinenninnn. 1 23
23.My body will be hurt during labour..........cocevveerininiinnennnn 1 23

Please turn over
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Part 2.
These questions ask about how you expect you will feel at the time you

give birth

8

o
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5258
1. Twill feel excited....ccuviiiiniiiiiiieii e 12 3 4
2. 1willbe SCared......c.oivvviiieriieiiiiiii e e 12 3 4
3. I Will D& @nXIOUS.....couiiiiiiieiicren i eeeeee e er e 12 3 4
4. lwill feel like amother.......ccoviiieiiiiniie 12 3 4
5. 1willbe out of control........cccvvveviiininiiiriiiiiiiic 12 3 4
6. lwillbeelated......ccoccevvvieiiniiniiiiiiic 12 3 4
7. lwillembarrass myself......c..coovriiiiiiiniiiiineniininn, 12 3 4
8. | will be overwhelmed with emotion.........c.coovveveeiiiininin, 12 3 4
9. I will be an emotional WrecCK........c.evvveneenrinieniesnisiniennnnes 12 3 4
10.My maternal feelings will not kick in........c.coovnvieniiiieininnen 12 3 4

Thank you for your time so far
Please check that you have not missed out any questions before

beginning the next section.

Please turn over
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