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ABSTRACT 

Background 

Childbirth fear has received considerable attention in Scandinavian countries, 

and the United Kingdom, but not in Australia. For first-time mothers, fear is often 

linked to a perceived lack of control and disbelief in the body’s ability to give birth 

safely, whereas multiparous women may be fearful as a result of previous 

negative and/or traumatic birth experiences. There have been few well-designed 

intervention studies to address women’s childbirth fear, support normal birth, and 

diminish the possibility of a negative birth experience. 

Purpose of Study 

The program of work aimed to determine the prevalence of childbirth fear in a 

large population based sample and identify factors associated with, and possible 

antenatal predictors of, childbirth fear (Study 1). Study 2 aimed to test the 

efficacy of a midwife-led psycho-education counselling intervention (known as 

BELIEF – Birth Emotions and Looking to Improve Expectant Fear) in reducing 

women’s antenatal childbirth fear. 

Method 

A total of 2,311 eligible women in their second trimester of pregnancy were 

approached while attending antenatal clinics at one of three hospitals in South 

East Queensland. Sixty one percent of women (n = 1,410) agreed to participate 

and completed the first questionnaire package which included a measure to 

screen for childbirth fear. Women reporting high childbirth fear (≥66 on the Wijma 

Delivery Expectancy / Experience Questionnaire - WDEQ) were randomly 

allocated to study groups. Women who were expected to have returned data by 

June 2013 within the ongoing BELIEF study were included in Study 2 

(intervention n = 118 or control group n = 132).  
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For Study 2 a randomised controlled trial (RCT) design was used to test the 

efficacy of a psycho-education intervention delivered by trained midwives over 

the telephone at 24 and 34 weeks of pregnancy and was specific to women who 

had been randomised to the ongoing BELIEF study, had reached 36 weeks of 

pregnancy and expected to have returned data by June 2013. The BELIEF 

intervention, aimed to review birth expectations, work through distressing 

elements of childbirth, discuss strategies to develop support networks, affirm that 

negative childbirth events can be managed and develop a birth plan. Women in 

the control group received standard care offered by public funded maternity 

services. All women received a decision aid booklet on childbirth choices.  

Demographic, obstetric and psychometric measures (Wijma Delivery Expectancy 

/ Experience Questionnaire, Edinburgh Postnatal Depression Scale, Decisional 

Conflict Scale, EuroQol - EQ-5D (for pain / discomfort), Social Support 

Questionnaire and Childbirth Knowledge Questionnaire) were collected at 

recruitment, and 36 weeks of pregnancy.  

Study 1 was a descriptive cohort design. Analyses of demographic, obstetric and 

psycho-social factors were undertaken to determine their association with high 

childbirth fear. Tests for parametric data were: Independent T-test, Pearson’s 

correlation and ANOVA; and for non-parametric data tests were: chi square, 

Spearmann’s rho, Kruskal-Wallis and Mann-Whitney U. Global scores for social 

support and childbirth knowledge were determined for inclusion in multivariate 

analysis. Multivariate analysis was conducted to determine predictors of fear. For 

Study 2, the RCT, analysis of covariance (ANCOVA) compared post-treatment 

scores for the intervention and control groups, with the baseline score as the 

covariate. The χ2 statistic compared percentages of cases in the intervention and 

control groups who improved, remained the same, or deteriorated. 

Results 

The prevalence of childbirth fear was 24% overall, with 31.5% women having 

their first baby scoring ≥66 on the WDEQ compared to approximately 18% of 
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multiparous women. Having a mental health history, lacking partner support, 

desiring a caesarean section in the current pregnancy, experiencing moderate to 

high pain, and perceptions of being less knowledgeable than peers were found to 

have a statistically significant association with childbirth fear scores. Standard 

multiple regression analyses identified that parity, depressive symptoms (EPDS), 

decisional conflict (DCS), global scores for social support and knowledge; 

predicted levels of childbirth fear.  

Results of the RCT demonstrated that the midwife-led psycho-education 

intervention reduced women’s childbirth fear scores. After adjusting for pre-

intervention scores, ANCOVA analysis revealed a significant difference between 

the intervention and control groups on post-intervention scores for fear of birth 

(F(1, 140) = 8.1, p = 0.005). There was a statistically significant difference in the 

proportion of women in the intervention group who improved (n = 38/69, 55.1%) 

compared to women in the control group (n = 19/74, 25.7%) for childbirth fear (X2 

1, 143 = 11.68, p = 0.001, phi = -.3). In addition a higher percentage of women 

who received the intervention had reduced levels of decisional conflict (n = 51/68, 

75%) compared to the control group (n = 39/69, 56.5%). This was also 

statistically significant (X2  1, 137 = 4.4, p = 0.036, phi -.2). Although a higher 

percentage of women in the intervention group showed improvement for 

depressive symptoms (n = 42/69, 60.9%) compared with the control group (n = 

34/74, 45.9%), this was not statistically significant (p = 0.42). 

Discussion 

The program of work is unique in reporting the prevalence of childbirth fear in a 

large sample of Australian childbearing women and is the first RCT to report the 

effects of a midwife-led psycho- intervention for reducing childbirth fear. The RCT 

is the first to be conducted across multiple sites with women of all parity, of any 

obstetric risk and with the intervention provided by practitioners not employed by 

the facility providing women’s clinical care. No other previous intervention study 

for childbirth fear has reported a reduction in depressive symptoms following an 

antenatal intervention. The current study was the first to find a relationship during 
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pregnancy between childbirth fear and high levels of discomfort/pain in second 

trimester, and childbirth fear and decisional conflict in relation to birth preference. 

It is also the only study to date to demonstrate a measurable reduction in 

childbirth fear across pregnancy. 

Conclusions 

The findings suggest that current models of mainstream maternity care are 

iatrogenic for childbirth fear; childbirth fear in pregnant women is amenable to 

education and support, and; trained midwives are well placed to offer timely 

education and support to fearful women. The cycle of childbirth fear can be 

broken. Just as fear begets fear; a positive ‘belief’ drawn from feelings of being 

supported and informed provided carriage for positive birth preparation.  
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CHAPTER 1 

 

Introduction 

 

‘There is nothing more important than how we give birth and how we are born’ 

Alice Walker in Gaskin, (2003). 

 

A Normal Physiological Event 

Pregnancy and birth are normal physiological processes and significant social 

and emotional events in the lives of women and their families. In developed 

countries, childbirth, although inherently unpredictable, should be a positive life-

affirming event for most women and associated with minimal risk of an adverse 

outcome (Dick-Read, 2013; Gould, 2000). Unfortunately, childbirth has become 

increasingly medicalised and risk averse (Klein, Sakala, Davis-Floyd, & Rooks, 

2006). Although the reasons for this are complex there is increasing evidence 

that childbirth fear is an important part of the equation with high levels of fear 

being reported by both first time and multiparous women (Adams, Eberhard-

Gran, & Eskild, 2012; Fenwick, Gamble, Nathan, Bayes, & Hauck, 2009; Ryding, 

Wijma, Wijma, & Rydhstrom, 1998). 

 Childbirth Fear 

Childbirth fear is not uniformly defined however primary tocophobia refers to 

women fearing childbirth prior to first conception with secondary tocophobia 

linked to a previous negative birth experience (Hofberg & Ward, 2004). It has 

been recognised as a ‘state’ rather than ‘trait’ anxiety, and conceptualized as a 

psychological construct. Internationally, the prevalence of fear associated with 
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childbirth has been reported to be around 20% with approximately 6-10% of 

women experiencing intense fear of labour and birth that is dysfunctional or 

disabling (Hofberg & Ward, 2004; Kjaergaard, Wijma, Dykes, & Alehagen, 2008). 

A further 13% of non-pregnant women are fearful enough of childbirth to 

postpone or avoid pregnancy (Hofberg & Ward, 2007). Childbirth fear has 

received considerable attention in Scandinavian countries, United Kingdom (UK) 

and Europe (Geissbuehler & Eberhard, 2002; Johnson & Slade, 2002; Joseph & 

Bailham, 2004; Lowe, 2000; Soet, Brack, & DiIorio, 2003). While there is limited 

work on the phenomena of childbirth fear in Australia, a study conducted in 

Western Australia found that levels of childbirth fear were significant with around 

22% of mothers using words such as terrifying and petrifying to describe their 

expectations of birth (Fenwick, Hauck, Downie, & Butt, 2005; Fisher, Hauck, & 

Fenwick, 2006). A subsequent survey of 400 pregnant women using the 

Expectations and Experiences Questionnaire (WDEQ) (Wijma, Wijma, & Zar, 

1998) found that nearly 50% of women reported moderate fear and 26% reported 

high levels of childbirth fear (Fenwick et al., 2009).  

Reasons for Fear 

Although childbirth fear is commonly associated with concern for the baby it is 

also related to women’s uncertainty about the unknown (Klein et al., 2006). For 

some first time pregnant women a perceived lack of control mixed with a disbelief 

in the body’s ability to give birth safely becomes overwhelming and generates 

extreme fear (Fenwick, Staff, Gamble, Creedy, & Bayes, 2010; Nieminen, 

Stephansson, & Ryding, 2009). As identified previously, when parous women 

admit fear it is often a result of a previous negative and/or traumatic birth 

experience (Hofberg & Ward, 2004; Zar, Wijma, & Wijma, 2001). While the 

manifestations for fear are broad ranging and multifaceted (such as having a 

history of abuse, affected by community or social interactions, psychological or 

obstetric histories), most studies have found nulliparous women to be more 

fearful than parous women although the reverse has also been demonstrated 
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(Hall et al., 2009; Nieminen et al., 2009; Rouhe, Salmela-Aro, Halmesmaki, & 

Saisto, 2009; Ryding et al., 1998; Zar et al., 2001). 

 Internal and external fear factors 

Personal and external conditions play a major role in generating women’s 

childbirth fears (Ryding, Wirfelt, Wangborg, Sjogren, & Edman, 2007). Personal 

factors contributing to fear often reflect a woman’s anxieties about maintaining a 

sense of control. In a sample of 100 women who reported intense childbirth fear; 

more than 65% were worried about their performance in labour and their bodies’ 

abilities to birth (Sjogren, 2000). Similar concerns identified in other studies 

related to low expectations of coping with labour and of unlikely positive 

outcomes (Eriksson, Westman, & Hamberg, 2006; Fenwick et al., 2009; Soet et 

al., 2003). External conditions influencing women’s confidence and fear also 

relate to the context or environment in which women birth and their interactions 

with health care professionals. In Sjogren’s (2000) work, the most common 

reason for fear was lack of trust in the maternity staff and system (73%); a factor 

that has been identified across cultures (Eriksson et al., 2006; Hofberg, Lynoe, & 

Wulff, 2008; Sercekus & Okumus, 2009). 

Effect of childbirth fear 

Women’s emotional health during pregnancy has the potential to influence birth 

outcomes (Sieber, Germann, Barbir, & Ehlert, 2006). Relationships have been 

consistently found between fear of childbirth, anxiety and depression and 

adverse obstetric outcomes such as caesarean section (CS) (Fenwick et al., 

2009; Fenwick et al., 2010; Ryding et al., 1998).  

Fear and mental health  

Although the majority of women with childbirth fear do not have a diagnosis of 

depression or anxiety, emotional and psychological health difficulties are more 

prevalent in women with childbirth fear (Laursen, Hedegaard, & Johansen, 2008; 

Rouhe, Salmela-Aro, Gissler, Halmesmaki, & Saisto, 2011; Storksen, Eberhard-

Gran, Garthus-Niegel, & Eskild, 2012). Women with antenatal childbirth fear and 
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depression are at increased risk of postnatal depression and post-traumatic 

stress following birth (Soderquist, Wijma, Thorbert, & Wijma, 2009). However 

women with childbirth fear and no history of depression, have almost a three 

times higher risk of developing postnatal depression (Raisanen et al., 2013).  

Childbirth fear and birth decisions 

Childbirth fear is known to influence women’s’ decisions about birth. Studies in 

Sweden and the UK found that between 7 – 22% of requests for CS were due to 

childbirth fear (Saisto, Toivanen, Salmela-Aro, & Halmesmaki, 2006). However 

where women have been provided psychological support for their fear the 

majority of women elect vaginal birth (Halvorsen, Nerum, Sorlie, & Oian, 2010; 

Saisto et al., 2006). Focusing to the underlying source of fear rather than the CS 

request may unearth a disguised plea for help, and importantly provide women 

birth options they previously didn’t see as possible (Halvorsen et al., 2010).    

Fear linked to obstetric interventions 

Even though inconsistencies are evident, some studies have shown that women 

who are fearful in pregnancy are more at risk of unplanned obstetric interventions 

such as CS (Ryding et al., 1998; Waldenstrom, Hildingsson, & Ryding, 2006). 

Swedish researchers (Ryding and associates) found evidence that childbirth fear 

was associated with unplanned or emergency CS. Sometime later Australian 

researchers found high fear was significantly associated with high epidural rates 

and CS (Fenwick et al., 2009), and more recently Ryding and her colleagues 

(2012) confirmed significant risk of CS in multiparous women with fear in a cohort 

of over 7,000 women.  

In addition, several studies have demonstrated that a desire for a CS in a first 

pregnancy is linked to fear of childbirth and driven by low confidence in vaginal 

birth (Fenwick et al., 2010; Nieminen et al., 2009; Stoll et al., 2009). In a large 

Scandinavian study of 56,000 childbearing women, negative experiences from 

previous pregnancies and fear of giving birth were the two strongest factors 

associated with a desire for a CS (Kringeland, Kjerstidaltveit, & Moller, 2009). 
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Similar findings were reported in Hong Kong with nearly 25% of women 

preferring a CS in subsequent pregnancies because of fear of vaginal birth 

(Pang, Leung, Lau, & Hang Chung, 2008). Women experiencing CS and 

instrumental birth have also reported increased fear in subsequent pregnancies 

(Edwards, Porter, & Stein, 1994; Nieminen et al., 2009; Ryding, Wijma, & Wijma, 

1997).  

Furthermore, there is an association between high levels of fear in pregnancy 

and obstetric outcomes such as length of labour, preeclampsia, prolonged 

labour, pain relief, preterm delivery and poor mental health after birth (Adams et 

al., 2012; Johnson & Slade, 2002; Soderquist et al., 2009). Adverse birth 

outcomes and obstetric interventions have also been linked to the effects of fear 

on the delicate balance of hormones such as cortisol and adrenaline affecting 

muscle tension and increasing pain, referred to as the fear, tension, pain (FTP) 

syndrome (Alder et al., 2011; Dick-Read, 2013; Odent, 2001).   

Birth Outcomes in Australia 

Although Australia is reported to be one of the safest countries to give birth or be 

born based on mortality statistics (Department of Health and Ageing, 2009; Li, 

Zeki, Hilder, & Sullivan, 2013) it also has one of the highest rates of CS in the 

developed world. Over the last 20 years the rate has risen from 18% in 1991 to 

25.4% in 2001 and continuing to increase to 32.3% in 2011 (Lancaster, Huang, & 

Pedisich, 1994; Li, Zeki, Hilder, & Sullivan, 2012; Li et al., 2013). The average 

CS rate reported for OECD countries is 26.9% (OECD, 2013). In Australia higher 

CS rates are recorded for women receiving private obstetric care (42.8%) 

compared to public funded care (29.4%), without evidence to justify these high 

rates (Department of Health and Ageing, 2009; Li et al., 2013). The proportion of 

CS deliveries varies by state and territory, and ranged in 2011 from 31.1% in 

Tasmania to 33.9% in Western Australia, with Queensland at 33.2% and above 

the national average of 32.3% (Li et al., 2013). This National rate is well above 

the World Health Organisation (WHO) recommended figure of 10-15% (Gibbons 
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et al., 2010; World Health Organization, 1985). A recent national review of 

Australian maternity services reported that women were not afforded access to 

informed choice, services did not meet expectations, women received 

fragmented care and high obstetric intervention (Department of Health and 

Ageing, 2009; Gamble & Vernon, 2007).  

Impact of Medicalised Birth 

The rise in CS rates is problematic for a number of reasons. A culture of CS 

diminishes women’s exposure to positive public discourses around vaginal birth 

and potentially reduces women’s confidence in vaginal birth. Similarly, it risks 

diminishing professional skills for normal birth. Caesarean section has been 

associated with increased physical and emotional maternal morbidity, an 

increased risk of CS in a subsequent pregnancy and higher costs to health care 

systems (Dennis, 2004; Fenwick, Hauck, Schmeid, Dhaliwal, & Butt, 2012; 

Koechlin, Lorenzoni, & Schreyer, 2010; Lewis, 2007). Rising CS rates have been 

associated with increased maternal mortality and poorer neonatal outcomes 

(Villar et al., 2006). There is also growing evidence on the long-term disturbances 

to children’s emotional, behavioural and cognitive development when their 

mother has suffered a postpartum mood disorder (Kendall & Li, 2005; O'Conner, 

Heron, Golding, Beveridge, & Glover, 2002; Sinclair & Murray, 1998) which is a 

more common occurrence after CS (Koo, Lynch, & Cooper, 2003).  

It continues to be highlighted that emotional wellbeing of women during 

pregnancy, labour and birth are often ignored over physical aspects that arise in 

distressed women contributing to childbirth being treated as pathological (Dick-

Read, 2013). Consequently women’s psycho-social needs receive little attention 

despite around one third of Australian women reporting their birth as traumatic 

and linked to obstetric interventions (Creedy, Shochet, & Horsfall, 2000). The 

international literature identifies fear of vaginal birth and a previous complicated 

birth as the two most common reasons underlying requests for CS (Hallgberg, 

Lynalle, & Wulff, 2008; Karlstrom, Nystedt, Johansson, & Hildingsson, 2011; 
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Kringeland et al., 2009; Pang et al., 2008; Waldenstrom et al., 2006). However 

request and preference for CS is not necessarily the same. The way that 

childbirth is conceptualised (i.e. as a normal life event versus a medical event to 

be managed) carry important implications for women’s choice and women’s care. 

Systems of care that construct childbirth as risky and obstetric interventions as 

the safest option have been shown to influence women’s beliefs around the 

concept of ‘natural’ birth and a subsequent preference surrounding mode of birth. 

Additionally a two tiered Australian maternity system where healthy women with 

private health insurance are over serviced and receive CS at twice the rate of 

their peers in public care highlight factors separate to women’s choice. When 

considered in context of women with emotional and or psychological needs 

disregarded or unrecognised but who are channeled to fragmented maternity 

care models, serves to highlight the inverse care law for vulnerable women. 

Professional discourses that promote CS as safer than vaginal birth are also 

thought to reinforce so called ‘preferences’ and influence decisions to undergo 

obstetric interventions (Hallgberg et al., 2008; Kringeland et al., 2009; Pang et 

al., 2008). A perception of receiving inadequate care if vaginal birth is pursued 

has been linked to CS requests (McCourt et al., 2007) and indicates a mismatch 

between women’s needs being addressed and maternity services provided. It 

has been reported that highly fearful women want help to address their feelings 

but see CS as their only viable option (Nerum, Halvorsen, Sorlie, & Oian, 2006).  

 

Treatment for Childbirth Fear 

Sweden is one of the few resource rich countries where women reporting 

childbirth fear are routinely referred for counselling; referred to as the ‘Aurora’ 

program. The Aurora program may vary from service to service but is usually 

offered by midwives educationally prepared to provide antenatal counselling to 

support women with childbirth fear. The midwives negotiate with a woman about 

her needs and number of counselling sessions, formulate a birth plan, familiarise 
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the woman with the birthing environment, and collaborate with the 

multidisciplinary Aurora team (Hildingsson, Nilsson, Karlstrom, & Lundgren, 

2011; Waldenstrom et al., 2006). Collaboration with an obstetrician occurs where 

a woman continues to request a CS or where obstetric factors are indicated for 

CS with case review and involvement of social worker, psychologist and or 

psychiatrist as required. The aim is to prepare women for their birth regardless of 

how their birth may transpire. Women’s usual antenatal care remains with the 

primary maternity provider. Despite the wide spread nature of the service there 

has been relatively limited evaluation to determine effectiveness (Hildingsson et 

al., 2011; Ryding, Persson, Onell, & Kvist, 2003; Waldenstrom et al., 2006).   

Imperative for an Intervention to Address Childbirth Fear 

Rates of obstetric intervention, especially CS, is at an all time high in many 

countries and represents one of the most striking and disturbing features of 

modern obstetrics. Although there is growing evidence that childbirth fear and 

anxiety play a role in the decisions pregnant women make about mode of birth, 

there is very little work on how this might be addressed. As previously stated 

even in the Scandinavian countries where midwives provide most of the 

counselling interventions, well designed studies of interventions for childbirth fear 

are limited. It is therefore timely to test a clinically relevant midwife-led psycho-

education intervention that has the potential to address women’s childbirth fear, 

anxiety and depression, support normal birth, and diminish the possibility of 

avoidable obstetric interventions and negative birth experiences.  
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Study Context 

A National Health and Medical Research Council Funded Project 

The research study underpinning this doctoral thesis forms part of a National 

Health and Medical Research Council (NHMRC) funded project (Fenwick et al. 

Grant number APP 702485) known as the BELIEF (Birth Emotions Looking to 

Improve Expectant Fear) study. The study is registered with the Australian New 

Zealand Clinical Trial Registry (ACTRN12612000526875) and the protocol has 

been published (Fenwick et al., 2013). The BELIEF study was designed to test 

the effectiveness of an innovative midwife counselling intervention. The BELIEF 

intervention combines evidence-based counselling strategies with a 

comprehensive understanding of the childbearing and motherhood experience 

(Gamble et al., 2005). The intervention does not focus on psychopathology; 

rather it reinforces and supports women’s resilience, confidence and a sense of 

competence for normal birth. The intervention was designed to be delivered by 

telephone thereby improving accessibility, timeliness and flexibility for pregnant 

women. The key outcomes of the NHMRC study were designed to optimise the 

mental health of pregnant women, increase the vaginal birth rate, minimise the 

burden of mental illness following childbirth and deliver cost savings to the health 

care system. As such the study was designed in three phases and at the time of 

submission of this doctoral thesis is ongoing.  

Phase 1 was a quantitative study recruiting 1,410 pregnant women in their 

second trimester of pregnancy. All women were screened for childbirth fear using 

the Wijma Delivery Expectancy / Experience Questionnaire (WDEQ) (Wijma et 

al., 1998). Three hundred and thirty nine women reporting high childbirth fear 

(≥66) were randomly allocated to the intervention (n = 170) or control group (n = 

169) of the ongoing BELIEF study. However for the purpose of the Doctoral study 

only those women who could be expected to return data by June 2013 were 

included (intervention n = 118, controls n = 132). Women in the intervention 

group received telephone counselling at approximately 28 weeks and 34 weeks. 
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Women in the control group received standard care. All women received a 

booklet on childbirth choices inclusive of a decision aid. Data were collected at 

recruitment, 36 weeks and 6 weeks post birth. Phase 2 is an economic 

evaluation of maternal and neonatal outcomes for women receiving the 

intervention compared to controls. Phase 3 is a qualitative study examining the 

content of the counselling sessions to identify women’s narratives about 

childbirth fear. 

The doctoral study 

The doctoral program set out in this thesis was situated within Phase 1 of the 

NHMRC project and consists of two studies. Study One draws on the data 

collected from the 1,410 women recruited to the BELIEF study. Here the aim was 

to determine the prevalence of childbirth fear in this large population based 

sample and subsequently identify factors associated with childbirth fear and 

possible antenatal predictors of childbirth fear.  

Study Two used a randomised control design to test the efficacy of the BELIEF 

intervention in reducing women’s childbirth fear prior to birth. For a 80% chance 

to detect a 10 point difference in W-DEQ scores from baseline to around 36 

weeks gestation in the intervention compared with the control group, 138 women 

plus allowance for 30% attrition were needed. Therefore this study drew on the 

first 250 women randomised to the large NHMRC study with 118 in the 

intervention group and 132 women in the control. The secondary outcomes 

included decisional conflict, depression, and preference for vaginal birth prior to 

birth. Outcome measures were collected at baseline (recruitment) and 36 weeks 

gestation.  

The doctoral student’s participation in the larger NHMRC study was substantial. 

Taking on the role of project manager positioned the doctoral student to 

undertake her PhD within the context of the BELIEF study. Table 1 documents 

the student’s doctoral program within BELIEF.   
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Table 1: Comparison of BELIEF study and doctoral program 

BELIEF study Doctoral Program 

Phase 1 

Recruit and screen 1,410 women  

 

Co-ordinate and participate in recruitment 

and screening of 1,410 women 

 Determine the prevalence of childbirth fear 

and possible risk factors (Study 1) 

Educate, train, and supervise a cohort of 

midwives (n = 5) to deliver the intervention. 

Refine the psycho-education intervention.  

Develop the training program. 

Co-ordinate and contribute to the training 

program. 

Pilot the intervention. 

Conduct RCT with all randomised women 

(n = 339 anticipated) to test the efficacy of 

the midwife-led psycho-education 

intervention on childbirth fear, birth 

outcomes and psychosocial outcomes. 

 

Intervention delivered by trained midwife 

researchers 

Conduct RCT with 250 women (a sub-

sample drawn from those women (n = 

1,155) who were recruited by March 2013) 

to test the efficacy of the midwife-led 

psycho-education intervention on childbirth 

fear (Study 2). 

 

Intervention delivered by student (JT) 

Follow-up to 6 weeks postpartum. 

Data collection anticipated completion 

February 2014 

Complete Study 2 data collection at 36 

weeks gestation. 

Data collection completed in June 2013. 

Investigate postpartum outcomes for 

women and relationship with antenatal 

childbirth fear. 

 

Conduct Phase 2 – evaluate economic 

impact of the intervention on maternal and 

neonatal outcomes of women receiving the 

intervention compared to controls.   

 

Conduct Phase 3 - a qualitative study 

examining women’s narratives about 

childbirth fear. 
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Significance 

Findings of this research program will contribute to our understanding of the 

antenatal assessment of psychological risk, specifically fear of childbirth in 

pregnant women; the relationship between fear and preference for birth mode, 

inform strategies to preserve low intervention births; and evaluate effects of the 

provision of effective emotional care in the antenatal period by midwives. The 

evidence gained from the studies will also inform maternity service provision and 

policy as well as add to our understanding of the components of quality maternity 

care that promote a positive transition to motherhood for Australian women. 

Addressing childbirth fear and promoting positive attitudes to labour and birth in 

pregnant women is a critical strategy in preserving the normality of birth and 

reducing both the primary and repeat CS rate. Achieving this will improve 

women’s quality of reproductive life, reduce health care costs, improve 

postpartum outcomes and promote positive child development. 

Organisation of This Thesis 

This chapter has provided an overview of the concept of childbirth fear and its 

relationship with pregnant women’s mental health and birth outcomes such as 

CS. The research undertaken for this dissertation was explained; and situated 

within a large NHMRC funded study. 

Chapter 2 presents a review of the literature pertaining to interventions in the 

antenatal period to reduce childbirth fear. It is argued there is a paucity of 

evidence guiding current practice to alleviate childbirth fear and support women 

to achieve a normal birth. There are few robust well designed studies. As such 

there is a need to conduct a randomised controlled trial to test the efficacy of a 

midwife-led psycho-education intervention delivered to highly fearful pregnant 

women to reduce levels of fear and improve confidence for normal birth.    

Chapter 3 describes the conceptual framework underpinning the antenatal 

midwife-led psycho-education intervention. Construct Theory (Kelly, 1963, 1991) 
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which forms the conceptual model underpinning the intervention is described. 

The tenets of Construct Theory are then applied to the BELIEF intervention. An 

overview of foundational work by Gamble and Creedy (2009) in developing and 

testing a counselling intervention for women experiencing a distressing childbirth 

experience is provided. This is followed by evidence underpinning the 

intervention for pregnant women with childbirth fear, and a description of the 

BELIEF intervention. 

Chapter 4 describes the methods used in the doctoral program. There are two 

studies. Study 1 describes baseline data to determine the prevalence of childbirth 

fear, possible risk and predictive factors. Study 2 tests the efficacy of a psycho-

education intervention on reducing fear in childbearing women. The RCT design, 

and sample inclusion and exclusion criteria are described as well as the settings 

for recruitment. A description of the psycho-education intervention and control 

condition are provided. The research questions and hypotheses are outlined. 

Outcome measures used in the RCT are presented including an overview of their 

psychometric properties. Sample size calculations and randomisation procedures 

are outlined. This is followed by the procedures for data collection, statistical 

methods and ethical considerations for the study. 

Chapter 5 presents the results of this program of work. Participant 

characteristics for Study 1 are described. Results are presented by parity in order 

to identify differences for nulliparous and multiparous women in respect of 

reasons for childbirth fear, and birth outcomes. Demographic, psycho-social and 

obstetric variables associated with childbirth fear are identified. Predictive factors 

for childbirth fear are also identified. Study 2 reports on the findings of a 

randomised controlled trial to test the efficacy of a midwife-led psycho-education 

intervention to reduce women’s fear of childbirth in pregnancy. A CONSORT flow 

diagram is presented outlining the participant flow in Study 2. Differences 

between groups on the primary and secondary outcomes are reported. 

Chapter 6 discusses results of the two studies within the available literature. In 

the first section the prevalence of childbirth fear in pregnancy in this cohort of 
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1,410 women is presented, along with the contributing obstetric and psycho-

social risk factors. The second section discusses results from the randomised 

controlled trial and explores the ways in which the intervention addressed 

elements of women’s childbirth fear, reduced fear scores and enabled women to 

have less decisional conflict about their forthcoming birth. The chapter concludes 

with an overview of the strengths and limitations of the program of work.  

Chapter 7 presents the main conclusions derived from the studies, as well as the 

implications of these results and recommendations for clinical practice, education 

and research. 

Next - In the next chapter a review of 20 studies designed to ameliorate childbirth 

fear in the antenatal period is presented. The conclusions from that review 

underpin the development of the BELIEF intervention and informed the study 

design.  
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CHAPTER 2 

 

Literature Review 

 

‘Giving birth should be your greatest achievement, not your greatest fear’  

Jane Weideman in Bice (2010). 

 

Introduction 

Most women experience some level of fear during pregnancy. Normal or 

expected levels of fear can indeed be positive prompting women to explore and 

investigate their individual needs, desires and preferences. Increasingly however 

there is evidence that in resource rich countries such as the UK, America and 

Australia women have moderate to high levels of fear that can be debilitating and 

complicate their anticipation for birth (Bewley & Cockburn, 2002; Helk, Spilling, & 

Smeby, 2008; K. McGrath, 2012). There is emerging evidence that childbirth fear 

may be associated with high anxiety levels in women, contributing to longer 

labours, increased use of pain medication and adverse outcomes such as 

emergency caesarean section (CS) (Fenwick et al., 2009; Laursen et al., 2008; 

Ryding et al., 1998; Waldenstrom et al., 2006).  

In addition to emergency CS, childbirth fear has been linked to requests for 

elective CS which consequently contributes to overall increases in CS rates 

(Nerum et al., 2006; Nieminen et al., 2009; Sjogren, 1998; Waldenstrom et al., 

2006). Research outcomes however vary. Conflicting results about the 

contribution of fear to adverse maternal outcomes may be due in part to the 

complexity of factors involved. Identified factors include women’s labour 

circumstances, birth environments, psychosocial vulnerabilities, broad definitions 

of anxiety and birth outcomes, flawed research designs, timing
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 of investigations and variation in measures used (Johnson & Slade, 2002; 

Waldenstrom et al., 2006).  

Determining Treatments for Childbirth Fear 

A number of methods have been used to treat or support women with childbirth 

fear such as individual or group counselling, relaxation techniques, 

psychosomatic therapy and cognitive behaviour therapy (Hildingsson et al., 

2011). However outside Sweden there is no reported systematic approach to 

identifying and caring for women with childbirth fear, who may or may not seek 

CS in an effort to cope with their fear (Bewley & Cockburn, 2002; Otley, 2011). 

There is a paucity of evidence guiding current practice to alleviate childbirth fear 

and support women to achieve a normal birth.  

A review of the literature pertaining to interventions or strategies to support 

women’s decision making and reduce childbirth fear delivered in the antenatal 

period is reported in this chapter.  

Search Strategy 

Studies identifying an antenatal intervention for women with childbirth fear are 

specifically included. A search of major databases (Cumulative Index to Nursing 

and Allied Health (CINAHL); Medline; Psycinfo, Cochrane Database of 

Systematic Reviews (CDSR), Pubmed) for the years 2000 and onwards was 

undertaken to retrieve English language publications using the keywords: 

childbirth fear and intervention with: antenatal, pregnancy, tocophobia or 

tokophobia, prenatal anxiety, phobia, treatment, counselling and psycho-

education. Reference lists of retrieved studies provided additional papers that 

preceded the year 2000 and were also reviewed. 

There were no systematic reviews specifically addressing interventions to 

improve antenatal childbirth fear, but the reference lists of systematic reviews 

reporting interventions to prepare women for, or promote uptake of vaginal birth 
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were screened for interventions in women with childbirth fear (Beddoe & Lee, 

2008; Horey, Davey, Small, Kealy, & Crowther, 2012; Khunpradit et al., 2011; 

Madden, Middleton, Cyna, Matthewson, & Jones, 2012). The reference lists of 

articles obtained were also reviewed for the identified keywords, with additional 

potentially relevant articles retrieved dating back to 1975. The goal was to 

retrieve all research articles examining any antenatal intervention to reduce 

levels of childbirth fear using any type of research design. Only the primary 

sources of studies were included. Articles retrieved and reviewed are depicted in 

Figure 1. The material was critiqued using the Critical Appraisal Skills Program – 

CASP (1993).  

The CASP templates facilitate systematic and critical evaluation of the various 

methods of studies, and the quality of scientific evidence generated. Where 

descriptive studies did not clearly align to either a quantitative or qualitative 

approach nor were they a mixed methods study, CASP’s criteria for qualitative 

papers were used. A score was determined in order to rate each included paper 

(poor, fair or good). Refer to Table 2.  
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Figure 1: Flowchart of retrieved and excluded studies 
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Citations identified in Cinahl; 

Medline; Psycinfo, Cochrane, 

Pubmed databases for the years 

2000 to April 2013 (n=715) 

Excluded (n= 681) primary 

articles that did not include an 

antenatal intervention for 

childbirth fear  

 

Full text articles selected for 

potential inclusion (n=34)             

+ additional studies extracted 

from reference lists (n=21)           

= Total reviewed (n=55) 

Exclusions: (n=35) 

1. No intervention 

employed (n=15) 

2. Study not specific to 

pregnant women (n=1) 

3. Childbirth fear not focus 

or not reported (n=15) 

4. Review papers (n=4) 

20 included studies: 

Quantitative studies (n=17) 

 RCT (n=3) 

 Cohort (n=8) 

 Case control (n=3) 

 Pilot (n=1) 

 Audit (n=2) 

Mixed Methods (n=1) 

Qualitative studies (n=2) 
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Table 2: Score and rating based on CASP criteria for published studies 

Study Type Rating * 

Randomised Controlled Trial poor = <5 , fair = 5 to 8 and good = 9 to 11 

Cohort Study poor = <5 , fair = 5 to 9 and good = 10 to 12 

Case Control Study poor = <5 , fair = 5 to 8 and good = 9 to 11 

Mixed Methods poor = <3, fair = 3 to 5 and good = 6 to 7 

Qualitative Study poor = <5 , fair = 5 to 7 and good = 8 to 10 

*NB :CASP quantitative scores have different ranges for each study type and therefore comparison of 

scores between study type is more easily discerned by the quality ratings of poor/fair/good. 

For the years 1975 to 2013 a total of 20 studies that investigated the effect of any 

intervention on childbirth fear were retrieved. Two studies were rated as good, 

twelve papers fair and six of poor quality. The studies were predominantly 

undertaken in the Scandinavian countries of Finland, Norway and Sweden. There 

were a range of strategies investigated. These included psychotherapy (Areskog-

Wijma, 1985; Ryding, 1993; Saisto, Salmela-Aro, Nurmi, Kononen, & 

Halmesmaki, 2001); psychosomatic therapy (Sjogren, 1998; Sjogren & 

Thomassen, 1997); midwife counselling (Halvorsen et al., 2010; Helk et al., 2008; 

Nerum et al., 2006; Ryding et al., 2003; Waldenstrom et al., 2006); psycho-

education with cognitive behavior therapy (Sydsjo, Sydsjo, Gunnervik, Bladh, & 

Josefsson, 2012), psycho-education with relaxation exercises (Rouhe et al., 

2013; Saisto et al., 2006; Salmela-Aro et al., 2012), a mantram intervention 

(Hunter et al., 2011), known midwife at time of admission in labour (Kjaergaard et 

al., 2008), continuity of midwifery care (Lyberg & Severinsson, 2010a) and 

childbirth preparation education (Di Renzo, Polito, Volpe, Anceschi, & Guidetti, 

1984; Geissbuehler & Eberhard, 2002; Klusman, 1975). 

Studies were then summarised and tabulated using the following headings: 

author, year and country; study design and sample; aim; childbirth fear tool used; 

intervention method/provider; intervention timing/intervention outlined;
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comparison group; relevant outcomes and quality rating (refer Table 3 presented 

at the end of this chapter). 

Findings from the Literature 

Papers were grouped within seven types of intervention; psychotherapy, 

psychosomatic therapy, spiritual therapy, midwife counselling, psycho-education, 

childbirth preparation classes and known midwife in labour. The name of each 

grouping generally reflected the descriptor used by the authors of the included 

studies. In this section the interventions and results of the research are 

summarised followed by a discussion of the reported effect on women’s childbirth 

fear and birth preference.  

Psychotherapy 

Psychotherapy is a general term referring to a therapeutic interaction or 

treatment offered by a trained professional to aid individuals to overcome 

personal mental and emotional disorders (Beyondblue, 2011). Three studies 

reported on the effect of antenatal interventions within the psychotherapy 

domain.  

 Psychotherapy - study 1 

The first study was a published conference paper that outlined the preliminary 

results of a pilot project which examined the effect of treatment on women’s birth 

experience and postnatal emotional wellbeing (Areskog-Wijma, 1985). 

Participating Swedish women (n = 32) reporting childbirth fear were supported 

over a two year period at a specialist antenatal clinic. Fifty-three percent of 

women were nulliparous. The intervention consisted of a number of 45 minute 

counselling sessions from 23 weeks of pregnancy. The mean number of 

sessions was five (range 1-13). Women were also visited on the postnatal ward, 

with further follow-up at six weeks after birth. It is not known if a screening tool 

was used. Treatment was supervised with consultations focused on women’s 

feelings. The counselling steps outlined were: help the woman to express her 
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fears without comforting them away, reframe fears and be accepting of them, 

provide manageable alternatives to cope and work through any upsetting birth 

events. In addition women were to be supported in their choice of CS if the 

woman’s psychiatric wellbeing was threatened.  

At time of reporting, 28 of the 32 women had given birth. Nineteen women had a 

vaginal birth. The overall CS rate was 32% (n = 9) with five of these women 

choosing an elective CS. Women’s perception of their birth experience were 

described mostly as positive (n = 26) with two women expressing negative 

feelings. However it is not clear how this was measured. In the main, women (n = 

21) were described as ‘emotionally stable’ following birth, five had not been 

assessed but two were deemed to have an ‘emotional imbalance’.  

Given the study was incomplete with a small sample it is difficult to draw firm 

conclusions about the intervention; however 93% of women who had given birth 

had a positive birth experience. Final outcomes of the study could not be located 

in the published literature, and there was no response from an email to the 

author. Consequently, despite the value of this pioneering work the study was 

considered of poor quality for the reasons outlined.  

 Psychotherapy - study 2 

The second paper was a descriptive report on the birth outcomes of 33 Swedish 

women (5 primiparous and 28 multiparous) who received antenatal counselling 

for childbirth fear to reduce their requests for non-obstetrically indicated CS 

(Ryding, 1993). Five women declined the offer of therapy and it is unclear why a 

further group of women with breech presentation were excluded given the author 

indicated vaginal birth was not contraindicated for them. At the time data was 

collected (during the years 1988 to 1990), Ryding (1993) indicated that childbirth 

fear was a common reason for maternal request for elective CS. No formal tool 

was used to establish or measure childbirth fear, and it appears data were 

retrieved from case notes. 
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Of the 33 women participating in the study, six had significant psycho-social 

issues (history of fearing birth since childhood, trauma symptoms post last birth, 

experiencing disabling mental symptoms, history of sexual assault) and eight had 

babies in their last birth who were extremely ill including two who had died 

subsequent to birth. Seventeen of the parous women had a history of CS or 

vacuum extraction. The counselling sessions were in addition to usual antenatal 

care; i.e. with the primary carer, antenatal classes, and psychiatric care (where 

this was required).  

An obstetrician trained in psychotherapy provided the 45 minute counselling 

sessions. While sessions occurred between 10 and 36 weeks of pregnancy most 

occurred between 20 – 24 weeks of pregnancy. Women received between 1 - 13 

antenatal sessions followed by 1 - 3 postnatal sessions. Ryding (1993) described 

providing individualised care including adapting frequency of sessions that could 

take one of three approaches: counselling, crisis intervention or short term 

psychotherapy. Sessions included discussing feelings around childbirth and past 

experiences, discussion of any crisis issues (such as relationship and family 

breakdown) affecting them, encouragement and support to visit the birth 

environment, education particularly of women’s anatomy, and birth planning for a 

positive experience.  

Reasons for CS requests in parous women were fear of pain, death, life and 

health of baby, repeat emergency CS and postnatal depression. Primiparous 

women feared vaginal tearing, and for the life and health of their baby. One 

woman’s fear was due to carrying an unwanted pregnancy. Women who still 

desired CS at 36 weeks of pregnancy were not denied this. Fourteen women 

changed their birth preference and had vaginal births with 79% verbalising at 

follow-up that their birth experience was “good” or “glorious”. Three women had 

obstetrically indicated elective CS, and 16 maintained their desire for CS with 

one neonatal death following respiratory complications at term, and six CS 

performed under a general anaesthetic. All but one woman was satisfied with her 

decision for CS.  
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At two months postnatal, five women were reported to be in poor mental health 

described as not being in “mental balance”. Included in this group were three 

women who had significant psychological difficulty during pregnancy, and 

another who was grieving her child’s death. It is assumed satisfaction and mental 

health were assessed during the postnatal interviews as no psychometric tools 

were mentioned in the published study. The psychotherapy sessions were 

effective in that nearly half of the women originally requesting non-medically 

indicated CS had a vaginal birth, with the majority of women indicating 

satisfaction with either their vaginal birth, or CS experience. However 15% (5/33) 

of mothers had poor mental health at two months postpartum that could be 

attributed to a chronic mental health condition, and in one case due to perinatal 

loss. Based on the CASP criteria for descriptive studies, the paper was assessed 

to be of fair quality given there was no fear or psychometric tool for evaluation 

and no comparison group. 

Psychotherapy - study 3 

The third paper grouped into this category is the work of Finnish researchers 

Saisto and associates (2001), and was the first RCT conducted in women with 

childbirth fear. Between the years 1996 to 1999, 176 women with childbirth fear 

and eligible for vaginal birth were randomised to intensive psycho-counselling 

(cognitive-based psychotherapy) versus conventional counselling. The 

researchers hypothesised that women receiving intensive psycho-counselling 

would reduce the elective CS by 50% in women with high childbirth fear as well 

as improve mental health outcomes. 

Women were screened for childbirth fear, at their first antenatal visit, using a 

modified version of the Fear of Vaginal Delivery Scale that had been developed 

and tested by Areskog (1982). Nine items related to fear of birth and another 

question related to a request for CS. An affirmative response to five of the nine 

questions and/or a request for CS determined childbirth fear and eligibility into 

the study. Randomisation subsequently occurred at 26 weeks of pregnancy.   
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One hundred and twelve (64%) women completed all aspects of the study. 

Baseline characteristics were similar in the two groups except more women had 

a history of previous spontaneous abortions in the intensive therapy group (n = 

19, 22.4% vs. n = 7, 7.7%; p = .014). There was no difference in the number of 

women seeking CS between the two counselling groups at baseline (68% vs. 

65%; ns) or in fear scores (6 vs. 5.7; ns). The number of primiparous women to 

multiparous women was comparable. Those in the intensive psycho-counselling 

intervention group received three sessions with an obstetrician with 

psychotherapy qualifications at 28, 32 and 38 weeks of pregnancy and a session 

with a midwife at 37 weeks. Conventional consultation with an obstetrician 

occurred at 24 weeks and 36 weeks of pregnancy.  

Women’s emotional wellbeing was measured using Beck’s Depression Inventory, 

Pregnancy Anxiety Scale and the Personal Concerns Scale prior to 

randomisation, at 36 weeks of pregnancy and at 3 months postnatal. The 

postnatal follow-up included questions on women’s obstetric experience and birth 

satisfaction.  

Initially 66.5% of participating women wanted a CS. This reduced to 38% towards 

the end of pregnancy in both the intensive and conventional groups. The 

reduction in requests for CS did not translate to a difference in the CS rate 

between the two groups for psychosocial reasons (Intervention n = 20, 

Conventional n = 26, p >.05) and for obstetric reasons (Intervention 26%, 

Conventional 28%). However in late pregnancy the women randomised to the 

intensive psycho-counselling group had a statistically significant reduction in birth 

concerns (p = 0.02) and fear of pain (p = 0.04) compared to the conventional 

therapy group. Pregnancy-related anxiety was also reduced in the intensive 

therapy group although this did not reach statistical significance. Duration of 

labour was reduced for women in the intensive group (p = .039).  

In the postnatal period there was no difference between groups. The authors 

commented that asking women about their feelings and concerns is not common 

obstetric practice. Saisto et al. (2001) found that cognitive therapy was valuable 
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in assessing and allaying pregnancy related anxieties and that this study was 

consistent with other findings that after initial request for CS followed by short 

term therapy nearly half the women chose vaginal birth. An interesting finding 

was that 35% of women who did not avail themselves of the midwife appointment 

in the intervention group chose CS as opposed to 10% who did (p = .008). It 

could be that the visit to the birth environment was too confronting for some 

women or perhaps they had already decided on CS. The extent to which talking 

about pain relief and visualising the birth environment with the midwife made a 

difference to allaying concerns is not known. The study was evaluated to be of 

fair quality as there was no control or standard care group. There was also 

potential bias as recruitment, allocation and data collection appeared to be 

conducted by the service provider. 

Psychosomatic Therapy 

One study was grouped as Psychosomatic Therapy. Psychosomatic therapy 

aims to provide individuals with an understanding of the root causes of 

‘imbalances’ within the mind and body (Mosby's Medical Dictionary, 2012). 

Swedish investigators Sjogren and Thomassen (1997) investigated the outcomes 

of 100 Swedish women referred to a psychosomatic service over a 30 month 

period (1989 - 1992). Findings were reported in three publications; obstetric 

outcomes and cost benefit of the intervention (Sjogren & Thomassen, 1997); the 

reasons for women’s fear (Sjogren, 1997) and women’s recollection and 

experience at one to three years following birth (Sjogren, 1998).  

Women were matched for demographic and obstetric backgrounds to 100 

controls to determine if psychological support decreased requests for CS 

(Sjogren & Thomassen, 1997). The study population consisted of 36% 

primiparous and 64% multiparous women. The majority of multiparous women 

(72%) had previous complicated births and 37% of women’s partners were 

anxious about the birth (Sjogren, 1997). Women were referred to the service if 

they were considered to have extreme fear, reported significant anxiety, were 
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unable to positively anticipate the birth of the baby, had difficulty sleeping, 

nightmares, and preoccupation with surgical delivery (Sjogren, 1997). Women 

who were referred were significantly more likely to have a psychiatric history (p = 

0.001) (depression, panic disorders or psychotic episodes), a higher incidence of 

voluntary abortion (p = 0.02) and higher rate of previous complicated vaginal birth 

than the controls (Sjogren & Thomassen, 1997).  

Women in the intervention arm received psychosomatic support from an 

obstetrician who was a trained psychotherapist (Mean = 3.4 visits) between the 

20th and 35th week of pregnancy. Thirty-five women (35%) in this group were 

recommended for, and 25 accepted, additional psychotherapy (Mean 7.4 visits) 

between the 20th and 30th week of pregnancy. This was based on whether 

women would be amenable and benefit from additional focused care.  

The psychosomatic intervention encouraged women to discuss the focus of their 

anxiety, working through previous births, and to verbalise feelings. Women were 

taught how to recognise fear, how it manifests in the body and how to manage it. 

Women’s psychological introspection was used to strengthen their self-

confidence and build trust in the team. Other strategies included encouraging 

visualisation and relaxation (Sjogren, 1998). 

A review of the antenatal case notes of those receiving psychosomatic therapy 

revealed five broad categories of anxieties. Firstly women lacked trust in the 

attending obstetric staff (73%). This was because some women (31%) did not 

expect to be well supported and 42% felt they would not be included in decision 

making. Secondly 65% of women lacked confidence in their ability to birth, that 

their bodies would let them down (39%), or that psychologically they would not 

cope (26%). Thirdly, around half the women were frightened of death (55%) 

either for themselves (9%), or baby (30%), or both (16%). This was more 

significant for women who had a previous complicated birth. Fourthly, 43% of 

women feared a loss of control during birth and 44% feared intolerable and 

intractable pain (Sjogren, 1997). Furthermore, over a third of women’s partners 
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stated they were distressed and fearful of the impending birth with one in five 

(22%) wanting the baby to be born by CS (Sjogren, 1997).  

Initially, 68% of women requested a CS and this reduced to 30% of women 

scheduled for elective CS. A further 13% of women went on to have a CS either 

just prior to or during labour. In total 57 of 100 women gave birth vaginally. At 1 

to 3 years post-birth women recalled their pregnancy as distressing but were 

satisfied with their birth choice and were as positive as the matched cohort group 

including those who changed from elective CS to vaginal birth (Sjogren, 1998). 

Using maternal self-report the large majority of women indicated that they were 

psychologically healthy in both the study and reference groups (89% vs. 95%, 

ns); and physically healthy (study group 17% vs. reference group 8%, ns), with 

similar reassuring mothering behaviours demonstrated in both study groups 

(Sjogren, 1998). The treatment was cost effective due to shorter labours and 

reduction in CS in the treatment group (Sjogren & Thomassen, 1997). These 

studies were considered to be of fair quality because no screening tool was used 

to determine childbirth fear; with possible recall bias given data was collected 

retrospectively and more than twelve months after birth.  

Spiritual Therapy - Mantram 

One study from the U.S. was allocated to the category of spiritual therapy for use 

of a mantram to reduce childbirth fear (Hunter et al., 2011). A mantra is 

considered an instrument of mind and combines the Sanskrit words for mind 

(man) and instrument (tra). Often a mantra is a powerful sound or vibration used 

to assist meditation. A mantram however is a sacred phrase or word that is 

repeatedly uttered or silently cited to bring about a sense of calm and physical 

relaxation. A mixed method study was used to investigate the effectiveness of 

mantram use in a population of predominantly U.S. military families. Primiparous 

women in their third trimester of pregnancy and their partners were randomised 

to receive usual childbirth education along with three, two hour additional 

instruction in the use of silent chanting (Women n = 14, Partner n = 6). During the 
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mantram sessions participants shared experiences of how best to integrate 

mantram practice to everyday life and how to readily draw upon this to overcome 

childbirth fear or other daily stressors.  

Routine childbirth education included information around childbirth choices and 

decision-making, what could be expected during pregnancy and birth, and 

Lamaze breathing instruction. Participants in the intervention group were asked 

to choose one mantram from a list and practice silent repetition of their chosen 

mantram as often as possible. This was to prepare and promote calm within 

them before, during and after labour and to refocus attention away from pain 

during labour. The intervention group was compared to a control group (women n 

= 6, partners n = 4) who received usual childbirth education alone.  

Twenty percent of eligible couples (30 of 134) agreed to participate with eight of 

the 20 women allocated to the mantrum group completing the intervention. On 

average, women reported practicing their mantram five times per day on five 

days a week. The frequency of daily mantram use had decreased at the six week 

postnatal follow-up (Median = 3.5 times per day). Fear levels measured by 

WDEQ-A showed no statistical differences from baseline fear levels to six week 

postnatal follow-up. Where couples returned data their scores were combined 

(WDEQ n = 26, Mean = 90, SD = 16). For women whose partner did not return 

data their scores were analysed separately (WDEQ n = 20, Mean = 91, SD = 18). 

The authors believe this is the first time the WDEQ-A (with some minor adaptions 

to the questions) had been used with fathers. The Client Satisfaction 

Questionnaire administered at six weeks post birth indicated participants were 

generally satisfied with the intervention program, however only eight participants 

completed the intervention along with the satisfaction questionnaire (8/20, 40%).  

The qualitative aspect of the study was concerned with women’s experience of 

birth who were allocated to the mantram group (n = 5) or control group (n = 4). 

Anthropologically informed discourse analysis was used to interpret content of 

the nine telephone calls at six month follow-up. Only those women in the 

mantram group were asked additional questions about the usefulness and 
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application of mantrams for them. The intervention group found mantram use 

was helpful in decision-making; however women found they were not able to use 

the mantram at the time of birth due to feeling overwhelmed. More women in the 

mantram group reported that their labours had been complicated (n = 5) 

compared to none in the control group. Due to low numbers recruited and high 

attrition no conclusion could be drawn of the usefulness or otherwise of this 

intervention. The authors however, encouraged further investigation of mantram 

use in a larger sample of pregnant women given that benefits had previously 

been reported in non-pregnant populations for reducing stress, anxiety and 

cortisol levels. Due to the limitations stated the study was rated as fair quality 

research. 

Midwife Counselling 

Five papers were grouped under the heading of midwife counselling, and this 

care was situated within a multidisciplinary team framework whereby an 

obstetrician was available for consultation and in most services access or referral 

to additional psychotherapeutic support dictated by the woman’s circumstances 

was also available. The counselling services were in addition to primary care, 

with women often referred during their third trimester. The studies indicated 

similar midwife counselling approaches and were reported for the years 2003 to 

2011. The first three studies were undertaken in Norway (Halvorsen et al., 2010; 

Helk et al., 2008; Nerum et al., 2006) with the remaining two conducted in 

Sweden (Ryding et al., 2003; Waldenstrom et al., 2006).   

Midwife counselling - study 1 

Nerum et al. (2006) reported on the outcomes of 86 fearful women referred to a 

midwife-led service offering psychosocial support. Nulliparous women comprised 

15% (n = 13) of the group. Childbirth fear was determined against five 

psychosomatic criteria (impact of fear on daily functioning, physical symptoms, 

diminished insight to fear, level of loss of control over birth, and fear of dying) and 

then classified as severe fear (if four or five criteria were met), or moderate fear 
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(if three criteria were met). Sleep problems and physiologic manifestations of fear 

were present in all women, and no woman met less than three criteria with 67% 

women (n = 58) having severe fear of birth and 33% (n = 28) experiencing 

moderate fear of birth.  

Women’s data were extracted from referral and obstetric records and entered to 

a service specific registration form. Ninety percent of women suffered anxiety 

and/ or depression with 26% having received treatment previously for a 

psychiatric disorder. Noteworthy psychosocial histories included posttraumatic 

stress disorder (PTSD) for eight percent (n = 7); for multiparous women 95% (n = 

65) experienced a previous traumatic birth; 63% had a history of abuse; 43% an 

eating disorder and 27% smoked cigarettes during pregnancy. Sixty-seven 

percent (n= 58) were classified high obstetric risk.  

The midwifery counselling service consisted of two midwives with additional 

mental health training, an obstetrician and social worker. Counselling was 

provided by midwives who received second weekly clinical supervision. The first 

session was around 27 weeks (Range 6 – 40) of pregnancy. Women received 

between 1 – 10 antenatal visits (Mean 3.5) for between 1 – 15 (Mean 5.1) hours.  

The counselling aimed to distinguish between birth as the provoking factor and 

past difficulties as the cause of birth fear to assist women to identify alternatives 

to elective CS. Women were encouraged to freely express their feelings, 

thoughts and concerns and focused on experiences that were directly relevant to 

birth fear. Information was provided to correct any misconceptions, and a birth 

plan formulated to include specific needs that had been identified for/by the 

women. Routine antenatal care was provided by the woman’s primary community 

maternity carer.  

Following counselling, 86% of women changed their request from CS to vaginal 

birth (100% moderate fear; 79% severe fear) with 69% of this group (82% 

moderate fear; 61% severe fear) achieving vaginal birth, or a rate of 59% vaginal 

birth achieved for all study participants. The 14% (n = 12) of women who 
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maintained their request for CS had severe childbirth fear and had unprocessed 

psychosocial experiences (PTSD, anxiety, depression). Mailed questionnaires at 

two to four years following the birth found 98% of the 76 women who responded 

were satisfied with the counselling intervention with 93% who had vaginal birth 

and 46% who had CS preferring vaginal birth in the future. The authors indicated 

that counselling had assisted to ‘unlock’ fears that inhibited women from 

believing they could cope with vaginal birth. At follow-up, women’s optimistic view 

to having a vaginal birth in a future pregnancy was an indication that the 

treatment was sustained. However indicators of women’s mental health post birth 

were not reported and the study rated to be of fair quality.  

 Midwife counselling - study 2 

The second Norwegian study by Halvorsen et al. (2010) reported on a two cohort 

follow-up study to the one described above (Nerum et al., 2006) and aimed to 

compare women’s uptake of vaginal birth and birth outcomes. This transpired as 

a result of differences in maternal outcomes according to which midwife delivered 

the counselling intervention. Cohort differences prompted further education and 

evaluation of the midwives’ approach. A quality rating of fair was assigned for this 

study. It was not clear how the differences in counselling approaches were 

identified. Case notes and conversations were reviewed retrospectively but the 

method for determining this was not outlined.  

The first cohort involved 86 women who accessed the service between the years 

2000 - 2002 (Nerum et al., 2006). Examining the outcomes for each midwife 

counsellor revealed significant differences between the women’s preference and 

success at vaginal birth. Women counselled by midwife A were more likely to 

change their preference and had higher vaginal birth rates compared to women 

counselled by midwife B. Despite the midwives believing they had a similar 

approach, further investigation revealed that midwife A adopted a coping attitude 

“…the ability to overcome any emotional obstacle to vaginal birth” (Halvorsen et 

al., 2010, p. 45) while midwife B took an autonomy approach “the ultimate choice 

of mode of birth was the woman’s” (Halvorsen et al., 2010, p. 45).  
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Subsequently, midwife B underwent 12 months of reflective practice, peer 

training and review. Outcomes of a second cohort of women (n = 107) who 

accessed the service for the years 2004 – 2006 were then examined (Halvorsen 

et al., 2010). Regardless of midwife counsellor, both cohorts had similar uptakes 

and success rates for vaginal birth. This positive change highlights how subtle 

differences in counsellor attitude can impact on outcomes for women and the 

importance of careful monitoring for rigour when implementing psychological-

based interventions.    

In this study severity of childbirth fear, obstetric risk and history of mental health 

problems were consistent predictors for CS. The authors argued that it was 

essential to focus on women’s underlying cognitive process as the basis of fear, 

in order to identify how this impacted on their feelings for birth. Challenging 

women to focus on the reasons for their birth fear, the midwife expressing 

confidence in women’s birth capacity and supporting them to change how they 

processed their fears, promoted women’s ability to reframe their approach to 

birth and birth vaginally (Halvorsen et al., 2010).    

The findings of this study suggest that clinician philosophy and approach is 

important in supporting women and their birth outcomes regardless of childbirth 

fear level, and that midwives can successfully support women with childbirth fear 

to achieve vaginal birth. How this translates to different cultural and obstetric 

settings has not been tested. 

Midwife counselling – study 3 

Paper three reported on an evaluation of the ‘Gaia Group’, a midwife-led psycho-

social support service offered to pregnant women. The Gaia service has 

operated in Norway since 1996 and offers individual counselling to women 

seeking help for childbirth fear (Helk et al., 2008). Women could self-refer and/or 

be referred through a clinic or maternity physician with support offered before 

and after birth. It is unclear if Gaia midwives were available to women during 

labour even though they were skilled to do so. Midwives working in the service 

met monthly with a psychologist for counselling supervision. Specific components 
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of the service were active listening; encouraging women to express their wishes 

and use a birth plan; and to conduct a session with the woman ahead of labour in 

the birthing environment.  

The service was evaluated during 2003 by inviting the first 100 Norwegian 

speaking women registered with the service in that year to complete a service-

derived questionnaire. Information collected included demographic, clinical care, 

service provision, and women’s personal assessment of childbirth fear. The 

response rate was 80%.  

Although the authors indicated women had severe childbirth fear, the method of 

assessment or how women rated their own assessment was not reported. Sixty-

three percent of women reported pre-existing negative feelings and expectations 

regarding birth prior to pregnancy. This incidence of anxiety increased to 76% of 

women early in pregnancy and reduced to 45% at end of pregnancy following 

Gaia group care. Symptoms of fear were not reported but 37.5% of women had 

sought psychological support before pregnancy, 12.5% during pregnancy and 

10% after pregnancy.  

Pre-pregnancy fear of birth was deemed to stem from broader life experiences 

(Helk et al., 2008). However, with 70% of women having previously given birth it 

was unclear whether fear may have been related to a prior childbirth experience. 

Women’s plans for birth were not assessed prior to antenatal counselling and it is 

not known if preferences changed. However 57.5% of women had a 

spontaneous vaginal birth, 12.5% had an operative vaginal birth, 20% had 

planned CS and 10% unplanned CS. Sixty-four percent of women were reported 

to have used an epidural for pain relief, a rate 20% higher than the average 

birthing population. Eighty percent of women identified that the service improved 

their confidence for birth. Eighty-six percent of women who completed a birth 

plan found this a positive tool to relay their wishes, with 70% reporting they had a 

more positive birth experience than expected.  
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Seventy-six percent of women found counselling following birth useful however 

the timeframe of when the interactions commenced antenatally and ended 

postnatally were not published. The average number of sessions was 2.8. The 

greatest fear was loss of control, fear their child would be injured or die, and 

painful childbirth. Women reported satisfaction from feeling looked after and 

listened to, having a competent person to talk to, being provided with information 

with which to make decisions and being given opportunities to reflect on a 

previous birth. There was no comparison group and apart from reporting high 

satisfaction and birth mode, the authors did not identify the tools used to assess 

fear levels and did not report psychometric measures. As a result the study 

quality was rated as poor. 

 Midwife counselling – study 4 

Ryding and associates (2003) reported on the outcomes of 53 Swedish women 

with childbirth fear who received antenatal counselling from specially trained 

midwives during 1999. Almost half of this group of women (46%) had requested 

a CS prior to the first antenatal contact with the midwife. One third also consulted 

the team obstetrician. The purpose of the study was to evaluate the effect of 

counselling on women’s birth experience, PTSD symptoms and satisfaction with 

the midwife counselling service. Fifty-three (85%) out of 62 women, agreed to 

participate and were matched to a cohort (n = 53) of women for parity and same 

mode of birth on the same day. Thirty percent of women were nulliparous.  

The counselling team consisted of eight birth suite midwives and one obstetrician 

with a background in psychotherapy. Women’s named midwife may 

coincidentally provide labour care. Women continued to receive routine antenatal 

care from their primary provider. Counselling occurred between the 8th and 37th 

weeks of pregnancy (Mean 28 weeks of pregnancy) for between 1 - 14 visits 

(Mean 4) and once after birth. Women were encouraged to talk about fear and 

previous traumatic backgrounds, and when comfortable to do so, discuss a birth 

plan and how this may change once in labour.  
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Women were evaluated against the Wijma Delivery and Expectancy Scale 

(WDEQ-B 20 item) a validated tool for measuring postnatal childbirth fear in 

women experiencing vaginal birth or CS; the Impact of Event Scale (IES) that 

records the presence and frequency of PTSD symptoms; and four open 

questions to identify satisfaction with counselling and birth experience. It is not 

reported when women were recruited to the study, however all responses were 

received between 1 - 14 months postpartum.  

Of those women participating in the study, 37% requested CS and 21% 

ultimately had either elective or emergency CS. Ninety-four percent of women in 

the intervention group were satisfied with antenatal counselling and birth care 

however more reported higher fear and had more PTSD symptoms (19% vs. 2%) 

following birth compared to matched controls. The authors identified that 

women’s satisfaction did not equate to perceived effectiveness of the counselling 

based on these observations. Fear levels in women were not measured prior to 

receiving counselling nor were participants in the two groups matched for fear. 

Therefore it is difficult to deduct if fear was reduced or if PTSD symptoms pre-

existed this pregnancy prompting these women to seek the additional care. The 

authors state the PTSD symptoms following birth in the comparison group were 

consistent with those reported in larger studies (2%). Additionally due to women’s 

poorer psychological outcomes in the treatment group the researchers suggested 

that midwives may require more extensive training. The additional attention 

women received from counselling may have contributed to their satisfaction given 

women in both cohorts stated that professionals needed to listen and spend 

more time with women (Ryding et al., 2003). The study was rated as fair quality. 

 Midwife counselling – study 5 

The final study in this section of midwife counselling was research undertaken by 

Waldenstrom and colleagues (2006). Using a national prospective observational 

study design, the researchers investigated the prevalence, characteristics of 

childbirth fear and effects on CS rates and women’s birth experience.  
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During three pre-determined weeks from May 1999 to January 2000, pregnant 

women attending their first visit (16 weeks) were recruited from one of 608 

antenatal clinics across Sweden. Consenting women completed a questionnaire 

outlining demographic details, partner support, smoking habits, preference for 

birth, a question relating to fear and standardised measures for depression 

(Edinburgh Postnatal Depression Scale) and concerns during pregnancy 

(Cambridge Worry Scale). Antenatally, women were asked “How do you feel 

when thinking about labour and birth” and given five response options from very 

positive to very negative. A response of “very negative” was a criterion for 

childbirth fear.  

A second self-report questionnaire at two months postpartum asked women 

about their birth experiences and outcomes, including a question on whether they 

had received counselling for fear of birth. Where women indicated they had 

received counselling from the “Aurora group or similar” they also were defined as 

fulfilling the criteria for childbirth fear.  

Some 2,662 women completed both questionnaires. At 16 weeks of pregnancy 

3.6% reported childbirth fear and this increased to 11% (n = 290) by the end of 

pregnancy. Three sub-groups for childbirth fear were determined on the basis of 

their response to the fear questions: women with childbirth fear in early 

pregnancy who received counselling (n = 47, 1.8%); those with childbirth fear 

who did not have counselling (n = 50, 1.9%); and women who did not have 

childbirth fear in early pregnancy but later received counselling (n = 193, 7.3%). 

The reference group comprised 2,372 (89%) women. 

At baseline women with childbirth fear had higher scores for depression and 

worry compared to the reference group. Women with childbirth fear were more 

likely to be out of work, smoke, have Swedish as a second language, have 

experienced a previous emergency CS, have a preference for CS in the current 

pregnancy, and have limited social support for the pregnancy.  
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Compared to women in the control group, women who received counselling had 

three to six times higher rates of elective CS but a more positive view of their 

birth at two months postpartum. Women who did not receive counselling 

experienced emergency CS twice as often. The researchers proposed that a 

randomised controlled trial was required to confirm that counselling was of 

benefit to women’s birth experience and to determine emergency CS outcomes. 

Additionally the authors argued that the two screening questions may have 

limited identification of childbirth fear. Due to the number of confounding 

variables, a CASP rating of fair was assigned.  

Psycho-education Based Interventions 

Four papers described the use of psycho-education to reduce childbirth related 

fear and preference for a CS. Beyondblue (2011, p. 100) describes psycho-

education as; 

Discussion of emotional health and wellbeing with families, 

reinforced by provision of relevant and culturally sensitive 

information, with the goal of assisting them to understand and be 

better able to participate in promoting their own psychosocial 

health. 

  

Psycho-education - study 1 

Saisto and colleagues (2006) aimed to compare group psycho-education and 

relaxation with standard/routine care. Finnish primiparous women who had been 

referred for consultation because of a fear of vaginal birth and request for CS 

were recruited. One hundred and two women (out of n = 141, response rate = 

72%) offered group psycho-education agreed to participate. A non-randomised 

cohort (n = 85) of women who received standard treatment became the 

comparison group.  
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The intervention arm consisted of seventeen groups of six women per group, 

attending five group sessions each lasting two hours from 31 weeks of 

pregnancy onwards. Each session had a theme (effects of relaxation, stages of 

labour, pain relief, parenthood, birth wishes) and included discussions, 

visualisation exercises and a 45 minute relaxation component. Following the 

group sessions conducted by a psychologist, a midwife explained labour and 

birth processes and pain relief options. A further psycho-education session was 

conducted after birth. Standard treatment was meeting with an obstetrician for 20 

to 40 minutes to discuss fear and mode of birth at recruitment and 37 weeks of 

pregnancy.  

On entry to the study women completed the ten item, modified version of 

Areskog’s Fear of Childbirth Questionnaire (Areskog et al., 1982). Fear levels 

were comparable between groups (6.9 vs. 6.0). However 30% of women in the 

psycho-education and relaxation group declined to answer the questionnaire 

stating “fear could not be classified by means of questions” (Saisto et al., 2006, 

p. 1316), and only 54% of matched participants completed their questionnaires. 

This high attrition rate may have introduced bias. It was also not clear if health 

professionals providing care were blinded to women’s group allocation as they 

could potentially influence CS rates. Consequently the study was assessed to be 

of fair quality. 

CS requests for childbirth fear were reduced in the intervention group compared 

to the control condition (12.7% vs. 22.4%) with 83% of women choosing vaginal 

birth following the intervention and 70% achieving this. Emergency CS rates 

were similar (12.7% vs. 16.5%, ns). There was no difference in length of labour 

and epidural analgesia was high in both the intervention (87.1%) and comparison 

group (85.2%). Women rated the group sessions highly (8.5 out of a possible 10) 

stating the opportunity to discuss their feelings was the most valuable 

component.  
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 Psycho-education - study 2 

More recently in another study, Finnish researchers randomised nulliparous 

women (n = 355) with severe fear of childbirth (WDEQ score ≥100) to group 

psycho-education sessions with a psychologist or standard care (Salmela-Aro et 

al., 2012). This study built on the non-randomised study of Saisto et al. (2006) 

outlined above, and used the same technique of group psycho-education. A 1:2 

randomisation ratio was used.  

The psycho-education intervention consisted of six, two-hour structured antenatal 

and one postnatal psycho-education sessions led by a psychologist. The 

sessions stemmed around preparedness for birth and motherhood through the 

concept of inoculation (Salmela-Aro et al., 2012). Strategies included introducing 

relaxation exercises as a daily routine, use of imagery, normalising negative 

feelings as common, discussion of reactions to fear and stages of labour and 

usual labour and birth routines, the importance of partners, and planning around 

what would be a ‘good enough birth’ and identifying what they wanted to avoid. 

The postnatal session was around sharing birth feelings and experiences and 

building social capacity of the group to develop and arrange ongoing links with 

their group should they desire. The control group could seek an appointment with 

a community health nurse should they require assistance to address childbirth 

fear.  

Sixty-nine percent of women allocated to the intervention group participated. The 

primary outcome of preparedness for birth and motherhood was measured using 

the Preparedness for Childbirth Scale administered at 11 to 13 weeks pregnancy, 

36 weeks, and three months postpartum. Using latent growth curve modelling for 

associations in change, childbirth preparedness mediated a decrease in positive 

transition to motherhood, demonstrating that resilience can be built and 

strengthened.   
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Psycho-education - study 3 

Secondary outcomes from the previous study (Salmela-Aro et al., 2012) such as 

postnatal depression (EPDS), fear levels (WDEQ) and obstetric outcomes were 

reported in a separate publication (Rouhe et al., 2013). The postnatal 

questionnaire included the WDEQ-B (a postnatal version of the WDEQ-A) and a 

Delivery Satisfaction Scale (DSS). Birth outcomes were derived from medical 

records. Analysis by intention to treat found women’s childbirth fear scores 

reduced at three months postnatal for women in the intervention arm indicating a 

more positive birth experience, however around 60% in the intervention group 

returned data compared to 50% in the control group. 

There was a statistically significant increase in spontaneous vaginal birth (63.4% 

vs. 47.5%, p = 0.005) and a decrease in operative vaginal births (13.7% vs. 

20.0%, p = 0.16) and trend to improved CS rates (22.9% vs. 32.5%, p = 0.05). 

The intervention made no difference to requests for elective CS or emergency 

CS when analysed by intention to treat.   

However forty-four percent of women in the control arm were referred by their 

primary care provider for additional support for childbirth fear. The researchers 

compared this group of women to the intervention group and found a statistically 

significant reduction in CS for women receiving psycho-education versus women 

who received special support within standard care (23% vs. 38%, p = 0.03). 

Therefore analysis by intention to treat showed a trend to reducing CS and lower 

postnatal fear levels, but when psycho-education was compared in women 

receiving usual additional support it was found that standard arrangements 

provided a significant reduction in CS but no difference in fear levels in the 

postnatal period (p = 0.31). While the intervention by intention to treat analysis 

showed reduced fear levels in the postnatal period it is not known if levels of fear 

changed across pregnancy. The study was considered to be of good quality. 
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Psycho-education - study 4 

The last study in this group used a retrospective case control design to evaluate 

cognitive behavioural therapy and psycho-education on women’s fear of 

childbirth (Sydsjo et al., 2012). The study population were drawn from all women 

who received antenatal care across one Swedish county, and gave birth at the 

University hospital between 2001 and 2007 (n = 17,969). The researchers 

compared obstetric outcomes for women who received counselling during 

pregnancy and met DSM-IV criteria for severe childbirth fear (n = 353) with 

women who had no fear (n = 579) and who gave birth on the same day as those 

women with fear. Women without fear were identified as those who had not 

received or been referred for treatment of a psychosocial nature.  

The intervention was delivered by a specially trained midwife, an obstetrician and 

psychotherapist/psychologist. Treatment averaged one or two sessions of 

cognitive behavioral therapy and psycho-education although the timing and 

method of delivery were not outlined. The range of sessions women received and 

duplication of care between practitioners varied (67% saw an obstetrician for 1 to 

5 sessions; 47.3% saw the midwife for 1 to 7 sessions and 32.4% the 

psychologist/psychotherapist for 1 to 10 sessions).  

Women with childbirth fear had higher education levels, and were more likely to 

have experienced a previous CS or instrumental vaginal birth (36.3% vs. 15.4%; 

p <0.001) compared to the women without fear. For the current birth, women with 

childbirth fear had higher rates of elective CS (29.5% vs. 3.8%; p <0.001). Rates 

of CS were higher (18.1% vs. 11.2%; p <0.007), as was use of epidural analgesia 

for vaginal births (58.3% vs. 26.7%; p <0.001). There were no differences in 

obstetric complications for women with or without childbirth fear during 

pregnancy, birth, or postnatal. No evaluation was available to determine a 

difference to women’s psychological status as a consequence of the intervention. 

Whether this indicates a benefit from antenatal psychosocial support per se, or 

that the type of support and method used were irrelevant, is not known. Although 

for women pursuing a vaginal birth, perhaps any benefit derived from antenatal 
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support was lost if intrapartum support was not available given higher rates of 

emergency CS. The authors indicated however that perhaps clinicians had a 

lower threshold for emergency CS in women with known childbirth fear due to 

either the women’s demands or due to believing that pursuing vaginal birth could 

provoke trauma for the woman. All data was derived retrospectively from 

women’s medical records. The quality of the study was rated as fair as outcome 

results were limited and did not report confidence intervals or odds ratios.  

Childbirth Preparation Classes 

Three papers reported the effects of childbirth preparation classes on childbirth 

fear. The first was a study from the U.S. by Klusman (1975) which compared fear 

and anxiety levels of women in third trimester receiving active birth classes 

provided by the Childbirth Education Association (CEA) (n = 28), to  women 

attending mainstream classes provided by the Red Cross (n = 14). CEA focused 

on labour and birth preparation and Red Cross classes concentrated on 

preparation for parenthood. It was hypothesised that by reducing anxiety; pain 

would be more tolerable and reduce analgesia use in labour. Women were 

recruited on the first night from their respective class groups and asked to 

complete a questionnaire containing the IPAT Anxiety Scale and three anxiety 

scales derived from The Pregnancy Research Questionnaire concerning fear for 

self, fear for the baby and irritability and tension. Women were also given a 

second questionnaire to complete after birth and report on pain, anaesthesia and 

complications. Both interventions reduced anxiety in respect of ‘fears for baby’ (p 

= 0.001) and for ‘irritability and tension’ (p = 0.01), with anxiety levels also lower 

on the other two scales, but not statistically different. Women who had higher 

anxiety levels used more anaesthesia (p <0.05), but this could only be assessed 

in women in the CEA group. Women receiving active birth believed as little 

anaesthesia as possible should be used and they delineated between high and 

low levels of pain relief in their responses (natural vs. pharmacological), whereas 

women in the Red Cross group were not as discriminating in available pain relief 

and only identified pharmacological options. Without a control group it is difficult 
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to determine the level of benefit either education method provided women in 

reducing fear, anxiety or pain. The author indicated that a non-significant finding 

(p = 0.08) indicated a trend towards one method over the other and then 

analysed the CEA group only for anxiety and pain medication. The study was 

considered to be of poor quality based on small numbers, self-selection rather 

than randomisation, and limited analysis. 

 Childbirth education – study 2 

The second paper concerning childbirth preparation classes involved healthy 

women (n = 810) in late pregnancy (39 to 41 weeks) across four centres in 

northern and southern Italy (Di Renzo et al., 1984). The original 19 item Fear of 

Childbirth Questionnaire (Areskog et al., 1982) was used to measure fear. A 

question to determine if women’s anxiety or fear would be relieved by having a 

family relative support them in labour was added. Women’s subsequent birth 

outcomes were collected. Survey item responses (yes / no) for presence of fear 

were compared for variation between northern (n = 576) and southern Italy (n = 

234) groups to determine cultural differences, and women’s birth outcomes in 

relation to attendance at psycho-prophylactic antenatal preparation sessions.  

Psycho-prophylactic childbirth preparation was described as provision of 8 to 10 

physical exercise and theoretical lectures concerning childbirth available to 

women in northern Italy but not in southern Italy. Therefore within group and 

between group analyses was performed. There were differences between groups 

at baseline, with women in southern Italy tending to be poorer and more women 

in northern Italy expecting their first baby. 

Overall more than a third of women expressed fear in relation to the wellbeing of 

the child, fear of personal physical damage, fear of loss of control and of losing 

identity. The percentage level of fear increased for women receiving childbirth 

preparation but was not statistically significant. More nulliparous women were 

fearful than parous women, however 93% saw birth as a positive experience. 

Childbirth preparation based on physical exercise and information had no effect 

in reducing childbirth fear. However, fear levels were not collected prior to 
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attendance at classes. Recruitment processes were vague and analysis limited, 

therefore the study was considered to be of poor quality. 

 Childbirth education – study 3 

The third paper by Geissbuehler and Eberhard (2002) involved a prospective 

study of the incidence, intensity and reasons for fear in 8,528 Swiss women 

across the years 1991 to 1999. Women were compared in relation to their level 

of fear relative to attendance at childbirth preparation classes.  

A 50 item questionnaire was mailed to women between 24 and 28 weeks of 

pregnancy and returned when they arrived at the hospital for birth. Two questions 

specific to childbirth fear provided four alternative answers to a question relating 

to the intensity of fear and nature of the fear from ten possible responses or other 

reasons for their fear.  

Responses were assessed collectively and compared by parity: primiparous 

(43.3%), secondparous (36%), and multiparous (20.7%). Thirty percent of 

women reported no fear, 58% some fear, and 5% intense fear, with 7% not 

responding to the question. Women having their first baby were more likely to 

have some fear compared to women in subsequent births, but women with fear 

in their second birth had higher fear levels compared to primiparous or other 

multiparous women.  

Reasons for fear in order of priority were; child’s health (49.6%); pain (39.8%), 

lack of strength, loneliness, losing control, failing, looking silly (15%). Between 11 

- 15% were fearful of interventions. All Swiss women are guaranteed access to 

voluntary childbirth preparation under the country’s insurance scheme taught by 

midwives and physiotherapists however cost and content may vary. Intense fear 

was significantly higher in women who attended birth preparation classes. 

Although firm conclusions could not be drawn about the effect of antenatal 

preparation on childbirth fear levels, this preparation did not allay concerns of 

women reporting intense fear. As a result of these findings, women were 

subsequently offered individualised support and information around their labour 
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and birth choices through appointments with a midwife, and the number of 

different carers was reduced (Geissbuehler & Eberhard, 2002).  

Despite the large sample the study was considered to be of poor quality as 

content, provider, setting, and duration of classes was not identified. No validated 

fear measure was used. There was an assumption that classes impacted higher 

levels of fear, but it could be that women who were most fearful sought classes to 

be informed and allay their concerns. Baseline characteristics were not controlled 

for when determining if childbirth education classes had any effect on childbirth 

fear levels. 

Known Midwife in Labour  

Relatively few studies investigated the effect of continuity of care on childbirth 

fear. One study investigated if there were a benefit for women with childbirth fear 

to have met the midwife prior to labour, and a second study explored the benefits 

of having team midwifery care.   

 Known midwife in labour – study 1 

The first paper reported a cross-cultural study that compared Danish and 

Swedish primiparous women (n = 165) with severe childbirth fear (WDEQ ≥85) to 

examine if a known midwife in labour improved women’s level of fear (Kjaergaard 

et al., 2008).  

In these two countries women usually see one midwife across pregnancy, but 

care differs for labour and birth. In Sweden women are cared for by a separate 

intrapartum team. In Denmark, although midwives work across both antenatal 

and birth environments women may not receive intrapartum care from their 

antenatal midwife. The samples (Swedish n = 55; Danish n = 110) were drawn 

from two larger studies being undertaken in each country. The original study in 

Sweden occurred in 1996 investigating stress hormones before, during and after 

labour and women’s use of pain relief. Women were recruited between their 33rd 

and 35th week of pregnancy and completed the WDEQ-A and Delivery Fear 
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Scale (DFS) at 37 weeks of pregnancy. On admission in labour they completed a 

pain score. The Danish cohort was drawn from a prospective multi-centred study 

in the period 2004 to 2005. These women were recruited at 32 weeks of 

pregnancy and completed the WDEQ-A at 37 weeks. On admission they 

completed the DFS and following birth completed a questionnaire about 

continuity of midwifery care across the antenatal and intrapartum period. In the 

Danish sample, half had previously met their midwife, half had not, and none of 

the Swedish women knew their midwife in labour. Data was analysed according 

to country and these three groupings. 

There were no differences in the characteristics between the three groups in 

relation to age, marital status, cervical dilation, WDEQ-A or DFS and pain at 

labour admission. Mean value of WDEQ-A at 37 weeks was 59 (range 15-135) 

with 11% scoring severe fear on the WDEQ-A (≥85) and high DFS (≥70). 

Childbirth fear at 37 weeks of pregnancy correlated to fear at time of labour 

admission in both countries (p <0.05). The experience of pain also correlated 

positively with childbirth fear in both groups (p <0.05). However there were no 

differences in childbirth fear levels between women who had or had not 

previously met their midwife.  

The findings indicate that a chance encounter with a carer does not decrease 

fear and women who already have fear continued in a ‘vicious cycle’. Having met 

the labour care provider during pregnancy may be significantly different from 

having a ‘known’ carer. The limitations of using data across two countries from 

different time periods was not considered a handicap by the authors who argued 

childbirth fear levels had remained constant over the periods examined. The 

sample size (n = 165) across two countries provided for descriptive analysis but 

not for risk estimates as not all variables were available and consequently the 

study was quality rated as fair. The benefit of knowing the midwife in respect of 

labour progress or birth outcome was not reported but acknowledged as a 

limitation of the study.  
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 Known midwife in labour – study 2 

The second paper was a qualitative study that evaluated women’s experience of 

midwifery care across the antenatal, labour / birth, and postnatal continuum 

(Lyberg & Severinsson, 2010a). The team model specifically supported women 

with childbirth fear, and development of midwives’ skills was reported elsewhere 

(Lyberg & Severinsson, 2010b). Thirteen out of 25 women (4 first time mothers, 9 

multiparous mothers) were interviewed up to one and a half years following birth. 

The women primarily wanted to have control and be in control of decisions, an 

individualised birth plan, be respected and shown dignity. In talking about fear, 

women who had a previous traumatic birth experienced flashbacks, were fearful 

of incompetent staff and possible harm to their baby, had tried to make sense of 

their previous experience, and felt trapped believing that having a CS was their 

only option to avoid their fear. Women felt respected after developing a 

relationship with a midwife who was accessible and provided practical and 

emotional support. This enabled them to feel safe. The relational aspect of 

midwifery care culminated in a relationship of trust. Midwifery continuity of care 

was deemed to be a successful intervention however, fear levels and birth 

outcomes were not reported. Only 50% of eligible women participated, therefore 

the quality rating for the study was fair. 

Conclusions of the Review 

Of the twenty studies included in the review, ten studies screened women for fear 

of childbirth (six used a validated tool or DSM-IV criteria and four used modified 

versions of a previously validated tool). In four studies women self-rated fear 

against locally derived questions, and researchers in six studies used no tool to 

identify childbirth fear but relied upon clinician judgment and referral pathways as 

an indicator of women’s fears. Of the studies using a validated tool, three 

screened women using the antenatal WDEQ (Wijma et al., 1998) but used 

different childbirth cut-off scores for inclusion (≥85 or ≥100) or the postnatal 

version of WDEQ. Studies also either investigated women in their first pregnancy 

only, or mixed parity samples and found more primiparous women experienced 
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fear but women in subsequent pregnancies were more likely to experience higher 

intensity of childbirth fear as a result of a previous traumatic birth. Therefore 

comparing the effect of interventions on childbirth fear may be confounded by 

parity and measures used.  

Childbirth preparation classes either made no difference to women’s childbirth 

fear or increased it. Five studies provided no comparison group. Counselling 

studies varied widely in approach, content, and duration as sessions ranged from 

one to 13. There was potential bias in most studies as personnel who offered the 

service also conducted the evaluation.  

Seven studies outlined the intervention provided, eight broadly indicated the 

process used and five were without any description. The aim of most counselling 

interventions was to improve the experience and rates of vaginal birth particularly 

in women requesting an elective CS without obstetric indication. Effects were 

reported in non-randomised studies where midwives had provided crisis 

counselling or group psycho-education in conjunction with psychologists, 

however of five studies using midwife counselling, three did not have a 

comparison group and none used a standardised antenatal fear tool as a 

baseline measure.  

To date, three RCT’s conducted in Finland have shown variable results. One 

compared CBT with another counselling intervention and found no reduction in 

CS rates, women’s satisfaction, or depression levels but did find women had 

shorter labours (Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001). That RCT 

was considered of fair quality. The other two published RCT’s were of the same 

primiparous population participating in group psycho-education led by a 

psychologist. One reported a reduction in CS (Rouhe et al., 2013) and the other 

demonstrated that the intervention (6 antenatal and 1 postnatal sessions) 

provided women with higher levels of preparedness for motherhood prior to birth 

which was sustained at 3 months postnatal (Salmela-Aro et al., 2012). Although 

the intervention dose was considerable, these studies were the only two 

considered to be good quality. However different baseline tools were used, none 
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evaluated childbirth fear levels after intervention and before birth, and relied on 

birth mode as a proxy for success in two RCT’s, and women’s preparedness for 

birth (not a childbirth fear tool) as the outcome measure in the third.  

Improving rates of vaginal birth is important however only determining the 

effectiveness of antenatal interventions in the postnatal period may be ambitious 

given the number of confounding factors affecting birth such as environment, 

maternity care/r, staffing ratios and local policies. Furthermore based on 

reductions in maternal request for CS following antenatal interventions 

(Halvorsen et al., 2010; Nerum et al., 2006; Rouhe et al., 2013; Ryding, 1993; 

Saisto et al., 2006; Sjogren & Thomassen, 1997), and that few women prefer CS 

(Gamble & Creedy, 2001; McCourt et al., 2007), it could be reasonably assumed 

that providing antenatal support has benefit, but the extent remains unknown. 

Except in extreme circumstances where women suffered significant mental 

health disorders, the large majority of participants wanted help to overcome their 

fear and give birth vaginally (Helk et al., 2008; Lyberg & Severinsson, 2010a; 

Nerum et al., 2006). Despite their unpleasant feelings of fear, women desired a 

natural birth even if they felt they couldn’t (Nerum et al., 2006). This indicates 

women’s preference for birth mode is not clear cut and an initial request for CS 

may be misunderstood as being her preferred birth, but as found in these 

previous researchers work, if women feel a hoped for vaginal birth is not an 

option for them they may and initially request a CS. Without probing the basis of 

women’s fear and preference, their ability to achieve normal birth is likely to be 

undermined by the maternity community.  

To date no RCT has investigated the effect of a midwife counselling approach to 

improve antenatal childbirth fear levels and consequently normal birth rates. The 

association of childbirth fear to poor mental health evident in most of the reported 

studies is an important motivator to investigate a method that improves women’s 

psychological wellbeing before, during and after birth. High CS rates and poor 

perinatal mental health are important primary health issues that affect women’s 

healthy transition to early parenting. Therefore it is timely that an intervention be 
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undertaken to investigate if a midwife-led psycho-education intervention can 

improve antenatal birth fear in childbearing women. 

In the next chapter development of an antenatal midwife psycho-education 

intervention is discussed including the conceptual framework that underpins it. 
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Table 3: Antenatal interventions in women with childbirth fear 

Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

Areskog-
Wijma 1985  
Sweden 

Pilot study  
 
N=32 
 
Primps 53% 
 

Evaluate effect 
of antenatal 
treatment on 
birth experience 
and postnatal 
emotional 
balance 

No Existential 
therapeutic 
approach 
 
 
Obstetrician 
 
 

K23  
5 A/N sessions 
(Range 1-13)  
2 P/N sessions  
 
Outlined:Yes 

Nil Reported before 
study completed. 
 n = 28, 68% vaginal 
birth, 25% elective 
CS, 7% emergency 
CS.  Birth positive for 
93%. 75% 
emotionally stable 
postnatal, 18% yet to 
be assessed & 7% 
(n=2) had emotional 
issues. Counselling 
focused on women’s 
feelings. 18% chose 
elective CS.  

Poor (2) 

DiRenzo et al. 
1984 
 Italy 

Antenatal 
survey  
 
N=810  
Primips  
Nth Italy 72.8% 
Sth Italy 51.3%  
 

Determine effect 
of psycho-
prophylactic 
childbirth 
preparation in 
reducing CBF 

Modified 
Areskog 
‘Fear of 
Birth 
Questionn
aire’  

Psycho-
prophylactic 
childbirth 
preparation  
 
 
 
 

Surveyed at K38-
K41 
 
Childbirth 
preparation 
sessions (range 8-
10 sessions) 
Outlined: No 

No psycho-
prophylactic 
childbirth 
preparation 

Conducted in 4 
centres in 1981. 
Psycho-prophylactic 
childbirth preparation 
had no effect on 
reducing childbirth 
fear. 

Poor (3) 

Geissbuehler 
& Eberhard, 
2002 
Switzerland 

Prospective 
Population 
Survey N= 
8,528 
Primipara 43%  
Secondpara 

Investigate 
prevalence and 
type of birth fear 
relative to 
attending birth 
preparation 

2 
questions: 
women 
self rate 
level of 
fear and 

Childbirth 
preparation 
classes of 
variable nature 

Surveyed 
distributed at K24 & 
returned on 
admission in labour 
 
Outlined: No 

Women who 
had not  
attended 
classes 

30% no fear; 57.7% 
some fear and 5.3% 
intense fear. Primips 
higher incidence of 
fear but women in 
second birth had 

Poor (3) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

36% 
Multipara 21% 

classes reason for 
fear. 

more intense fear 
levels. ‘No fear’ 
increased as parity 
increased. Women 
attending birth 
preparation more 
likely to be fearful: 
primips (p=0.04) all 
women (p<0.01). 

Halvorsen et 
al. 2010 
Norway 

Within service 
review across 
two time 
periods  
N = 193 
Primps 23% 

Evaluate 
midwife 
counsellor 
approach and 
effect on CS 
rates  

As per 
Nerum et 
al. 2006 
 

Crisis counselling 
 
 
Midwife 

As per Nerum et al. 
2006 
 
 

N=86 (2000-
2002) &  
N=107 (2004-
2006) 

Change in request 
for CS to vaginal 
birth increased from 
85% to 95% following 
midwives adopting a 
coping rather than 
autonomy attitude to 
counselling. Number 
of primips doubled 
from 1st to 2nd study. 

Fair (7) 

Helk et al. 
2008  
Norway 
 

Retrospective 
convenience 
sample  
 
N=80 
Primips 30% 
 

Evaluate ‘Gaia’ 
midwife 
psychosocial 
service 

No Psychosocial 
support  
 
 
 
 
Midwife 

Average 2.8 
counselling 
sessions (31% had 
one session).  
 
 
Outlined: Broadly 

Nil 63% negative 
feelings prior to 
pregnancy, increased 
to 76% early 
pregnancy and 
reduced to 45% at 
term. 70% 
multiparous. Epidural 
use 20% higher than 
the birthing 
population. 20% 
elective CS, 10% CS 

Poor (1) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

in labour, comparison 
to general birth 
population not stated. 
40% had consulted a 
therapist prior to 
pregnancy. Sessions 
improved women’s 
confidence. 

Hunter et al. 
2011 
USA 

Prospective 
Mixed Methods 
N=20 women 
and 10 partners 

Determine 
satisfaction with 
spiritually based 
mantram for 
CBF 

WDEQ Introduction, 
education and 
practice of 
mantrams, a 
mantram 
handbook 
 
Midwife 

3rd trimester 
 
Outlined: Yes 

Usual care 20% eligible 
consented to 
participate. Women’s 
baseline average 
WDEQ 91.07 (SD 
17.76, Range 64-
149). No difference in 
WDEQ scores 
between groups 
following 
intervention. 
Satisfaction with 
participation was 
mod to high at 6 
months postnatal. 

Poor (3) 

Kjaergaard et 
al. 2008 
Denmark & 
Sweden 

Cross cultural 
comparative 
study  
 
N=165 
nulliparous 

Determine CBF 
between Danish 
and Swedish 
women and if a 
known midwife 
improved CBF 
or pain 
perception on 

WDEQ-A 
(≥ 85) 
DFS (≥ 7) 

Known midwife at 
time of admission 
to labour 

Surveyed at K37 
and at time of 
admission to labour 
 
 
 
 
Outlined: Vaguely 

Women who 
did not know 
their midwife 

11% women had 
severe CBF (WDEQ-
A ≥85) at admission 
in both countries and 
this correlated to 
CBF at K37 and pain 
perception during 
labour. No 

Fair (5) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

admission for 
labour 

differences in CBF or 
pain between 
Swedish or Danish 
women who did not 
know their labour 
midwife and Danish 
women who 
opportunistically 
knew their midwife.  

Klusman 
1975  
USA 
 

Cohort study 
Nulliparous  
N= 42 
Study Gp  n= 
28 
 

Examine 
differences in 
anxiety/fear on 
pain/medication 
use following 
childbirth 
education  

IPAT 
anxiety 
measure 
3 fear 
items from 
Schaefer 
& 
Manheime
r’s 
Pregnancy 
Research 
Questionn
aire 

Childbirth 
education 

3rd trimester 
active childbirth 
classes vs. 
standard birth and 
parenting 
preparation 

Conventional 
classes  n= 
14 

Pre-post design 
comparing active 
birth or Red Cross 
childbirth classes on 
anxiety/fear. Both 
methods reduced 
fear in women 

Poor (2) 

Lyberg & 
Severinsson 
2010 
Norway 

Hermeneutic 
 
N=13 

Describe 
women’s 
experience of 
continuity of 
care in the 
context of 
childbirth fear  

No Midwife continuity 
of care 

Continuum of 
antenatal, birth and 
postnatal team 
midwifery care 
inclusive of 
partners and peer 
group discussions 
 
Outlined: Broadly 

Nil 4 midwives provided 
continuity of care to 
women with CBF. 
Interviews at 1 to 
1.5yrs after birth. 
50% participated. 
Women wanted 
respect and inclusion 
in decision-making 

Fair (6) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

and felt secure to 
achieve their birth 
due to trust formed 
with their midwife.  

Nerum et al. 
2006 
Norway 

Convenience 
Sample 
 
N=86 
Primips 15% 

Improve 
women’s 
confidence to 
birth vaginally 

5 CBF 
criteria 
graded as 
moderate 
or severe 
fear 

Crisis counselling  
for women with 
CBF seeking 
elective CS 
 
Midwife 

27 weeks   
3.5 sessions (range 
1-10) 
 
 
Outlined: Yes 

Nil Following counselling 
100% with moderate 
fear and 79% severe 
fear (Total 86%) 
changed request 
from CS to vaginal 
birth.  

Fair (6) 

Rouhe et al. 
2013 
 Finland 
 

RCT ratio 1:2 
 
N=371 
nulliparous with 
severe fear 
 I/V = 131 
Control=240 

Determine 
vaginal births 
and satisfaction 
of women 
receiving group 
psycho-
education 

WDEQ-A 
(≥ 100) 
WDEQ-B 

Psycho-
education group 
sessions and 
relaxation 
exercises 
 
 
 
 
 
  
Psychologist 

As per Salmela-Aro 
et al. 2011 
 
 
 
 
 
 
 
 
Outlined: Yes 

Usual care 
(however 106 
of the 240 
women in 
control group 
were referred 
for special 
CBF  support)  

 68.7% participation 
in   intervention 
group with more 
vaginal births (63.4% 
vs. 47.5% p=0.005), 
less CS (22.9% vs. 
32.5% p=0.05), and 
more positive birth 
experience (36.1% 
vs. 22.8% p=0.04). 
Fear levels naturally 
reduced by 3 months 
postnatal. 

Good 
(9) 

Ryding 1993 
Sweden 
 

Case Review 
Study 
 
N=33 
Primps 15% 
 

To understand 
reason for 
women with 
CBF requesting 
non-medically 
indicated CS 

No Psychotherapy   
 
 
 
 
Obstetrician 

K10-K36  
Range=1-13 
antenatal; 
1-3 postnatal 
 
Outlined: Broadly  

Nil CS requests 
associated with 
potential trauma for 
primips and pain or 
baby welfare for 
multips.14 (42%) 

Fair (7) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

(supervised by 
psychologist) 

women reconsidered 
and had vaginal 
births, 79% satisfied 
with decision. 16 
(48%) maintained 
desire for CS.  All but 
one woman satisfied 
with decision for CS. 

Ryding et al. 
2003 
Sweden 
 

Matched cohort 
study 
 
Women 
seeking support 
for CBF N=106 
Primips 30% 

Evaluate birth 
experience, 
PTSD 
symptoms, and 
satisfaction in 
women with 
CBF  

WDEQ-
B20 

Undefined 
antenatal 
counselling  
 
 
Midwife 

K28  
(Range 8-37wks) 4 
sessions (Range 1-
14) 
 
Outlined: No 

Matched 
cohort 

Fear levels scored 
between 1-14 
months postnatal. I/V 
group experienced 
more frightening 
birth, more PTSD 
symptoms, but 
satisfied with A/N 
preparation and care. 

Fair (7) 

Saisto et al. 
2001 
Finland 
 

RCT 
 
Women with 
childbirth fear 
N=176 
Primips 51% 

Compare 
intensive and 
conventional 
therapy for 
severe childbirth 
fear 

 Fear of 
Vaginal 
Delivery 
Scale 
(Modified 
Areskog 
Scale) 

CBT - reframe 
feelings & 
discuss 
misconceptions 
 
 
Obstetrician 

K28,K32,K38 &  
midwife at K37 
Postnatal f/u 3 
months 
 
Outlined: Broadly  

Conventional 
therapy with 
Obstetrician 
K24, K36  

Birth related 
concerns reduced in 
I/V group and rose in 
comparison group. 
No difference in CS, 
satisfaction with birth 
or depression,  
shorter labour in I/V 
group  

Fair (8) 

Saisto et al. 
2006 Finland 
 

Non 
randomised 
cohort study 
 

Promote 
confidence in 
vaginal birth 

Fear of 
Vaginal 
Delivery 
Scale 

Psycho- 
education group 
sessions and 
relaxation 

5 x 2hr weekly 
group sessions (17 
groups) with 6 
women per group 

Conventional 
treatment 
with 
obstetrician of 

82.4% changed CS 
request to vaginal 
birth compared with 
67.1% in comparison 

Fair (7) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

Nulliparous with 
CBF & CS 
request 
I/V  n= 102 
Control n =85 

(Modified 
Areskog 
Scale) 

exercises 
 
 
 
 
Psychologist 

from 31 weeks 
gestation 
 
 
Outlined: Broadly  

20-40mins to 
discuss fear 
and mode of 
birth at 
recruitment 
and at K37  

group.  Reduction in 
CS for CBF in I/V 
group (12.7% vs 
22.4%, p=0.04). 
Being able to share 
feelings was twice as 
helpful as receiving 
information in 
relieving CBF.  

Salmela-Aro 
et al. 2011 
Finland 
 

RCT ratio 1:2 
 
N=355 
Nulliparous with 
severe fear  
I/V = 131 
Control=224 

Promote & 
enhance:  
- preparation for 
birth 
- positive 
parenting 

WDEQ-A 
(≥ 100) 

Psycho-
education group 
sessions and 
relaxation 
exercises 
 
 
 
Psychologist 

6 x 2hr structured 
group sessions at 
K28,29,K30,K31, 
K33, K35 and one 
at 6-8 weeks 
postnatal 
 
Outlined: Yes 

Usual care 90 women (69%) 
participated in I/V. 
Increased 
preparedness for 
childbirth is a 
mediator between 
decrease in fear and 
positive transition to 
motherhood.  

Good 
(10) 

Sjögren & 
Thomassen 
1997 Sweden  
 

Case control 
study 
 
N=100 women 
with fear 
Primips 36% 

Evaluate 
benefits of 
psychosomatic 
support in 
women with fear 
of birth 

No Psychosomatic 
support  
 
 
 
 
Gynaecologist 
trained in 
psychotherapy 

3.4 visits (Mean) 
between 20th and  
35th week of 
pregnancy 
 
 
Outlined: No 

N=100 
matched 
references 

35 women in study 
group also received 
psychotherapy 
(Mean 7.4 visits) 
between the 20th and 
30th week of 
pregnancy. CS 
request was reduced 
from 68% to 30% 
following treatment. 

Fair (6) 

Sjögren 1998 
Sweden 

Matched cohort 
study 

Investigate 
women with 

As per 
Sjögren & 

Psychosomatic 
support  

As per Sjögren & 
Thomassen (1997) 

N=72 
matched 

F/U 1-3 years after 
birth.  25% received 

Fair (5) 



58 

Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

 
Consecutive 
sample N=72 
referred for 
psychosomatic 
antenatal 
support 
 
Primips 39% 

strong CBF for: 
childbirth 
memory 
following 
support & the 
experience of 
women who 
changed request 
for CS to vaginal 
birth 

Thomasse
n (1997) 
study 
 

 
 
 
 
 
Gynaecologist 
trained in 
psychotherapy 

study 
 
 
 
 
Outlined: Yes 

references antenatal 
psychotherapy.  
Women who wanted 
CS but had vaginal 
birth as satisfied as 
women who always 
wanted vaginal birth. 
Pregnancy was 
distressing. Women 
wanted staff to take 
their concerns 
seriously, build trust 
and give support. 

Sydsjo et al. 
2012 
Sweden 

Retrospective 
case control 
study  
  
Index Group     
N = 353 
Primips 35% 
Comparison 
Group N=579 
Primips 42% 
 

Obstetric 
outcomes 
between women 
with and without 
severe fear 

DSM-IV 
criteria 

CBT and psycho-
education 
 
 
 
 
 
 
 
 
 
Multidisciplinary 

1-2 counselling 
sessions anytime in 
pregnancy 
 
Midwife (Range1-7, 
43.7%) 
Obstetrician 
(Range1-5, 67.7%) 
Psychotherapist 
(Range1-10, 32%) 
 
Outlined: No 
 
 

Women who 
gave birth on 
same day 
with no fear, 
no 
psychosocial 
treatment   

3% population had 
severe CBF. More 
common in multips 
(65%).Elective CS, 
IOL and epidural 
higher (p=0.001), 
emergency CS 
higher in index group 
(p=0.007). No 
difference in 
complication rates 
between groups. No 
differences in mode 
of birth related to 
discipline of 
counsellor. 

Fair (8) 

Waldenstrom 
et al. 2006 

Prospective 
between-group 

Investigate 
national 

Women 
self 

Psycho-
therapeutic 

Counselling at any 
stage across 

a. CBF 2nd 
trimester and 

11% of population 
had CBF. Questions 

Fair (6) 
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Author, Year, 
Country 

Design & 
Sample 

Aim Childbirth 
Fear Tool 
Used 

Intervention  
Method / Provider 

Intervention Timing 
/ 
 I/V Outlined  

Comparison 
Group 

Relevant outcomes  Quality 
Rating 

Sweden comparison 
observational 
study 
 
N=2,662 
Primips 39% 
a.n=47 
b.n=50 
c.n=193 
d.n=2,372 

prevalence of 
CBF, 
association to 
CS rates and 
women’s overall 
experience of 
birth 

identified 
CBF at 
K16 from 
one 
antenatal 
and one 
question at 
2 months 
postnatal 

counselling  
(Aurora clinics)  
 
 
Commonly by a 
midwife within 
multidisciplinary 
team 

pregnancy 
 
 
 
Outlined: Broadly 
 

counselling; 
b. CBF 2nd 
trimester 
without 
counselling; 
c. without 
CBF 2nd 
trimester who 
later had 
antenatal 
counselling ; 
& d. 
Reference 
group 
 

used may have 
limited identifying 
incidence. Women 
more positive of birth 
after counselling and 
comparable to 
general population. 
Elective CS 3 to 6 
times higher in 
women receiving 
counselling. 
Emergency CS twice 
as prevalent (16% 
vs. 8%) with no 
counselling. Study 
was underpowered. 

* CBF = Childbirth Fear 
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CHAPTER 3 

 

Conceptual Framework and Development of the BELIEF 

Intervention  

 

’When you change the way you view birth, the way you birth will change’ 

 Marie Mongan in Bice (2010). 

 

Introduction 

Chapter two provided a review of published intervention studies for childbirth 

fear. In this chapter the conceptual framework underpinning the proposed 

antenatal midwife psycho-education intervention is described. The chapter 

commences with a description of Construct Theory as the conceptual model 

underpinning the intervention. The tenets of Construct Theory are then applied to 

the proposed counselling intervention called BELIEF (Birth Emotions and 

Looking to Improve Expectant Fear). As the proposed intervention was based 

on foundational work by Gamble and Creedy (2009) an overview of their 

research in developing and testing a counselling intervention for women 

experiencing a distressing childbirth experience is provided. This is followed by a 

description of the BELIEF intervention for pregnant women with childbirth fear.  

Conceptual Framework: Construct Theory 

 Situating health concepts in context of childbirth fear 

Giving birth for most women is a normal healthy life event. However as 

previously indicated not all women believe they are capable of experiencing or 

achieving normal birth. This lack of belief or confidence (self-efficacy) has the 

capacity to adversely affect women’s physiological and mental preparation for 
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birth, pregnancy, birth process, birth outcome, and adaptation to motherhood. 

Healthy maternal interactions are paramount to normal infant development. 

Additionally the woman’s physical and emotional health, and her ability to mother 

can impact a couple’s relationship resulting in marital breakdown (Petch, Halford, 

Creedy, & Gamble, 2012). 

 Definition of health 

The World Health Organisation (WHO) defines health as a state of complete 

physical, mental and social wellbeing and not merely the absence of infirmity 

(World Health Organisation, 1948). There has been criticism of this interpretation 

in light of the many health related conditions that were previously unknown or not 

previously treatable when this was developed calling for a new and contemporary 

definition (Huber et al., 2011). In an attempt to broaden the concept of health, the 

most recent glossary of terms for health promotion included concepts of self-

efficacy (confidence), and of wellness (World Health Organisation, 2006). 

Wellness is defined as being inclusive of individual physical, psychological, 

social, spiritual, economic and fulfillment of role expectations (Smith, Tang, & 

Nutbeam, 2006). Role expectation encompasses personal and societal 

expectations. These definitions acknowledge that social norms impact on how a 

woman views herself as an individual, how she sees herself situated within the 

wider society, and how society views her state of health and what services she 

will be able to access. 

 Emotions and birth 

Self-efficacy has been defined as beliefs that “determine how people feel, think, 

motivate themselves and behave… demonstrated in how much effort… and how 

they will persist in the face of obstacles and aversive experiences,” (Smith et al., 

2006, p. 4). These concepts of self-efficacy and wellness have relevance to how 

care providers understand societal and personal impacts on childbirth fear. 

Personal and external conditions play a major role in generating women’s 

childbirth fears (Drummond & Rickwood, 1997). Evidence suggests that childbirth 

fear, confidence and a sense of control are closely linked (Hall et al., 2009; 
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Johnson & Slade, 2002). If we consider high obstetric intervention rates, 

medicalisation of childbirth, how birth is portrayed in the media, accessibility and 

determination of quality information, and expectations that women will be joyous 

of their birth, there is little wonder that women without firsthand knowledge of 

birth, fear the unknown, and how those who have experienced childbirth trauma, 

are fearful of reoccurrence.  

Eight of the 20 papers reviewed in Chapter Two asked women about feelings for 

their upcoming birth, but this assessment was inconsistently applied and 

processes for exploring fear with women were not explicit. Arguably it could be 

that women grappled with how to achieve choice and control for their birth whilst 

others were troubled with their situation but able to seek help. Accessible help is 

less likely within the Australian health system where little work has been done on 

childbirth fear compared to Nordic countries where dedicated childbirth fear 

clinics are established. Therefore determining confidence levels and identifying 

feelings about their pregnancy, their birth or parenting, and assisting women to 

identify the source of their fear and how this might be managed, lends itself to 

constructivist theory and a partnership approach to health caring. Constructivist 

theory suggests our knowledge is built (constructed) upon our personal 

experiences.  

 Kelly’s Construct Theory 

George Kelly (1963, 1991), founder of Construct Theory, used the analogy of the 

person as a scientist, to give a picture of how we continually explore to make 

sense of the world (our world). He aligned how we derive meaning as humans, to 

that of construction. That we build, build upon, or modify our thoughts according 

to how we process experiences, and that until something occurs to change our 

construct, we will continue to see and predict our world based on what we have 

constructed.  

Kelly postulated that individuals attach personal and varied meanings to life 

events along a continuum (good or bad, clean or dirty, happy or sad) and any 

number of varied meanings or interpretations to events that may otherwise be 
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viewed as similar. For example asking a group of people who were present at a 

birth how they felt is likely to elicit different reactions. Some might recall the 

labour and birth process as the most amazing event they had ever witnessed 

taking this memory away with them; whereas others may recall the birthing 

sounds of the woman as frightening and painful and this meaning is stored in 

their brain as their future reference. Our construct may not be conscious but our 

experience and then our interpretation of this, gives meaning to make sense or 

anticipate the future (optimistically or pessimistically, confident or fearful and 

anywhere in between). As we interpret events based on our previous 

experiences we draw meaning and develop our constructs further. As such, how 

we construe experiences is highly individual dictating that we will process 

information or react differently in thought or action (albeit not necessarily overtly) 

to other persons in similar situations. This is not uncommon in maternity care 

where carers may not perceive a woman’s birthing experience as anything out of 

the ordinary, but the woman may have been left disillusioned, betrayed and 

traumatised (Beck, Driscoll, & Watson, 2013). 

Alternatively individuals may interpret situations similarly to others; however 

similarity is determined by shared meaning and is not the same experience as 

others because the interpretation of an experience or event is built upon existing 

personal constructs. According to Davis, Day and Bidmead (2002, p. 107) “… it is 

not necessarily the actual objective event that determines the construction and 

hence the future anticipations, but rather the sense people place on the event.” 

As such, each individual is continually anticipating, predicting and modifying the 

meanings of life events and in line with Kelly’s analogy of individuals as 

scientists; continually testing and retesting personal hypotheses (constructs) 

against life events. The attributed meaning to an event or experience allows for 

anticipation of future events. Objectivity does not necessarily play a part to the 

meaning we construct but rather our meaning is how we are able to make sense 

of the event based on previous constructs, with new information processed on 

pre-existing views already stored in memory. However conscious and 

unconscious constructs are open to change should something happen for 
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individuals to construe events in another way. For example a person may take 

their health for granted until they experience a life threatening condition which 

prompts them to re-evaluate priorities and schedule regular health checks, watch 

their diet and commence regular exercise.  

 Construct Theory and childbirth fear 

In terms of childbirth, women are receptive during pregnancy to new information 

about their bodies and birth, and can construct new understandings. The 

literature refers to women being socialised to believe that birth is risky or 

reframing their view of birth after experiencing a traumatic event. Accordingly, 

childbearing women deconstruct, construct or reconstruct their thoughts to make 

sense of this information or experience that will either confirm or conflict with 

existing views (Fenwick, Gamble, & Hauck, 2006). While traumatic birth is 

reported to often lead to negative psychological and social outcomes for women 

and their families, there is also evolving evidence of others who develop what is 

termed ‘traumatic growth’ illustrating that in some circumstances women can 

have positive interpretations and experience helpful responses from an adverse 

event (Beck & Watson, 2010).  

Construct Theory in the present study attempts to understand how and why 

women prepare for birth in different ways. With this understanding health 

professionals are better placed to help women. Most importantly, midwives with 

an intimate knowledge of women’s reproductive life, and the maternity service 

environment are ideally situated to support women. Through their in-depth 

knowledge, midwives are well placed to relate and share or correct meaning for 

women around their understanding or beliefs (constructs). As Davies et al. 

stated; “If people are to interact meaningfully they must be able to know what 

each other means, and this implies understanding to some extent how they view 

their world,” (2002, p. 108). 

 Application of Construct Theory to childbirth 

Construct Theory has been used by child health nurses in a partnership model to 

understand and support parents to interact in helpful ways with their children, 
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particularly where there are challenging problems (Davis et al., 2002). The nurse 

with an understanding of Construct Theory appreciates how others create their 

world and is able to elicit or suggest factors contributing to the family situation, 

and offer new and more useful views and alternate approaches on which to set 

new constructs and goals to manage family crises. The process is described as a 

continuous cycle in which the nurse and parent listen to each other, make sense, 

check in and make sense of what is heard and then respond (Davis et al., 2002). 

Childbearing women may be able to describe their feelings, but negative feelings 

may not shift unless there is a basis or new construct to inform their beliefs. In 

this thesis it is argued that Kelly’s Construct Theory is a vehicle for the woman 

and midwife to listen to each other and make sense of each other’s constructs. 

This process may not be obvious to women but through the midwife making 

sense of women’s feelings, she can address aspects of fear, facilitate reframing, 

alleviate negative feelings around birth, and help women gain control of their 

birth. An adaptation of the model illustrates processes between the midwife and 

women (Refer to Figure 2). 
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Figure 2: Midwife-Woman Construct Theory Cycle 

 

Adapted from: Davis, Day & Bidmead, 2002, p. 112. 

 

With this understanding of how meaning is constructed, the introduction of 

psycho-education can be used to facilitate new, modified or consolidate childbirth 

meaning for women. A brief background to the versatility of psycho-education is 

provided in the next section before outlining the rationale for adapting a postnatal 

psycho-education intervention for pregnant women with childbirth fear.  

Evidence Underpinning Development of the BELIEF Intervention  

Psycho-education 

Rooted in Roger’s client-centred approach (1951), psycho-education focuses on 

exploring with individuals their understandings, experiences, perceptions or 

beliefs that may be impacting their life in some way. Psycho-education is widely 

used by professional groups including midwives, nurses, doctors, psychologists 
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and used in a variety of situations such as family therapy, drug and alcohol 

rehabilitation and various other primary and secondary health promotion 

programs (Blonna & Watter, 2005).  

Psycho-education means giving information with a psychological 

understanding. The aim is to teach both new know-how and new 

cognitive understanding of the things the patient has just learned 

and thus help her to change her behavior (Saisto et al., 2006, p. 

1316). 

 

 Background to adapting an existing intervention 

A psycho-education approach has previously been developed and tested with 

postnatal women and found to reduce postnatal emotional distress (Gamble et 

al., 2005). The intervention for the postnatal study known as PRIME ‘Promoting 

Resilience in Mothers Emotions’ (Gamble & Creedy, 2009), was adapted for this 

current study following interviews with pregnant women and consideration of 

women’s learning needs in the antenatal period. In line with Construct Theory, 

the focus for this current study was on reviewing women’s current 

understandings, expectations and feelings that may be associated with fear of 

childbirth.  

 PRIME – a postnatal psycho-education intervention 

The counselling intervention ‘Promoting Resilience in Mothers’ Emotions’ 

(PRIME) was adapted for use in this current study for two reasons; the benefits 

of the counselling approach has applicability to the target population and it is 

reproducible. The training for midwives to deliver PRIME (Gamble & Creedy, 

2009) was easily translated for application to the BELIEF antenatal intervention. 

Furthermore, PRIME demonstrated statistically significant sustained 

improvement in women’s emotional health and confirmed that women value the 

opportunity to talk about their birth experience and to have these experiences 

validated (Gamble & Creedy, 2009). While this specific counselling intervention 
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has not been tested in the antenatal period, it has been found in the postnatal 

period to reduce symptoms of trauma, depression, stress, and feelings of self-

blame (Gamble et al., 2005). Women who received PRIME had significantly 

higher confidence levels about a future pregnancy (Gamble et al., 2005). These 

findings have implications for women in the current study who may have 

unresolved emotional or psychological issues from a previous life event or birth 

experience which may impact their confidence to birth.  

Previous stressful birth events may be heightened in a next pregnancy impacting 

women’s decision making for birth (Fenwick et al., 2006). However, previous 

research has identified that childbirth fear also occurs in nulliparous women who 

may or may not have been pregnant before (Fenwick et al., 2010; Ryding et al., 

2003; Saisto et al., 2006). By providing a psycho-education intervention that 

incorporates evidenced based information, it was proposed that women would be 

more confident and better informed to pursue vaginal birth where this was an 

option for them.  

Preparation for delivering a psycho-education intervention 

The education provided to PRIME midwives was adapted for midwives to deliver 

the antenatal BELIEF intervention. Parallel to PRIME, midwife training for 

BELIEF focused on the delivery of psycho-education with refinement of micro-

counselling skills (refer to Figure 3). Training was provided in three half day 

workshops, and included pre-reading material, critiquing filmed vignettes, 

participating in videoed role plays, small group peer review of skills, and 

completion of competency based assessment.  
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Figure 3: Micro-counselling skills hierarchy 

 

Adapted from Ivey, (2003) 

 

The BELIEF Intervention 

The BELIEF antenatal intervention aimed to elicit and understand women’s 

current views and feelings, support the expression of feelings and provide a 

framework for women to identify and work through distressing elements of 

childbirth. This combination of strategies aimed to diminish emotional distress, 

build constructive coping mechanisms and facilitate recovery if previous trauma 

had been experienced.  
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A number of previous intervention studies have focused on asking women about 

their feelings (Ryding et al., 2003; Saisto, Salmela-Aro, Nurmi, Kononen, et al., 

2001; Salmela-Aro et al., 2012; Sjogren, 1998). However specific content and 

processes have not been clearly articulated to determine how best to elicit 

women’s concerns, assist them to articulate their needs, facilitate their 

preparation and attain support, and consequently decrease women’s fear. 

Although a general service model for assessing and managing varying levels of 

childbirth fear has been suggested (Saisto & Halmesmaki, 2003) as well as a 

group psycho-education program outlined for fearful women (Salmela-Aro et al., 

2012); the content is broad minimising capacity for replication.   

The BELIEF intervention combines counselling and education for pregnant 

women who report strong negative emotions impacting on their expectations for 

birth. The intervention aimed to assist women to identify and work through 

distressing and/or fearful elements of childbirth, review their expectations and/or 

previous birth experiences, and understand their birth choices. The intervention 

also aimed to develop women’s individual situational supports for the present and 

near future, affirming that negative things can be managed and a simple plan 

developed to achieve this. In addition to counselling, the intervention also 

provided women with access to ongoing health information, and strategies to aid 

decision making throughout pregnancy.  

BELIEF – an antenatal psycho-education approach 

The BELIEF intervention incorporated micro-counselling skills (attending, 

responding and influencing) as the key skills underpinning the psycho-education 

model. Micro-counselling skills can be learnt by health professionals without 

formal postgraduate counselling training (Blonna & Watter, 2005).  

The psycho-education approach provides a vehicle for women to attain 

enhanced self-awareness with the midwife counsellor as helper. Improved 

understanding for women of their personal situation provides opportunities to 

identify skills that could be used to achieve personal needs or goals. Psycho-

education moves away from illness models of treatments and cures, to focus on 
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empowering individuals to be more competent in their life and to master skills 

necessary to control areas of their life in which they are dissatisfied (Ivey & 

Authier, 1978).  

Listening to women is the foundation to the counselling approach and first step to 

help them construct more positive views of old events. The process is as follows: 

1. Hear the woman’s story 

2. Listen to thoughts, feelings and deeper meanings 

3. Empathise and understand the issues the woman is facing 

4. Help them rewrite stories in new and more positive ways (Blonna & 

Watter, 2005, p. ix) 

Within BELIEF the use of micro-counselling skills along with the midwife’s clinical 

and maternity system knowledge, aims to assist women to identify sources and 

clarify consequences of fear. This then provides opportunities to explore 

resources or skills the woman may want to adopt to moderate or remediate 

situations or beliefs that influence her fear.  

BELIEF also incorporates a woman-centred approach to care with a focus on the 

use of language to meet the specific needs of each woman. This approach is 

more likely to facilitate feelings of safety. Where a woman feels safe she is more 

likely to be an active partner in her care, trust her carers, and feel confident to 

challenge and participate in decision-making. Lack of trust in caregivers was 

found in one study to be a major cause of women’s childbirth fear (Sjogren, 

1997). However no previous studies have identified the counsellor’s choice of 

language as a component of the intervention. Listening to women has been 

implied in most studies and explicit in only one previous study. Active listening is 

a key component of BELIEF and aims to provide the midwife with information to 

summarise and paraphrase what was said and help develop a shared 

understanding of women’s feelings so as to clarify, as well as share new 

information with her (Helk et al., 2008).  
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Saisto et al. (2006) advised that even the strangest of women’s feelings and 

fears should be listened to and heard, not underestimated. The midwife’s role in 

psycho-education is to explore these emotions with the woman, assist her to 

identify those emotions, validate her feelings and provide options to manage 

emotions or events.   

BELIEF process for counselling 

BELIEF consists of eight components or strategies incorporating concepts of 

choice, control, and continuity. Women are provided with choice through 

identifying the pros and cons of options for making an informed decision; 

translating these to birth planning to facilitate control; and gaining strategies for 

accessing continuity of carer. Additionally women are provided antenatal 

continuity through access and support to midwives with skills in therapeutic 

counselling. The counselling style is conversational with the eight BELIEF 

components overlapping, and not necessarily worked through in order. 

Additionally the eight components may not necessarily apply to all women; and 

furthermore it may be possible that some women need to revisit some concepts. 

Therefore application of the components is fluid (refer Table 4). 
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Table 4: Key elements of the BELIEF counselling intervention 

Strategy Key elements of intervention 

1. Therapeutic connection 

between midwife and 

woman. 

Show kindness; affirm competence of the woman, simple non-

threatening open questions, attentive listening and acceptance of the 

woman’s perspective. 

2. Work with woman’s 

perceptions.  

Prompt the woman to tell her own story of fear / childbirth / maternity 

services. Understand the woman’s view of childbirth / world view / 

prior birth experiences / or reproductive events and, listen with 

encouragement but not interruption. 

3. Support the expression of 

feelings. 

Encourage expressions of feelings by open questions, actively 

listening, reflecting back the woman’s concerns and naming her 

emotions. 

4. Connect emotions and 

beliefs to behaviours. 

Ask questions to determine if the woman is connecting current 

emotions and behaviours with preconceived expectations or beliefs.  

Clarify misunderstandings, fill in missing pieces of knowledge or 

challenge misunderstandings. 

5. If applicable review 

previous maternity 

experience. 

Ask if the woman felt anything should have been done differently. 

Offer new or more generous or accurate perceptions of the event. 

Realistically postulate how certain courses of action may have 

resulted in a more positive outcome. Acknowledge uncertainty.  

6. Promote positive 

expectations. 

Use woman centred language, work from a normal birth philosophy, 

discuss childbirth as uncertain but not dangerous offer strategies to 

decrease fear.  

7. Provide positive 

approaches to birth 

planning. 

Provide evidenced based information, encourage positive birth 

support and decrease feelings of isolation, promote strategies for 

maintaining control including how to manage unexpected outcomes / 

negotiate the maternity system. 

8. Enhance social support. Initiate discussion about existing support networks. Talk about ways 

to receive additional emotional support. Help the woman understand 

that her usual support people may be struggling with their own 

issues. 
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The midwife psycho-education intervention focuses on supporting women to not 

only ‘believe’ that birth is normal but also that it is actually ‘achievable’ for them 

(Drummond & Rickwood, 1997). The BELIEF intervention draws on internal and 

external factors to build the woman’s confidence and personal capacity (Fenwick, 

Gamble, & Hauck, 2007; Saisto & Halmesmaki, 2003). Supporting women to be 

informed, prepared, and supported builds the additional capacity to assist them 

to succeed.  

In developing the intervention lessons learned from the Halvorsen et al. (2010) 

work were applied. As highlighted in Chapter 2 adopting an ‘autonomy’ approach 

has the potential to hinder the process women need to go through in order to 

change or reconstruct their thinking (Halvorsen et al., 2010). An autonomy 

approach may place too much responsibility on a woman to make all the 

decisions and contribute to them feeling unsupported. Without challenge women 

may continue to rely on misconceptions or ill-informed constructs. 

During training for the BELIEF intervention, an emphasis was placed on guiding 

midwives to be competent in adopting a ‘coping’ approach with women. Through 

attention to positive language around birth, and respect for women’s experience 

they could consider and reconstruct the benefits for themselves and their baby of 

a normal birth. Where normal birth was not an option, a coping approach 

encouraged women to think about strategies they could adopt to optimise 

normality such as waiting for labour to start before CS occurred (if safe to do so), 

or planning for early skin to skin contact at a CS. Similar to BELIEF, previous 

interventions promoted vaginal birth but if women’s psychological status was 

vulnerable, CS was supported (Areskog-Wijma, 1985; Ryding, 1993; 

Waldenstrom et al., 2006). However, specifically promoting the normality of birth 

was only mentioned in one other study (Nerum et al., 2006).  

Delivering the BELIEF Intervention 

The eight components of BELIEF are not applied in strict sequence. According to 

the needs of the women, various components may overlap or an element may 
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not apply. However the components are practically incorporated to each psycho-

education session under four broad topic areas, and provide consistency of the 

intervention for all women. These are outlined in Table 5 and elaborated below 

under the respective topic headings. 

 

Table 5: Practical application of BELIEF components 

Key BELIEF Components Topic Area 

1,2,3 Starting the conversation 

4,5,6,7 Integration of educational components  

6 Language 

7,8 Birth planning and birth support 

 

Starting the conversation 

Firstly midwives needed to develop an understanding of the woman’s personal 

needs and sources of fear in regards to childbirth. Regardless of the issue 

underlying their fear or parity of the woman, women’s needs could be elicited by 

commencing the conversation by asking them how they are feeling about their 

pregnancy or upcoming birth. This placed women in the driver’s seat for the 

interaction and with the use of effective micro-counselling skills assisted in the 

identification of important and worrisome aspects for women so that missing or 

misunderstood information could be addressed and new conceptions formed. As 

issues were described by women and explored, validated or reframed, the key 

themes of childbirth were addressed. Dependent upon women’s personal 

situations only the pertinent key BELIEF elements to their circumstances would 

be discussed. Based on evidence, midwives delivering BELIEF were well versed 

in an array of general topics that include discussing normality of birth, addressing 

labour contractions and labour progress (including pain management), birth 

planning (the birth environment, clarifying options or decisions, challenging care), 

and support (model of care, birth support and having an advocate, community 

support). These themes act as springboards and allow a free flowing 
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conversation to occur as directional but not directive. Through micro-counselling 

skills (attending, responding and influencing), women are encouraged to reveal 

their personal and varied stories that  can then be discussed, considered in 

context of the childbearing period, with strategies contemplated. 

After women identify their initial feelings the next step includes reviewing past 

birth or life experiences (either their own or another person’s story) that is 

troubling to them. This provides the midwife with an opportunity to fill in missing 

information that women need to make sense of how they are feeling. When 

designing the intervention and based on what was known about the concept of 

fear, it was hypothesised that for nulliparous women their fear could be around 

the uncertainty of care or the unknown experience of birth; or that fear was a 

result of mothers, sisters and friends negative stories and/or suffering birth 

trauma (Wiklund, Edman, Ryding, & Andolfa, 2008). For multiparous women who 

had experienced a traumatic birth the intervention aimed to assist them to make 

sense of why circumstances unfolded and to provide a new perspective and 

vision of future births.  The midwives were also cognisant that women’s fear may 

be an indicator to an existing mental health challenge or may be manifesting due 

to intimate partner violence or history of childhood sexual abuse (Heimstad, 

Dahloe, Laache, Skogvoll, & Schei, 2006). 

Integration of educational components to the intervention 

The provision of evidenced-based information was considered critical to helping 

women in the study form new constructs about childbirth and inform their 

decision-making (Horey, Weaver, & Russell, 2004). It was considered essential 

that women’s values and experiences be acknowledged when considering birth 

options (Abitbol et al., 1993; Fraser, Maunsell, Hodnett, & Moutquin, 1997) and 

psychosocial factors significant to women’s decision making explored (P. 

McGrath & Ray-Barruel, 2009). The midwives delivering BELIEF needed to be 

cognisant of the fact that evidenced-based information is not easily distinguished 

from professional or organisationally defined practices as maternity staff are 

often time poor to discuss these differences or ensure that policies and 
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procedures reflect best available practice (Shorten, Shorten, Keogh, West, & 

Morris, 2005; Stapleton, Kirkham, & Thomas, 2002; Toohill, Gamble, & Creedy, 

2013). Despite the antenatal period being an opportune time to speak with 

women, listen to their preferences and provide information and evidence specific 

to women’s personal circumstances, frequently only general advice is provided. 

Women are seldom afforded the opportunity to explore the unknown (in the case 

of a primigravida) or events that transpired in a previous pregnancy or birth (in 

the case of a multigravida), or to clarify strategies that may assist in achieving a 

different outcome in the current pregnancy with their health care provider 

(Shorten et al., 2005).   

Therefore careful consideration was given to how the educational components of 

the intervention could be integrated. Firstly, all participants would receive a copy 

of an evidence-based resource developed by the Queensland Centre for Mothers 

& Babies titled – Having a Baby in Queensland. Secondly, concurrent with the 

BELIEF counselling strategies, evidence based information would be integrated 

into the counselling session that were specific to the woman’s situation (for 

example breech and the use of external cephalic version; techniques to prevent 

perineal trauma; considerations in twin pregnancies). The BELIEF counselling 

aimed to be responsive to issues identified by the woman and thus midwives 

were to share appropriate evidence based information opportunistically. 

Midwives could use this to help the woman then plan for a positive birth and 

encourage women to clarify their birth options with care providers. Where 

appropriate the BELIEF midwife would summarise the woman’s issues and the 

resources discussed in an email back to the woman following the counselling 

session.  

Birth planning and birth support 

In the BELIEF intervention birth planning was included to encourage women to 

think about their optimal birth (Plan A), and if they did require an intervention, 

how that would be for them. This provided opportunity to place in context the 

likelihood of various events from routine to emergency situations occurring. 
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During delivery of the intervention midwives could discuss the socio-political 

context of birth, and outline possible strategies to minimise unwanted obstetric 

interventions. Midwives need to do this to ensure that women retain a positive 

attitude to care. The aim for midwives was to build women’s confidence to ask 

questions, research information, and take ownership of their journey; as these 

are important aspects of the intervention. 

Part of this included women being asked to think about what they would want to 

happen if an event arose where they required an emergency CS or other 

procedure (Plan B). As such BELIEF midwives would need to prompt or facilitate 

conversations that help women verbalise their understanding of the pros and 

cons of the procedure, and what further information they might need to help them 

make a decision. Women were to be encouraged to think about questions they 

could ask of their carers to clarify situations they may not understand and/or to 

have a conversation around their options and any possible implications of 

recommendations made to them. In this way, women were encouraged to 

negotiate care that was practicable and not necessarily what was on offer due to 

convenience of the maternity service or practitioner. This technique aimed to help 

women feel more engaged, and involved in their care. In this way the intervention 

hoped to minimise the possibility of women developing symptoms of trauma 

commonly seen in postnatal women who have not felt in control or part of 

decision making (Beck, 2004; Creedy et al., 2000; Lyberg & Severinsson, 

2010a).  

For women who may be uncertain about their best options, planning would 

remain focused on an optimal birth for Plan A with the backup of knowing they 

had a second best plan (Plan B). Firm but supportive advice was to be given 

particularly where women might be inclined to take a “just going with the flow” 

approach.  

During the BELIEF intervention women were also to be encouraged to discuss 

their thoughts and feelings with their support persons so they too were afforded 

an opportunity to understand the woman’s needs.  This could lead into a 
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conversation about support during pregnancy as well as during labour and birth, 

and into the postnatal period. Midwives would encourage women to have a 

person holding a positive philosophy of birth to provide support additional to that 

of their partner. Women were to be challenged to explore just who might be best 

placed to provide them with the support they required and who might be able to 

advocate for them. Some studies have included partners in the antenatal 

interventions for childbirth fear, however specific discussion with the women to 

consider her choice of birth support has not been reported in previous childbirth 

fear interventions (Hunter et al., 2011; Salmela-Aro et al., 2012).  

Lack of social support has been reported to contribute to childbirth fear (Saisto, 

Salmela-Aro, Nurmi, & Halmesmaki, 2001). To ameliorate the effects stemming 

from a lack of personal support the topic of continuity of care was to be routinely 

discussed and advocated. Topics the BELIEF midwives were to explore included 

continuity through a midwifery model at their local hospital, employing a private 

midwife or doula or securing a midwifery student. In a previous study where 

women were fearful of harm from incompetent staff, participants reported feeling 

safe after receiving continuity of midwifery care (Lyberg & Severinsson, 2010a). 

All women were to be provided the option of being supported by a midwifery 

student who would follow their journey with them, as this was available at each of 

the participating study hospitals.  

Discussion around birth support also aimed to help women determine the most 

appropriate carers and person(s) to be with them. In particular, women would be 

asked to examine their support person’s background or philosophy and 

experiences with birth; essentially to consider if they were the right support 

person for them and to work through their expectations of support persons. 

Women would also be encouraged to see birth plans as a shared communication 

tool to guide support persons and carers to support the woman’s desired care. 

The majority of childbirth fear intervention studies have included aspects of birth 

planning and reported that women found this to be a positive tool (Helk et al., 

2008; Ryding et al., 2003; Salmela-Aro et al., 2012). 
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Vaginal birth after caesarean section 

It was recognised that some women may assume strong resistance to a vaginal 

birth in their next birth after caesarean. Thus initially midwives delivering BELIEF 

were to offer women evidence about CS and their potential eligibility for vaginal 

birth. Once the midwife gauged the woman’s views she could make a decision 

about whether gently challenging the woman’s thinking would be beneficial. 

While remaining supportive of women, gently challenging has the potential to 

open the door for further discussion around women’s uncertainty, with discussion 

around developing a Plan A and Plan B scenario again. Importantly these 

discussions need to set the scene for planning a positive vaginal birth or CS 

experience. Previous research has found that women who have remained firm in 

their decision for a CS after one counselling session are unlikely to be persuaded 

towards vaginal birth (Ryding et al., 2003). Even so, BELIEF conversations with 

women aimed to maintain positive dialogue around their ability to grow, give 

birth, nurture their baby, and harness reputable and trusted support regardless of 

mode of birth choice.  

Language 

Language used in the conversation of the intervention aimed to enhance 

women’s sense of control through the power of positive suggestion and facilitate 

dialogue surrounding the normality of birth. This concept draws on the work of 

well known birth activists such as Nicky Leap and Sarah Buckley who have 

written about the importance of language in shaping the culture of birth (Buckley, 

2005; Leap, 2012). Midwives delivering BELIEF were familiar with and able to 

use phrases such as “labour contractions are not destructive but a creative pain”, 

and are “not a single continuous pain but a constructive process”. Similarly, 

labour would be described as “physically and psychologically challenging but a 

normal and beautiful process” with “your body responding to release natural 

endorphins to help you work with and manage the contractions” (Leap & Vague, 

2010). Using language of this nature starts to help reframe the negative images 

so often associated with the ‘normal’ pain of labour. The language underpinning 

BELIEF was that “birth is ultimately mysterious and unpredictable yet, like our 
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female bodies, intrinsically trustworthy’ (Buckley, 2005, p. 21). The intent was to 

convey the normality of contractions; that women are inherently able to cope with 

normal birth if the environment feels safe; if she is informed, can identify her 

needs; and is surrounded by love and support. Furthermore, BELIEF aimed to 

give women choices in terms of pain management. With improved knowledge 

and confidence the intervention hoped to help women manage her options and 

consider the wide range open to her (non-pharmacological methods such as 

breath, water, visual imagery, positioning through to pharmacological options 

such as nitrous oxide and oxygen, narcotics and epidurals). The intervention 

sought to generate realistic expectations within a positive context. The intention 

of the intervention was to help women reframe fears and negativity and ultimately 

assist them achieve a positive birth through managing rather than being 

overwhelmed by their fears. This sentiment of one’s power to succeed was 

captured in a statement by U.S. President Obama on the 6th December, 2013 on 

the announcement of Nelson Mandela’s death and speaking of his approach to 

life “there is no limit to what can be achieved when someone is led by their hopes 

and not by their fears”.  

Protocol integrity through supervision 

Consistent with other studies reporting psycho-education based interventions, 

supervision of staff providing sessions was instated to the intervention (Helk et 

al., 2008; Nerum et al., 2006). All BELIEF sessions were to be digitally recorded 

and uploaded to a secure site. Recordings would be listened to by the research 

midwives themselves, the project manager and principal investigator of the 

NHMRC study (also a supervisor). Feedback and reflection sessions would occur 

on average every three weeks throughout the period the BELIEF intervention 

was being delivered. This process was designed to ensure uniform delivery of 

the BELIEF components, provide assurance that women are provided best 

advice and support, and would also provide professional support and peer review 

for the midwife counsellor.  
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Conclusion  

Construct Theory underpins the BELIEF intervention and provided guidance for 

the practice situation where the midwife works in partnership with the woman and 

fosters her understanding and confidence to birth naturally, and makes a smooth 

transition to motherhood. The review of studies attempting to address women’s 

fear of childbirth identified a range of factors influencing the development of fear. 

In some cases women have few opportunities to see birth as a normal healthy 

event; they are fearful of the unknown. The maternity care system compounds 

this with fragmented care, high obstetric rates, and lack of postpartum support. 

Women then harbor these fears and subsequently lose faith in their ability to birth 

and mother effectively, contributing to anxiety, depression and fear if they 

become pregnant again. 

The BELIEF intervention provides a framework for midwives to be responsive to 

personal and external factors that contribute to women’s feelings of childbirth 

fear. Fear could be influenced by physical, psychological, emotional, social, 

political, economic and cultural factors. Midwife counsellors aim to provide 

strategies for women to build confidence in negotiating care that supports and 

enhances their ability to make and maintain personal decisions about birth. The 

intervention has commonalities to other studies concentrating on exploring 

women’s feelings, promoting vaginal birth, and birth planning. However BELIEF 

differs from other interventions in that it is delivered by telephone, requires a 

small number of sessions, is cognisant of the persuasiveness of language and 

pays attention to how dialogue is exchanged, and takes a broad view of support 

that women require across pregnancy, birth and postnatal to assist their 

resilience and confidence.   

In the next chapter the study design for this doctoral program of work is outlined.  
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CHAPTER 4 

 

Method 

‘Nothing in life is to be feared. It is only to be understood’ 

Marie Curie in Bice (2010). 

 

Introduction 

Chapter 4 describes the methods used in the research program undertaken 

during the doctoral degree that was situated within a large NHMRC funded 

project. The research is divided into two studies. Study 1 uses the baseline data 

from the 1,410 Australian women recruited to the BELIEF study to determine the 

prevalence of childbirth fear and identify possible risk factors for childbirth fear. 

Study 2 uses a randomised control trial (RCT) design to test the efficacy of a 

midwife delivered psycho-education telephone intervention on reducing fear in 

childbearing women before birth. Secondary outcomes included decisional 

conflict, depression and birth preference. The RCT design, and sample inclusion 

and exclusion criteria are described as well as the settings for recruitment. A brief 

overview of the psycho-education intervention and control condition are provided. 

The research questions and hypotheses are outlined. Outcome measures used 

in the RCT are presented including an overview of their psychometric properties. 

Sample size calculations and randomisation procedures are provided. This is 

followed by the procedures for data collection, statistical methods and ethical 

considerations for the study. 

Trial Design 

This is a multi-site study using a two arm non-blinded parallel trial, with balanced 

block randomisation (1:1). The study compares outcomes for women receiving a 

psycho-education intervention for high levels of childbirth fear (≥66 on the Wijma 
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Delivery Expectancy / Experience Questionnaire - WDEQ) compared to those 

receiving standard maternity care in South East Queensland. A randomised 

controlled trial minimises bias and was considered a strong design to elicit 

effectiveness of the intervention (Courtney & McCutcheon, 2010). Care providers 

and data collectors were blinded to allocation. An independent statistician 

employed for the BELIEF study reviewed statistical analysis conducted by the 

student. The research design is depicted in Figure 4. 

Aims 

The study aimed to determine (1) the prevalence of childbirth fear; (2) antenatal 

factors associated with childbirth fear; and (3) the efficacy of a midwife-led 

psycho-education intervention to address women’s childbirth fear.  

Study Questions 

Q1. What is the prevalence of low, moderate, high (≥66) and severe levels 

(≥85) of childbirth fear in a large representative sample of pregnant 

women? 

Q2 What demographic, obstetric and psycho-social factors are associated 

with high levels of childbirth fear?  

Q3 What variables predict high levels of childbirth fear? 

Q4.What is the effect of a midwife-led antenatal psycho-education 

intervention on birth fear in childbearing women? 

Participants 

Data was derived from the 1,410 women recruited in the NHMRC study. Study 2 

is inclusive of women (n = 250) randomised to the intervention or control arms of 

the study and who had reached 36 weeks of pregnancy and returned all data by 

June 2013.  
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Inclusion criteria 

Pregnant women in their 2nd trimester (12 - 24 weeks) were invited to participate. 

Inclusion criteria included women ≤ 24 weeks gestation, aged 16 and older, able 

to read, write and understand the English language and capacity to consent. 

Women were screened for childbirth fear using the Wijma Delivery Expectancy / 

Experience Questionnaire (WDEQ) (Wijma et al., 1998). Women with high fear 

(≥66) were subsequently randomised to the control or intervention group.  

Exclusion criteria 

If after recruitment women came to expect a perinatal death (e.g. congenital 

abnormality incompatible with life) or stillbirth they were given an opportunity to 

withdraw from the study. If they opted to continue they were offered counselling 

support and received newsletters if requested.  

Recruitment & Study Settings 

Women were recruited by research midwives in the antenatal clinics of three 

South-East Queensland metropolitan teaching hospitals between April 2012 and 

March 2013. Combined, approximately 8,500 publicly funded births occur within 

these hospitals across a 12 month period. It was anticipated that women 

recruited for inclusion in the doctoral research program would have 36 week data 

completed by June 2013. 

A number of recruitment strategies were used. Firstly all women booking-in at the 

participating sites received a study flyer by mail with their antenatal booking 

appointment and could therefore contact the researcher for inclusion to the study. 

Secondly, midwives specially trained to recruit women and employed by the 

BELIEF study attended antenatal clinics each day. All women who met the study 

criteria were approached to participate. In some instances women were identified 

as suitable for the study by hospital staff while at other times they were 

approached directly by a research midwife. The research midwife confirmed they 

met the inclusion criteria, explained participation in the study, provided an 

information sheet, and gained written consent.   
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Intervention group 

Women randomised to the study arm received the BELIEF intervention as 

described in Chapter 3. The telephone psycho-education intervention was 

delivered at a time and day suitable to women. One hour was allocated for each 

call but this was not prescriptive. Using micro-counselling skills the process was 

conversational in response to what the woman disclosed. The two sessions 

occurred when a participant was between 18 - 28 weeks and between 34 - 36 

weeks pregnant. The midwifery counselling intervention underpinning this study 

derived positive outcomes by using two counselling intervention points (Gamble 

et al., 2005) however previous childbirth fear studies have reported requiring in 

excess of two sessions (Saisto et al., 2006; Salmela-Aro et al., 2012). 

Providing psycho-education and support close to the time of a woman’s first 

hospital antenatal appointment aimed to encourage women to consider options 

and strategies for planning a positive birth earlier in her pregnancy. However a 

strategy to support women to negotiate the maternity system across the 

pregnancy was required. Therefore, along with access to ongoing telephone 

support, the second counselling session aimed to consolidate strategies women 

may like to adopt, to clarify, or secure, their preferred mode of birth at time of 36 

week appointment. This was considered particularly important given levels of 

anxiety are known to increase around 37 weeks of pregnancy (Gunning et al., 

2010; Lee et al., 2007). Furthermore a study of women who previously 

experienced a CS and subsequently planned a vaginal birth at 36 weeks 

gestation for the next pregnancy, identified that organisational culture impacted 

negatively on women securing this mode of birth (Shorten et al., 2005).  

Access to consistent support was considered important to minimise the likelihood 

of women consenting to a birth option that differed from their preference. 

Therefore women in the intervention group had access to their named research 

midwife or the project manager by telephone, SMS or email throughout the study 

period. The midwife researcher, however, did not initiate contact with participants 

outside the scheduled intervention or data collection times. A previous RCT also 
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provided participants with access to the study team for support (Saisto, Salmela-

Aro, Nurmi, Kononen, et al., 2001). Support in the current study was offered in 

order to ensure women could clarify or discuss any issues women may have 

experienced around their forthcoming birth and assist women to develop 

strategies for a positive birth experience regardless of the ultimate mode of birth. 

This took into consideration that not all women who were eligible or who 

preferred a vaginal birth would achieve this. 

Control group 

Women recruited into the study and randomly allocated to the control arm 

received written information (similar to the intervention group) about childbirth in 

the form of the QCMB book “Having a Baby in Queensland” (Queensland Centre 

for Mothers and Babies, 2010) and were also contacted by phone for data 

collection purposes (refer Figure 4).   
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Figure 4: Trial data collection points 
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Data Collection Tools 

Antenatal questionnaire 

The antenatal questionnaire sought personal information and some obstetric 

details. Specifically participants’ age, occupation, education and income level, 

ethnicity, marital status and birth preference for this pregnancy. Obstetric 

information included the expected date of birth, parity, previous obstetric 

complications, and details of the previous birth such as elective or emergency 

CS. Information was sought about any previous premature birth, stillbirth, 

abortion and/or miscarriage and complications associated with the previous birth. 

Women were also asked about their preference for antenatal care provider, their 

initial emotional response to this pregnancy, plans for birth in this pregnancy and 

knowledge in relation to birth choices. This information enables comparison of 

the sample with the birthing population in Queensland.  

Wijma Delivery Expectancy/ Experience Questionnaire (WDEQ) 

The WDEQ measures fear of childbirth by asking participants to rate their depth 

of feeling against 33 expectations and experiences before birth (version A) and 

after birth (version B) (Wijma et al., 1998). Questions are presented in positive 

and negative formats on a six point Likert scale from 0 - 5 requiring reverse 

scoring of positively formulated questions. This format aligns to the updated 2005 

version of the WDEQ (personal communication with Klaus Wijma). A score equal 

to or lower than 37 is considered low fear, a score between 38 and 65 equates to 

moderate fear and a score equal to or higher than 66 represents a high level of 

fear (Zar et al., 2001). The tool is based on the theory that pregnant women’s 

expectations are highly related to their experience of, and behaviour during, birth. 

The WDEQ is a validated and reliable research instrument. It has good 

psychometric properties with a high internal consistency and split-half reliability 

(α 0.94 before and α 0.87 after birth) with nulliparous and multiparous women 

(Wijma et al., 1998; Zar et al., 2001). Some words in the tool were amended as 

the translation to English was less clear in the Australian context and aligned to 

the unpublished updated 2005 English version of the WDEQ (personal 
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communication with Klaus Wijma). Desolate was changed to alone (Q11); 

surrender control changed to allow (Q26); funny to enjoyable (Q28); self-evident 

to as it should be (Q30); and fantasies to thoughts (Q32, Q33). Additionally to 

align with woman centred language delivery was changed to birth in the 

questionnaire. In this current study, the WDEQ was found to have a Cronbach’s 

alpha coefficient of 0.94. 

Edinburgh Postnatal Depression Scale (EPDS) 

The EPDS is widely used in perinatal research and useful in screening for 

antenatal and postnatal depression (Cox, Holden, & Sagousky, 1987; Murray & 

Cox, 1990). The scale is a simple self-report questionnaire with 10 items. Women 

were asked to select one of four possible responses to each question. Each item 

is scored from 0 – 3 and summed to produce a total score. The range of scores 

is from 0 – 30 with higher scores indicating more negative feelings. Perinatal 

mental health has previously focused on the postnatal period with recent studies 

indicating antenatal depression is as common as postnatal depression (PND) 

with 40% of PND beginning in the antenatal period (Beyondblue, 2011). One 

large longitudinal study (n = 12,059) found that depressive symptoms were 

higher at 32 weeks pregnancy than at 8 weeks post birth (Evans, Heron, 

Francomb, Oke, & Golding, 2001). An EPDS score of >12 in the antenatal or 

postnatal period have been recommended as an indicator of probable depression 

but not diagnostic of depression (Beyondblue, 2011). 

The EPDS has been endorsed as a screening tool in the antenatal and postnatal 

Australian maternity population (Beyondblue, 2011). A validation study found the 

EPDS has satisfactory sensitivity (86%) and specificity (78%) and was also 

sensitive to change in severity of depression over time. Split half reliability was 

0.88 and standardised alpha coefficient was 0.87 (Cox et al., 1987). In this 

current study the Cronbach’s alpha coefficient was also 0.87. Measuring 

depression in this study has relevance to women’s confidence for decision 

making, given the high incidence of psychosocial disorders in women with 

childbirth fear and sufferers of depression in the general population who have 
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been shown to have higher maladaptive or avoidance decision making coping 

patterns (Radford, Mann, & Kalucy, 1986; Saisto, Salmela-Aro, Nurmi, & 

Halmesmaki, 2001).  

Decisional Conflict Scale (DCS) 

The DCS is a validated psychometric 16 item scale, which investigates concepts 

that can compromise or facilitate effective decision making (O'Connor, 2010). 

The DCS has been widely used in decision aid research (Shorten et al., 2005). 

Participants identify on a 5 point Likert scale of 1 = strongly disagree to 5 = 

strongly agree their certainty or uncertainty about decisions when there are 

tradeoffs of outcomes in a health related decision. The test-retest reliability 

coefficient was 0.81 when tested with populations determining their preference 

for breast cancer screening and in a group considering influenza immunisation 

(O'Connor, 1995). Internal consistency coefficients ranged from 0.78 to 0.92 and 

discriminated significantly (p < 0.0002) between those who had strong intentions 

either to accept or to decline a method of care to those who were uncertain 

(O'Connor, 1995). The DCS has been used in numerous health research studies 

including maternity research specifically with women who are eligible for VBAC in 

both original format (Farnworth, Robson, Thomson, Watson, & Murtagh, 2008; 

Shorten et al., 2005) and modified format (Eden et al., 2009). The DCS has 

relevance to this study because determining a mode of birth for women who have 

fear of childbirth or who have had a previous CS can create uncertainty where 

the “individual feels uninformed about the alternatives, risks and benefits; is 

unclear about their personal values; or feels unsupported in making a choice or 

feels pressured to choose a course of action” (O'Connor, 2010, p. 2). High 

internal consistency for the DCS was found in the present study with a 

Cronbach’s alpha coefficient of 0.98.  

EuroQol (EQ-5D) 

The EQ-5D developed by the international EuroQol Group (Brooks, 1996; The 

Euroqol Group, 1990) is a 6-item self-report measure of health across the 5 

dimensions of mobility, self-care, usual activities, pain/discomfort, and 
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anxiety/depression (Williams, 2005). The scale has been validated in healthy and 

unwell persons and can be used as a stand-alone measure or in conjunction with 

other psychometric instruments. The first 5 items assess the individual’s health 

state on day of completion for 3 levels of severity ranging from having no 

problems (1), some problems (2) to extreme problems (3). A five digit code is 

assigned according to the respondent’s reply to each of the 5 dimensions to 

indicate the health state. The sixth item provides a global evaluation of the 

participant’s own health with a range from 0 (worst imaginable health state) to 

100 (best imaginable health state) and provides a quantitative measure of health 

status. Test-retest reliability of the EQ-5D at 10 months was 0.90 when 

considering all health states simultaneously (van Agt & Bonsel, 2005). To gain a 

baseline of women’s health status on the day of entering the study one question 

pertaining to experiencing moderate or extreme pain and another on 

experiencing anxiety / depression were used from this scale.  

Childbirth Knowledge Questionnaire (CKQ) 

Childbirth Knowledge Questionnaire is a list of 9-items that each assess 

knowledge of behavioural techniques which may assist during the labour and 

birth process, attendance at antenatal classes, vicarious experiences relating to 

viewing and reading about childbirth and perceived knowledge about childbirth. 

Although Drummond and Rickwood (1997) reported fair internal consistency 

(Cronbach’s alpha = .68) analysis for the current study indicated that the items 

were not related and did not form a scale with psychometric properties. 

Furthermore, different response options were used for different items preventing 

the calculation of a reliability coefficient. Therefore a global score was calculated 

in Study 1 using 0 = No, 1 = Yes for dichotomised questions and for five item 

responses 0 = None to 4 = A lot or extremely; was assigned for a total possible 

score of 18. A question pertaining to behavioural techniques was not included. In 

Study 2 a single item that asked about women’s perception of childbirth 

knowledge relative to other women was used.  
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Social Support/Persuasions Scale (SSPS) 

The SSPS is a brief 5-item scale validated for Australian childbearing women 

(Drummond & Rickwood, 1997). The measure includes items that examine 

verbal support received from a partner and/or significant others specific to the 

woman’s current pregnancy and upcoming birth. The tool uses a 5-point Likert 

scale ranging from ‘never’ or ‘none’ to ‘very often’ or ‘a lot’ with higher scores 

indicating the woman has more social support. Internal consistency was reported 

using Cronbach’s alpha and found to be 0.61 which is low (Drummond & 

Rickwood, 1997). Analysis for the current study indicated that the items were not 

related and did not form a scale with psychometric properties. A global score was 

calculated in Study 1 using 0 = None or never to 4 = A lot or very often, for a total 

possible score of 20. One item in relation to the woman’s perception of her 

partner’s support was used in Study 2.  

Data Collection  

After informed consent was gained, participants completed a paper-based 

questionnaire package (see Appendix A for questionnaire 1). This questionnaire 

package contained the measures described above and questions about women’s 

demographic details and obstetric history. Time to complete the package was 

approximately 30 minutes and women had the option to complete this in the clinic 

or at home. The completed package was mailed or couriered back to the 

research office. Questionnaires were scored for childbirth fear against the 

WDEQ-A (Wijma et al., 1998). Women were randomised to the study if they 

scored ≥66.  

Further data collection occurred by structured telephone interviews prior to the 

woman’s 36 week antenatal appointment. Phone interviews to collect data were 

conducted by a research assistant without midwifery qualifications who did not 

provide the intervention, and who was unaware of group allocation. Data was 

collected within a few days of the second intervention session and prior to the 36 

week antenatal appointment (see Appendix B for questionnaire 2). If following 
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two telephone attempts the woman could not be contacted, the second 

questionnaire was mailed. To maintain engagement of women in the study, 

quarterly newsletters were mailed to women (an example appears at Appendix 

C). For the purpose of this PhD study, data collection was concluded in June 

2013 with these women expected to give birth during July 2013. 

The rationale for telephone interviewing is based on the success of previous 

work that gathered potentially emotionally-charged information in a sensitive way 

whilst achieving good completion and low attrition rates for women during the 

perinatal period (Creedy et al., 2000). Although telephone interviews have been 

widely used in fields such as market research, they have only gained popularity 

relatively recently for diagnostic interviews or administering an intervention 

(Creedy et al., 2000; Gamble et al., 2005; Lattimer et al., 1998; Muender, Moore, 

Chen, & Sevick, 2000). The use of the telephone to contact pregnant women or 

those with a baby is unobtrusive yet provides women with one-to-one contact 

and is practical given demands of motherhood. Regular telephone contact 

facilitates rapport and enables questions and responses to be clarified as 

needed. 

Hypothesised Outcomes 

Primary outcome: Relative to women allocated to the control group 

women receiving the intervention will report lower levels of childbirth fear at 36 

weeks.  

Secondary outcomes: 

Following the intervention and before birth: 

 Relative to women allocated to the control group women receiving the 

intervention will report lower decisional conflict and depression; and  

 higher rates of preference for vaginal birth. 
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Sample Size 

A sample size was determined on two outcome measures; a reduction in level of 

fear in women at 36 weeks gestation for the student’s PhD study, and a reduction 

in caesarean section rates between the intervention group and the control group 

for the overarching BELIEF study. The statistical package R-Project version 

2.14.2 (Institute for Statistics and Mathematics, 2012) was used to calculate a 

meaningful reduction in level of childbirth fear based on the study of Fenwick, 

Gamble, Nathan, Bayes and Hauck (2009). Fenwick et al. (2009) study examined 

the levels of childbirth fear in an Australian population of antenatal and postnatal 

women and determined that a score reduction of 10 points from the antenatal 

baseline score to the postnatal score was clinically significant. The calculation 

also included a standard error of measure to determine how an individual’s own 

score would change over time. Therefore the standard deviation of 20 and 

reliability of 0.87 based on the Wijma Delivery Expectancy / Experience 

Questionnaire (WDEQ) (Wijma et al., 1998; Zar et al., 2001) provided a standard 

error of measurement to be 7.211. The sample size was based on the earlier 

study that around one in four women experience childbirth fear. We expected 

around 80% of women approached would consent to the study. For a 80% 

chance to detect a 10 point difference in WDEQ scores from baseline to around 

36 weeks gestation in the intervention compared with the control group, 138 

women plus allowance for 30% attrition were needed. The estimate was based 

on a two-tailed α = 0.05. 

It was anticipated that 1,400 women would be eligible for recruitment at the three 

study sites across a 15 month period. At ten months (30th April 2012 to 13th 

March, 2013) 1,155 women were recruited with 250 women randomised to the 

doctoral study (118 in the intervention group and 132 in the control).  

Randomisation / Allocation 

An independent web based randomisation service generated numbers for 

allocation of participants. Participants between 12 and 24 weeks of pregnancy 
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were randomly assigned following simple randomisation procedures to one of 

two groups with a 1:1 allocation. Women were stratified at randomisation by 

study site and by parity (nulliparous or multiparous). Blocking occurred in groups 

of ten. A research assistant accessed the internet based service after receiving 

participant’s written consent and after baseline tools had been completed by the 

participant, and then advised midwives providing the intervention of the women’s 

contact details. 

A record was maintained of the date, study number, trial allocation and 

researcher’s details when recruitment occurred. Due to the nature of the 

intervention participants receiving the intervention and the researcher providing 

the intervention were not blinded to allocation. 

Approach to Analysis 

The PhD student undertook statistical analysis of thesis outcomes. An 

independent statistician employed for the purpose of analyzing the BELIEF study 

outcomes, checked validity of the student’s findings.    

Study 1 

Study 1 aimed to determine the prevalence of childbirth fear and associated 

factors in a community sample.  

Frequencies were performed on all variables to ensure that minimum and 

maximum values were correct. Descriptive statistics were conducted on all 

variables. Total scores for all standardised measures were calculated. The 

reliability of each scale to be used in the study was calculated. Cronbach’s alpha 

values above 0.70 were deemed to be acceptable.  

Analyses on demographic, obstetric and psycho-social factors were undertaken 

to determine their association with high levels of childbirth fear. Tests included for 

parametric data were: Independent T-test, Pearson’s correlation and ANOVA; 

and for non-parametric data tests were: chi square, Spearmann’s rho, Kruskal-
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Wallis and Mann-Whitney U. Multivariate analysis was conducted to determine 

possible predictors of childbirth fear.  

Study 2: RCT 

Statistical analyses for the RCT (Study 2) aimed to determine the efficacy of a 

psycho-education intervention on childbirth fear. The primary outcome was a 

reduction in fear levels of childbearing women as assessed by the total score on 

the WDEQ. Secondary analyses were also conducted on total scores of DCS 

and EPDS, and any association with childbirth fear. Treatment and control 

groups were compared according to women’s assigned randomised group. 

Complete information was not available for all women at the second data 

collection point. In two cases, one item on the primary outcome measure 

(WDEQ) was missing. In this instance, the missing score was calculated by 

adding available scores together and dividing by the number of responses. This 

mean score was then entered to provide for insertion of a total mean score. Any 

other missing data was assessed on a case-by-case basis.  

The primary analysis was conducted using analysis of covariance (ANCOVA), 

comparing the post-treatment scores for the intervention and control groups, with 

the baseline score as the covariate (Vickers & Altman, 2001). Holmes modified 

Bonferroni adjustment was used to determine significance levels for group 

comparisons (Streiner & Norman, 2000).  

Secondary analyses were conducted using analysis of covariance (ANCOVA), 

comparing post-treatment scores for the intervention and control groups, with the 

baseline score as the covariate. Effect size statistics (Cohen’s d) (Cohen, 1988) 

were determined by subtracting the mean change score for the two groups and 

dividing by the pooled baseline SD (Kazis, Anderson, & Meenan, 1989). The chi 

square statistic compared percentages of cases in the intervention and control 

groups who improved or showed no improvement/deteriorated.  



98 

Data was analysed using the Statistical Package for the Social Sciences (SPSS) 

version 21.0 for Windows (IBM Corp, 2012). An alpha level of 0.05 was used for 

all statistical tests.  

Data Management 

The commercial product Remark Office OMR © (Gravic, 2011) was used to 

export raw data from the study tools (refer Measures above) to the statistical 

package SPSS, eliminating data entry errors.  

Human Research Ethics Approval 

Human research ethics approval was gained from Griffith University and 

Queensland Health multi-site hospital Human Research Ethics committees. The 

study intervention did not intend or result in harm for participants. Had any 

distress been detected during counselling or during data collection, the 

researcher’s supervisors were to be consulted for advice if the matter was not 

urgent (one supervisor is a psychologist) otherwise the woman was offered 

referral via the hospital’s obstetric team for appropriate psychosocial intervention. 

Women with EPDS >12 or if a woman indicated any self-harm at question 10 of 

the EPDS a risk protocol for the study was followed. Women were contacted to 

clarify their responses and an appointment planned with her GP, mental health 

practitioner and / or contact made with the booking hospital. Women were 

informed that they had the right to refuse participation in the study, could 

withdraw at any time that withdrawal would not affect their care and their care 

would be no different to usual maternity care received by all other women at the 

hospital. Participants were advised their confidentiality would be secured by 

storing completed data sheets in a locked cabinet in the doctoral student’s office; 

all study information would be de-identified and entered against the participant’s 

study number to a password protected SPSS data base. Any subsequent reports 

or publications would not contain any identifying information of the women. 
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Additionally midwifery professional ethical standards (NMBA, 2008) applied in 

protecting the woman’s confidentiality and privacy.  

Consent 

Women eligible for inclusion in the study were provided with a brief verbal 

overview and written information about the study (see Appendix D for the patient 

information and consent form). Women were invited to ask any questions 

regarding the research, and those agreeable to participation requested to read 

and then sign the written consent form. Contact names and telephone numbers 

were provided to the women should they have any questions or concerns 

regarding conduct of the study. A duplicate copy of the consent form was 

provided to the woman with the original stored at the university. There was no 

payment for participation in the study.  

Quality and Integrity 

Several integrity checks were implemented to ensure quality and consistency.  

All research midwives received competency based training prior to study 

commencement. Competency of the research midwives’ skills in providing the 

counselling, was assured by asking women for permission to audio record the 

interaction. A supervisory member of the research team reviewed the first five 

interventions provided by each midwife providing the intervention and 

subsequently one in ten random counselling interventions were reviewed for 

quality and adherence to the BELIEF intervention format as outlined in Table 4. 

Additionally the recordings were uploaded to a secure database for peer review 

including review at two to four weekly meetings to discuss each research 

midwife’s experience and suggest alternate strategies. The recordings will be 

deleted at completion of the NHMRC BELIEF study.  

Access to Trial Protocol 

The trial protocol is registered with the Australian New Zealand Controlled Trials 

Registry; ACTRN: 12612000526875 (ANZCTR, 2007) for universal on-line 



100 

access and provides transparency of the study. This aligns to international 

expectations for a randomised research design and specifically where an 

intervention is used, to be made publicly available. A clear protocol of intent 

provides for scrutiny against changes or deviations in the conduct of the study 

(World Health Organization, 2011). The protocol was published in BMC 

Pregnancy and Childbirth (Fenwick et al., 2013). 

Conclusion 

In this chapter the design and purpose of the research was outlined. In the next 

chapter the result of both studies are detailed.  
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CHAPTER 5 

 

Results 

 

‘Mental attitudes and emotions interfere with the ability to give birth more than is 

generally understood’ Ina May Gaskin (Gaskin, 2003). 

 

Introduction 

The program of work outlined in this thesis recruited a large sample of pregnant 

women to determine the prevalence of childbirth fear and investigated factors 

associated with childbirth fear (Study 1). These women were subsequently 

screened for high childbirth fear (WDEQ scores of 66 or more) and randomly 

allocated to the intervention or control groups (Study 2). This chapter provides a 

description of participant characteristics for Study 1. Results are presented by 

parity to identify differences for nulliparous and multiparous women in respect of 

reasons for childbirth fear, and birth outcomes. Where appropriate, descriptive 

statistics, total scores, and reliability of standardised measures are reported. 

Demographic, psycho-social and obstetric variables associated with childbirth 

fear are identified. Multiple regression analysis is conducted to determine 

predictors of childbirth fear. Following this the results of Study 2, a randomised 

controlled trial to test the efficacy of a midwife-led psycho-education intervention 

to reduce women’s fear of childbirth in pregnancy, are reported. A CONSORT 

flow diagram is presented outlining the participant flow in Study 2. Differences 

between groups on the primary and secondary outcomes are reported.  
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STUDY ONE 

Participant Characteristics  

A total of 2,311 eligible women were approached to participate in the study. Of 

these women, 61% (n = 1,410) were recruited into the BELIEF study. At 

recruitment, the majority of women were in their second trimester of pregnancy 

(Mean = 18.6 weeks, SD 2.96, range 11 – 25 weeks). The mean age of 

participating women was 28.8 years (SD 5.5, range 17 – 51 years). With regard 

to educational level, 181 (12.9%) women completed schooling at Year 10, with 

94 (6.7%) completing to Year 11, 801 (57%) completed to Year 12/ Diploma level 

and 330 (23.4%) achieved degree level or postgraduate education. The majority 

of women (n = 1,307, 92.8%) were in a relationship. Seventy-four percent of 

women were born in Australia, with just under 2% (n = 27) identifying as 

Aboriginal. No women identified as Torres Strait Islander. Around two thirds (n = 

943, 67%) of women were in some form of paid employment with 36% (n = 506) 

employed full-time, 17% (n = 235) part-time and 14% (n = 202) in casual 

employment. A further 1.3% (n = 19) were on paid maternity leave, self employed 

or studying (n = 55, 3.9%). Nearly 23% (n = 303) of the sample reported a yearly 

income of $41,599 or less and 22% (n = 294) had a yearly income of $104,000 or 

more, with two-thirds (n = 930, 66%) in receipt of $52,000 or more per year. 

Table 6 reports descriptive statistics for participant characteristics according to 

parity and compared to state and national birthing populations.   
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Table 6: Participant characteristics by parity compared to state and national 
birthing populations 

Characteristics Nulliparous 

women  

N = 609 

Multiparous 

women 

N = 801 

Total sample 

N = 1,410 

 

State birthing 

population 

N = 61,020 

 

National 

birthing 

population 

N = 294,814 

 n (%) n (%) n (%) n (%) n (%) 

Age yrs  Mean (SD, range) 28.8yrs (5.2, 

17 to 42) 

30.1yrs (5.2, 

18 to 51)  

28.8yrs  

(5.5, 17 to 51) 

29.2 yrs (ns, 

<20 to >40)a 

30 yrs (ns,<15 

to 60)a 

Missing -     1 (  0.1)       1 ( 0.1) -  74 (  0.0)a 

Marital status       

Single/divorced/separated    38 ( 6.2)   59 ( 7.4)     97 ( 6.8)   7,334 (11.9)b - 

Married/defacto/relationship  566 (93.0) 741 (92.5) 1307 (92.8) 52,834 (86.5)b 64% (All)c 

Missing / Other      5 (  0.8)     1 (  0.1)       6 (  0.4)      937  

(  1.5)b 

 

Education  606  (99.5) 800 (99.9) 1406 (99.7) - - 

≤Year 12 307  (50.4) 395 (49.3)   702 (49.8) - - 

Post Year 12 299  (49.1) 405 (50.6)   704 (49.9) - - 

Missing     3  (  0.5)     1 (  0.1)       4 (  0.3)   

Employment  605  (99.3) 798 (99.6) 1403 (99.5)   

Full time/part-time 519  (85.2) 498 (62.2) 1017 (72.1) 1,474,107 

(74)c 

7,203,234 

(73)c 

No paid work   86  (14.1) 300 (37.4)   386 (27.4)    507,319 

(26)c 

2,652,926 

(27)c 

Missing     4  (  0.7)     3 (  0.4)       7 (  0.5)   

Income  570  (93.6) 769 (96.0) 1339 (95.0)   

<$52,000 170  (28.0) 239 (29.8)   409 (29.0) 569,175 (41)c 2,844,563 

(41) c 

≥$52,000 400  (65.6) 530 (66.2)   930 (66.0) 1,390,246 

(59)c 

6,935,474 

(59)c 

Missing   39  (  6.4)   32 (  4.0)     71 (  5.0)   

Country of birth       

Australia 455 (74.7) 591 (73.8) 1046  (74.2) 47,190 (77.3)a 210,382 

(71.4)a 

Other 132 (21.7) 193 (24.1)   325  (23.0) 13,792 (22.6)a   82,740 

(28.0)a 
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Characteristics Nulliparous 

women  

N = 609 

Multiparous 

women 

N = 801 

Total sample 

N = 1,410 

 

State birthing 

population 

N = 61,020 

 

National 

birthing 

population 

N = 294,814 

Missing   22 (  3.6 )   17 (  2.1)     39  (  2.8)       38 (  0.1)a   1,692 ( 0.6)a 

Aboriginal  

Torres Straits Islander 

  12 (  2.0)   15 (  1.9)      27 (  1.9)  3,504 (  5.7)a  11,494 

 ( 3.9)a 

Missing -     2 (  0.2)        2  (  0.1) -      792 ( 0.3)a 

BMI Mean (SD, range) 

a = Mean (n,%) 

26.2 (5.9, 15.8 

to 59.2) 

27.0 (6.4, 13.4 

to 78.4) 

26.7 (6.2, 

13.4 to 78.4) 

25.9 (59,522, 

97.5)a 

26.0 (79,432, 

82.4)a 

<18.5 n (%)   10 (  1.6)   11 (  1.4)   29 (  2.0)   2,625  

(  4.4)a 

  3,273  

(  4.1)a 

18.5 –  24.9 n (%) 296 (48.6) 327 (40.8) 615 (43.6) 27,262 (45.8)a 36,488 (45.9)a 

25.0  -  29.9 n (%) 154 (25.3) 221 (27.6) 375 (26.6) 16,419 (27.6)a 21,851 (27.5)a 

>30 n (%) 110 (18.1) 190 (23.7) 300 (21.3) 13,216 (22.2)a 17,820 (22.4)a 

Missing n (%)   39 (  6.4)    52 ( 6.5)   91 (  6.5)   1,498  

(  2.5)a 

16,930 (17.6)a 

Obstetric factors      

Nulliparous 609 (100) - 609 (43.2) 24,876 (40.8)a   93,482 

(42.1)a 

Multiparous - 801 (100) 801 (56.8) 36,144 (59.2)a 128,608 

(57.9)a 

Characteristics of last birth       

Non operative vaginal - - 522 (65.2) 35,071 (57.5)a 166,208 

(56.4)a 

Operative vaginal - -   78 (  9.7)   5,892  

(  9.7)a 

  35,405 

(12.0)a 

Caesarean Section   - - 194 (24.2) 20,057 (32.9)a   93,157 

(31.6)a 

Labour / CS - - 131 (16.4)   7,450 (12.2)a   38,274 

(13.0)a 

No labour / CS - -   63 (  7.9) 12,607 (20.7)a   54,876 

(18.6)a 

Missing - -     7  ( 0.9) -       51 (  0.0)a 

Last Birth Pre-term - -   57  ( 7.1)   4,754  

(  7.8)a 

  22,004 

 (  7.5)a 
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Characteristics Nulliparous 

women  

N = 609 

Multiparous 

women 

N = 801 

Total sample 

N = 1,410 

 

State birthing 

population 

N = 61,020 

 

National 

birthing 

population 

N = 294,814 

Last Birth Term - - 737 (92.1) 56,260 (92.2)a 272,760 

(92.5)a 

Missing - -     6 (  0.8)         6 (  0.0)a       50 (  0.0)a 

Live born - - 784 (97.9) 61,612 (98.9)a 297,357 

(99.3)a 

Stillborn - -   7 (  0.87)      413  

(  0.7)a 

    2,206  

(  0.7)a 

Neonatal death -   -     3  ( 0.4)      235  

(  0.4)a 

        641  

( 0.2)a 

a 
(Li et al., 2012); 

b
 (Queensland Government, 2011); 

c
 (Australian Bureau of Statistics, 2013a). 

State and National Employment figures pertain to all Australian women aged 16 to 49 (Australian 

Bureau of Statistics, 2013b). 

Obstetric Characteristics 

Thirty-five percent (n = 498) of women were pregnant for the first time. A number 

of nulliparous women had previously miscarried or terminated a pregnancy (n = 

118, 20%). Around one third of all women (n = 426, 30%) had a prior history of 

miscarriage or termination. Just under half the women would give birth for the 

first time (n = 609, 43%) with 801 women (57%) preparing to have a subsequent 

baby. Thirty-five percent (n = 493) of women stated their pregnancy was 

unplanned. Of the multiparous women 194 (24.2%) had a caesarean section 

(Emergency: n = 131, 16.4%; Elective: n = 63, 7.9%) in their last birth (as 

outlined in Table 6). Compared to National and State rates, women in the study 

were slightly younger, had lower overall CS rates, but had higher rates of 

emergency CS and lower rates of elective CS. Otherwise the study population 

had similar characteristics to the general birthing population.  
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Birth Preference 

The majority of participants indicated they would prefer a vaginal birth (n = 1,220, 

86.5%) with around twelve percent (n = 168, 11.9%) indicating a preference for a 

caesarean delivery. Twenty-two women (1.6%) indicated they were unsure or 

declined to respond. Of women indicating a preference for CS most were already 

mothers (Multiparous: n = 131, 78%; Nulliparous: n = 37, 22%). Around eight out 

of every ten multiparous women preferring caesarean section in this current 

pregnancy had a history of CS in their last birth (n = 103, 78%).  

Preference for caesarean section  

Thirty-two percent (n = 54) of the 168 women preferring a CS had high childbirth 

fear scores (range 66 to 115) (Multiparous: n = 37, 22%; Nulliparous: n = 17, 

10%). Of all women preferring CS around one third reported suffering a mental 

health condition (n = 62, 37%).  

Psycho-social Variables 

A mental health condition prior to pregnancy was acknowledged by 26% (n = 

366) of women (refer to Table 7). Of these women, the most frequent mental 

health condition experienced was depression (n = 145, 10.3%) followed by 

anxiety (n = 62, 4.4%) and post traumatic stress disorder (n = 8, 0.6%). Around 

ten percent of women experienced a combination of conditions (n = 154, 10.9%). 

The most prevalent co-morbid conditions were depression and anxiety (n = 117, 

75.9%).  

Two questions were drawn from the EQ5D questionnaire (EuroQuol Group, 

2009) (describing anxiety/depression today and pain/discomfort today) to assess 

women’s wellbeing when entering the study. On the day of completing the study 

questionnaire, around one fifth of women (n = 254, 18%) indicated they were 

experiencing moderate or extreme levels of anxiety or depression, and one third 

(n = 512, 36.2%) reported moderate or extreme levels of pain. These symptoms 



 
 

107 

occurred at similar frequency for nulliparous and multiparous women (as outlined 

in Table 7). 

Support from the father of the baby was acknowledged by 94.3% (n = 1,329) of 

women. Three-quarters of women (n = 1,062, 75.4%) reported having the same 

level or more detailed childbirth knowledge compared to other women (refer 

Table 7). When comparing knowledge for parity, nulliparous women indicated 

less knowledge than multiparous women (n = 291, 47.8% vs. n = 48, 6%).  
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Table 7: Baseline psycho-social characteristics 

Characteristics Nulliparous Study 

Sample 

n 609 (%) 

Multiparous Study 

Sample 

n 801 (%) 

Total Study sample 

 

n 1410 (%) 

Preferred Birth      

Vaginal Birth 564 (92.6) 656 (81.9) 1220 (86.5) 

Caesarean Section   37 ( 6.1) 131 (16.4)   168 (11.9) 

Missing /  Not stated     8 (1.3)    14 ( 1.7)     22 (1.6) 

W-DEQ Mean (SD, range) 55.05 (20.7, 4 to 128) 45.18 (21.9, 0 to 

115) 

49.5 (21.9, 0 to 128) 

n=1386 

Missing    5 ( 0.8)    19 ( 2.3)  24 ( 1.7) 

Decisional Conflict scale Mean (SD, range) 37.7 (21.5, 0 to 100) 23.7 (22.3, 0 to 100) 29.7 (23, 0 to 100)  

Missing 15 ( 2.5) 15 ( 1.9) 30 ( 2.1) 

EPDS Mean (SD, range)   5.4 ( 4.7, 0 to 24)  4.9 (4.6, 0 to 24) 5.1 (4.6, 0 to 24)  

Mental health problem prior to pregnancy    

Yes 155 (25.5) 211 (26.3)   366 (26.0) 

No 454 (74.5) 590 (73.7) 1044 (74.0) 

Anxiety / Depression today (EQ5D)    

Yes 111 (18.2) 143 (17.9)   254 (18.0) 

No 497 (81.6) 656 (81.9) 1153 (81.8) 

Missing     1 (  0.2)     2 (  0.2)       3 (  0.2) 

Pain / discomfort today (EQ5D)    

Yes 240 (39.4) 272 (34.0)  512 (36.2) 

No 368 (60.4) 527 (65.8)  895 (63.6) 

Missing     1 (  0.2)     2 (  0.2)      3 ( 0.2 ) 

Partner Support    

Yes 572 (93.9) 757 (94.5) 1,329 (94.3) 

No   29 (  4.8)   33 (  4.1)      62 (  4.4) 

Missing     8 (  1.3)   11 (  1.4)      19 (  1.3) 

Birth Knowledge    

<Knowledge than others 291 (47.8)   48 ( 6.0)    339 (24.0) 

≥ Knowledge than others 310 (50.9) 752 (93.9) 1,062 (75.4) 

Missing     8 (  1.3)     1 (  0.1)        9 (  0.6) 
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Reliability of Standardised Measures 

Fear levels (WDEQ), depression (EPDS) and decisional conflict (DCS) were 

determined with use of validated scales and assessed for internal reliability (refer 

Table 8). A Cronbach’s alpha above 0.70 was used (DeVellis, 2003), but 

coefficients above 0.80 or greater are considered more desirable (Pallant, 2011; 

Polit, 2010). Small numbers of items may rely on reporting the mean inter-item 

correlation for an optimal range of .2 to .4 (Briggs & Cheek, 1986 ). For the 

present study Cronbach’s alpha coefficients greater than 0.80 for each scale 

(WDEQ, DCS, EPDS) were obtained.    

 

Table 8: Internal reliability of scales (Study 1) 

Scale Cronbach’s Alpha Mean, SD, Range 

Wijma Delivery Expectancy / Experience Questionnaire (WDEQ) 0.937 49.48, 21.93, 0-128 

Edinburgh Postnatal Depression Scale (EPDS) 0.866 5.14, 4.63, 0-24 

Decisional Conflict Scale (DCS) 0.974  19.02, 14.7, 0-100 

 

Childbirth Fear 

One thousand three hundred and eighty-six participants (98%) completed the 

WDEQ as a measure of childbirth fear. Of these, fear scores ranged from 0 to 

128 (out of a possible total score of 165, Mean = 49.5, SD = 21.9) (as shown in 

Table 7). An independent-samples t-test identified statistically significant higher 

WDEQ scores at baseline for nulliparous women compared to multiparous 

women (Mean = 55.05, SD = 20.7 vs. Mean = 45.18, SD = 21.9; t = (1384) = 

8.52, p <0.001, two tailed). 

A further analysis of fear levels for the WDEQ (low, moderate, high, severe and 

extreme fear) by parity is outlined in Table 9. Nearly one in three (31.5%) women 

having their first baby compared to around one in five multiparous (18%) women 

scored high (WDEQ ≥66) for childbirth fear.  
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Table 9: Level of childbirth fear by parity 

Parity WDEQ ≤37 

(low fear) 

n (%) 

WDEQ 38-65  

(moderate) 

n (%) 

WDEQ 66-84 

(high) 

n (%) 

WDEQ 85-99 

(severe) 

n (%) 

WDEQ ≥100 

(extreme)  

n (%) 

Total 

n (%) 

Nulliparous 

Missing 

126 (20.7) 288 (47.3) 151 (24.8)   26 (4.3) 13 (2.1) 604(42.8) 

     5 (0.4) 

Multiparous 

Missing 

309 (38.6) 330 (41.2) 114 (14.2)  19  (2.4)   10  (1.2) 782(55.5) 

   19 (1.3) 

Total 

Missing 

435 (30.9) 618 (43.8) 265 (18.8) 45 (3.2)  23  (1.6) 1386(98.3) 

24 ( 1.7) 

 

Decisional Conflict 

A score of 25 or lower (out of a possible score of 100) on the Decisional Conflict 

Scale (DCS) indicates an ability to make decisions (O’Connor, 2010). Scores ≥ 

37.5 are associated with decision delay or feeling unsure about implementing 

decisions. The DCS scores of pregnant women in the present study indicated 

some difficulty for implementing decisions, and this was most specific to 

nulliparous women (Mean = 37.7, SD = 21.5, range = 0 to 100 vs. Multiparous: 

Mean = 23.7, SD = 22.3, range = 0 to 100). Two percent of participants (n = 

30/1410) did not complete the DCS. 

Depressive Symptoms 

Around 8% (n = 111, 7.9%) of participants scored >12 on the Edinburgh 

Postnatal Depression Scale. There was a similar incidence for nulliparous (n = 

53, 8.8%) and multiparous women (n = 58, 7%). Just over half (n = 63, 57%) of 

women with an EPDS score of >12 had high childbirth fear (WDEQ ≥66), with 

38% (n = 24) of this group indicating severe childbirth fear (WDEQ-A ≥85). The 

risk management protocol for women with EPDS >12 was followed to ascertain 

women’s need for an appointment with a mental health practitioner. 
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Factors Associated with Childbirth Fear 

Demographic, obstetric and psycho-social characteristics of participants were 

investigated (as independent variables) for associations with childbirth fear 

(WDEQ total score was the dependent continuous variable). Analyses were 

undertaken by univariate analysis using for demographics: the categorical 

variables of age, marital status, education, employment, income and a 

continuous variable for BMI; obstetric (categorical variables - parity, history of 

miscarriage, and last mode of birth for multiparous women) and psycho-social 

factors (continuous variables - decisional conflict, depressive symptoms per 

EPDS; and categorical variables for birth preference, current anxiety or 

depression, current level of pain, social support and childbirth knowledge). 

In the first instance analyses were conducted for the whole sample against 

characteristics of interest that may impact childbirth fear levels (as shown in 

Table 10), and then also conducted within parity groups. Independent t-tests, 

Pearson’s product-moment correlation coefficient and ANOVA analyses were 

conducted for parametric variables, and Mann-Whitney, Kruskal-Wallis and 

Spearman’s Rank Order Correlation for non-parametric variables. 

A cut point of <30 and ≥30 was used for analysis of BMI indicating obesity and 

increased obstetric risk for interventions (Australian Health Ministers’ Advisory 

Council (AHMAC), 2012). This parameter was chosen for three reasons: (1) it 

was not known if the weight had been derived (pre-pregnancy or during 

pregnancy); (2) there was a possible 12 week variation between pregnancy 

gestations of women as recruitment occurred anytime between 12 and 24 weeks 

of pregnancy; and (3) while it is accepted that extremely thin women with a BMI 

<16 also have increased health risks, only two percent of participants were at this 

level and did not skew the distribution.  

Analyses were not conducted for the variables of country of birth or identifying as 

Aboriginal due to disproportionate group size.  
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An association was found between childbirth fear and employment but not for 

any other demographic characteristic investigated (see Table 10). A Kruskal-

Wallis Test revealed a statistically significant difference in fear levels across 

categories (part-time (n = 230), casual (n = 198), full time (n = 501), not 

employed for past 12 months (n = 52), home duties (n = 327), on maternity leave 

(n = 18), other (self-employed/student), (n = 53) (X2  6, 1379 = 25.8, p <0.001). 

Women not employed for more than twelve months recorded a higher median 

fear score (Md = 61) than the other groups (Md ranges of 45 to 53). Women 

providing care within the home had the lowest median fear score (Md = 45). Due 

to small numbers ‘not employed for past 12 months’ and ‘other’ group a Mann-

Whitney test was used to determine a difference for two groups; those in paid 

work and those not in paid work. A significant difference in level of childbirth fear 

was found for women in paid work (Md = 50, n = 1,000) and those not in paid 

work (Md = 47, n = 379), U = 175826, z = -2.072, p = 0.038, r = .06). When the 

seven employment groups were compared it appeared that there may be a 

protective effect for women providing care in the home. However this benefit may 

have mediated the effects for those out of work for more than 12 months 

because, in a second analysis when these participants were combined with all 

other participants who were not in paid work, it was found childbirth fear levels 

were higher for those in paid work. 

The obstetric characteristics of giving birth for the first time and mode of last birth 

for multiparous women were associated with statistically significant higher mean 

childbirth fear scores. There was a significant difference in the fear scores for 

nulliparous (M = 55.05, SD 20.7) and multiparous women (M = 45.18, SD 21.9; t= 

(1384) = 8.52, p = <0.001, two tailed). The magnitude of difference in the means 

(mean difference = 9.87, 95% CI: 7.60 to 12.41) was small (eta squared = 0.05). 

Analysis comparing fear scores of women who had a previous non-operative 

birth (Md = 40, n = 519) compared to any type of operative birth indicated normal 

birth was protective for childbirth fear compared to vacuum or forceps vaginal 

birth and elective or emergency caesarean section (Md = 50.5, n = 256, U = 

50662, z = -5.381, p < .001, r = 0.19).   
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Psycho-social variables of having a personal history of mental health problems, 

lacking partner support, desiring a CS for this birth and perceiving less 

knowledge than peers were found to have a statistically significant association 

with childbirth fear scores, depressive symptoms (EPDS) and decisional conflict 

(DCS) showing moderate effect (Cohen, 1988).  

 

Table 10: Comparison of childbirth fear by demographic, obstetric and 
psychosocial factors 

Characteristics WDEQ score 

(Md) 

n (%) Statistic p-value Effect  

Demographic 

Age (WDEQ 

Mean) 

49.5  1,382 (98.0) 

 

r = -0.19 0.49 r = -0.19+ 

 

In a Relationship  

Y 

N 

 

49 

56 

1,380 (97.9) 

1,273 (90.3) 

   107 (  7.6) 

z= -1.73 0.84 r=.05 

Education (WDEQ 

Mean) 

≤Yr12 

>Yr12 

 

 

48.9 

50.1 

1,382 (98.0) 

 

   691 (49.0)  

   691 (49.0) 

t=.-.966 0.33 eta=-6.76 

Employment  

Paid  

Unpaid 

 

50 

47 

1,379 (97.8) 

1,000 (70.9) 

   379 (26.9)      

z=-2.07 0.03 r=-0.06 

Income  

<$78,000 

≥$78,000 

 

50 

50 

1,316 (93.3) 

    775 (54.9) 

    541 (38.4) 

z=-.39 0.7 r=0.01 

BMI  

<30 

≥30 

 

49 

50 

1,295 (91.8) 

1,004 (71.2) 

   291 (20.6) 

z=-.29 0.77 r=0.008 

Obstetric 

Parity (WDEQ 

Mean) 

 

 

1,386 (98.3) 

 

t=8.518 <0.001 eta=0.05* 
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Characteristics WDEQ score 

(Md) 

n (%) Statistic p-value Effect  

Nullipara 

Multipara 

55.1 

45.2 

   604 (42.8) 

   782 (55.5)      

Hx Miscarriage  

Yes 

No 

 

49.1 

49.7 

1,386 (98.3) 

   417 (29.6) 

   969 (68.7) 

z=-0.54 0.6 r=-0.014 

Last Birth Mode  

Non-operative 

Operative birth 

Missing 

 

40 

51 

  775 (96.8) 

  519 (64.8) 

  256 (32.0) 

    26 (  3.2) 

z=-5.38 <0.001 r=-0.19 

Psycho-social 

Birth preference  

Vaginal 

Caesarean 

Missing 

 

48 

57 

1,365 (96.8) 

1,213 (86.0) 

   152 ( 10.8) 

     45 (   3.2) 

z=-3.77 <0.001 r=--0.10 

Hx Mental Health  

Yes 

No 

Missing 

 

58 

46 

1,386 (98.3) 

  358  (25.4) 

1,028 (72.9) 

     24 (  1.7) 

z=-7.44 <0.001 r=-0.20 

Anxiety/depression 

today (EQ5D) 

Yes 

No 

Missing 

 

 

65 

46 

1,383 (98.1) 

 

   247 (17.5) 

1,136 (80.6) 

     27 ( 1.9) 

z=-11.3 <0.001 r=-0.30 

Pain /discomfort 

Mod/Extreme 

None/Mild 

Missing 

 

54 

47 

1,383 (98.1) 

   503 (35.7) 

   880 (62.4) 

     27 (  1.9) 

z=-5.07 <0.001 r=-0.14 

Knowledge 

< than others 

>than others 

Missing 

 

59 

45 

1,378 (97.7) 

   335 (23.7) 

1,043 (74.0) 

     32 (  2.3) 

z=-9.25 <0.001 r=-0.25 
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Characteristics WDEQ score 

(Md) 

n (%) Statistic p-value Effect  

Partner Supportive 

Yes 

No 

Missing 

 

48 

66 

 

1,368 (97.0) 

1,307 (92.7) 

     61 (  4.3) 

     42 (  3.0) 

z=-5.26 <0.001 r=-0.14 

EPDS  

Missing 

 1,386 (98.3) 

     24 (  1.7) 

rho=0.43** <0.001 rho=0.43++ 

DCS   

Missing 

 1,356 (96.2) 

      54 ( 3.8) 

rho=.389** <0.001 rho=.389++ 

** Correlation is significant at the 0.01 level. Effect size for Pearson and Spearman 
correlation small = +, medium = ++ or large = +++ based on Cohen (1988). 

 

Within parity groups – demographic factors 

Findings remained consistent in relation to childbirth fear when analysed within 

parity groups. No association for age, education, paid work, income or BMI was 

found. However among the multiparous women, those without a partner reported 

significantly higher WDEQ scores (Md = 49, n = 64), compared to women in a 

relationship (Md = 44, n = 717), (U = 19,516, z = -1.98, p = 0.047, r = 0.07) 

however the effect size was small (Cohen, 1988). The previous finding of an 

association between employment and fear was not apparent when analysed by 

parity.  

Within parity groups – obstetric factors 

For obstetric factors an association was found between childbirth fear and parity, 

and last mode of birth, but not for a history of miscarriage. There was a 

significant difference in the scores for first time mothers (M = 55.05, SD 20.7) and 

multiparous women (M = 45.18, SD 21.9; t = (1384) = 8.52, p <0.001, two tailed). 

The magnitude of differences in the means (mean difference = 9.87, 95% CI: 

7.60 to 12.41) was small (eta squared = 0.05). Nulliparous women had a mean 

higher WDEQ score to multiparous women. 
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In comparing modes of birth in multiparous women, operative vaginal birth, 

emergency CS and elective CS indicated a statistically significant difference in 

WDEQ scores compared to non-operative vaginal birth. Significant differences 

were found at the Bonferonni adjusted alpha level of 0.016 comparing non-

operative vaginal birth (Md = 40, n = 519) and operative vaginal birth (Md = 47, n 

= 77, U = 16474, z = -2.5, p = 0.013, r = -0.10); non-operative vaginal birth and 

emergency caesarean (Md = 53, n = 123, U = 23007, z = -4.82, p <0.001, r = -

0.2), and non-operative vaginal birth and elective caesarean (Md = 52, n = 56, U 

= 11182, z = -2.84, p = 0.005, r = -0.12). 

Within parity groups – psychosocial factors 

The psychosocial variables each showed similar statistically significant 

differences in childbirth fear scores when analysed by parity. Nulliparous women 

who preferred a vaginal birth (Md = 55, n = 559) had statistically significant lower 

scores compared to nulliparous women preferring caesarean section (Md = 65, n 

= 37 U = 7273, z = -3.03, p = 0.002, r = -0.01). This was also true for multiparous 

women preferring a vaginal birth (Md = 42, n = 654) and those preferring a 

caesarean section (Md = 54, n = 115, U = 28630, z = -4.09, p <0.001, r = -0.15). 

Significant differences in childbirth fear scores occurred for nulliparous women 

with a history of a mental health condition (Md = 66, n = 153) and those without 

(Md = 52, n = 451, U = 24045, z = -5.607, p <0.001, r = -.23). Similar differences 

occurred for multiparous women with a history of a mental health condition (Md = 

54, n = 205) and those without (Md = 41, n = 577, U = 43552, z = -5.613, p 

<0.001, r = .20). 

Nulliparous women reporting moderate to extreme anxiety or depression (as 

measured by the EQ5D) at baseline had higher childbirth fear scores (Md = 69, n 

= 111) than nulliparous women without any anxiety or depression (Md = 52, n = 

492, U = 14297, z = -7.848, p <0.001, r = -0.32). Multiparous women with 

moderate to extreme anxiety or depression (EQ5D) indicated higher levels of fear 

(Md = 60, n = 136) than women without the condition/s (Md = 41, n = 644, U = 

23485, z = -8.506, p <0.001, r = -8.506). 
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A significant difference was found in childbirth fear scores for nulliparous women 

reporting moderate to extreme pain on day of entering the study (Md = 59, n = 

239) and nulliparous without pain (Md = 53, n = 364, U = 36492, z = -3.349, p = 

0.001, r = -0.136). There was also a significant difference in childbirth fear scores 

for multiparous women experiencing pain in second trimester of pregnancy (Md = 

49, n = 264) and multiparous women without pain (Md = 42, n = 516, U = 57604, 

z = -3.529, p <0.001, r = -0.126).  

Nulliparous women indicating lower levels of childbirth knowledge had higher fear 

scores (Md = 60, n = 290) compared to nulliparous women with more knowledge 

(Md = 51, n = 307, U = 33968, z = -5.008, p <0.001, r = -.204). A similar outcome 

was found when the multiparous groups were compared (Md = 56, n = 45 and 

Md = 43, n = 736) respectively (U = 11570, z = -3.397, p = 0.001, r = -.121). 

Women who reported not having partner support had statistically significantly 

higher childbirth fear scores within the parity groups. Nulliparous women without 

partner support reported more fear (Md = 72, n = 29) than those with partner 

support (Md = 55, n = 567, U = 5041, z = -3.52, p <0.001, r = -0.14). Multiparous 

women without partner support reported more fear (Md = 64, n = 32) than those 

with partner support (Md = 43, n = 740, U = 6928, z = -3.98, p <0.001, r = -0.14). 

Spearman’s product-moment correlation coefficient was used to investigate a 

relationship between childbirth fear and decisional conflict (DCS), and fear and 

depressive symptom scores (EPDS). A medium, positive correlation was found 

between fear scores and DCS scores for both nulliparous (rho = .312, n = 594, p 

<0.001) and multiparous women (rho = .374, n = 786, p <0.001). A medium 

positive relationship was also found between childbirth fear and depressive 

symptoms for both nulliparous (rho = .455, n = 604, p <0.001) and multiparous 

women (rho = .422, n = 782, p <0.001) indicating that high levels of decisional 

conflict and high levels of depressive symptoms were associated with high levels 

of childbirth fear in women having a first baby and women who were already 

mothers. 
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Predictors of Childbirth Fear 

Following the identification of statistically significant findings for an association 

between childbirth fear and parity, childbirth knowledge, partner support, DCS 

and EPDS; a predictive model for childbirth fear was conducted. Global scores 

were calculated for social support (minimum 0 and maximum 20) and for 

childbirth knowledge (minimum 0 and maximum 18) using Drummond’s (1997) 

questionnaires.  

Standard multiple regressions were used to assess if EPDS, DCS, global scores 

for social support and knowledge and parity; predict levels of childbirth fear. All 

measures were statistically significant, for predicting childbirth fear with EPDS 

recording a higher beta value (beta = .360, p <0.001), than DCS (beta = .201, p 

<0.001), social support (beta = -.149, p <0.001) childbirth knowledge (beta = -

.133, p <0.001) and parity (beta = -.122, p <0.001).  

The conclusions drawn from Study One are presented at the end of this chapter. 

The findings of Study Two are now presented. 
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STUDY TWO 

A Randomised Controlled Trial of a Midwife-led Psycho-education 

Intervention for Childbirth Fear in Childbearing Women.  

The results pertaining to Study 2 are presented. As reported in Chapter 4, the 

RCT did not include all women recruited for the larger BELIEF study. For the 

purpose of this thesis, Study 2 comprised participants who were recruited to 

Study 1 as of March 2013, and had completed 36 week gestation data collection 

in June 2013. The CONSORT diagram for participant flow through the study is 

presented in Figure 5. 

Two hundred and fifty (n = 250) women reported high fear (WDEQ ≥66) and were 

randomised to control and intervention groups. Two women were incorrectly 

randomised with fear levels of 63 on the WDEQ and removed from analysis. One 

hundred and forty-three (n = 143, 58%) women completed the second 

questionnaire at 36 weeks gestation. One hundred and five (n = 105) women did 

not complete the second questionnaire due to withdrawing from the study (n = 

34), being lost to follow-up (n = 67), or giving birth prematurely (n = 4) (refer to 

Table 11). There were no significant differences between women returning all 

data (n = 143) and women lost to follow-up (n = 105) for age, country of birth, first 

pregnancy, CS at last birth, marital status, BMI, preferred birth mode, DCS, 

EPDS, anxiety and WDEQ scores. However statistically significant differences 

were found for education and household income. Women on lower incomes and 

achieving a year 12 education or less were more likely to be lost to follow-up.  
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Figure 5: Study 2 CONSORT flow diagram for cohort associated with 
Doctoral Program 

 

  Assessed for eligibility as at 13
th
 

March, 2013 (n= 1859) 

Excluded (n=704) 

   Declined for personal, partner or 

children reasons (n=32) 

   Declined without reason (n= 631) 

   Too busy (n= 41) 

 

Analysed (n=69, 58%) 

 

Further loss to follow-up (n=7) 

Withdrew (n=1) 

Allocated to Counselling (n= 118)  

Received intervention as per protocol (n= 77) 

Did not receive intervention as per protocol (n=41) 

o Withdrew before 1
st
 intervention (n=18) 

o Withdrew before 2
nd

 intervention (n=1) 

o Lost at time of 1
st
 intervention (n=10) 

o Lost at time of 2
nd

 intervention (n= 11) 

o Gave birth before 2
nd

 intervention (n= 1  ) 

 

Lost to follow-up (n=39) 

Withdrew (n=14)  

Gave birth early (n=3) 

Allocated to Control (n= 132) 

Randomised incorrectly (n=2) 

Analysed (n=74, 56%) 

 

 

Allocation 

Analysis 

Follow-Up 

Randomised (n= 250) 

Enrollment 

Recruited (n = 1155, 62%) 

WDEQ <66 (n= 905, 78%) 

WDEQ ≥66 (n=250, 22%) 

 

NB: Only women recruited to the 
ongoing BELIEF study who 
reached 36 weeks gestation by 
June 2013 could be included for  
analyses 



 
 

121 

Table 11: Comparison of randomised participants who returned data versus 
those who did not return data 

Characteristics Participants returning data at 

36 weeks 

n=143 

Participants not returning 

data at 36 weeks 

n=105 

p-value 

 n (%) n (%)  

Age yrs  Mean (SD, range) 29 ( 5.55, 17 to 51)  27.7 (5.86, 17 to 40)  0.08 

Gestation at recruitment Mean (SD, 

range) 

18.4 (3.08, 11 to 25) 19 (3.02, 11 to 24) 0.11 

Marital status    0.05 

In relationship  136 (95.1) 91 (86.7)  

Not in a relationship     6 (  4.2) 12 (11.4)  

Missing     1 (  0.7)   2 (  1.9)  

Education    0.003 

Year 12 or less  61 (42.7) 66 (62.9)  

Post Year 12 82 (57.3) 39 (37.1)  

Income     0.024 

$0 - $51,999 36 (25.2) 42 (40.0)  

$52000 - $77999 44 (30.8) 23 (21.9)  

>$78000 60 (42.0) 34 (32.4)  

Missing   3 (  2.1)   6 (  5.7)  

Country of birth    0.38 

Australia 105 (73.4) 83 (79)  

Other   38 (26.6) 22 (21)  

Aboriginal    4 (2.8)   2 (1.9) 0.97 

First pregnancy  69 (48.3) 51 (48.6) 1.00 

CS last birth    0.81 

No labour / CS   3 (  2.1)   4 (  3.8)  

Labour / CS 17 (11.9) 13 (12.4)  

Preferred birth    0.44 

Vaginal  118 (82.5) 85 (81.0)  

Caesarean   20 (14.0) 20 (19.0)  

Missing     5 (  3.5) -  

BMI    0.88 

≤30 103 (72.0) 74 (70.5)  

>31   29 (20.3) 23 (21.9)  
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Characteristics Participants returning data at 

36 weeks 

n=143 

Participants not returning 

data at 36 weeks 

n=105 

p-value 

Missing   11 ( 7.7)   8 (  7.6)  

W-DEQ Median (IQR) 

Mean (SD, range) 

75 (71, 84) or 

78.7 (11.89, 66 to 127) 

76 (70, 84) or 

79.2 (12.4, 66 to 128) 

0.74 

Missing -   2 (  2.0)  

DCS Mean (SD, range) 40.4 (22.07, 0 to 100) 40.3 (23.0, 6 to 100) 0.98 

Missing   2 (1.4)   3 (2.9)  

EPDS Mean (SD, range) 8.3 (5.2, 0 to 24) 8.2 (5.3, 0 to 23) 0.87 

W-DEQ - Wijma Delivery Expectancy Scale; EPDS – Edinburgh Postnatal Depression Scale; 

DCS – Decisional Conflict Scale. 

Intervention Dose/Completion Rate  

Of the 108 women allocated to the intervention group, 69 (63.9%) women 

returned data for analysis. Of these 69 women in the treatment group, 64 

(92.8%) received both intervention sessions, three women (4.3%) completed one 

telephone psycho-education counselling session and two women (2.9%) did not 

receive the intervention. The mean duration of the first psycho-education session 

was 58 minutes (range = 22 mins to 125 mins) and mean duration for the second 

session was 45 minutes (range = 10 mins to 104 mins). There were no adverse 

events reported in either the intervention or control groups as a result of 

participating in the study. 

Comparison Between Groups at Baseline 

Twenty women (14%) who returned all data at both Time 1 (T1) and Time 2 (T2) 

(n = 143) had a CS in their last birth. More women in this group had an 

emergency CS (n = 17, 12%) compared to women having an elective CS (n = 3, 

2%). Refer to Table 12 for baseline comparison of women randomised to 

intervention and control arms of the RCT. 
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Table 12: Baseline participant characteristics for treatment and control groups 

Characteristic Randomised to treatment group  

N=69 (%) 

Randomised to control group  

N=74 (%) 

Age yrs Mean (SD, range) 

Missing 

28.7 (5.98,17 to 51) 

- 

29.2 (5.15, 18 to 42)  

- 

Education  

Year 12 or less 

Post Year 12 education 

Missing 

 

32 (46.4) 

37 (53.6) 

- 

 

29 (39.2) 

45 (60.8) 

- 

Income  

0 to $51,999  per annum 

>$52,000 to $77,999 

>$78,000 per annum 

Missing 

 

18 (26.1) 

26 (37.7) 

25 (36.2) 

- 

 

18 (24.3) 

18 (24.3) 

35 (47.3) 

  3 ( 4.1) 

Parity  

Nulliparous 

Multiparous 

Missing 

 

29 (42) 

40 (58) 

- 

 

33 (44.6) 

41 (55.4) 

- 

Marital status  

Not in a relationship 

In a relationship 

Missing 

 

  5 (7.2) 

64 (92.8) 

- 

 

  1 (  1.4) 

72 (97.3) 

  1 (  1.4) 

Country of birth  

Australia 

Other Country 

Missing 

 

54 (78.3) 

15 (21.7) 

- 

 

51 (68.9) 

23 (31.1) 

- 

Gestation at recruitment Mean (SD, 

range) 

Missing 

 

18.6 (3.4, 11 to 25 weeks) 

- 

 

18.3 (2.8, 13 to 24 weeks) 

- 

BMI  

≤ 30 

>30 

Missing 

 

52 (75.4) 

12 (17.4) 

  5 (  7.2) 

 

51 (68.9) 

17 (23.0) 

  6 (  8.1) 

Preferred birth mode  

Vaginal 

Caesarean 

 

58 (84.1) 

  9 (13.0) 

  

60 (81.1) 

11 (14.9) 
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Characteristic Randomised to treatment group  

N=69 (%) 

Randomised to control group  

N=74 (%) 

Missing   2 (  2.9)   3 (  4.1) 

CS last birth  

No Labour CS 

Labour / CS 

Missing 

 

  2 (2.9) 

  8 (11.6) 

- 

 

1 (1.4) 

9 (12.2) 

- 

History of Mental Health Condition 

Yes 

No 

Missing 

 

39 (56.5) 

30 (43.5) 

- 

 

29 (39.2) 

45 (60.8) 

- 

History of Tobacco Smoking  

Yes 

No 

Missing 

 

35 (50.7) 

34 (49.3) 

- 

 

30 (40.5) 

44 (59.5) 

- 

WDEQ Mean (SD, range) 

Missing 

82 (13.6, 67 to 127) 

- 

76 (9.1, 66 to 108) 

- 

EPDS Mean (SD, range) 

Missing 

9.36 (5.7, 0 to 21) 

- 

7.4 (4.64, 0 to 24) 

- 

DCS Mean (SD, range) 

Missing 

43.7 (24.4, 0 to 100) 

 - 

37.2 (19.21, 0 to 94) 

2 (2.7) 

 

W-DEQ - Wijma Delivery Expectancy Scale; EPDS – Edinburgh Postnatal Depression Scale; 

DCS – Decisional Conflict Scale. Md=median; IQR=Interquartile range:25
th
 percentile, 75

th
 

percentile  

 

Internal Reliability of Scales 

The reliability of the scales was rechecked in the RCT against baseline scores for 

participants who were randomised to the intervention and control groups. Again, 

a Cronbach’s alpha coefficient for each scale indicated good internal 

consistency. The Cronbach’a alpha coefficient of each scale as well as mean 

score, standard deviation and range are presented in Table 13.  
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Table 13: Reliability of outcome measures for Study 2 

Scale Cronbach’s alpha  Mean, SD, Range 

Wijma Delivery Expectancy / Experience Questionnaire (WDEQ) .94 54.6, 23.1, 66-127 

Edinburgh Postnatal Depression Scale (EPDS) 

 

.87 5.81, 4.87, 0-24 

Decisional Conflict Scale (DCS) .98 19.73, 14.99, 0-100 

 

Effect of Intervention on Childbirth Fear  

Primary outcome 

A one-way between-groups analysis of covariance (ANCOVA) compared the 

effectiveness of the intervention in reducing participants’ fear of childbirth as 

measured by WDEQ. The independent variables were the intervention and 

control groups, and the dependent variable was the fear score after the 

intervention had been completed. Women’s baseline fear score at recruitment 

was used as the covariate in this analysis. 

Preliminary checks were conducted to ensure there was no violation of the 

assumptions of normality, linearity, homogeneity of variances, homogeneity of 

regression slopes, and reliable measurement of the covariate. After adjusting for 

pre-intervention scores, there was a significant difference between the two 

groups on post-intervention scores for fear of birth (F(1, 140) = 8.1, p = 0.005, 

partial eta squared = .06). There was a medium effect between the pre-

intervention and post-intervention scores for childbirth fear.  

Secondary outcomes 

Investigation were planned for the secondary outcomes of DCS and EPDS 

scores, however data were not evenly distributed preventing ANCOVA analyses. 

Refer below for change scores. A McNemar’s chi-square test was conducted for 

the secondary outcome of birth preference to determine if more women preferred 

vaginal birth following the intervention (refer below).  
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Table 14: Change in scores for treatment and control groups for primary and 
secondary outcomes 

Variables Intervention Control Change in Scores 

Primary and 

Secondary 

Outcomes 

n Mean 

change 

score (SD) 

n Mean 

change 

score (SD) 

Mean 

change 

difference 

95% CI for 

mean 

change 

difference 

p value Effect 

size 

WDEQ 69 20.77 

(18.92) 

74 10.23 

(16.67) 

10.54 4.65, 16.42 .001a 0.59 

 

DCS  69 

 

25.63 (25.2) 

 

72 

 

16.28 (20.6) 

 

9.36 

 

1.71, 17.01 

 

.017 a 

 

0.41 

EPDS 

 

69 1.26 (4.97) 74 .55 (5.38) .71 -1.01, 

2.42 

.417 0.14 

a
Holms modified Bonferonni indicates significance. Change scores were calculated by subtracting 

time 2 from time 1.  

 

Change scores over time 

Change scores for the primary outcome of fear as measured using the WDEQ 

were calculated (time 1 minus time 2) for both groups (refer to Table 14). 

Similarly change scores for secondary outcomes were analysed for decisional 

conflict (DCS) and depression (EPDS). Statistically significant differences for fear 

(p = 0.001) and decisional conflict (p = 0.017) were found for the intervention 

group compared to the control group and this remained significant when using a 

Holm’s modified Bonferonni correction (Streiner & Norman, 2000). Although there 

was an improvement in the right direction for depression symptoms there was no 

statistically significant difference (p = 0.42) in scores between the two groups for 

depressive symptoms (refer to Table 14). 

Given it is not clear if fear naturally increases or decreases across pregnancy a 

20 point margin in WDEQ score was chosen for chi square analysis to determine 

the percentage of participants whose levels improved versus no improvement. A 

20 point difference in WDEQ score delineates high (WDEQ ≥66), severe (WDEQ 

≥85) and extreme childbirth fear (WDEQ ≥100) (Zar et al., 2001). Therefore a 
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change of 20 points would indicate clinical significance due to a shift in the 

severity level of childbirth fear. A 10 point or more improved DCS score was 

adjusted for, with no adjusted change made on EPDS scores.  

A statistically significant difference was shown in the proportion of women in the 

intervention group who improved (n = 38/69, 55.1%) compared to women in the 

control group (n = 19/74, 25.7%) for childbirth fear determined by WDEQ. A Chi-

square test for independence (with Yates Continuity Correction) indicated a 

significant association between women who received the intervention and 

reduction in WDEQ score compared with women in the control group (X2 1, 143 = 

11.68, p = 0.001, phi = -.3). Based on Cohen’s criteria (1988) this is a moderate 

effect.  

A higher percentage of women who received the intervention had reduced levels 

of decisional conflict (n = 51/68, 75%) compared to the control group (n = 39/69, 

56.5%). This was also statistically significant (X2  1, 137 = 4.4, p = 0.036, phi -.2) 

with small to moderate effect (Cohen, 1988). Although a higher percentage of 

women in the intervention group showed improvement for depression (n = 42/69, 

60.9%) compared with the control group (n = 34/74, 45.9%), this was not 

statistically significant (X2 2, 143 = 3.3, p = 0.105. phi = 0.15). These results are 

presented in Table 15.  
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Table 15: Percentage of participants in control and intervention groups who 
showed improvement on outcomes 

Outcome 

Variables 

 

Intervention Control  

Improved No Improvement Improved No Improvement  

n % n % n % n % p value 

Fear 

(WDEQ) 

38/69 55.1 31/69 44.9 19/74 25.7 55/74 74.3 .001 

Decisional 

Conflict 

(DCS) 

51/68 75.0 17/68 25.0 39/69 56.5 30/69 43.5 .036 

Depression 

(EPDS) 

42/69 60.9 27/69 39.1 34/74 45.9 40/74 54.1 .105 

Improvement on WDEQ by 20 points or more; improvement on DCS by 10 points or 

more  

  Birth preference 

At baseline most women preferred vaginal birth, with low numbers of participants 

with high childbirth fear returning data at Time 2 preferring caesarean section in 

the intervention (n = 9, 13%) and control groups (n = 11, 14.9%). Participants’ 

preference for vaginal birth was similar at Time 1 to Time 2 (Intervention:  86.6% 

and 89.6%, n = 67, p = 0.69; Control: 85.5% and 87%, n = 69, p = 1.00).  

 

Conclusion 

The results of Study One identified that nulliparous women reported more fear 

than multiparous women and this remained consistent when tested against all 

variables analysed in this study. There was an association between being out of 

work for more than twelve months and higher fear scores. 

Women who had a previous operative vaginal birth (forceps or vacuum 

extraction) or caesarean section (elective or emergency) reported higher fear 

scores compared to women who had experienced a vaginal birth. Each of the 

psychosocial variables investigated indicated a statistically significant relationship 
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to childbirth fear. The largest variation in childbirth fear scores was shown for 

women who reported feeling moderately depressed or anxious (according to the 

EQ5D) at baseline and those without partner support for the pregnancy. Multiple 

regression analysis confirmed that parity and the psychosocial variables of 

depressive symptoms, decisional conflict, lower levels of childbirth knowledge 

and lack of social support were predictors for childbirth fear.  

The results of the RCT (Study 2) testing the efficacy of the midwife-led psycho-

education (BELIEF) intervention showed a statistically significant reduction in 

childbirth fear scores. Calculation of change scores for WDEQ, and DCS also 

found a statistically significant difference for fear and decisional conflict scores 

but not for EPDS scores or women’s birth preference following the intervention. 

However, depression scores were lower and a very small percentage rise in 

preference for vaginal birth was shown for the intervention group.  

In Chapter 6, a discussion of the findings outlined in this chapter will be 

presented and contrasted to existing evidence. The strengths and limitations of 

the investigation will also be discussed.  
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CHAPTER 6 

 

Discussion 

 
‘It seems that many health professionals involved in antenatal care have not 

realised that one of their roles should be to protect the emotional state of 

pregnant women’, Michel Odent in Bice (2010). 

 

Introduction 

This program of work reports on the largest cohort of women recruited and 

screened for childbirth fear in Australia to date. The program of work is also novel 

in testing the efficacy of a midwife-led psycho-education intervention to reduce 

childbirth fear. In this chapter the major findings of the two studies are discussed 

and contextualised with the current literature. Following the format used in 

chapter 5 the chapter begins with a discussion of the prevalence of childbirth fear 

in this large cohort of Australian pregnant women and the identified contributing 

obstetric and psychosocial risk factors (Study 1). Results of the randomised 

controlled trial (RCT) are then discussed and explores the ways in which the 

intervention addressed elements of women’s childbirth fear and enabled women 

to have less decisional conflict about their forthcoming birth (Study 2). The 

chapter concludes with an overview of the strengths and limitations of the 

doctoral program of work.   
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Prevalence of Childbirth Fear  

In the current study high childbirth fear (WDEQ ≥66) was found to occur in one in 

four women (24%) living in south east Queensland with nulliparous women 

having higher WDEQ-A scores (Mean 55) compared to multiparous women 

(Mean 45). This finding, although slightly lower, compares favourably to an 

earlier Western Australian study that also used the WDEQ-A and reported a 

prevalence of high childbirth fear in 26% of participating women. In that study 

Fenwick et al. (2009) determined that high fear levels were scores within the 

fourth quartile. The only other Australian study reporting levels of childbirth fear 

has been conducted by Haines et al. (2009). In this work the researchers 

screened and compared Australian and Swedish women in their second trimester 

of pregnancy living in a rural area of the respective countries. In the Australian 

arm they identified nearly 30% of women as highly fearful. Caution must be 

exercised when making direct comparisons with this study however, as Haines et 

al. (2009) used a two-item visual analogue scale to measure childbirth fear. 

None-the-less the prevalence of childbirth fear in Australian women would 

appear to occur in one in four women. 

Some thirty years ago Areskog (1981), one of the first researches to investigate 

childbirth related fear, reported that around 23% of women suffered childbirth 

fear; 17% were considered to be ‘moderately’ fearful and a further 6% had 

‘disabling’ fear. The current study found similar proportions in the degree of 

fearfulness (high fear 19%; severe fear 5%). From a review of studies that used 

the WDEQ-A, and a comparison of the different cut points used for childbirth fear, 

it appears that prevalence has remained consistent for various score levels, with 

little variation across cultures. In Australia, UK, Canada and Sweden for the 

years 2001 to 2013 (inclusive of the current study), where populations have been 

assessed against WDEQ ≥66, prevalence of childbirth fear has been between 

24% - 26% (Fenwick 2009, Johnson & Slade 2002, Hall 2009, Zar 2001).  

Of clinical concern is the identification of women with severe fear of childbirth. 

When assessed against the severe fear score (WDEQ ≥85), prevalence has also 
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been stable (8% - 11%) over a similar period of time and across countries, with 

the exception of a lower level (5%) in the current study and much higher level in 

one Swedish study of 16% (Nieminen, 2009). These variations for severely 

fearful women might be accounted for by the higher numbers of nulliparous 

women in the Swedish study compared to the current study.  

The relative stability in reported prevalence rates over the last 30 years is 

interesting given the rapidly increasing intervention rates in childbirth, such as 

caesarean section (CS) delivery, that have occurred in resource rich countries 

such as Australia and the United States (Lauer, Betran, Merialdi, & Wojdyla, 

2010). While it may appear that increasing interventions in obstetric care has not 

affected levels of childbirth fear, Hildingsson and colleagues (2011) found women 

with antenatal fear continued to have high levels of fear twelve months following 

birth. Furthermore, those women reporting persistent high fear were more likely 

to have had a CS delivery (Hildingsson et al., 2011). Likewise there is growing 

evidence that obstetric interventions and operative births are associated with the 

development of postnatal trauma symptoms and / or secondary childbirth fear in 

a next pregnancy (Beck & Watson, 2010; Creedy et al., 2000; Gamble et al., 

2005; Ryding et al., 2003). These women are also more likely to avoid another 

pregnancy, with up to 13% of distressed women postponing or avoiding further 

childbearing (Hofberg & Ward, 2003). Therefore while antenatal prevalence does 

not appear to have changed substantially, the incidence of fear remains high post 

birth in susceptible women, and this can be attributed to obstetric interventions 

(Hildingsson et al., 2011). The steady prevalence of antenatal fear over time may 

be due to a high number of fearful or traumatised women not having more 

children. 

The following section explores demographic, obstetric and psychosocial factors 

investigated in the current study and their relationship to childbirth fear. 
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Risk Factors for Childbirth Fear: Demographic Characteristics  

Age  

Young age has been associated with higher levels of childbirth fear. For example 

in a Danish study of some 30,000 women, younger  nulliparous women were 

found to be at risk for childbirth fear (Laursen et al., 2008). In the current study 

while nulliparous women were predictably younger than multiparous women, age 

was not associated with fear. Two earlier studies investigating Swedish and 

Australian populations also found no association between age and childbirth fear 

regardless of parity (Haines, Pallant, Karlstrom, & Hildingsson, 2011; Nieminen 

et al., 2009). The differences noted in the Danish study may be a result of only 

including women with singleton pregnancies and no medical or obstetric risk 

factors. Furthermore, the Danish study categorised women at less than 20 years 

of age compared to other studies using <24 or <25 years (Haines et al., 2011; 

Nieminen et al., 2009) whereas the present study reported age as a continuous 

variable. Differences in data collection may have therefore influenced the results.   

Marital status 

Similar to other studies, the large majority of women in the current study were 

married or in a defacto relationship (Fenwick et al., 2009; Haines et al., 2011; 

Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001). Also similar to other studies, 

no relationship for marital status and fear was found (Heimstad et al., 2006; 

Salomonsson, Bertero, & Alehagen, 2013). It could be that marital status per se 

is not a sensitive indicator and of greater interest may be measures of 

relationship stability, satisfaction and support. 

Level of education   

Education levels of childbearing women in the current study were similar to an 

Australian study comparing childbirth fear in antenatal populations of Australian 

and Swedish women (Haines et al., 2011). No relationship was found between 

education and fear in the current study or in a previous study comparing 

Australian and Swedish women (Haines et al., 2011), but there was an 

association within a cross-sectional Swedish study (Salomonsson et al., 2013).  



134 

An association was also found in Danish nulliparous women, however level of 

education in combination with being unskilled or unemployed was used as a 

proxy for education level (Laursen et al., 2008). Education classifications used in 

the current study were similar to those used by Haines (2011) and Salomonsson 

(2013) and conducted over similar periods, with three different fear measures 

used between the four studies. Nevertheless, differences between studies for a 

relationship of fear and education are unclear.  

Employment 

There were similar employment rates for women in the current study to that of 

state and national data. The relationship of employment to fear in the current 

study was initially considered in relation to five groups where it was found that 

women unemployed for greater than 12 months had higher fear and this was 

consistent with two previous studies (Salomonsson et al., 2013; Waldenstrom et 

al., 2006). Within these five employment groups women providing care within the 

home had the lowest fear scores. This may have been related to homemakers 

feeling settled in their roles and perceiving childbearing as a central aspect of this 

existing role. When the data was collapsed to two groups: in paid employment / 

not in paid employment findings changed but were consistent with two different 

studies where women referred for treatment for their fear were more likely to be 

employed (Sjogren, 1997; Sydsjo et al., 2012). These approaches in the current 

study elicited in the first instance how women were occupied with their time and 

secondly if they were paid. There may be a protective effect for women providing 

care in the home, over women who are out of work for an extended period or for 

employed women. Different stressors could be at play for these latter two groups 

of women and exacerbate fear levels: being pregnant at perhaps an inopportune 

time of extended unemployment with associated financial strain; or juggling a job 

while transitioning to a new role.  
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Income 

Overall Australian household incomes for females of childbearing age were 

comparable to the study population. Few studies have investigated women’s 

income values to determine a relationship to childbirth fear. Other studies have 

relied on education levels, employment status or household living space as 

indicators of wealth and investigated any associations with childbirth fear 

(Laursen et al., 2008; Rouhe et al., 2013; Salomonsson et al., 2013). Fenwick et 

al. (2009) identified nulliparous women were more likely to have higher incomes 

than multiparous women however a relationship of income to childbirth fear was 

not reported. There was no relationship in the current study for an average 

household income above or below $78,000 per annum. It is most likely that 

income per se is an unhelpful measure without an understanding of the broader 

household financial and social circumstances such as burden of debt as a 

possible stressor for couples anticipating a new baby. 

Country of birth 

The study population was consistent with state and national data in relation to the 

majority of women being born within Australia. Other women born outside 

Australia were small groups from numerous countries, making comparison of any 

relationship of birth country and fear impractical. It is difficult to know if a 

difference exists between childbirth fear and women living in Australia but born 

outside Australia compared to Australian born women particularly as most 

studies (including the current study) exclude women without a command of the 

local language (Fenwick et al., 2009; Haines, Rubertsson, Pallant, & Hildingsson, 

2012). A Swedish investigation found non-native women had higher fear levels 

and were less likely to continue participation in the study (Waldenstrom et al., 

2006). In the current study these differences were not explored due to low 

numbers but in the course of the telephone interventions with women not born in 

Australia different concerns such as lack of cultural sensitivity became apparent 

in relation to communication and isolation. The relationship of fear and migrant 

women (non-English and English speaking backgrounds) requires further 

exploration and needs to be inclusive of women who are on working or student 
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visas who don’t have access to Medicare or support services as readily as 

Australian citizens. These stressors may affect fear levels.  

Australian Indigenous women 

A smaller Aboriginal cohort (1.9%) was recruited in the present study compared 

to state (5.7%) and national (3.9%) data and could be attributed to geographical 

differences with less Indigenous women living in the south east corner to 

northern areas of the state. Additionally, Aboriginal communities living within the 

catchment area of the study were not easily accessible as care was usually 

provided by outreach and community based clinics where recruitment did not 

occur. Attempts to engage with these services did not improve recruitment of 

these women and may indicate a protective aspect of specialised services or 

overworked staff rather than a reluctance of women to participate.  

Previous Australian studies investigating childbirth fear have not identified 

Aboriginal and Torres Strait Islander participants but these women are an 

important group given their poorer health outcomes, generally higher 

psychosocial disadvantage, and higher perinatal risks associated with being 

Indigenous Australians. Cultural differences often leave this group disengaged 

from health services. Aboriginal women generally have less antenatal care, give 

birth at a younger age, are less likely to give birth to a term baby, and 

consequently more likely to have low birth weight babies (Humphrey, 2011; 

Kildea, Stapleton, Murphy, Kosiak, & Gibbons, 2013). There were no 

associations found between Aboriginal women and fear within or between parity 

groups, however numbers were too low for meaningful analysis. It was found 

though, that Aboriginal nulliparous women had higher mean fear scores 

compared to all other nulliparous women (WDEQ = 63  vs. 56) and to 

multiparous Aboriginal women (WDEQ = 63 vs. 42), with this being a 10 point 

higher difference than that found between non-Indigenous nulliparous and 

multiparous women. Therefore of Australian women, nulliparous Aboriginal 

women may be the most fearful group.  
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Body mass index (BMI) 

The mean BMI for participants was similar to state and national figures. There 

was no association between BMI and childbirth fear which is similar to work with 

Swedish women diagnosed with fear on DSM-IV criteria (Sydsjo et al., 2012). 

However higher pre-pregnant weight and severe childbirth fear had been linked 

in an earlier study as a risk for emergency CS (Ryding et al., 1998). Obese 

women are more likely to face obstetric intervention (Slavin, Fenwick, & Gamble, 

2013) and may consequently be at risk of developing secondary childbirth fear. 

Future studies should continue to explore this variable as the Australian 

population faces a growing epidemic with one in five women in Queensland 

obese (Li et al., 2012; Schrauwers & Dekker, 2009).  

Smoking 

Previous Danish and Swedish research identified an association of smoking to 

childbirth fear (Laursen et al., 2008; Waldenstrom et al., 2006). In this current 

study women’s smoking status in late pregnancy revealed no differences 

between the control and intervention groups. However around half of women with 

childbirth fear had a past or current history of smoking. At 36 weeks the 

incidence was 11.6% and 5.4% in intervention and control groups of the RCT 

respectively. In the general Queensland population the rate for smoking is 15% in 

females 14 years and over (Cancer Council Queensland). In the Australian 

birthing population the rate is 13.5%, higher in Queensland pregnant women at 

17.2% and generally reduces for women after 20 weeks gestation  (Li et al., 

2012). The higher smoking rate in women in the intervention group of the RCT is 

concerning given the known risk factors of tobacco on the circulating feto-

maternal circulation, placental complications, preterm labour, low birth weight, 

stillbirth and neonatal death.   
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Risk Factors for Childbirth Fear: Obstetric Characteristics  

Gestation 

The current sample recorded a low WDEQ score (Mean 49.5) compared to all 

other studies to date using the same tool and measured at an earlier gestation to 

most. (A comparison of these studies is presented at Appendix E – Prevalence 

Table). However direct comparisons across samples could not be made due to 

variations in both parity and gestation of participants in other studies. One 

Swedish study recorded scores across second and third trimesters of pregnancy 

(K16 – K32) finding a much higher fear score (Nieminen et al., 2009). That study 

had a higher WDEQ score (Mean = 62.8) to studies measuring fear at 36 weeks 

(Mean = 57.8) in women of any parity (Fenwick et al., 2009) and another study at 

37 weeks with nulliparous women (Mean = 59) (Kjaergaard et al., 2008). 

Participants at 22 weeks of pregnancy in a Finnish study (Rouhe et al., 2009) 

also had a much higher WDEQ score (Mean 68.3) to all other studies of higher 

gestations, indicating wide variation in intensity of fear without a clear trajectory 

for childbirth fear increasing as pregnancy progresses.  

There is an assumption that childbirth fear increases across pregnancy because 

general anxiety increases across pregnancy (Rouhe et al., 2009; Waldenstrom et 

al., 2006). If fear levels increased across pregnancy it would seem a reasonable 

assumption that prevalence of childbirth fear should also increase across 

pregnancy, because non-fearful women at earlier gestations may develop fear at 

a later gestation, and already fearful women may become more fearful. However 

as indicated from studies reported, prevalence has remained stable with a more 

feasible explanation being that women are affected by different stimuli at different 

times causing fluctuations in fear intensity across pregnancy. 

Anxiety increases in the third trimester as women’s focus shifts from the 

pregnancy to the birth (Waldenstrom et al., 2006). However anxiety scales may 

be measuring different aspects. One retrospective study identified women’s 

experiences of pregnancy changed at each trimester with anxiety more evident in 

the third trimester (Rofe, Littner, & Lewin, 1993). Another study reported that due 
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to physical changes during pregnancy, anxiety responses are more likely 

between the 6th and 28th week of pregnancy (Avni-Barron & Wiegartz, 2011). 

Developers of the WDEQ argued that anxiety related to childbirth fear is a distinct 

construct and thus a separate tool should be used to measure general anxiety 

(Wijma et al., 1998). 

While it has been noted that anxiety levels continue to rise across pregnancy this 

does not seem to be consistent. Saisto (2001) in an RCT comparing counselling 

to conventional care in fearful women found anxiety levels measured by the 

Pregnancy Anxiety Scale were higher at 24 weeks of pregnancy than at 36 

weeks in the counselling group but the reduction was not statistically significant 

to controls. However women in that study were assessed to have higher anxiety 

than the general population. Matthey (2013) has advised that general anxiety 

tools used in practice are measuring different interests with up to one half of 

women with pregnancy-specific anxiety being missed. Therefore it is difficult to 

interpret whether significant increases in anxiety usually occur across pregnancy 

or that anxiety and childbirth fear are necessarily linked.  

Uncertainty exists as to whether gestational age influences fear levels. The 

present study found a natural reduction in fear scores (WDEQ – 10 points) for 

women in the control group in third trimester compared to second trimester. In a 

study of Finnish women it was reported that fear levels as measured by the 

WDEQ-A, rose across the pregnancy with fear being “milder” in early pregnancy 

compared to late pregnancy (Rouhe et al., 2009), with anxiety lowest around 24 

weeks and increasing thereafter (Bhagwanani, Seagraves, Dierker, & Lax, 1997). 

Swedish researcher Waldenstrom (2006) cautioned against using a single time 

point in pregnancy to measure fear. In her large study with over 3,000 Swedish 

women, 11% experienced childbirth fear at different times during pregnancy. 

Waldenstrom (2006) argued that fear in early pregnancy was not a stable 

construct as women continue to experience different events across pregnancy. 

She suggested that it is not unreasonable to expect that feelings can be 
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positively or negatively influenced at any gestation and that assessment of 

women’s wellbeing be assessed continuously across pregnancy.  

Parity 

Women’s parity was similarly distributed to that of state and national data. Parity 

was statistically associated to fear with a 10 point higher WDEQ score in 

nulliparous women compared to multiparous women. These results are similar to 

those reported in the U.K. and Finland where nulliparity has also been associated 

with higher fear levels (Johnson & Slade, 2002; Rouhe et al., 2009). 

For the most part where studies have used the WDEQ as a screening tool there 

has been a higher prevalence of childbirth fear in nulliparous women with the 

exception of one study finding equal prevalence between parity groups and 

another study reporting slightly higher levels in multiparous women (Nieminen et 

al., 2009; Zar et al., 2001). The reasons for these variations are not clear. The 

reasons for higher fear levels as well as higher prevalence in women having their 

first baby may be due to the uncertainty of birth, or because these women are 

confronting a major life transition (physically, emotionally and psychologically) to 

becoming a mother. Some time ago Drummond and Rickwood (1997) reported 

that multiparous women were less anxious than first time mothers as they had 

experienced birth before and consequently had knowledge that nulliparous 

women had not acquired.  

One contradictory result by Haines et al. (2011) found no association between 

fear and parity in their Australian cohort. However in that study the Swedish 

comparison group did show a statistically significant association for nulliparity 

and fear (Haines et al., 2011). The reason for the different findings might be that 

fear was measured on a visual analogue scale which may be less sensitive than 

the WDEQ. While the analogue scale used by Haines’ may contribute to some 

variance, it may also be that other social or environmental factors of the rural 

setting contributed to differences. Rural women may have more exposure to 

positive maternal role models and birth stories. Other studies comparing women 

already referred for treatment found higher numbers of multiparous women with 
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childbirth fear. These inconsistencies limit the generalisability of determining true 

associations of parity to fear but suggests that fewer nulliparous women are 

identified who may benefit from treatment or; multiparous women may have a 

lower prevalence but higher intensity of fear (Ryding, 1993; Sydsjo et al., 2012).  

Previous birth mode in multiparous women 

At baseline more women (multiparous) in the study group had a non-operative 

vaginal birth at last birth (65.2%) compared to state (57.5%) and national (56.4%) 

incidence (Li et al., 2012). Consequently, women in the study had lower rates of 

CS at last birth (24.2%) compared to state (32.9%) and national averages 

(31.6%). However, more women in this study had a past history of CS during 

labour (16%) compared to state (12%) and national data (13%). Differences in 

baseline data for mode of birth are likely to be because women were recruited to 

the study from public antenatal clinics. State and national data include women 

who have received private obstetric care which accounts for around one third of 

the birthing population. There are much higher rates of elective or planned CS in 

the private sector (Li et al., 2012). Haines et al. (2011) reported higher overall 

rates of previous CS compared to national averages of CS rates for their cohort 

of Australian participants with emergency CS occurring twice as often (31%) to 

figures reported in this thesis and compared to national rates (Haines et al., 

2011). The differences may be a result of the rural /regional Victorian locality 

compared to metropolitan south east Queensland. Rural services may be less 

tolerant for the wide variations that occur in normal birth and opt earlier for CS 

than metropolitan sites with generally more comprehensive onsite resources. It 

may also be that the difference in findings give credence to the argument that 

variations in birth outcomes align to organisational practices and not necessarily 

to best practice evidence or women’s obstetric need (Shorten et al., 2005; Toohill 

et al., 2013). Haines (2011) attributed the higher CS rates for Australian women 

to ‘cultural norms’ driven by maternity services.   

Within the current study and of all previous birth modes, experiencing an 

emergency CS was the most significant contributor to high childbirth fear scores. 
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However, all birth modes other than spontaneous vaginal birth (forceps, vacuum, 

elective CS) were statistically significantly associated with childbirth fear. This 

finding is consistent with the research conducted by Nilsson and colleagues in 

Sweden (2012).  

Birth preference 

Previous research has reported that few women prefer CS without a health 

related need and/or having a previous negative birth experience (Gamble & 

Creedy, 2000; Hall et al., 2009; Karlstrom et al., 2011; McCourt et al., 2007). In 

studies of severely fearful women (WDEQ ≥85) between 5% and 8% preferred 

CS (Nieminen et al., 2009; Rouhe et al., 2009; Salomonsson et al., 2013). In 

another study around half the cohort investigated for childbirth fear preferred a 

CS, and for most, this preference was associated with a previous emergency CS 

and negative experience in the last birth. This compared to only five percent 

preferring a CS in the reference group (Waldenstrom et al., 2006). Haines (2011) 

found a preference for CS in severely fearful Australian (19%) and Swedish 

women (9%), but preference for CS was not statistically associated with fear in 

the Australian group. In the current study lower numbers of nulliparous to 

multiparous women preferred CS (6% vs. 16%). These results mirror those 

reported in other studies for fearful first time mothers.   

Based on telephone counselling with women in the current study, preference for 

CS may be overstated as a number of women disclosed their preference was 

really for a vaginal birth but felt vaginal birth was not an option either because of 

a previous CS or other obstetric / medical reason. Given the unprecedented high 

preference for CS and the high emergency CS rate in last birth (31%) reported by 

Haines et al. (2011) it may be that women in that study also believed there was 

no option, and with the knowledge of a predictable birth, fear levels may have 

been artificially lowered as suggested previously (Sjogren, 1998). Therefore 

variation in rates of birth preference between studies may be related to how 

questions are posed, evidenced based information provided, and organisational 

and clinician norms (Shorten et al., 2005; Toohill et al., 2013).  



 
 

143 

Risk Factors for Childbirth Fear: Psychosocial Characteristics  

Mental health condition 

At baseline the self-report prevalence of depressive symptoms using the EPDS 

was eight percent which is similar to that reported in two recent Norwegian 

studies (Nordeng, Hansen, Garthus-Niegel, & Eberhard-Gran, 2012; Storksen et 

al., 2012). One large Australian study found antenatal depression prevalence to 

be 9% (Buist & Bilszta, 2006). The literature reports that around seven to 13% of 

women will experience antenatal and/or postnatal depression (Ross & McLean, 

2006; Rouhe et al., 2011). Anxiety is considered to be more common than 

depression and more likely to be higher in the first and third trimesters of 

pregnancy (Atwood, 2013; Brockington, Macdonald, & Wainscott, 2006; Lee et 

al., 2007). However depression alone compared to anxiety alone has been found 

to result in a higher incidence and risk (32% vs. 12%; O.R. = 8.4 vs. 2.4) for 

childbirth fear (Storksen et al., 2012). Similar to the current study, previous 

studies of childbirth fear have commonly found that women suffered anxiety, 

depression or another mental health condition (Rouhe et al., 2011; Saisto, 

Salmela-Aro, Nurmi, & Halmesmaki, 2001; Waldenstrom et al., 2006; Zar, Wijma, 

& Wijma, 2002). Danish and Norwegian researchers found that the presence of 

anxiety and/or depression increased the risk for childbirth fear however the 

majority of fearful women had neither anxiety nor depression (Laursen et al., 

2008; Storksen et al., 2012).  

In the current study nulliparous and multiparous women who reported moderate 

to extreme anxiety or depression at baseline against the EQ5D questionnaire 

had statistically significant higher WDEQ scores to the rest of the sample and this 

was highest in nulliparous women. Also within the current study depression 

symptoms based on EPDS accounted for 12% of the variance in explaining 

childbirth fear. A separate tool to test anxiety was not used to that of the WDEQ 

and EPDS measures as these already contained screening aspects for anxiety, 

with anxiety not teased out for separate analysis. Brockington and colleagues 

(2006) previously reported that EPDS scores are elevated in women with clinical 
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anxiety, therefore the association of high EPDS and childbirth fear in the current 

study has not confirmed if these scores are related to depression, anxiety or 

both. Future research should investigate mental well-being in specific detail.  

Discomfort and pain in pregnancy 

Discomforts are common across pregnancy but differ by parity and psychosocial 

status (Rofe et al., 1993). The second trimester is generally considered a time 

when discomforts are less troublesome, however in the current study 36% of 

participants at baseline experienced moderate or extreme levels of pain with a 

statistically significant association found to childbirth fear. The prevalence was 

higher in nulliparous women (39%). This result is similar to Saisto et al. (2001) 

who reported that women with fear were more sensitive to discomforts and 

experienced pain more severely as determined by a cold pressor test in third 

trimester (Saisto, Salmela-Aro, Nurmi, & Halmesmaki, 2001). A recent 

Norwegian study investigated medication use in women with childbirth fear and 

found no relationship between analgesic use during pregnancy (56% of 

population) and fears (Nordeng et al., 2012). While there is a lack of research on 

fear levels and antenatal levels of discomfort; there is a link between antenatal 

fatigue and childbirth fear (Hall et al., 2009). Likewise low levels of confidence for 

childbirth have been linked with higher levels of labour pain (Lowe, 1991). 

Somatic anxiety and muscle tension have also been statistically significantly 

associated to fear levels (Ryding et al., 2007). Arguably these may be linked to 

fatigue levels and or lower levels of confidence contributing to anxiety, tension 

and stress. Conclusions however of this nature are not within the scope of this 

study. 
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Partner support 

The majority of women felt supported in their pregnancy by their partner. Women 

without partner support were statistically more fearful than women with partner 

support. WDEQ scores were 20 points higher in women who did not have partner 

support regardless of parity. These findings support previous studies that found a 

relationship between lack of partner support and higher levels of childbirth fear 

(Saisto, Salmela-Aro, Nurmi, & Halmesmaki, 2001; Waldenstrom et al., 2006). A 

dissenting result by Haines et al., (2011) found no difference in levels of fear for 

women with or without partner support. While fear measures varied across 

studies it may be that rural townships offer a greater sense of community that 

compensates for diminished partner support and provides women with more 

rounded social support.  

Social support 

Social support has previously been found to be an important mediator of 

childbirth fear. Given the relationship between social support and childbirth fear 

in previous studies (Laursen et al., 2008; Saisto, Salmela-Aro, Nurmi, & 

Halmesmaki, 2001), a global score using the social support persuasion 

questionnaire developed by Drummond and Rickwood (1997) was used and 

found to be a statistically significant predictor for childbirth fear. Social support is 

a buffer to stressful situations (Turner, Grindstaff, & Phillips, 1990) and without 

emotional and social support women have a greater likelihood of adverse 

pregnancy outcomes including preterm birth and perinatal depression (Collins, 

Dunkel-Schetter, Lobel, & Scrimshaw, 1993; Rising, 1998). Depression was 

found to be a risk factor for fear in this study. Therefore women experiencing 

childbirth fear may be in a vicious cycle whereby without social support they are 

more likely to develop depression, and / or depressive symptoms diminishes their 

ability to source and maintain social support. Given these findings, improving 

social support may reduce depressive symptoms and levels of childbirth fear. 

Identifying effective and acceptable psychosocial treatments for pregnant women 

is critical to short and long term maternal and infant health. It has previously been 

reported that vulnerable women who received midwife antenatal group care or 
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continuity of midwifery care within social models have improved emotional, and 

birth outcomes (McCourt & Stevens, 2009; Rising, 1998). 

Decisional conflict  

At baseline around one third (31%) of women were unsure about making 

childbirth decisions. Women having their first baby were twice as uncertain (47%) 

as multiparous women (20%). Decisional conflict was statistically significantly 

associated to WDEQ scores indicating that birthing women have decisional 

turmoil but this accounted for very little variance (3%) in explaining childbirth fear 

in multiple regression analysis. The incidence of decisional conflict in the current 

study is consistent with another study comparing Australian and Swedish 

women’s birth attitudes and beliefs (Haines et al., 2012). In that study one third of 

women in both countries were unable to determine their preference around 

selected birth options, with Australian women more uncertain than Swedish 

women (Haines et al., 2012).  

Determining an appropriate course of action and sourcing information for 

pregnancy may be difficult for women within Australia due to a largely 

fragmented maternity system. Women consistently report having limited choices 

in the maternity care provided to them (Department of Health and Ageing, 2009; 

Lothian, 2008). This is compounded by a risk aversive society with higher 

reliance placed on technology rather than confidence for women’s birthing 

capacity (Hirst, 2005; Reiger & Dempsey, 2006). Therefore, despite the majority 

of women preferring normal birth, women with childbirth fear and depression, as 

found in this study, may be more likely to internalise social and organisational 

‘norms’ and have lower self-belief and resources to make personal decisions 

(Reiger & Dempsey, 2006). Arguably it is likely that higher decisional conflict in 

nulliparous women is compounded by being confronted with the unknown 

experience of birth.  
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Childbirth knowledge 

As expected, multiparous women reported higher levels of birth knowledge 

compared to nulliparous women. This finding was consistent with previous 

findings that women who had given birth before had gained knowledge from that 

experience along with improved confidence if that experience was positive 

(Drummond & Rickwood, 1997; Lowe, 1993). Drummond and Rickwood (1997) 

found knowledge contributed an 11% variance to women’s confidence for birth, 

and in the current study this would seem consistent to finding lower fear scores in 

women who reported having more knowledge compared to their peers, 

regardless of parity group. In standard multiple regression and using a global 

score from Drummond and Rickwood’s (1997) questionnaire in the current study 

population, low childbirth knowledge contributed to higher childbirth fear.  

It makes sense that women who felt less informed might be anxious and have a 

higher propensity for childbirth fear. This is likely to generate lower levels of 

perceived control and contribute or compound their fear. Without information 

women are disadvantaged in their decision-making and birth planning. Where 

women are involved in decisions and birth planning they feel more in control 

(Helk et al., 2008; Lothian, 2008). However Ryding (2007) identified that women 

feared not being able to influence decisions, potentially impacting their feelings of 

control and autonomy for decision-making (Lothian, 2008).  

The current study identified that fear impeded women’s approach to birth and the 

impetus for a treatment to address it. The next section discusses the 

effectiveness of the psycho-education intervention. 
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Effectiveness of a Midwife-led Intervention to Reduce Childbirth Fear 

This doctoral program of work involved the first large RCT on childbirth fear 

conducted in Australia. Very few studies have tested a brief intervention offered 

by midwives to highly fearful women. A randomised controlled trial minimises 

bias and is considered a strong design to determine effectiveness of an 

intervention such as BELIEF (Courtney & McCutcheon, 2010). In this section, the 

discussion explores the results of the RCT according to the proposed hypotheses 

and in relation to the current evidence.   

Fear of Birth 

(a) The midwife-led psycho-education intervention, incorporating 

evidenced based information, was effective in reducing women’s fear 

of childbirth prior to birth.  

Study 2 focused on measurable improvement of fear levels prior to birth. 

Previous studies of antenatal midwife interventions have shown reduction in 

requests for CS. Both studies however, did not use a randomised controlled trial 

approach and neither used a standardised fear measure to determine this 

relationship (Halvorsen et al., 2010; Nerum et al., 2006). To date no studies have 

tested a midwife-led intervention using a RCT design.  

The closest comparative studies are two RCT’s conducted in Finland by the 

same research team who reported antenatal improvements for severely fearful 

women (Rouhe et al., 2013; Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001). 

The first study randomised fearful nulliparous and multiparous women deemed at 

low obstetric risk to either four counselling sessions or two. The intervention was 

delivered by a psychotherapy trained obstetrician and based on CBT (Saisto, 

Salmela-Aro, Nurmi, Kononen, et al., 2001).There was no standard care control 

group. A statistically significant reduction in women’s birth concerns was found in 

the third trimester using an adapted Personal Concerns tool with more than half 
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of the women in both groups withdrawing requests for CS. The content of the 

intervention however was not made explicit.  

In the most recent RCT, the researchers found a statistically significant 

improvement in vaginal birth rates for women receiving group psycho-education 

(Rouhe et al., 2013); and reported separately the secondary outcomes of 

enhanced confidence for birth and parenting (Salmela-Aro et al., 2012). Women 

with severe fear (WDEQ ≥100) attended six antenatal sessions with a 

psychologist, and another following birth (14 hours overall). Analysis by intention 

to treat showed a significant improvement in vaginal birth rates for women 

receiving group psycho-education with a psychologist, a reduction in CS request, 

and lower fear levels on WDEQ-B at three months postpartum. However 56% of 

women in the control group also sought and received specialised support for their 

fear and when these women were compared against the intervention group, 

elective CS rates were similar with no differences found between groups for 

positive birth experience or fear levels in the postnatal period.  

The interventions in those RCT’s had similar intent to the current study to 

increase women’s knowledge, confidence and capacity; and identify women’s 

feelings to determine and effect choices. However outcomes for women’s 

wellbeing were measured and reported differently. During the second and third 

trimesters the first study (Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001) 

used an adapted Personal Concerns Scale; and in the second RCT measured by 

the Preparedness for Childbirth Scale. Improvements in both RCT’s were found 

on these measures. Therefore differences between CBT with an obstetrician, 

group psycho-education with a psychologist and the current study are not easily 

comparable.   

Methodological weaknesses hinder comparisons with these two Finnish studies. 

In the first RCT Saisto et al. (2001) did not measure fear using the WDEQ-A and, 

in the second RCT Rouhe et al. (2013) did not measure fear in the third trimester.  

Furthermore, women in control groups of both studies had access to, and were 

referred for, treatment of their fear. Additionally Saisto et al. (2001) included only 
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women considered low obstetric risk; and Rouhe et al. (2013) recruited 

nulliparous women only, but with extreme fear. These exclusion criteria restrict 

generalisations of the study findings to total populations of fearful women. In the 

current Australian maternity system no specific treatment for childbirth fear is 

available, and this allows for a clear determination that differences were a result 

of the midwife intervention and not confounded by women accessing a similar 

service.  

The issue of who is best placed to deliver interventions to fearful women is 

contentious. In a letter to the editor Saisto (2007) argued treatment for childbirth 

fear should be conducted in group sessions led only by psychologists. This was 

following publication of the effectiveness of a group education and relaxation 

intervention conducted by his team, and later tested in the second RCT outlined 

above (Rouhe et al., 2013; Saisto et al., 2006). His comments were supported by 

the significant reduction in request for CS in women receiving group therapy 

compared to controls (13% vs. 22%). Women in the control group were receiving 

treatment within the special clinic for childbirth fear. However 28% of eligible 

women declined invitation to participate in group sessions stating they did not 

feel able to share their intimate feelings within a group atmosphere. These 

findings support the therapeutic benefit of one to one counselling as offered 

within the current study. Likewise it has also been identified that individual 

counselling helps women to build trust in the carer or service (Sjogren, 1998). 

Within the current study and perhaps because of a level of anonymity provided in 

telephone counselling, one woman advised she was disclosing for the first time 

that her fears stemmed from childhood sexual abuse. One could argue that it is 

unlikely these deep seated and personally mortifying memories would be 

revealed and be able to be addressed within a group session. Additionally, of the 

women agreeing to participate in Saisto’s (2006) study, 30% declined to 

complete the fear screening tool leaving any conclusion that women being 

compared were similarly fearful as somewhat speculative.  
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Decisional Conflict 

(b) This study found that a psycho-education intervention, incorporating 

evidenced based information, was effective in reducing women’s 

decisional conflict about their birth choices. 

High rates of decisional conflict are associated with regret and ambivalence 

(Gattelari & Ward, 2004) and as such, have consequences for women’s birth 

choices and satisfaction. It was hypothesised that women with high levels of fear 

may also be more likely to experience decisional conflict. Likewise it was 

postulated that where women feel more confident in their decisions, their fear 

levels will be reduced and they will be more likely to approach birth with greater 

confidence (Crowe & Von Bayer, 1989). Thus a secondary aim of this current 

study was to assess how the intervention affected women’s decisional conflict. In 

addition, all women randomised to both the control and intervention groups were 

provided with a decision aid booklet produced by the Queensland Centre for 

Mothers and Babies (2010). Women receiving the intervention had significantly 

lower levels of decisional conflict than controls at 36 weeks of pregnancy. This is 

a unique and important finding. 

Direct comparisons with the literature are unavailable as for the most part 

measuring decisional conflict has been a feature of studies investigating 

women’s decision making in a subsequent pregnancy after a previous CS as 

opposed to studies specially targeting childbirth fear. Perhaps the best known 

study is that of Australian researchers Shorten et al. (2005). Using an RCT 

methodology these researchers tested a decision aid administered at 28 weeks 

of pregnancy and subsequently used the DCS to measure decisional conflict. 

Results showed significant reduction in decisional conflict for women using a 

decision aid. A comparison of DCS scores in Shorten’s study at baseline were 

calculated for comparison to birthing women in the current study. Shorten used a 

mean score out of 5, requiring the score to be recalculated out of 100 (subtract 1 

from the mean and then multiply by 25) as per the decisional conflict user manual 
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(O'Connor, 2010). This provided mean baseline scores in the intervention (33.5) 

and in control groups (31.5) for Shorten’s cohort.  

In the current study women had higher mean DCS scores compared to those by 

Shorten et al. (2005) (Intervention = 43.7 and Controls = 37.2). However the 

study populations were quite different. Shorten and colleague’s sample consisted 

of multiparous women, all of whom had experienced a previous CS with scores 

recorded at 28 weeks of pregnancy. In the current study women were of all parity 

with a mean gestational age of 19 weeks with approximately only 14% having 

experienced a previous CS. While larger post intervention reductions in DCS 

were achieved in the current study the overall mean change scores of 9 points 

are comparable to those (8 points) reported by Shorten et al. (2005). A U.K. 

study also comparing the use of decision aids for women had similar baseline 

scores (Mean DCS = 38.6) to the current study (Mean DCS = 40.5) with slightly 

lower change scores (DCS change = 5.3) (Montgomery et al., 2007).  

The higher baseline DCS scores in the current study may indicate that women 

with childbirth fear have higher decisional conflict to women making a choice 

over birth mode alone. The reduction in DCS in both the intervention and control 

groups may indicate not only the benefit of the decision aid for women with 

childbirth fear but that midwife counselling enhances the effectiveness of the 

decision aid. 

The current study specifically investigated and measured childbirth fear rather 

than testing the veracity of a decision aid, with all participants in the current RCT 

study receiving a copy of the decision aid compared to other studies’ control 

groups not receiving an aid. Therefore a direct comparison was not possible. 

However women’s decisional conflict was much higher in the current study at 

baseline compared to previous studies and was improved for women receiving 

the midwife-led intervention.  
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Mental Health Outcomes  

(c)  The intervention did not produce a statistically significant change in 

depressive symptoms  

Poor emotional health is thought to be associated with increased levels of 

childbirth fear (Laursen et al., 2008; Storksen et al., 2012). In women who were 

randomised EPDS scores of >12 occurred in 21% of the population. This finding 

is somewhat higher than the 8.1% identified in a Norwegian group of women with 

WDEQ ≥ 85 (Nordeng et al., 2012) but lower than the 30% reported in a sample 

of Swedish women who scored >14 on EPDS after diagnosis of fear based on 

two questions (Waldenstrom et al., 2006). There was no intervention provided in 

the Nordeng study, and levels of depressive symptoms were not reported after 

counselling in Waldenstrom’s study. However given the increased scores in the 

current study from 8% for whole of population (Study 1 n = 1,410) at baseline to 

21% for those deemed to have high fear and randomised (Study 2) it would seem 

reasonable to suggest that poor mental health is associated with higher levels of 

fear. As Rouhe et al. (2011) suggest this may mean that depression in pregnancy 

is often undetected and undertreated. In the current study, women reporting high 

EPDS scores, or any indication of self harm were contacted as part of the risk 

management plan and additional support was offered, however, these women 

had already been detected and linked to a mental health service or General 

Practitioner (GP) for support. This finding indicates that routine screening in the 

participating study sites were indeed targeting and referring women for treatment 

appropriately.   

Following telephone counselling in the current study, women’s EPDS scores 

were lower compared to baseline, but this change was not statistically significant. 

Another RCT also found that counselling reduced anxiety symptoms but was not 

significant (Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001). Saisto and 

colleagues (2001) reported on depressive symptoms during the postnatal period 

following their antenatal intervention and found no differences between groups. 

However the current study is the only one identified from the literature that has 
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attempted to determine the effect of a childbirth fear intervention on reducing 

antenatal depressive symptoms.  

Fear and depressive symptom scores were reduced through listening and 

facilitating women’s concerns. Women benefited from individualised care where 

their worries were addressed and alleviated. The reduction in depressive 

symptoms (61% vs. 46%) following the intervention in the current study aligns 

with previous advice to explore women’s unhappiness within the context of 

multiple changes and usual circumstances that occur for childbearing women 

(Barclay & Lloyd, 1996). This finding also gives credence to midwifery continuity 

and social models of care where psychosocial issues are more readily addressed 

than within biomedical models of care (Kirkham, 2009; Lyberg & Severinsson, 

2010b). 

BELIEF as a Primary Care Intervention  

The BELIEF intervention aimed to facilitate women’s understanding that birth is 

normal and achievable for them. The intervention drew on internal and external 

factors to build the woman’s confidence in herself and her personal capacity 

(Fenwick et al., 2007; Saisto & Halmesmaki, 2003) by focusing on the eight key 

concepts of the intervention (outlined in Chapter 3, Table 4). Supporting women 

to be informed, prepared, and supported builds capacity to assist them to 

succeed.  

Interventions often take an autonomy approach and hinder the process fearful 

women need to go through in order to reconstruct their thought processes. 

Maternity providers should adopt a coping approach with women (Halvorsen et 

al., 2010). Through attention to positive language around birth, and respect and 

acknowledgement for women’s experience, women could safely explore, 

consider and reconstruct the benefits for themselves and baby of a normal birth. 

Where normal birth wasn’t an option, strategies they could adopt to optimise 

normality such as waiting for labour to start before CS occurred, and planning for 

early skin to skin contact at CS were emphasised. 
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Although a number of studies have asked women about their feelings (Ryding et 

al., 2003; Saisto, Salmela-Aro, Nurmi, Kononen, et al., 2001; Salmela-Aro et al., 

2012; Sjogren, 1998), a clear understanding of how this was undertaken has not 

previously been provided. Both content and process of an intervention needs to 

be made explicit to determine how best to elicit women’s concerns, assist them 

to articulate their needs, facilitate their preparation for birth and attain support, 

and consequently decrease women’s fear. A general service model for assessing 

and managing varying levels of childbirth fear has previously been suggested 

(Saisto & Halmesmaki, 2003) as has the program outline for undertaking group 

work with fearful women (Salmela-Aro et al., 2012), however the content 

descriptions were broad and minimises capacity for replication. The BELIEF 

intervention encompassed eight components to identify and work with women to 

address their feelings. These were readily addressed within the specific areas of 

midwifery knowledge and expertise and, from a uniquely informed position as no 

other professional are as expert in the maternity environment in relation to the 

maternity system and processes, clinical protocols and practices, and the cultural 

environment.  

The results of the current study are important and provide convincing evidence 

that a brief midwife-led intervention is effective in assisting women in their 

emotional preparation for birth within the Australian maternity care context. The 

study clearly outlines the treatment approach for replication, and provides an 

evidenced based decision aid for women to be informed by consistent 

information (Queensland Centre for Mothers and Babies, 2010). The intervention 

is suited to the usual role of a midwife and necessitates little additional training. 

Many concerns discussed within the current study were specific to women’s 

clinical care, where women wanted clear description and explanations. Without 

professional maternity knowledge and clinical skills it is arguable if women’s 

needs would have been met in other intervention studies.  

Best evidence shows that the majority of women should receive continuity of 

midwifery care (Sandall, Soltani, Gates, Shennan, & Devane, 2013). Fragmented 
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care is fraught with disappointment, poor communication and care, and poor birth 

outcomes, all of which are common to women with childbirth fear. Therefore a 

treatment model that can be integrated into midwives’ practice makes sense to 

maintain women’s continuity with their primary carer.  

Provision of comprehensive primary care aligns to best prevention. However 

where continuity is not available, antenatal group care with midwives has been 

shown to improve social confidence and birth outcomes in socially disadvantaged 

groups and this intervention could be incorporated. This suggestion aligns with 

the Finnish study showing improvement for birth preparation in fearful women 

who participated in group work (Salmela-Aro et al., 2012). Additionally while 

fragmented maternity care remains the dominant model, a one size fits all 

strategy cannot be relied upon to meet the needs of distressed women. 

Strategies must take into account women’s changing circumstances across 

pregnancy in relation to lifestyle, gestation and unpredictable life events. Women 

with a number of social support options may be more likely to participate in 

helpful behaviours for birth planning and remain engaged in care.  

Limitations 

In addition to issues discussed throughout this chapter, specific strengths and 

limitations of the current study relate to the sample; setting; measures and data 

collection. 

Sample 

The study was conducted at a time of major transition and re-organisation of 

public healthcare within Queensland resulting in women receiving their first 

hospital booking appointments mid to late second trimester with long waiting 

times in the clinics. Consequently many women were discontent and this may 

have influenced more women than anticipated declining participation. 

Participation rates in previous Australian studies were 43% (Fenwick et al., 2009) 

and 74% (Haines et al., 2011) compared to 62% in the current study. 

Participation of Scandinavian women in RCT’s have been slightly higher than the 
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current study (Rouhe et al., 2013; Saisto, Salmela-Aro, Nurmi, Kononen, et al., 

2001) Australian women predominantly experience medicalised care models 

compared to Finnish and Swedish models where women experience more 

primary care but not necessarily, continuity of care. Australian rural populations 

such as participants in Haines’ study are also more likely to receive less 

fragmented care compared to women attending Australian metropolitan or 

tertiary centres as in Fenwick’s and the current study. Scandinavian women may 

have also been more willing to participate in research studies after being referred 

by their midwife to a designated childbirth fear clinic or where they were receiving 

care from a person who would provide their ongoing treatment.  

In respect of recruitment, women recruited to the study from within the public 

health system may limit generalisation of the study findings given around one 

third of all women receive private health care in Australia. Prevalence of 

childbirth fear in the community may therefore be higher than indicated in this 

study, and may account for the lower WDEQ mean scores compared to other 

studies. Given high elective CS rates in private care in Queensland without 

obvious indication and the known association of CS to childbirth fear, 

investigation of childbirth fear for women receiving care in the private health 

sector is required. 

 Small groups of women in the current study were born in a multitude of overseas 

countries and in telephone conversations it seemed they may have different fears 

to local women. Small numbers of women originating from any one country 

restricted analysis for differences, but warrants consideration in future studies. 

Particularly important would be the availability of interpreters in order to bolster 

inclusion of non-English speaking migrant women who to date are rarely included 

in any childbirth fear study, leaving their predicament unknown.  

High WDEQ scores but low number of Aboriginal women in the study requires 

further investigation. Efforts to determine if childbirth fear is an additional burden, 

specifically for nulliparous Aboriginal women, require particular attention.  
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Setting 

One of the three recruitment sites had a higher SEIFA (Socio Economic Index 

For Areas) level (970.9) of disadvantage compared to the other two sites 

(1014.2; 1029.4) (Australian Bureau of Statistics, 2012; Logan City Council, 

2011). Furthermore, recruitment was delayed by several months due to re-

organisation of that hospital health service, therefore fewer women were 

recruited (n = 175) compared to the other sites (n = 725 & 510). There is a 

possibility that women of lower socio economic status were less represented in 

the study, as were Aboriginal women who received care in outreach clinics not 

accessible to the research team.  

Additionally other outreach clinics were accessed but women had prompt 

appointments without waiting periods compared to waiting several hours in 

hospital clinics. Despite offering women the option to take the questionnaires 

home and mail them back to the researcher, little interest was shown by this 

group of women and time was not available to generate women’s interest.  

However the study is strengthened in that it was an RCT with participants 

stratified by site and parity, with no difference found between intervention and 

control groups at randomisation.   

Measures 

The current study used the WDEQ-A which is the most widely used tool for 

identifying childbirth fear (Wijma et al., 1998). However, the use of other scales 

such as the brief scale by Areskog (1982) or visual analogue scales make 

comparison of findings amongst studies difficult. The lack of consistency of tools 

across studies hinders comparison of the prevalence or levels of childbirth fear 

across populations. In studies where the WDEQ was used, different levels of 

childbirth fear dictated eligibility for recruitment and different level cut-off scores 

for interpreting change again limits comparability of outcomes amongst studies. 

The current study however remained consistent to the original scores used with 

the WDEQ for defining high childbirth fear (Zar et al., 2001).  
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Translation of tools to other languages, introduces additional possible variation in 

interpretation and detection of childbirth fear (Johnson & Slade, 2002; Korukcu, 

Kukulu, & Firat, 2012). Indeed in the current study several questions in the 

WDEQ were modified as the original translated Swedish English versions of 

some words were not applicable to Australian women.  

Additionally, women planning a CS had difficulty completing the WDEQ-A when 

asked what they would think about when labour was most intense. More recently 

the antenatal WDEQ and a postnatal version have been adapted by the original 

authors for use with women specifically planning a CS, but these adapted 

versions were not available at commencement of the current study. Use of the 

original tool may have been off-putting to women planning a CS and may have 

prompted them to withdraw. High dropout rates in a previous study were also 

attributed to the WDEQ not considering the needs of women planning CS 

(Ryding et al., 2007). 

The study was the first to use the DCS and therefore no comparison to other 

childbirth fear studies could be made. Nevertheless, comparison with other 

maternity studies indicated that women with childbirth fear may have higher 

levels of decisional conflict and this is a worthwhile finding. Investigating 

decisional conflict in this group of vulnerable women can shed light on how and 

why they make health decisions, and increase awareness about how informed 

consent for procedures might be determined. 

The literature indicates that anxiety may be as prevalent in women with childbirth 

fear as depression. A specific tool for anxiety in the antenatal period was not 

used but relied upon the WDEQ and EPDS tools to account for childbirth anxiety. 

This approach may limit the generalisability of findings to specific mental health 

conditions contributing to childbirth fear.  

Smoking has been linked in some studies to women’s childbirth fear. No previous 

Australian study has investigated a relationship between childbirth fear and 

smoking. The current study would have been strengthened by collecting smoking 
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use at baseline. However women in the intervention group had double the 

smoking rates compared to the control group at 36 weeks of pregnancy and this 

was only marginally below the incidence in the overall non-pregnant Australian 

population warranting investigation in future studies. 

Data collection 

Childbirth fear is not usually measured in Australian antenatal clinics and there 

are no specific programs for women suspected of suffering childbirth fear. The 

ethical dilemma of one in four women with high childbirth fear not receiving 

additional support from which they might benefit warrants consideration in the 

future. Nerum et al.(2006) advised that the greatest challenge was managing fear 

in labour as women could have a concurrent obstetric risk and differentiation 

between those risks and fear can be difficult with actions based on the traditional 

medical model and not accounting for the woman’s psychological status. Simpkin 

(2002) offered the simple strategy that women be asked directly about their 

mental wellbeing throughout labour to elicit women’s emotional state. However, 

without a known or trusted carer women may not easily relinquish their source of 

fear.  

The question about women’s preference for birth was found to be ambiguous. 

During telephone discussions participants indicated a CS as their preferred birth 

mode because this is what they believed they would need to have. Therefore a 

review of how this question is asked may elicit more accurate responses from 

women.  

Just over half of all women randomised to the study returned data, and while 

comparable to the other RCT studies, the rate was low but remained adequately 

powered for the primary outcome of showing a reduction in childbirth fear. 

However, this study was restricted by time constraints for the purpose of 

completing the PhD with additional questionnaires possibly yet to become 

available. The timing of data collection at 36 weeks was problematic following the 

second intervention with women delaying in mailing back this questionnaire. 

Other studies seeking return of data in late pregnancy and before birth 
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encountered similar difficulty (Wiklund et al., 2008) therefore strategies to ensure 

timely return of the data for future studies are important.  

Women were given the opportunity to return questionnaires via the post or 

complete these over the telephone. Return of data may have been improved if 

electronic questionnaires were provided.  

Intervention / telephone 

Conducting the intervention over the telephone had advantages and allowed 

flexibility for conducting these conversations. However it became evident that 

some women were preoccupied with other tasks rather than applying themselves 

to the conversations. While statistically significant outcomes were found for 

decreasing women’s fear levels these may have been further improved had all 

women been able to find a quiet space for these conversations. Other strategies 

may be required to engage with women in future studies.  

The second telephone call around 34 weeks was welcomed by women and 

facilitated conversations about what they had done since the last call. However 

despite appointments with women for each telephone session some women were 

aloof or distracted, for example some would be in the car with friends, cooking 

dinner, doing dishes, washing or shopping. While there were advantages for 

conducting the intervention over the phone, there were also the disadvantages of 

women multitasking, their mobility, and being too busy to take a pause. Indeed 

some women withdrew from the study stating they were too busy to be involved. 

Some women missed repeated telephone appointments, and these women were 

more likely to be lost to the study. Saisto (2001) identified that fear could be 

undiagnosed depression and strategies are needed to engage women. Women 

in this group who did continue in the study had difficulty recalling what had 

previously been discussed, had not opened their email containing educational or 

support information, and wanted to learn about strategies that had previously 

been offered. Therefore optimal timing of providing support differed for women. 

This shortcoming lends weight to integrating the intervention into primary care 
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particularly where women have a trusting relationship with a known carer, where 

women’s needs are continually assessed across the pregnancy and birth, 

including assessment in the postnatal period, to determine any exacerbation of 

initial fears or development of any trauma symptoms.  

Conclusion 

The current study recruited a large representative sample of Australian birthing 

women who had baseline demographic characteristics similar to those of 

previous studies investigating prevalence or level of childbirth fear. In the main, 

demographic characteristics were not associated with childbirth fear whereas 

psychosocial factors were consistently related to childbirth fear. Lack of social 

network particularly lack of partner support and feeling anxious or depressed 

showed the highest childbirth fear scores. Nulliparity was a predictor for childbirth 

fear. For multiparous women any operative birth was associated with childbirth 

fear in the next pregnancy, with the highest fear levels associated with an 

emergency CS however there was little difference in fear scores between 

elective (WDEQ mean = 52) and emergency CS (WDEQ mean = 53) in last birth. 

Birth mode is an easily identified risk factor to women reporting fear in a 

subsequent pregnancy. WDEQ scores were significantly associated with 

preference for CS and that variations for birth preference reported in the literature 

could reflect how this question is posed to women.  

No other previous intervention study targeting fearful women has reported a 

reduction in depressive symptoms following an antenatal intervention. The 

current study was the first to report a relationship during pregnancy between fear 

and high levels of discomfort (pain) in second trimester, and decisional conflict.  

This was the first RCT of an intervention for childbirth fear provided by midwives. 

The brief midwife-led telephone psycho-education intervention was effective in 

reducing women’s fear from mid to late pregnancy. In chapter 7 the study is 

summarised with recommendations made for clinical practice, future education 

and research. 
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CHAPTER 7 

 

Conclusions and Recommendations 

 

“I was so strong and focused in the moment, I did most of it by myself!” – an 

excited study participant who previously had been fearful, gave birth 

unexpectedly at home attended by ambulance officers. 

 

Additional to identifying prevalence and factors associated with childbirth fear in 

an Australian population, this thesis presented findings of an intervention 

designed to reduce childbirth fear in pregnant women and promote normal 

childbirth. Few previous studies have outlined a clear framework to address the 

needs of women with childbirth fear and enable them to achieve their preferred 

birth mode. In the few quality studies conducted to date, different methods for 

measuring childbirth fear had been used but fear levels had not been re-

evaluated following antenatal interventions and prior to birth to determine clear 

benefit.  

This program of work makes a unique contribution to the field as few countries 

outside the Nordic region have undertaken research in the area of childbirth fear, 

no RCT’s have been conducted outside of Finland and no RCT conducted of a 

midwife intervention. In Nordic countries and in the UK women reporting high 

levels of childbirth fear have treatment available. In Australia childbirth fear has 

only recently come under investigation, but there is no evidence of routine 

treatment options being available. Regardless of country, optimal methods of 

treatment have not been determined. Effective treatments are urgently required 

given childbirth fear permeates the lives of women before, during, and after birth 

and impacts on their emotional, psychological and physical health and ability to 

enjoy their mothering role. Childbirth fear also has broader social implications 
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and highlights the potential for adverse primary and secondary health issues and 

costs for women, their families and the community.  

It was therefore timely and relevant to develop and test a midwife-led psycho-

education intervention (BELIEF) offered in the second trimester of pregnancy to 

address the needs of women with childbirth fear. It was found that women’s 

childbirth fear levels decreased and decision-making about birth; and mental 

health indices improved. This chapter highlights the three major conclusions from 

this program of work and presents recommendations for practice, education and 

research. 

Conclusions 

1. Current models of mainstream maternity care are iatrogenic 

The high rates of childbirth fear found in the current study highlight the adverse 

impact of obstetric intervention and disjointed care models on women’s obstetric 

outcomes and emotional well-being. The findings highlight the need for major 

changes to the maternity care system.  

Within the current study when compared to vaginal birth, all forms of operative 

birth for a previous pregnancy were found to contribute to high childbirth fear. 

The statistically significant association between operative birth and high fear 

levels were highest for both elective and emergency CS. Even with a planned CS 

at their last birth, women’s fear levels were not alleviated. It has previously been 

noted that CS will not cure women’s fear (Hildingsson et al., 2011). Where 

women are supported to achieve vaginal birth despite an initial request for CS, 

they are at least equally satisfied as those women who always intended a normal 

birth (Sjogren, 1998). 

While not all cases of childbirth fear in the population can be directly attributed to 

obstetric interventions, the finding of one in five multiparous women suffering 

childbirth fear is concerning. This finding aligns to previous studies indicating 

high numbers of women experience trauma symptoms following childbirth (Beck 

& Watson, 2010; Creedy et al., 2000), with traumatised women more likely to be 
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highly fearful for their next birth (Saisto, Salmela-Aro, Nurmi, Kononen, et al., 

2001; Saisto, Ylikorkala, & Halmesmaki, 1999; Waldenstrom et al., 2006). 

The present study also confirmed previous findings that first time mothers can 

also be fearful of childbirth. Nulliparous women are affected by stories of 

traumatic births from friends, family or media, and around one in three first time 

mothers were fearful. Women without experience are reliant on the stories of 

others. Without a positive framework to build on, women are seduced into 

believing normal birth is dangerous and unachievable (Fenwick et al., 2006). The 

current system of care compounds negative feelings in vulnerable women 

regardless of parity, with few women able to access individualised and sensitive 

care. 

Midwifery continuity models of care are the gold standard shown to safely 

decrease obstetric intervention rates and improve women’s satisfaction with their 

care (Sandall et al., 2013). More specifically fearful women who receive 

midwifery care compared to obstetric models have less fear (Christiaens, Van De 

Velde, & Bracke, 2011). Women’s worries are more likely to be identified in one 

to one care arrangements where women have opportunities to build trust and 

confidence in their carer. However in respect of identifying childbirth fear, no 

routine screening is in place and a brief tool is required to assist in the accurate 

identification of women experiencing fear and to monitor effectiveness or 

otherwise of appropriate clinical care and management. 

The finding of an association between childbirth fear and decisional conflict 

requires consideration to the process undertaken in gaining consent for 

procedures in the course of maternity care. Women with high decisional conflict 

scores are more likely to later regret treatment received (O'Connor, 2010). 

Regret may be linked to women developing trauma symptoms following an 

obstetric intervention that was frightening. Conversely it could be that any trauma 

symptoms suffered by women are related to being ill-equipped to make a major 

decision and consequences of that decision becomes traumatic. Provision of a 

decision aid combined with the BELIEF counselling showed significant 



166 

improvement for women. However further investigation to understand the 

implications of childbirth fear and decisional conflict in relation to trauma 

symptoms and informed consent are warranted. 

Consistent with other studies, depression was associated to high childbirth fear. 

Women with depressive symptoms in the current study were referred to mental 

health services by their care providers. While women with depression require 

appropriate treatment and support, medicalising all cases of depression 

(specifically in women with childbirth fear) is unlikely to improve women’s 

preparation for birth (Matthey, 2010). Asking women explicitly about their fears 

and concerns through the midwife-led psycho-education intervention lowered 

fear and levels of depressive symptoms (although not statistically significant) 

compared to women receiving standard care despite all of these women being in 

receipt of treatment for depression. Therefore care that reduces fragmentation 

and considers women’s needs holistically, sits best within a social model of care 

that is linked with efficient referral services to the multidisciplinary health team. 

Given around one in four women scored high for childbirth fear, consideration 

needs to be given to routine screening, and application of existing best evidence 

for promoting normal birth.  

 

2. Childbirth fear is amenable to education and support 

A relationship was found between childbirth fear and low childbirth knowledge as 

well as limited social support. Providing access to consistent evidence-based 

information and to a knowledgeable and supportive person with whom to discuss 

concerns and ask questions were found to be effective in reducing women’s fear. 

Low self-confidence for birth has been shown in women with limited childbirth 

knowledge, and consequently as women’s knowledge increased, anxiety 

symptoms decreased (Drummond & Rickwood, 1997). However a link between 

fear and decision-making has not been made previously. Through provision of a 

decision aid and access to individualised midwifery telephone support a 
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statistically significant improvement for women’s decision-making was shown. 

This is an important finding in relation to informed decision-making and informed 

consent in the context of high obstetric interventions.  

All women in the study received a hard copy of the decision aid, and women in 

both arms of the study reported a reduction in decisional conflict. However 

reduced levels of decisional conflict were only statistically significant for women 

receiving the midwife psycho-education as well. This finding perhaps indicates 

the importance of an accessible and informed person in building women’s 

confidence. Furthermore the intervention provided a midwife confidante with 

whom women could share and discuss their concerns, and most particularly have 

their concerns heard. This level of information and support may be particularly 

important where this was not received by women in usual care or where social 

support was lacking.  

A lack of close social support has previously been highlighted for women with 

childbirth fear (Laursen et al., 2008; Saisto, Salmela-Aro, Nurmi, & Halmesmaki, 

2001). Supporting women to explore additional community networks helps build 

personal capacity for resilience into the future. The BELIEF telephone 

intervention is brief (particularly in comparison to other reported interventions), of 

minimal cost, reproducible, effective and can be easily introduced into routine 

practice for women reporting high fear. Unlike sophisticated psychotherapeutic-

based interventions, BELIEF involves listening and responding to women’s 

feelings (a factor previously identified as important) and provided consistent and 

accurate information. The current intervention is adaptable to one on one or 

group work, and could be delivered in person or using other media. Given the 

geographical remoteness of some health services in Australia and overseas, 

flexibility in delivery is important. Although the intervention was offered to women 

with high fear (WDEQ ≥ 66), it may be more efficacious for women reporting 

severe fear (WDEQ ≥ 85), however early intervention involving education and 

support may curtail escalation of fear in all fear groups and indicates an area for 

further investigation.   
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3. Midwives are well placed to offer timely education and support to 

fearful women 

Kelly’s Construct Theory helped to explain why some women develop childbirth 

fear and how education and support enables women to reframe their beliefs and 

fear of birth. This intervention study demonstrated that midwives are well placed 

to effectively provide this support. However, under current fragmented service 

arrangements women’s deep concerns are not identified or addressed in routine 

care. It could therefore be argued that current care arrangements are not 

meeting women’s needs. Furthermore, it seems that care providers are not 

attuned to women’s symptoms of fear, do not enquire about the nature of their 

fear, and rarely offer any form of support. The communication skills of maternity 

providers could benefit from further development. 

It would seem that predictors of childbirth fear (nulliparous, history of operative 

birth, CS preference, high EPDS scores, lack of social support, low childbirth 

knowledge, unusual pain and discomfort in pregnancy and decisional conflict) 

could be identified in routine practice. However, best practice should also involve 

determining what is of specific importance or impacting each woman. Previous 

studies have highlighted the importance for women of having a carer who will 

listen to them (Helk et al., 2008; Ryding et al., 2003; Saisto et al., 2006). In the 

current study women’s deepest emotions were elicited and many were specific to 

birth and clinical processes.    

The timing of when women voiced their concerns varied. It could be that support 

is required across pregnancy. Once again, midwifery continuity of carer models 

where women’s education and support are routinely revisited at each encounter, 

offer a useful model for addressing fear. Within these partnership arrangements 

women, regarded as their own expert, can talk through issues with their midwife 

and identify personal decisions. One to one counselling provides opportunities for 

women to build trust in their carers (Sjorgren, 1998), and is an important element 

of care for any woman but particularly for those without a personal support 

network as poor support is a marker for childbirth fear. 
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Micro-counselling skills are easily taught and can be instituted in usual care for 

all maternity providers. The consistent prevalence of childbirth fear across 

populations indicates that skills required to address women’s concerns may not 

be used in practice. Maternity providers need to have explicit discussions with 

women about their previous births, birthing expectations, and offer evidence-

based information and support. This needs to align to women’s specific worries 

and circumstances. A short conversation with someone who is skilled can have 

an important, clinically significant effect. This brief psycho-education intervention 

can be offered in the clinical context with a simple training and support strategy. 

The consistent association of depressive symptoms and childbirth fear noted in 

this study and others (Nordeng et al., 2012; Storksen et al., 2012) indicates 

benefit of a psycho-education intervention and no harm to women. The additional 

support women with depressive symptoms received from a knowledgeable 

midwife requires further investigation. The benefits of midwives engaging women 

in treatment who have mental illness has previously been documented and, with 

minimal additional training a reduction in depressive symptoms may also be 

possible (Marks, Siddle, & Warwick, 2003). The imperative for this is the strong 

predictor of depression alone or childbirth fear alone to postnatal depression and 

birth related post-traumatic stress (Raisanen et al., 2013; Soderquist et al., 

2009). One of the highest contributors to maternal mortality in developed 

countries is suicide (Austin, Kildea, & Sullivan, 2007; Humphrey, 2011). Maternal 

suicide rates emphasise the high cost to families and communities if perinatal 

mental health is neglected. Relational continuity as occurs in midwifery models 

(Homer, Brodie, & Leap, 2008; Leap, Sandall, Buckland, & Huber, 2010) is far 

superior to what could be expected within the brief BELIEF intervention, 

suggesting the additional potential benefits of utilising this model and of 

workforce resource efficiencies in attending to the holistic needs of women.  

Where trusting relationships are built, women are more likely to stay engaged in 

care. In the current study women who were poorer and less educated were less 
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likely to remain in the study, indicating the advantages of providing support 

through continuity of carer models.  

Recommendations 

The identification of predictive factors for childbirth fear indicates the importance 

of observing, assessing and developing support strategies. Such strategies are 

required to decrease anxiety and depression for women during pregnancy, 

maintain normal birth with minimal intervention, and build social support to 

improve women’s feelings and expectations of birth. The findings have 

implications for practice, education and research. The following 

recommendations are made.  

Practice recommendations 

Based on the findings of the current studies, specific practice recommendations 

aim to ensure that women are heard and their concerns accurately interpreted. 

Specifically, psycho-education skills development inclusive of woman-centred 

language needs to be a requirement of clinicians providing maternity care. A brief 

screening tool for detecting childbirth fear needs to be developed for routine 

clinical care. A two-item tool has been developed and is currently being tested for 

reliability and validity (Haines et al., 2011). Results of a brief and valid screening 

tool could then prompt decisions about the need for education and support by the 

current care provider. This brief screening could be followed by completion of the 

comprehensive WDEQ tool to determine the severity of a woman’s fears, or need 

for immediate referral for additional counselling and support where symptoms of 

severe fear and psychopathology are evident.  

Legislation, similar to that adopted in New Zealand (Ministry of Health, 2000) is 

required that places women at the centre of their care with access to a primary 

midwife and includes provision to women of all their birth options at the first point 

of contact. It is further recommended that best evidence be applied in practice.  
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Namely that: 

 Continuity of midwifery carer models be available to all women (Sandall et 

al., 2013) with partnerships and efficient referral pathways to mental 

health services; 

 Practice guidelines for improving normal birth rates be audited and 

reported to determine uptake, application and remedial actions where 

deficits in service are identified e.g. Qld Health, NSW Health (NSW 

Health, 2010; Statewide Maternity and Neonatal Clinical Guidelines 

Program, 2012); 

 Practice guidelines for mental health screening be audited and reported to 

determine uptake, application and remedial actions where deficits in 

service are identified e.g. Beyondblue (2011); 

 Non-medically indicated caesarean section only occur after opinion has 

been received from a second senior obstetric consultant (National 

Collaborating Centre for Women’s and Children’s Health, 2011); and  

 All women be provided debriefing following birth consistent with a proven 

approach e.g. PRIME (Gamble et al., 2005) or models offering listening 

services (Bedford Hospital NHS Trust, nd; National Collaborating Centre 

for Mental Health, 2007). 

Education recommendations 

Attending to women’s stories by listening and paraphrasing through effective 

micro-counselling skills was highlighted as key to supporting women and 

alleviating childbirth fear. However this should not be viewed as another 

procedural task of health workers, but an integrated competence for professional 

practice and shift in care priorities to actively listen and accurately hear women’s 

concerns. An important component of this is for health providers to set their 

professional and personal egos aside otherwise women’s voices will be 

overridden by personal or organisational priorities (Browning & Waite, 2010). If 

sensitive listening to women’s needs was implemented, childbirth fear screening 

tools could be avoided as clinical communication skills would detect and 
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determine existence, source and severity of women’s fear and inform the level of 

ongoing care required. As such the following educational priorities are needed: 

 All undergraduate health programs include counselling frameworks and 

practical application of micro-counselling skills; 

 Basic counselling be included in professional competency requirements of 

health professionals caring for childbearing women;  

 All health programs include the socio-political context of care provided; 

and 

 Postgraduate education programs include advanced counselling to 

support or refresh training for health professionals   

Research recommendations 

In addition to research recommendations that addressed the limitations of the 

current study (outlined in the previous chapter), further research is required to 

determine a best practice benchmark for providing treatment (e.g. any fear level 

or severe fear level). Research could also explore if fear and depression are 

alleviated in primary maternity models through provision of counselling skills 

training. Decision-making processes and the effect of decisional conflict on 

maternity outcomes, is an area for investigation. Additionally research is absent 

in respect of the prevalence and effects of childbirth fear for Australian Aboriginal 

women and non-English speaking migrant women and should be a priority of 

future childbirth fear research. Research of childbirth fear in women accessing 

private obstetric care is also deficient. Furthermore a relationship between 

childbirth fear and smoking has not been investigated in an Australian population. 

Therefore counselling could be effective in both reducing childbirth fear and 

smoking cessation. 
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Summary 

While the incidence of childbirth fear at a population level in pregnant women 

would appear to be unchanged over time, the number of women who experience 

childbirth fear at any one time is likely to fluctuate. This is due to the variety of life 

exposures that invariably provoke emotional events for women leaving them 

confident or anxious over the course of pregnancy and labour. Indeed two 

studies have found that at a population level the percentage of women with 

childbirth fear during pregnancy remained relatively stable but at an individual 

level they fluctuated (Hildingsson et al., 2011; Laursen et al., 2008), indicating 

fear can be modified. This gives credence for using Construct Theory as the 

conceptual framework in this study and explains the statistically significant 

reduction in childbirth fear levels achieved in women who received midwife 

support to gain control and choice and reframe their approach to birth. With this 

reduction in reported fear symptoms, not only is intensity of childbirth fear 

reduced, but so too could the prevalence be changed with effective antenatal and 

postnatal treatment.   

Priorities for clinical practice, education and research have been outlined and 

require action and implementation. Importantly for all maternity providers skilful 

listening is fundamental where women are afforded time and feel safe to divulge 

with carers who have ability to illicit and hear women’s concerns. Midwives 

whose ethos and pride is being ‘with woman’, need to fully comprehend women’s 

contexts to enable them to be, truly ‘with woman’. The BELIEF midwife-led 

psycho-education intervention provides a vehicle to facilitate a communicative 

and caring partnership with women to reduce or heal childbirth fear.     
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First Antenatal Questionnaire to be completed 12 - 24 weeks 
pregnancy. 
 
Many thanks for offering to participate in this project. Your time and effort is 
appreciated.  
 
What the questionnaire involves: 
 
The first part of the questionnaire asks some general questions about yourself, for 

example where you were born.  
 
This is followed by questions asking about your expectations and decisions for this 
pregnancy, how you have been feeling in the past week and your social support. 
 
 
How to answer the questions: 
 
In order to answer a question you have to fill in a ‘circle’.  This allows us to scan the 
questionnaire through a machine that immediately transfers your answers into a 
computer. 
 
While this saves a lot of time it does mean that careful attention has to be taken when 
filling in the answers.  It is important that you colour in the ‘circle’ rather than putting 
some type of mark – like a tick or a cross.  Please have a look at the example provided 
below.  Using a blue or black pen is also important. 
 

 
 
If you change your mind please place a cross over the incorrect answer then fill in the 
correct answer. Some questions may give you the option to select more than one 
response. 
 
If you need assistance:  If you are unsure what a question means, please do not 
hesitate to ask the researcher for help.  Your participation in this research is appreciated 
and will help us to learn more about how to reduce women’s fears and enhance their 
emotional welling being and confidence leading up to and following birth.

Appendix A Questionnaire 1 

BELIEF STUDY: 
 

Supporting women’s confidence for childbirth 

http://www.qld.gov.au/
http://www.health.qld.gov.au/default.asp
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Participant study code: 

_____________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please print details: 
 
Name (first name, then surname) 
 
 

 
Home address: 
 
 

 
 

 
Postcode: 

 
Postal Address:  (write the words “same” if 
the home address is the postal address) 
 
 

 
 

 
Postcode: 

Email Address (print clearly) 
 
 

 
Medicare Number: 
__________________________________ 
 
Contact number 1 (usually your home 
number) 

 

 
Contact number 2 (usually your mobile 
number) 
 

Contact number 3 (emergency contact 
number, different from first 2 numbers; can 
be used in case of losing contact, etc) 
 
Name: 

 
Relationship: 

 
Phone number: 

Contact number 4 (emergency contact 
number, different from first 3 numbers; can 
be used in case of losing contact, etc) 
 
Name: 

Relationship: 

Phone number: 
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1) What is the expected date of your baby’s birth: ______/______/______                                                                  

For example if your baby’s birth is expected on 10
th

September 2012 or 10/09/12, under 

Day in the first column the circle would be filled at 1, in the second column the circle 

would be filled at 0; under Month in the third column the circle would be filled with 0 

and the fourth column filled with 9; and under Year in the fifth column the circle would 

be filled at 1, and in the sixth column the circle would be filled at 2. 

 Day Month Year (last 2 digits) 

        

0 O O O O O O 0 

1 O O O O O O 1 

2 O O O O O O 2 

3 O O O O O O 3 

4 O O O O O O 4 

5 O O O O O O 5 

6 O O O O O O 6 

7 O O O O O O 7 

8 O O O O O O 8 

9 O O O O O O 9 

        

2) What is the date you are completing this form:  ______/______/______ 

 Day Month Year (last 2 digits) 

        

0 O O O O O O 0 

1 O O O O O O 1 

2 O O O O O O 2 

3 O O O O O O 3 

4 O O O O O O 4 

5 O O O O O O 5 

6 O O O O O O 6 

7 O O O O O O 7 

8 O O O O O O 8 

9 O O O O O O 9 

        

3) What is your date of birth:  ______/______/______ 

 Day Month Year (last 2 digits) 

        

0 O O O O O O 0 

1 O O O O O O 1 

2 O O O O O O 2 

3 O O O O O O 3 

4 O O O O O O 4 

5 O O O O O O 5 

6 O O O O O O 6 

7 O O O O O O 7 

8 O O O O O O 8 

9 O O O O O O 9 
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4)  What is the highest level of education you have achieved to date? 

O Did not complete Year 11 O Diploma (e.g. TAFE) 

O Completed year 11 O Bachelor degree 

O Completed Year 12 O Postgraduate qualifications 

5)  What is the highest level of education your partner has achieved? 

O Not applicable – no partner   

O Did not complete Year 11 O Diploma (e.g. TAFE) 

O Completed year 11 O Bachelor degree 

O Completed Year 12 O Postgraduate qualifications 

6) Current employment:  How would you best describe your current work? 

Part-
time 

Casual Full-time Not employed 
over past year 

Home 
duties 

On 
maternity 
leave from 
work 

Other: Please specify:  
__________________ 

O O O O O O O 

7) What is your occupation?  __________________________________ 
 

8) What is your family’s total gross income (before tax) from all sources per week or 
year? 

O Negative income O 

Between $200 - 
$299 per week 
($10,400 - $15,599 
per year) 

O 

Between $600 - 
$799 per week 
($31,200 - $41,599 
per year) 

O 

Between $1,250 - 
$1,499 per week 
($65,000 - 
$77,999 per year) 

O Nil income O 

Between $300 - 
$399 per week 
($15,600 - $20,799 
per year) 

O 

Between $800 - 
$999 per week 
($41,600 - $51,999 
per year) 

O 

Between $1,500 - 
$1,999 per week 
($78,000 - 
$103,999 per 
year) 

O 
Between $1 -$199 
per week ( $1 - 
$10,399 per year) 

O 

Between $400 - 
$599 per week 
($20,800 - $31,199 
per year) 

O 

Between $1,000 - 
$1,249 per week 
($52,000 - $64,999 
per year) 

O 

$ 2,000 or more 
per week 
($104,000 or more 
per year) 
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9) What is your current relationship status? 

Not in 
relationship 

Defacto Married Engaged Separated Divorced 
Other: Please 

specify: 
________________ 

O O O O O O O  

 

10) How long have you been in the current relationship? _____________________ 

 

11) Where were you born?   

O Australia O United Kingdom O Africa 

O New Zealand O Europe  O South America 

O Asia  O America O 
Other (please specify) 

_______________________ 

12) What is your Height _________cms  13) Weight ________kgs 

14) What language do you speak at home? ________________________________ 

15) Are you of Aboriginal or Torres Strait Islander origin? 

O Neither Aboriginal nor Torres Strait Islander 

O Yes, Aboriginal 

O Yes, Torres Strait Islander 

16) Prior to this pregnancy have you ever sought help for a mental health condition? 

 

17) If you answered yes, did you seek assistance for: 

O Depression?  O Anxiety? 

O 
Other (please specify) 
_________________________ 

O Post-traumatic stress disorder? O Not applicable 

 

 

Yes No 

O O 
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18)  Please fill in only one circle in each group below, please indicate which statements 

best describe your own state of health today. 

 
Mobility 

 

1. I have no problems in walking about O 

2. I have some problems in walking about O 

3. I am confined to bed O 
 

Self-Care  

4. I have no problems with self-care O 

5. I have some problems washing or dressing myself O 

6. I am unable to wash or dress myself O 
 

Usual Activities (e.g. work, study, housework, family or leisure activities)  

7. I have no problems with performing my usual activities (e.g. work, study, 
housework, family or leisure activities) 

O 

8. I have some problems with performing my usual activities O 

9. I am unable to perform my usual activities O 
 

Pain/Discomfort  

10. I have no pain or discomfort O 

11. I have moderate pain or discomfort O 

12. I have extreme pain or discomfort O 
 

Anxiety/ Depression  

13. I am not anxious or depressed O 

14. I am moderately anxious or depressed O 

15. I am extremely anxious or depressed O 
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The following questions ask about your pregnancy. 

 

19) Was this current pregnancy planned? Planned Unplanned 

O O 

 
20) What is your preferred birth mode for this pregnancy? 

Vaginal Birth Caesarean Birth 

O O 

 

21) Is this your first pregnancy?          

 
 

 
If the answer to Q21 is Yes, please go to question 28. 
 
22) This question asks for information regarding each of your previous pregnancies: 

 

** Other important events: Were there any other events associated with your previous pregnancies that 

stand out to you as difficult, distressing or traumatic (e.g. diagnosis or misdiagnosis of an abnormality in your 

baby before or after birth)? 

Yes No 

O O 

P
re

g
n
a
n
c
y
 Miscarriage 

or 
termination 
before 20 

weeks 
gestation 

Termination 
after 20 
weeks 

Premature 
birth with 

baby 
admitted to 
nursery for 
longer than 

24hrs 

Forceps or 
vacuum birth 

 

Elective 
Caesarean 

section 

Emergency 
Caesarean 

section 
Stillbirth 

Haemorrhage 
after the birth 

Baby died 
within 4 
weeks of 

birth 

Baby 
resuscitated 

at birth 

Other events 
– please list 

below ** 

None of 
these events 

1st O O O O O O O O O O O O 

2nd O O O O O O O O O O O O 

3rd O O O O O O O O O O O O 

4th O O O O O O O O O O O O 

5th O O O O O O O O O O O O 

6th O O O O O O O O O O O O 

7th O O O O O O O O O O O O 

8th O O O O O O O O O O O O 

9th O O O O O O O O O O O O 
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……………………………………………………………………………………………………………. 

 

If your last birth was a vaginal birth, please go to question 26. 
 
23) If your last birth was a caesarean section, was your caesarean section:  

O Elective O Emergency 

 
24) Did your caesarean section occur : 

O 
Before 
Labour 

O 
During 
Labour 

 
25) What was the reason for your caesarean? 

__________________________________________________________________________

____________________________________________________________________ 

 
26) How much has your last birth experience influenced your preference for this birth? 

Not at all I’m unsure A lot 

O O O 

 

27) For your previous birth, did you attend antenatal or childbirth education classes? 

 

 
 
 

28) Do you plan to have more children following this pregnancy? 

 
 
 
 

29) Who is your preferred carer for this pregnancy? 

Midwife GP Obstetrician Combination Unsure 

O O O O O 

    

Yes No 

O O 

Yes No 

O O 
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30) Have you specifically sought information about your choices for birth this pregnancy? 

 

 

 

31) If you answered yes, what specific information were you seeking?  

 

……………………………………………………………………………………………………………..…

………................................................................................................................................................

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

 

Yes No 

O O 
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32) Considering the birth option you prefer, please answer the following questions: 

 

 0 1 2 3 4 

1. I know which options are available to me O O O O O 

2. I know the benefits of each option O O O O O 

3. I know the risks and side effects of each option O O O O O 

4. I am clear about which benefits matter most to me O O O O O 

5. I am clear about which risks and side effects matter most O O O O O 

6. I am clear about what is more important to me (the benefits or the 
risks and side effects 

O O O O O 

7. I have enough support from others to make a choice O O O O O 

8. I am choosing without pressure from others O O O O O 

9. I have enough advice to make a choice O O O O O 

10. I am clear about the best choice for me O O O O O 

11. I feel sure about what to choose O O O O O 

12. This decision is easy for me to make O O O O O 

13. I feel I have made an informed choice O O O O O 

14. My decision shows what is important to me O O O O O 

15. I expect to stick with my decision O O O O O 

16. I am satisfied with my decision O O O O O 

The rating scale is as follows: 
 
0   Strongly Agree 
1   Agree 
2   Neither agree or disagree 
3   Disagree 
4   Strongly Disagree 
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33)  These questions ask about childbirth knowledge. 

1. For this birth will you attend antenatal or childbirth education classes?  
   
 

  
 
2. Have you ever watched an actual birth or a video of a birth?   

 
 

3. How many books or magazines have you read that 
provide information about the birth process? 

None A few Several Many A lot 

O O O O O 

 
3a. If you have read any books or magazines, how informative were they? 
 

Not at all Slightly Somewhat Very Extremely 

O O O O O 

 
 
4. Do you know any behavioural techniques that may assist you during labour and 
delivery?  
 
 
 
 
4a. If yes, please name three behavioural techniques you might use …   
 

______________________________________________________  

______________________________________________________   

______________________________________________________ 

 

 
5. In comparison to other women, how detailed is your knowledge of childbirth? 

Much less 
detailed 

Less detailed Same More detailed 
Much more 

detailed 

O O O O O 

 
 
6. How often do you practice behaviours or thoughts that may assist you when giving 
birth? 

 
Never  

 
Once a month 

 
Once a week 

 
Every few days 

 
Daily 

O O O O O 

Yes No 

O O 

Yes No 

O O 

Yes No 

O O 
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34) Social support   

1. How supportive of this pregnancy is your partner? 

Not at all 
supportive 

Not very 
supportive 

Indifferent Fairly supportive Very supportive 

O O O O O 

 
2. How often do you talk with your partner about giving birth? 

Never Rarely Sometimes Often Very often 

O O O O O 

 
3. How often do you talk with friends or relatives about this birth? 

Never Rarely Sometimes Often Very often 

O O O O O 

 
4. How much encouragement do you expect to receive from your partner during this 

upcoming birth? 

None Very little Some Fair amount A lot 

O O O O O 

 
5. How many people are you able to talk with openly about your upcoming birth? 

None One or two Three to five Six to nine Ten or more 

O O O O O 
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35) Feelings during the last week 

Which statement best describes how 
you have been feeling in the past 7 
days. 

 
1. I have been able to laugh and see the 

funny side of things. 

As much as I always could O 

Not quite so much now O 

Definitely not so much now O 

Not at all O 

 
2. I have looked forward with enjoyment to 

things. 

As much as I ever did O 

Rather less than I used to O 

Definitely less than I used to O 

Hardly at all O 

 
3. I have blamed myself unnecessarily 

when things went wrong. 

Yes, most of the time O 

Yes, some of the time O 

Not very often O 

No, never O 

 
4. I have been anxious or worried for no 

good reason. 

No, not at all O 

Hardly ever O 

Yes, sometimes O 

Yes, very often O 

 
5. I have felt scared or panicky for no very 

good reason. 

Yes, quite a lot O 

Yes, sometimes O 

No, not much O 

No, not at all O 

6. Things have been getting on top of me.  

Yes, most of the time I haven’t 
been able to cope at all 

O 

Yes, sometimes I haven’t been 
coping as well as usual 

O 

No, most of the time I have coped 
quite well 

O 

No, I have been coping as well as 
ever 

O 

 
7. I have been so unhappy that I have had 

difficulty sleeping. 

Yes, most of the time O 

Yes, sometimes O 

Not very often O 

No, not at all O 

 
8. I have felt sad or miserable. 

Yes, most of the time O 

Yes, quite often O 

Not very often O 

No, not at all O 

 
9. I have been so unhappy that I have 

been crying.  

Yes, most of the time O 

Yes, quite often O 

Only occasionally O 

No, never O 

 
10. The thought of harming myself has 

occurred to me. 

Yes, quite often O 

Sometimes O 

Hardly ever O 

Never O 
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36)  Expectations and Experiences about Labour and Birth  

We would like to know about your feelings and thoughts at the prospect of labour and 

birth. The answers to each question appear as a scale from 0 to 5. The outermost 

answers (0 – 5 respectively) correspond to the opposite extremes of a certain feeling or 

thought. Please complete each question by filling in a circle belonging to the answer 

which most closely corresponds to how you imagine your labour and birth will be. 

Please answer how you imagine your labour and birth will be - not the way you hope it 

will be. 

 

A. How do you think your current labour and birth will turn out as a whole? 
 

O O O O O O 

0 1 2 3 4 5 

1) Extremely fantastic   Not at all fantastic 

 

O O O O O O 

0 1 2 3 4 5 

2) Extremely frightful   Not at all frightful 

 
 
B.  How do you think you will feel in general during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

3) Extremely lonely   Not at all lonely 

 

O O O O O O 

0 1 2 3 4 5 

4) Extremely strong   Not at all strong 

 

O O O O O O 

0 1 2 3 4 5 

 
5) Extremely confident 

   
Not at all confident 

 
O 

 
O 

 
O 

 
O 

 
O 

 
O 

0 1 2 3 4 5 

6) Extremely afraid   Not at all afraid 
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O O O O O O 

0 1 2 3 4 5 

7) Extremely deserted   Not at all deserted 

C. How do you think you will feel in general during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

8) Extremely weak   Not at all weak  

 

O O O O O O 

0 1 2 3 4 5 

9) Extremely safe   Not at all safe 

 

O O O O O O 

0 1 2 3 4 5 

10) Extremely independent  Not at all independent 

 

O O O O O O 

0 1 2 3 4 5 

11) Extremely alone   Not at all alone 

 

O O O O O O 

0 1 2 3 4 5 

12) Extremely tense   Not at all tense 

 

O O O O O O 

0 1 2 3 4 5 

13) Extremely glad   Not at all glad 

 

O O O O O O 

0 1 2 3 4 5 

14) Extremely proud   Not at all proud 

 

O O O O O O 

0 1 2 3 4 5 

15) Extremely abandoned  Not at all abandoned 

 

O O O O O O 

0 1 2 3 4 5 

16) Totally composed   Not at all composed 

 

O O O O O O 



 

203 

0 1 2 3 4 5 

 
17) Extremely relaxed 

   
Not at all relaxed 

O O O O O O 

0 1 2 3 4 5 

 
18) Extremely happy 

   
Not at all happy 

 
D.  How do you think you will feel during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

19) Extreme panic   No panic at all 

 

O O O O O O 

0 1 2 3 4 5 

20) Extreme hopelessness  No hopelessness  at all 

 

O O O O O O 

0 1 2 3 4 5 

21) Extreme longing for the child No longing for the child at all 

 

O O O O O O 

0 1 2 3 4 5 

22) Extreme self-confidence  No self-confidence at all 

 

O O O O O O 

0 1 2 3 4 5 

23) Extreme trust   No trust at all 
 

O O O O O O 

0 1 2 3 4 5 

24) Extreme pain   No pain at all 

 
E. What do you think will happen when labour is most intense? 
 

O O O O O O 

0 1 2 3 4 5 

25) I will behave extremely badly I will not behave badly at all 

 

O O O O O O 

0 1 2 3 4 5 

26) I will allow my body 
to take total control 

 I will not allow my body  
  to take total control at all 
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O O O O O O 

0 1 2 3 4 5 

27) I will totally lose 
control of myself 

  I will not lose control of 
myself at all 

 
 
F. How do you imagine it will feel the very moment you give birth to your baby? 

 

O O O O O O 

0 1 2 3 4 5 

28) Extremely enjoyable   Not at all enjoyable 

 

O O O O O O 

0 1 2 3 4 5 

29) Extremely natural   Not at all natural 

 

O O O O O O 

0 1 2 3 4 5 

30) Totally as it should be  Not at all as it should be 

 

O O O O O O 

0 1 2 3 4 5 

31) Extremely dangerous  Not at all dangerous 

 
 

G. Have you, during the last month, had thoughts about the labour and birth, for 
example 
 

32) ..thoughts that your child will die during labour / birth? 
 

O O O O O O 

0 1 2 3 4 5 

Never   Very Often 

 
33) ..thoughts that your child will be injured during labour/ birth? 
 

O O O O O O 

0 1 2 3 4 5 

Never   Very Often 

 
 

 

Would you please now check that you have not forgotten to answer any questions? 
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Questionnaire to be completed prior to 36 week pregnancy hospital appointment. 
 
Many thanks for offering to participate in this project. Your time and effort is 
appreciated.  
 
What the questionnaire involves; 
 
This second questionnaire asks if any personal circumstances have changed such as 
your current working and family situation. Some questions you may also recall from the 
previous survey. We would particularly like to know if during your pregnancy your birth 
expectations or preferences have changed or remained the same. There are no right or 
wrong answers. This questionnaire is to help us understand how we can better assist 
and emotionally support women during their childbirth experience.  
 
You can take your time to consider your response, so please do not feel rushed. If you 
are unsure what a question means, please ask the midwife to explain or to repeat the 
question. Your participation in this research is appreciated, and will help us to learn more 
about how to best assist mothers. 
 
 
For the attention of the midwife recording responses; 
In order to record a response to the question, fill in a ‘circle’. This allows the 
questionnaire to be scanned through a machine that will immediately transfer answers 
into a computer.  
 
Careful attention has to be taken when filling in the answers.   It is important to colour in 
the ‘circle’ rather than putting some type of mark – like a tick or cross. Please have a 
look at the example provided below. Using a blue or black pen is also important. 
 

 
 
If the woman changes her mind please place a cross over the incorrect answer then fill 
in the correct answer. Some questions may give the option to select more than one 
response. 

Appendix B Questionnaire 2 

BELIEF STUDY: 
Supporting women’s confidence for 

childbirth 

http://www.qld.gov.au/
http://www.health.qld.gov.au/default.asp
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1) What is the expected date of your baby’s birth: ______/______/______                                                                  

For example if your baby’s birth is expected on 10
th

September 2012 or 10/09/12, under 

Day in the first column the circle would be filled at 1, in the second column the circle 

would be filled at 0; under Month in the third column the circle would be filled with 0 

and the fourth column filled with 9; and under Year in the fifth column the circle would 

be filled at 1, and in the sixth column the circle would be filled at 2. 

 Day Month Year (last 2 digits) 

        

0 O O O O O O 0 

1 O O O O O O 1 

2 O O O O O O 2 

3 O O O O O O 3 

4 O O O O O O 4 

5 O O O O O O 5 

6 O O O O O O 6 

7 O O O O O O 7 

8 O O O O O O 8 

9 O O O O O O 9 

 

 
2) How many weeks pregnant are you today?______________                                                                                                    

For example, if you are 34 weeks pregnant, in the first row the circle above 3 would be 
filled, and in the second row the circle above 4 would be filled. 

 
 

 
 
 

 
3) Current employment: How would you best describe your current work? 
 

Part-
time 

Casual Full-time Not employed 
over past year 

Home 
duties 

On 
maternity 
leave from 
work 

Other: Please specify:  
__________________ 

O O O O O O O 

 
 
4) What is our current relationship status? 
 

Not in 
relationship 

Defacto Married Engaged Separated Divorced 
Other: Please 

specify: 
________________ 

O O O O O O O  

 
 

5) Has your relationship status changed since commencing participation in this study?  
 

O O 

Yes No 

O O O O O O O O O O 

O O O O O O O O O O 

0 1 2 3 4 5 6 7 8 9 



 

207 

6) Who is your current carer for this pregnancy (who provides all or most of your care)? 
(Select one only) 
 

Midwife GP Obstetrician Combination Unsure 

O O O O O 

 
 
7) Have you felt comfortable to ask questions about the care provided by midwives during 
your pregnancy? 

O O 

Yes No 

 
 
8) Have you felt comfortable to ask questions about the care provided by doctors during 
your pregnancy? 

O O 

Yes No 

 
 
9) Can you explain what it was about your care that made you comfortable, or made you 
feel uncomfortable to ask questions of midwives and/or doctors? 
 
_____________________________________________________________________________

_____________________________________________________________________________

____________________________________________________________________ 

 

10) To date how satisfied have you been with the care you received during pregnancy?  
 

 O O O O O 

 1 2 3 4 5 

                       Not at all   Very satisfied  

 
 
11) Have you ever smoked cigarettes (not just a puff but whole cigarettes)?  
 

O O 

Yes No 

 
 
12) If yes to having ever smoked cigarettes, when did you last smoke a cigarette? 
 

 
I stopped prior to becoming pregnant  

 
O 

 
During this pregnancy, but I have now stopped smoking 

 
O 
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I still smoke, but I have cut down 

 
O 

 
I smoke the same number of cigarettes as I did before this pregnancy 

 
O 

 
 

13)  Please fill in only one circle in each group below, please indicate which statements 

best describe your own state of health today. 

 

 
Mobility 

 

1. I have no problems in walking about O 

2. I have some problems in walking about O 

3. I am confined to bed O 
 

Self-Care  

4. I have no problems with self-care O 

5. I have some problems washing or dressing myself O 

6. I am unable to wash or dress myself O 
 

 
Usual Activities (e.g. work, study, housework, family or leisure activities) 

 

7. I have no problems with performing my usual activities (e.g. work, study, 
housework, family or leisure activities) 

O 

8. I have some problems with performing my usual activities O 

9. I am unable to perform my usual activities O 
 

Pain/Discomfort  

10. I have no pain or discomfort O 

11. I have moderate pain or discomfort O 

12. I have extreme pain or discomfort O 
 

Anxiety/ Depression  

13. I am not anxious or depressed O 

14. I am moderately anxious or depressed O 

15. I am extremely anxious or depressed O 
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14) Decisions in childbirth 

The following questions seek to understand the decisions you have made about 
childbirth.  
 
A) Which option do you prefer? 
 

       Vaginal Birth             Caesarean Birth   

O O  

 
 
B) Has this changed since you commenced participation in this study?  
 

             Yes                    No    

O O  

 
 
C) If yes, why and what has influenced this change? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

___________________________________________________________________ 

 

D) Has a caesarean birth been recommended since you completed the first survey at 20 weeks? 
 

             Yes                    No   

O O 

 
 
 
E) If yes, can you share with us the reasons why?  
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

___________________________________________________________________ 
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15) Considering the birth option you prefer, please answer the following questions: 

     

 

 0 1 2 3 4 

1. I know which options are available to me O O O O O 

2. I know the benefits of each option O O O O O 

3. I know the risks and side effects of each option O O O O O 

4. I am clear about which benefits matter most to me O O O O O 

5. I am clear about which risks and side effects matter most O O O O O 

6. I am clear about what is more important to me (the benefits or the 
risks and side effects 

O O O O O 

7. I have enough support from others to make a choice O O O O O 

8. I am choosing without pressure from others O O O O O 

9. I have enough advice to make a choice O O O O O 

10. I am clear about the best choice for me O O O O O 

11. I feel sure about what to choose O O O O O 

12. This decision is easy for me to make O O O O O 

13. I feel I have made an informed choice O O O O O 

14. My decision shows what is important to me O O O O O 

The rating scale is as follows: 

 

0   Strongly Agree 

1   Agree 

2   Neither agree or disagree 

3   Disagree 

4   Strongly Disagree 
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15. I expect to stick with my decision O O O O O 

16. I am satisfied with my decision O O O O O 
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16) These questions ask about childbirth knowledge. 
 
1) For this birth will you attend antenatal or childbirth education classes? 

 
 
 

2. Have you ever watched an actual birth or a video of a birth?   
 
 
 

3) How many books or magazines have you read that provide information about the birth 
process? 

 

None A few Several Many A lot 

O O O O O 

 
3a. If you have read any books or magazines, how informative were they? 
 

Not at all Slightly Somewhat Very Extremely 

O O O O O 

 
 
 
4. Do you know any behavioural techniques that may assist you during labour and delivery?  
 
      
 
 
4a. If yes, please name three behavioural techniques you might use …   
 

______________________________________________________  
 
______________________________________________________   
 
______________________________________________________ 
 

 
5 .In comparison to other women, how detailed is your knowledge of childbirth? 

Much less 
detailed 

Less detailed Same More detailed 
Much more 

detailed 

O O O O O 

 
 
 
6. How often do you practice behaviours or thoughts that may assist you when giving birth? 

 
Never  

 
Once a month 

 
Once a week 

 
Every few days 

 
Daily 

O O O O O 

Yes No 

O O 

Yes No 

O O 

Yes No 

O O 
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17) Social support   

 

1. How supportive of this pregnancy is your partner? 

Not at all 
supportive 

Not very 
supportive 

Indifferent Fairly supportive Very supportive 

O O O O O 

 
2. How often do you talk with your partner about giving birth? 

Never Rarely Sometimes Often Very often 

O O O O O 

 
3. How often do you talk with friends or relatives about this birth? 

Never Rarely Sometimes Often Very often 

O O O O O 

 
4. How much encouragement do you expect to receive from your partner during this 
upcoming birth? 

None Very little Some Fair amount A lot 

O O O O O 

 
5. How many people are you able to talk with openly about your upcoming birth? 

None One or two Three to five Six to nine Ten or more 

O O O O O 
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18) Feelings during the last week 

Which statement best describes how 

you have been feeling in the past 7 

days. 

1. I have been able to laugh and see the 
funny side of things. 

As much as I always could O 

Not quite so much now O 

Definitely not so much now O 

Not at all O 

 
2. I have looked forward with enjoyment to 

things. 

As much as I ever did O 

Rather less than I used to O 

Definitely less than I used to O 

Hardly at all O 

 
3. I have blamed myself unnecessarily 

when things went wrong. 

Yes, most of the time O 

Yes, some of the time O 

Not very often O 

No, never O 

 
4. I have been anxious or worried for no 

good reason. 

No, not at all O 

Hardly ever O 

Yes, sometimes O 

Yes, very often O 

 
5. I have felt scared or panicky for no very 

good reason. 

Yes, quite a lot O 

Yes, sometimes O 

No, not much O 

No, not at all O 

 
6. Things have been getting on top of me.  

Yes, most of the time I haven’t 
been able to cope at all 

O 

Yes, sometimes I haven’t been 
coping as well as usual 

O 

No, most of the time I have coped 
quite well 

O 

No, I have been coping as well as 
ever 

O 

 
7. I have been so unhappy that I have had 

difficulty sleeping. 

Yes, most of the time O 

Yes, sometimes O 

Not very often O 

No, not at all O 

 
8. I have felt sad or miserable. 

Yes, most of the time O 

Yes, quite often O 

Not very often O 

No, not at all O 

 
9. I have been so unhappy that I have 

been crying.  

Yes, most of the time O 

Yes, quite often O 

Only occasionally O 

No, never O 

 
10. The thought of harming myself has 

occurred to me. 

Yes, quite often O 

Sometimes O 

Hardly ever O 

Never O 
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19) Expectations and Experiences about Labour and Birth  

We would like to know about your feelings and thoughts at the prospect of labour and birth. The 

answers to each question appear as a scale from 0 to 5. The outermost answers (0 – 5 

respectively) correspond to the opposite extremes of a certain feeling or thought. Please 

complete each question by identifying a number from 0 – 5 which most closely corresponds to 

how you imagine your labour and birth will be. Please answer how you imagine your labour 

and birth will be - not the way you hope it will be. 

A. How do you think your current labour and birth will turn out as a whole? 
 

O O O O O O 

0 1 2 3 4 5 

1) Extremely fantastic   Not at all fantastic 

 

O O O O O O 

0 1 2 3 4 5 

2) Extremely frightful   Not at all frightful 

 
B.  How do you think you will feel in general during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

3) Extremely lonely   Not at all lonely 

 

O O O O O O 

0 1 2 3 4 5 

4) Extremely strong   Not at all strong 

 

O O O O O O 

0 1 2 3 4 5 

 
5) Extremely confident 

   
Not at all confident 

O O O O O O 

0 1 2 3 4 5 

6) Extremely afraid   Not at all afraid 

 

O O O O O O 

0 1 2 3 4 5 

7) Extremely deserted   Not at all deserted 
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C. How do you think you will feel in general during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

8) Extremely weak   Not at all weak  

 

O O O O O O 

0 1 2 3 4 5 

9) Extremely safe   Not at all safe 

 

O O O O O O 

0 1 2 3 4 5 

10) Extremely independent  Not at all independent 

 

O O O O O O 

0 1 2 3 4 5 

11) Extremely alone   Not at all alone 

 

O O O O O O 

0 1 2 3 4 5 

12) Extremely tense   Not at all tense 

 

O O O O O O 

0 1 2 3 4 5 

13) Extremely glad   Not at all glad 

 

O O O O O O 

0 1 2 3 4 5 

14) Extremely proud   Not at all proud 

 

O O O O O O 

0 1 2 3 4 5 

15) Extremely abandoned  Not at all abandoned 

 

O O O O O O 

0 1 2 3 4 5 

16) Totally composed   Not at all composed 

 

O O O O O O 

0 1 2 3 4 5 
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17) Extremely relaxed 

   
Not at all relaxed 

O O O O O O 

0 1 2 3 4 5 

 
18) Extremely happy 

   
Not at all happy 

 
D.  How do you think you will feel during the labour and birth? 
 

O O O O O O 

0 1 2 3 4 5 

19) Extreme panic   No panic at all 

 

O O O O O O 

0 1 2 3 4 5 

20) Extreme hopelessness  No hopelessness  at all 

 

O O O O O O 

0 1 2 3 4 5 

21) Extreme longing for the child No longing for the child at all 

 

O O O O O O 

0 1 2 3 4 5 

22) Extreme self-confidence  No self-confidence at all 

 

O O O O O O 

0 1 2 3 4 5 

23) Extreme trust   No trust at all 
 

O O O O O O 

0 1 2 3 4 5 

24) Extreme pain   No pain at all 

 
E. What do you think will happen when labour is most intense? 

O O O O O O 

0 1 2 3 4 5 

25) I will behave extremely badly I will not behave badly at all 

 

O O O O O O 

0 1 2 3 4 5 

26) I will allow my body  I will not allow my body  
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to take total control   to take total control at all 

 

O O O O O O 

0 1 2 3 4 5 

27) I will totally lose 
control of myself 

  I will not lose control of 
myself at all 

 
H. How do you imagine it will feel the very moment you give birth to your baby? 

O O O O O O 

0 1 2 3 4 5 

28) Extremely enjoyable   Not at all enjoyable 

 

O O O O O O 

0 1 2 3 4 5 

 
 
29) Extremely natural 

   
 

Not at all natural 

 

O O O O O O 

0 1 2 3 4 5 

30) Totally as it should be  Not at all as it should be 

 

O O O O O O 

0 1 2 3 4 5 

31) Extremely dangerous  Not at all dangerous 

 
 
G.  Have you, during the last month, had thoughts about the labour and birth, for example.. 
32) ..thoughts that your child will die during labour / birth? 
 

O O O O O O 

0 1 2 3 4 5 

Never   Very Often 

 
33) ..thoughts that your child will be injured during labour/ birth? 
 

O O O O O O 

0 1 2 3 4 5 

Never   Very Often 

 
Thank you for completing this questionnaire. If you have any further questions regarding 

participation please contact: Jocelyn Toohill on (07) 3382 1107 or M: 0423347378. 
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Appendix C: Participant newsletter 
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Appendix D: Participant Information and Consent Form 

Site: Gold Coast Hospital, Redlands Hospital & Logan Hospital  
Full Project Title:  Reducing childbirth fear: A midwife-led psycho-education 
intervention 
Researchers: Professor Jenny Fenwick; Professor Jenny Gamble; Dr Erika 
Turkstra, Jocelyn Toohill (PhD Candidate) Griffith University; Professor Debra 
Creedy, Research Centre for Clinical and Community Practice Innovation; 
Professor Anne Buist, University of Melbourne; Associate Professor Anne 
Sneddon, Gold Coast Hospital. 
This study has been funded by the National Health & Medical Research Council. 
Jocelyn Toohill will use some of the study results for her Doctor of Philosophy 
program. 
________________________________________________________________ 
This Form is 7 pages long. Please make sure you have all 7 pages. 

1. Your Consent 

We would like to invite you to take part in a study for mothers who are concerned 

or fearful about the birth of their next baby. 

This Participant Information sheet describes this research project. Its purpose is 

to explain to you as openly and clearly as possible all the procedures involved in 

this project before you decide whether or not to take part in it.  

Please read this Participant Information sheet carefully. Feel free to ask 

questions about any of the information. You may wish to discuss the project with 

a relative or friend or your health care provider. Feel free to do this. If you are 

interested in this study but do not wish to participate today, you can contact 

Jocelyn Toohill (Phone: 07 33821107 Mobile: 0423347378), any time before 

your 24th week of pregnancy to make arrangements for you to be involved.  

Once you understand what the project is about and if you agree to take part, you 

will be asked to sign the Consent Form. By signing the Consent Form, you 

indicate that you understand the information and give your consent to participate 

in the research project.  

 

You will be given a copy of this Participant Information Sheet and Consent 

Form to keep as a record. 
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2. Purpose                                                                                                                                                      

Birth is an important and often happy event in the lives of women and their 

families. But some women report being concerned or fearful about childbirth. 

Around one in four mothers have used words such as terrifying and petrifying to 

describe their expectations of birth.  In our recent survey of 400 pregnant women 

nearly 50% reported moderate fear and 26% reported intense fear of childbirth. 

Little is known about the nature of care required to support women experiencing 

moderate to high levels of fear. Previous studies tell us that women like to be 

informed about their childbirth choices, review their previous birth if they already 

have a child, and have opportunities to talk through their concerns. We are 

conducting this research to test whether an education and supportive counselling 

intervention offered by midwives is helpful in addressing women’s concerns, 

reduce fear, and enable them to feel confident about their forthcoming birth.  

A total of 1200 women will complete this study. 

Women included in the study will be between 12-24 weeks pregnant, expecting 

to have a live born baby at term, be 16 years or older and able to communicate 

sufficiently in English to talk  about their concerns.  

3. Procedures 

All eligible women attending the antenatal clinic of the Gold Coast, Logan & 

Redland Hospitals will be invited to participate and complete a set of 

questionnaires asking information about age, education, income, past birth 

history, expectations and experiences about birth, emotional well being, 

decisional conflict, social support, and quality of life.  

On the basis of the completed questionnaires, women who report high levels of 

fear about birth will be contacted about further involvement. From this group of 

women, those who agree to be involved will be randomly allocated to one of two 

groups (1) information and usual care group or (2) education and supportive 

counselling group. Allocating women to two groups allows us to compare the two 

groups and determine if the education and counselling support is helpful in 

reducing fear, and improving women’s confidence and emotional well-being.  

These women will be asked to complete questionnaires again (at 36 weeks of 

pregnancy and 4 to 6 weeks after birth). These questionnaires ask information 

about confidence to birth, childbirth expectations and experiences, emotional well 

being, maternal support, and quality of life.  At 4 to 6 weeks postpartum, women 

will also be asked about parenting confidence and satisfaction, outcomes of 

pregnancy, and satisfaction with care. These questionnaires can be  
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posted to you or completed by telephone with a midwife researcher at a time 

convenient to you. It is anticipated that the questionnaire will take around 40 

minutes to complete.  

If you are allocated to the information and usual care group you will receive 

information on preparing for childbirth as well as support from your care 

providers. Usual care includes advice from the hospital midwives and doctors 

about the services available to you, receiving antenatal care according to your 

needs, having a review of your health with an obstetrician at the hospital (usually 

after twenty weeks and around thirty-six weeks), and receiving in-patient care 

during labour and after birth.  Usual care often includes antenatal education at 

the hospital. 

If you are allocated to the education and counselling group you will be provided 

with opportunities to discuss your childbirth fears and concerns, have your 

questions answered and talk about how you are feeling in relation to your last 

birth if you already have a child, and your expectations for birth this pregnancy. 

These discussions will occur by phone when you are around 24-26 weeks 

pregnant and again when you are around 32-34 weeks pregnant. Each 

discussion may last up to one hour depending on your needs. Women in this 

group can access the midwife researcher throughout the study period to discuss 

any aspects raised during the counselling sessions and access to information 

about birth decisions for this pregnancy.  

Additionally if you are in the group of women receiving counselling and education 

from a research midwife you may be asked for permission to audio record the 

session. This recording is to review the research midwife’s skills and maintain 

quality of the counselling. Gaining your permission to record any discussion as 

part of this study will occur prior to commencing the recording.  

We would also like to interview around forty women (twenty from each group) to 

explore  perceptions and experiences of childbirth fear and impact on confidence 

for birth; what factors influence childbirth fear; explore if and how your views 

about birth changed as a result of involvement in the study; and satisfaction with 

involvement in the study. Each interview will be recorded, transcribed, and a 

copy of the interview returned to you for comment. The tape is then erased. 

In order to see if the intervention reduces costs for women and health care 

services we need permission to use your medical record number to calculate 

hospital costs for you and your baby, and your medicare number to calculate the 

number and costs of GP and other specialist visits you or your baby may need.  
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Possible Benefits 

While we cannot guarantee that you will receive any benefits from this project, 

you may feel good knowing that sharing your views and experiences may 

improve our understanding of women’s concerns and fears and the care provided 

to other women in the future. For women in the education and counselling group, 

possible benefits may include improved confidence and emotional wellbeing 

leading up to and following birth.  

4. Possible Risks  

There are no known or foreseeable risks associated with participation in this 

study. The method of counselling used for women has been used before with 

women who were distressed about their birth and had no harmful effects. 

However, should you feel uncomfortable or concerned about any aspect of this 

study you can withdraw from the study at any time. Your wellbeing is of the 

highest importance. As such, a clinical psychologist will monitor the research at 

each stage and if for any reason we or you feel that you could benefit from 

counselling you will be referred to a pre-arranged counselling service at the 

hospital and not required to continue in the study. 

 

5. Alternatives to Participation 

It is not known if the research will be beneficial to you and you may choose not to 

participate in this study.  

 

6.    Privacy, Confidentiality and Disclosure of Information  

This research involves the collection, access and / or storing of your identified 

personal information. The information collected is confidential and will not be 

disclosed to third parties without your consent, except to meet government, legal 

or other regulatory authority requirements. Your anonymity will at all times be 

safeguarded. All information will be treated in the strictest confidence. Although 

you will be asked to provide contact details, you will be given a code number for 

the study. Should we lose contact with you during the study we will try and make 

contact with you through the additional contact person/s you identified, however 

we will not disclose any personal details and simply identify that you had 

provided this as a contact number.  

Only group data, from which no individual could be identified, will be published. 

These steps ensure your privacy is protected. The questionnaires and the 
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personal details sheet will be kept in a locked and secure place at Griffith 

University. Any dvd / audio recordings made during this study will not be distributed 

or used outside of this study and will be deleted on conclusion of the study. A copy of the 

transcribed interview will be given to you. 

7. New Information Arising During the Project 

During the research project, new information about the risks and benefits of the 

project may become known to the researchers. If this occurs, you will be told 

about this new information. This new information may mean that you can no 

longer participate in this research. In all cases, you will be offered information 

about all available care to suit your needs and medical condition. 

 

8. Results of Project  

On completion of the study, you will be sent a brief report on the findings either 

by email or in the post. 

 

9. Further Information  

You may contact Jocelyn Toohill on Phone 33821107 or Mobile 0423347378 or 

by email j.toohill@griffith.edu.au  if you have any questions concerning your 

participation in the study.  

 

10. Complaints Mechanism   

Griffith University and Queensland Health Hospitals conduct research in 

accordance with the National Statement on Ethical Conduct in Human Research 

(2007). This study has been reviewed and approved by Griffith University and the 

Gold Coast Hospital Human Research Ethics Committees. Should you wish to 

discuss the study in relation to your rights as a participant, or should you wish to 

make an independent complaint, you may contact the Hospital Patient Liaison 

Officer Coordinator (07 55198274) or Dr Brian Bell, Executive Director Medical 

Services Gold Coast Hospital, Southport, Qld, 4215 by telephone (07 55198211), 

email: GCH-ethics@health.qld.gov.au. You may also contact the Senior Manager 

Research Ethics and Integrity at Griffith University on 3735 5585, email: 

research-ethics@griffith.edu.au. 

  

mailto:j.toohill@griffith.edu.au
mailto:GCH-ethics@health.qld.gov.au
mailto:research-ethics@griffith.edu.au
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11. Participation is Voluntary  

You do not have to be involved in the study unless you wish to and you may 

leave the study at any time without explanation. Withdrawing from the study at 

any time will not affect the care provided to you by the Gold Coast, Logan or 

Redlands Hospitals, nor will it affect your relationship with staff of the hospital or 

with Griffith University. I would be pleased to answer any questions you may 

have and accept your decision if you decide not to be involved. 

If you are willing to be involved please complete the following consent form. 

12. Ethical Guidelines 

This project will be carried out according to the National Statement on Ethical 

Conduct in Human Research (2007) produced by the National Health and 

Medical Research Council of Australia. This statement has been developed to 

protect the interests of people who agree to participate in human research 

studies. 

The ethical aspects of this research project have been approved by the Gold 

Coast Hospital Human Research Ethics Committee (HREC). Approval has also 

been given by Griffith University Human Research Ethics Committee and 

authorisation from the Gold Coast Hospital for the study to be conducted at Gold 

Coast, Logan and Redlands hospitals. 

13. Reimbursement for your costs 

You will not be paid for your participation in this project.  
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CONSENT TO PARTICIPATE IN RESEARCH: Reducing childbirth fear: A 
midwife-led psycho-education intervention 
 
Researchers: Jenny Fenwick; Jenny Gamble; Erika Turkstra, Jocelyn Toohill (PhD 

Candidate) (Griffith University); Debra Creedy (RCCCPI); Anne Buist (University of 

Melbourne); Dr Anne Sneddon (Gold Coast Hospital).  
Phone: 07 33821107 Mobile: 0423347378 

INFORMED CONSENT 

I am booked to have my baby at the Gold Coast, Logan or Redland Hospital. It has been 

identified that I am eligible to participate in a study for women who may feel concerned 

or fearful about their forthcoming birth. This research aims to test whether an education 

and supportive counselling intervention offered by midwives is helpful in addressing 

women’s concerns, reduce fear, and enable them to feel confident about their 

forthcoming birth. The study will compare women who receive the education and 

counselling intervention to women who receive usual hospital care and information on 

preparing for childbirth.  The study aims to reduce women’s fears and enhance their 

emotional wellbeing and confidence leading up to and following birth.  

I have read and understood the information contained in the Participant Information 
Sheet “Reducing childbirth fear: A midwife-led psycho-education intervention” study. 

 Had the opportunity to have my concerns and or questions fully answered by 
the midwife who is the witness to my signature below. 

 Been informed that my care will not be influenced in any way by participating in 
this study. 

 I will not derive any payment for participation. 

 Understood that the project is for the purpose of research. 

 Been informed that the data collection will initially require my personal details 
and medicare number to be entered on the data sheets, but once the data has 
been collected at the end of my participation in the study, the information will be 
de-identified, thus preserving my confidentiality. 

 Been informed that during data collection my personal information will be 
maintained and safeguarded. Study data will be de-identified, coded in 
electronic format and kept for 5 years. 

 Been assured that I am free to withdraw from this study at any time and 
understand that my care will not be compromised in any way if I decide to 
withdraw. 

 My interactions with the researcher may be recorded but this will be identified 
and my consent gained prior to any recording proceeding. 

 Agreed to participate in the study.      

  Please tick if you are willing to be contacted about further research being conducted 
amongst pregnant women. 

   
__________________________________      __________       ___________________________________          
Participant  (Signature & print name)         Date                   Research Witness (Signature & print name)             

 By signing this document the research witness has given a verbal explanation of the research project, its 
procedures and risks and believes the participant has understood that explanation. 
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Appendix E: Table of Prevalence for Childbirth Fear by WDEQ-A 

Cut Points 

 
Author, Yr, 
Country 

Gestation 
Screened 

WDEQ Cut 
Point 

Population  Parity Prevalence 

Fenwick, 2009. 
Australia. 

K36 WDEQ≥66 Australian All,  Mean 57.8 (6-115) 
Nullips, Mean 62.4 
Multis, Mean 53.6 

27%  
33% 
20% 

Hall, 2009. 
Canada. 

K35-39 WDEQ ≥66 Canadian All, Mean 52.9 25% 

Johnson, 2002. 
UK. 

K32 WDEQ - UK Nullips, Mean 65.4 
Multis, Mean 58 

- 

Zar, 2001. 
Sweden. 

K32 WDEQ ≥66 Swedish All, Mean 57 
Nullips, Mean 58.6 
Multis, Mean 50.3 

26% 
26% 
26% 

Toohill, 2013. 
Current study. 

K19 WDEQ ≥66 
 
 
WDEQ ≥85 
 

Australian All, Mean 49.5 
Nullips, Mean 55 
Multis, Mean 45 
All 
Nullips 
Multis 

24% 
31% 
18% 
4.8% 
6.4% 
3.6% 

Adams, 2012. 
Norway. 

K32 WDEQ ≥85 Norwegian All – Mean 56.7 7.5% 

Kjergaard, 2008.  
Sweden. 

K37 WDEQ ≥85 Swedish & 
Danish 

Nullips, Mean 59 11% 

Nordeng, 2012. 
Norway. 

K32 WDEQ ≥85 Norwegian All 7.8% 

Ryding, 1998. 
Sweden. 

K32 WDEQ ≥85 Swedish All 
Nullips, Mean 54.1  
Multis, Mean 57.7 

10% 

Spice, 2009. 
Canada. 

K24 WDEQ ≥85 Canadian All 9.1% 

Storksen, 2012. 
Norway. 

K32 WDEQ ≥85 Norwegian All – Mean 56.8 8% 

Nieminen, 2009. 
Sweden. 

K16-32 WDEQ≥85 
 
 
WDEQ≥100 

Swedish All, Mean 62.8 
Nullips, Mean 64.5 
Multis, Mean 60.7 
All, Mean 62.8 

15.6% 
14.8% 
16.5% 
   5.7% 

Zar, 2002. 
Sweden. 

K32 WDEQ≥85 
WDEQ≥100 

Swedish All, Mean 57 11% 
2.4% 

Heimstad, 2006. 
Norway. 

K18-20 WDEQ>95 
WDEQ>100 

Norwegian All 
 
Nuliips, Mean 66 
Multips Mean 60 

7.3%, 
5.5% 

Rouhe, 2009. 
Finland. 

K22 WDEQ≥100 
 

Finnish All, Mean 68.3 
Nullips <K20, Mean 70.7 
Nullips >K20, Mean 74.7 
Multis <K20, Mean 63 
Multis >K20 Mean 69.7 

 
7.0% 
 
7.7% 
 

Rouhe, 2013. 
Finland. 

K11-13 WDEQ≥100 Finnish Nullips 8.1% 

Salomonsson, 
2013. Sweden. 

K26 WDEQ ≥85 Swedish Nullips, Mean 68.5 20.8% 
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