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Abstract

Objectives: to develop an instrument designed to assess pregnant women's expectations regarding
labor and birth.

Methods: a cross-sectional study was conducted, utilizing two focus groups for the questionnaire s
construction: one comprising eight obstetrics professionals and another with six pregnant women.

Results: based on the focus group discussions, a preliminary 22-item questionnaire was developed.
Its psychometric properties were tested in a pilot sample of 67 pregnant women. The results were
descriptively analyzed and submitted to the validation process, where reliability measures and the
validity of content, criterion and construction values were evaluated. The final instrument was composed
of 10 items. Factorial analysis indicated three dimensions of the instrument: safety (four questions),
feelings (four questions) and concerns (three questions). Its reliability was assessed using Cronbach's
Alpha and Spearman Brown statistical tests, yielding values of 0.6727 and 0.7658, respectively.

Conclusions: the Questionnaire (QEDB) demonstrated adequate psychometric properties to
measure pregnant women's expectations, particularly when examining the responses of women in the
third trimester. Due to its ease of administration, the instrument can serve as a valuable tool in clinical
obstetrics practice and for future research.
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Introduction

Every woman who is about to give birth has preconceptions
regarding various environmental and social factors, and
these factors can influence the choice of the type of
birth, the fear of pain, and even her own experience and
satisfaction with childbirth. Expectations reflect a state
of anticipation, uncertainty and hope in something yet
to be known.'*

When pregnant women’s expectations are met,
understood, or validated, the probability of having a
positive experience of childbirth increases.> Providing a
positive birth experience is important because satisfaction
is linked to self-esteem, which can in turn foster the
mother-baby relationship postpartum. Conversely, feelings
of frustration, postpartum depression and distress can
affect the pregnant woman.>®

By understanding the expectations of pregnant
women, health professionals can help them align their
desires with a realistic perspective. It is crucial to promote
women’s preparation for the difficulties they often
encounter by addressing the feelings and emotions that
may arise at this time and helping them to have a more
satisfying, safer and less fearful experience.’

The level or degree of expectation cannot be
measured directly because it lacks a unique understanding
or conceptualization, being composed of a variety of
feelings and emotions, including the level of anxiety in
the face of something new or even unknown. Moreover,
such feelings can be shaped by previous experiences or
of acquaintances.*¢

Consequently, since it is considered a latent trait,
as it cannot be measured directly, the measurement of
the degree of expectation should involve the use of a
measurement instrument composed of items that are
observable facets of this trait. By obtaining a score, one
can then gauge how positive or optimistic the pregnant
woman is about the period of labor and birth.*'* According
to the systematic review on the subject,' currently, there
is no adequate instrument to measure pregnant women’s
expectations about delivery and birth.

Therefore, the objective of this study was to develop
an instrument with appropriate psychometric properties to
measure pregnant women’s expectations of labor and birth
and apply it to a pilot sample (preliminary validation).

Methods

A cross-sectional study was conducted, utilizing focus
group interviews to construct the Questionnaire on
Expectations of Pregnant Women regarding Delivery and
Birth (QEDB). The study was carried out from March 18
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to March 19, 2019 at the University of Southern Santa
Catarina and the city of Tubaréo.

For the first focus group, we aimed to incorporate
the different perspectives of obstetrics professionals,
inviting obstetricians, nurses, doulas, psychologists from
hospitals and outpatient clinics in the city. The first group,
which lasted approximately 90 minutes, was composed of
eight professionals working in obstetrics: three doctors,
four nurses, and one doula. The objective was to ensure
representation of all possible members of the delivery and
birth team. Participants were invited to share aspects of
their experience and professional experience regarding
delivery and birth. As an inclusion criterion, health
professionals working with pregnant women were invited
to represent all possible members of the delivery and birth
team. Professionals who, despite their academic training,
did not have experience working in the area with pregnant
women were excluded.

For the second focus group, we invited pregnant
women who were receiving prenatal care at the university’s
teaching clinic or municipal health units. We included, for
convenience, those who agreed to participate. Women
who were unable to read at the time of the survey were
excluded from this study. The second focus group included
six pregnant women and lasted approximately 60 minutes.
Pregnant women were invited to discuss aspects related to
their expectations, experiences and feelings about delivery
and birth. Both groups were conducted in private rooms
located at a university in southern Brazil.

The group discussions were led by a psychologist,
who moderated the discussion and asked probing questions
to explore the opinions in greater detail. The discussions
were audio-recorded, and the verbatim transcripts of the
speeches were subsequently produced.

After the focus groups were transcribed, all identifying
information was removed, and codes were assigned
to the participants, ensuring confidentiality and non-
identification.

Following the transcription of the focus group
discussion, content analysis was employed. This technique
is characterized as a study of the researched content that
seeks meaning and intentions of words and phrases,
as well as comparing and evaluating their meanings.'¢
The content analysis resulted in five distinct themes:
Influences on the choice of delivery; The choice for
cesarean section; The fear of delivery; The present day
delivery; and The performance of the professional. The
analysis of the content of the pregnant women’s group
allowed the identification of topics according to the
categorization created in the group of professionals. This
analysis resulted in 22 items/questions, which constituted
the first version of QEDB.



The initial pilot test of the instrument was conducted
with women selected in courses for pregnant women
offered by regional hospitals and clinics or in doulas
circles. All the women present were invited to participate.
Since it was self-administered, those who could not read
or failed to answer all the questions were excluded.

In addition to the 22 items of the instrument,
sociodemographic and gestational variables of the women
who participated in the pilot test were assessed, including
age, number of children, weeks of gestation, choice of
type of delivery and desired birthplace. Women pregnant
for the first time were classified as primigravidae, while
those who had previously given birth to a viable infant
were classified as multiparous. The age of the participants
was grouped dichotomously as 18 to 29 years old and
>30 years old.

The pregnancy trimester was initially grouped in 10
to 15 weeks (1* trimester), 16 to 27 weeks (2™ trimester),
and 28 to 40 weeks (3" trimester). It was subsequently
dichotomized to highlight women in the third gestational
trimester. For women who reported having a prior choice
regarding the type of delivery, the option was categorized
as either vaginal delivery or cesarean section.

Categorical variables were described as frequencies
and percentages, and quantitative variables as the mean
and standard deviation or median and interquartile range.
The response options for the instrument’s items followed
a S-point Likert scale, ranging from “Strongly agree” to
“Strongly disagree”. A higher response category of the
item indicated greater disagreement with the information
contained within it. Five questions that expressed feelings
considered negative had their scores reversed.

From the sum of the answers, the total score obtained
by pregnant women was calculated, serving as the estimate
of the latent trait of interest. A low score indicates a more
optimistic or positive view/expectation of the pregnant
woman, while a high score indicates a more negative
expectation regarding the moment of labor and birth.

For the preliminary validation process, reliability
measures were used, as well as the content validity,
criterion validity (concurrent) and construct validity.'> As
reliability measures, Cronbach’s Alpha (which evaluates
internal consistency) and a measure obtained by split-half
method using the Spearman-Brown formula were used."”
These measurements range from zero to one, where a score
closer to one indicates higher reliability.

The validity of a measuring instrument begins at the
moment of its conceptualization and persists throughout
the process of elaboration, application, correction and
interpretation of results.!” Content validity has been
described in detail in the procedure section. Criterion
validity was assessed by checking the existence of an
association (direct or inverse) between the total score
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(degree of positive/negative expectation of the pregnant
woman) and the variables that, theoretically, could be
related to high (negative expectation) or low (more
positive expectation) values. For categorical variables
(age >30 years old, primigravida or multiparous status,
gestational trimester, choice of delivery type and location,
choice of vaginal delivery or cesarean section), analysis
of variance was performed to compare the mean scores
obtained across the different groups.

Construct validity was assessed through exploratory
factor analysis, which verified the latent factor structure of
the instrument.'® The exploratory factor analysis utilized
Promax’s oblique rotation and Kaiser’s measure of the
sampling adequacy.'”"

The data obtained were inserted into a structured
data base in Microsoft Excel, and analyzed by Statistical
Package for Social Sciences (SPSS), version 21.0 (IBM)
and Statistical Analysis System (SAS), version 9.4. The
level of significance considered was 5%.

This research was approved by the Research Ethics
Committee and registered under the following opinion
3.204.605 and CAAE: 04117018.4.0000.5369, in
accordance with national regulations and the principles
of the Declaration of Helsinki. Written informed consent

was obtained from all participants prior to data collection.

Results

In this study, 67 pregnant women answered the instrument,
in its 22-item version. The average age of the participants
was 30.4 years old (£ 4.9), with a minimum age of 20
years old and a maximum age of 42 years old. The average
gestational age was 25.13 weeks (+ 8.05), ranging from 6
to 38 weeks. Among the participants of the survey, 86%
were primiparous.

Table 1 displays the characteristics of the pregnant
women who completed the proposed instrument in its
first version.

Table 2 describes the frequencies of responses to
the questions of the proposed instrument in its complete
version used in the pilot test. Questions concerning the
choice of type of delivery and family support (1, 2, 3 and
20) were those with the highest frequency of affirmative
answers.

Analysis of the 22 items comprising the questionnaire
in the pilot test showed that: 1) Some items were not
observable aspects of the latent trait of interest, as they
involved questions related to maternity and not only
to delivery (questions 18 to 22); 2) Some items were
expressing a reality already experienced with more focus
than an expectation in itself, as in questions 2, 3 and
17; 3) Some items were overlapping, as they intended
to measure the same characteristic through different

Rev. Bras. Saude Mater. Infant., Recife, 26: €20230071



Marques GM et al.

Table 1

Characterization of the sample of pregnant women
who participated in the pilot test of the instrument
QEDB  (n=67). Tubardo, Santa Catarina; 2019.

Questions N %

Age group (years old)

18 to 29 25 16

>30 42 84
Primipara

Yes 43 86

No 7 14
Chose the birth

Yes 42 84

No 8 16
Birth type

Unknown 8 16

Vaginal 29 58

C-section 13 26

Gestational trimester

st 8 16
2nd 21 42
3 21 42

Chose place of birth

Not chosen yet 5 10
Yes 29 58
No 16 32

QEDB= Questionnaire on Expectations of Pregnant Women regarding Delivery
and Birth.

questions, as in questions 4 and 8; 6 and 7; 9 and 10, with
the most comprehensive question chosen in each case.
These issues were discussed by the research team and,
along with the instrument’s reliability analysis, led to the
removal of several questions from the final version of the
questionnaire, resulting in a proposed final instrument
composed of 10 items (Table 3).

The estimate of the degree of expectancy of pregnant
women for labor and birth is obtained by the total score
(the sum of the answers of each pregnant woman to the
10 items of the proposed instrument) which ranges from
10 (when the pregnant woman answers category 1 for all
items) to 50 (when the pregnant woman answers category 5
for the 10 items of the instrument). Therefore, a total score
of 10 is considered low, indicating a “good” or optimistic
expectation, and a total score of 50 is considered high,
indicating a “bad” or more negative expectation.

The instrument’s reliability was assessed through
Cronbach’s Alpha and the measure produced by the split-
half method with the Spearman Brown formula, obtaining
the values of 0.6727 and 0.7658, respectively. For the 29
pregnant women in the third quarter, Cronbach’s Alpha
value was 0.7593.
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The exploratory factorial analysis identified a latent
factorial structure showing that the instrument can be
divided into three dimensions (factors), as follows: 1)
“Safety”, covering questions: 1, 5, 6 and 8, which are
related to the feeling of security of the pregnant woman
in relation to the care by health professionals, to the
environment where she will have her delivery, and in her
preparation for the delivery time; 2)”Feelings”, covering
questions: 9, 11, 12 and 13, which talk about the pregnant
woman’s feelings when thinking about the moment of
birth, such as fear, anxiety and pain; and 3)”Concerns”,
covering questions 15, 16 and 8, which address the
pregnant woman'’s fears about pain, obstetric interventions
and loss of control. The correlation between the factors is
presented in Figure 1.

The mean score obtained in the pilot test was 23.06
(£4.28), with a minimum score of 12 and a maximum
score of 34. The average score was 24.13 +4.23 for
primigravidae women aged 18 to 29 years old, and 24.00
+2.82 for multiparous women of the same age group.
The primigravidae >30 had a score of 22.93 £4.31, and
the multiparous women of the same age group had a
score of 21.16 £4.19. There was no significant difference
in the average total score between primigravidae and
multiparous women. The total score was lower for women
aged 30 years or older, and women who were in the third
trimester had a lower score (more positive expectation
with childbirth), but without statistically significant
differences. The same trend was observed in the score of
women who chose vaginal birth; they had a lower score
(higher expectation) but there was no significant difference
either (Table 4).

Discussion

This study aimed to develop an instrument to more
comprehensively measure women’s expectations regarding
labor and birth. When applied in a pilot study, the
instrument—comprising 10 items in its final version—
encompassed three dimensions: safety, emotions, and
concerns. Its psychometric properties were satisfactory,
especially among women who responded closer to the
time of delivery.

Greater internal consistency was observed for
pregnant women in the third gestational trimester,
indicating more homogeneous responses within this
group.'”” Women who are more mature or closer to the
delivery date, being at the end of pregnancy, tend to report
more positive expectations of delivery. It is plausible to
assume that, throughout pregnancy, a woman will seek
more information, thus demystifying many fears that arose
at the outset,'”? leading her to feel better prepared. Most
pregnant women who participate in pregnancy groups



Table 2
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Questions and frequency of answers of the instrument applied with pregnant women for QEDB pilot test (n=67). Tubarao, Santa Catarina; 2019.

Answer options#
Question n (%)
1 2 3 4 5

1. | feel | have the autonomy to make my choice as to the type of deli- 43(64.2%) 20 (29.9%) 4 (6%) ) }
very to be performed
2. | have the support of my family to make my decisions (regarding the o o o o
thoice of the type of delivery) 55(82.1%) 10 (14.9%) 1 (1.5%) - 1 (1.5%)
3. | have the support of my partner to make my decisions 58 (86.6%) 8(11.9%) 1(1.5%) - -
4. The information on birth obtained from professionals has made me o, o o
safe and prepared for the time of my delivery 26(38.8%)  37(55.2%)  4(6.0%) ) .
5. I'feel refassured about the environment (service/hospital) where my 29 (433%) 29 (43.3%) 9 (13.4%) } }
delivery will take place
6. | feel confident in the support of the professionals (doctors, nurses, 27 (40.3%) 33 (49.3%) 7 (10.4%) ) B
doulas) for my delivery
7. | feel safe about the professional who will deliver my baby 26 (38.8%) 23 (34.3%) 16 (23.9%) 2 (3.0%) -
8. | feel ready for the time of delivery 14 (20.9%) 31(46.3%) 16 (23.9%) 3 (4.5%) 3 (4.5%)
9. | feel ready for changes of plans at the time of delivery. 14 (20.9% 22 (32.8% 22 (32.8% 7 (10.4% 2 (3.0%,

y g p y ( ) ( ) ( ) ( ) (3-0%)
10. * It' s likely I'll be frustrated if | don‘t get the delivery I've prepared for 11(16.4%) 22(32.8%) 16(23.9%) 11(16.4%) 7 (10.4%)
11. I'm aware that it's normal to feel fear at the time of delivery 37 (55.2%) 27 (40.3%) 3 (4.5%) - -
12. I'm aware that it's normal to feel pain at the time of delivery 43 (64.2%) 20 (29.9%) 3 (4.5%) 1(1.5%) -

13. * I imagine | won’t be able to stand the pain of my delivery

14. 1 imagine I'll enjoy my delivery

15. | feel very anxious thinking about the time of my delivery

16. * I'm worried about the intercurrences that may occur during birth
17. * | felt very judged about the choice of my type of delivery

18. | feel prepared about breastfeeding

19. | feel ready to exercise motherhood

20. | believe I'll have the support of my family members in exercising
motherhood

21. | received important information during the prenatal period to exer-
cise motherhood

22. The prenatal care met my expectations

3(4.5%)  9(13.4%) 22(32.8%) 26(38.8%) 7 (10.04%)
6(9.0%)  21(31.3%) 25(37.3%) 10 (14.9%) 5 (7.5%)
25(37.3%) 22(32.8%) 7(10.04%) 12 (17.9%) 1 (1.5%)
27 (40.3%) 28 (41.8%) 7(10.04%) 5 (7.5%) -
4(6.0%)  16(23.9%) 11(16.4%) 19 (28.4%) 17 (25.4%)

11 (16.4%)

23 (34.3%)

20 (29.9%)

13 (19.4%)

27 (40.3%) 23 (34.3%) 13 (19.4%) 3 (4.5%) 1 (1.5%)
45 (67.2%) 19 (28.4%) 3 (4.5%) - -

32(47.8%) 26 (38.8%) 7(10.4%)  1(1.5%) 1(1.5%)
25(37.7%) 32 (47.8%) 9 (13.4%) - 1 (1.5%)

*Questions that express 'negative’ feelings and have been reverse scored;

# Codes referring to: 1- Strongly agree; 2- Agree; 3- Do not agree or disagree; 4- Disagree; 5- Strongly disagree.

QEDB= Questionnaire on Expectations of Pregnant Women regarding Delivery and Birth.

Table 3

Final version of the Questionnaire on Expectations of Pregnant Women Regarding Delivery and Birth (QEDB) proposed for validation. Tubarao,

Santa Catarina; 2019.

Initial Proposed Order Final Proposed Order ~ Questions

| feel | have the autonomy to make my choice as to the type of delivery to be performed

| feel reassured about the environment (service/hospital) where my delivery will take place

| feel confident in the support of the professionals (doctors, nurses, doulas) for my delivery

| feel ready for changes of plans at the time of delivery

I'm aware that it's normal to feel fear at the time of delivery
I'm aware that it's normal to feel pain at the time of delivery
| imagine | won't be able to stand the pain of my delivery

| feel very anxious thinking about the time of my delivery

1 1

5 2

6 3

8 4 | feel ready for the time of delivery
9 5

11 6

12 7

13 8

15 9

16 10

I'm worried about the intercurrences that may occur during delivery
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Figure 1

Latent factorial structure resulting from the exploratory factorial analysis according to the final proposed order of Table 3. Tubardo, Santa
Catarina; 2019.

2 factorial load; ® correlation between the factors.

and courses are “first time mothers”, as they seek more thorough search for information and pregnancy planning,
greater insight into the previously unknown world of the which could generate greater security.?*° However,
gravid-puerperal period, as well as how to develop and comparing them with younger yielded no significant
exercise motherhood, a trend also observed in previous differences.
studies.?*? In this study, differences in the achieved scores The proposed instrument, in its reduced version,
were not verified according to variables that, based on demonstrated satisfactory internal consistency.!” The
the theoretical framework, could influence expectations. QESP instrument, developed in Portugal and validated
This absence of significance may be attributable to the by Costa et al.®® is composed of 108 questions which
small sample size. assess experience, satisfaction and pain in relation to
It was initially hypothesized that women aged 30 delivery, labor and immediate postpartum, which reached
and over would exhibit positive expectations regarding a Cronbach’s Alpha value of 0.9032. The “Wijma Delivery
delivery, potentially due to greater maturity or a more Expectancy Questionnaire (WDEQ)” instrument, created
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Table 4

Average score obtained from the QEDB instrument according to variables of interest in the pilot sample (N=67). Tubarao, Santa Catarina; 2019.

Questions Total Percentage X+SD p*

Type of birth
Vaginal 33 58.93 22.81+4.07 0.725
C-section 23 41.07 23.21+4.27

Gestational trimester
1%t and 2 38 56.70 23.50+3.74 0.339
3 29 43.30 22.48 £4.90

Primipara
Yes 53 79.01 23.45+4.28 0.144
No 14 20.09 21.57 £ 4.07

Age (years old)
18 to 29 25 37.70 24.12 £ 4.06 0.118
>30 42 62.30 22.42 £4.30

Birth place”
Unknown 5 7.50 23.8£3.27 0.704
Hospital 61 92.50 23.03£4.39

*p-value obtained by the analysis of variance (ANOVA), significance level of 5%;

# As for the place of birth, information from a pregnant woman who mentioned another place, but did not specify her choice was excluded. In the 'hospital' category, the

two existing hospitals in the municipality were considered;

QEDB= Questionnaire on Expectations of Pregnant Women regarding Delivery and Birth.

by Wijma et al.? measures the feelings of pregnant
women in relation to expectations and experiences before
(version A) and after delivery (version B) using 33
questions. Its Cronbach’s Alpha values ranged from 0.93
to 0.63, across different groups and versions of the same
instrument.?’ Based on these comparisons and considering
the sample size utilized in the pilot study, the developed
instrument obtained an adequate internal consistency
value, particularly for women in the third gestational
trimester. The validation, involving the refinement of the
questionnaire and its application on a larger scale, will
be crucial for a more accurate evaluation of its reliability.

The limitations of this study include the small sample
size and the difficulty in identifying instruments in the
literature that measure the same phenomenon without
restricting their focus exclusively to fear and pain during
delivery, which would have facilitated a more robust
interpretation of the obtained results.

The Questionnaire on Expectations of Pregnant
Women Regarding Delivery and Birth (QEDB), in
its reduced 10-item version, demonstrated adequate
psychometric properties to evaluate pregnant women’s
expectations. It obtained good scores in its reliability and
internal consistency analyses, presented three dimensions
of related feelings dimensions, and proved to be easy to
administer.
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