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ABSTRACT

Objective: The aim of this study was to explore the “Birth Attitude Profile Scale (BAPS)” in a
selected sample of women with fear of birth. Another aim was to develop profiles of women
according to their birth attitudes and levels of childbirth fear in relation to background
characteristics.

Methods: A secondary analysis of data collected in two different samples of women with fear
of birth. Data were collected by a questionnaire in gestational week 36 and background data
from mid-pregnancy. A principal component analysis and a cluster analysis were performed of
the combined sample of 195 women.

Results: The principal component analysis revealed four domains of the BAPS: “personal impact,
birth as a natural event, freedom of choice and safety concerns”. When adding the fear of birth
scale, two clusters were identified: one with strong attitudes and lower fear, labeled “self-
determiners”; and one with no strong attitudes but high levels of fear, labeled “fearful.” Women
in the “Fearful” cluster more often reported previous and current mental health problems, which
were the main difference between the clusters.

Conclusion: The BAPS instrument seems to be useful in identifying birth attitudes in women
with fear of birth and could be a basis for discussions and birth planning during pregnancy.
Mental health problems were the main difference in cluster membership; therefore, it is import-
ant to ask women with fear of childbirth about physical, mental and social aspects of health. In
addition, a qualitative approach using techniques such as focus groups or interviews is needed
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to explore how women come to form their attitudes and beliefs about birth.

Introduction

Women's attitudes to childbirth might influence their
perceptions of pregnancy and birth, which is an
important factor to consider when promoting women-
centered care. One of the foundations in women-
centered care is to investigate whether women adhere
to a belief that birth is a natural or a medical event
[1], as this could influence the level of intervention
during birth. Women’s willingness to accept an inter-
vention, when asked in the antenatal period, increases
the odds of receiving an intervention [2].

Women with fear of birth are more exposed to
birth interventions [3]. Fear of birth affects 14% of
pregnant women worldwide [4]. Various attempts to
treat fear of birth have been investigated, such as
counseling with midwives [5], group psycho education
[6], telephone support [7], cognitive behavioral

therapy [8,9], continuous Labor support [10] and con-
tinuity with a known midwife [11].

Cesarean sections are more frequent in women
with fear of birth [12,13], and women who delivered
by cesarean section more often report negative birth
experiences [3,14], including when they preferred
and subsequently received a cesarean section [15].
Long-term follow ups have shown that negative birth
experiences are still present after one year [14,16]. In
addition, a poorer perception of quality of care has
been reported in women with childbirth fear [17].

In a population-based study of women’s attitudes
to birth, using the “Birth Attitude Profile Scale (BAPS)”,
Haines et al. [18] identified four subscales in the
instrument. Women from Sweden and Australia were
compared, and Swedish women were more likely to
score higher on the subscales “personal impact and
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birth as a natural event” compared to women from
Australia [18]. Following this study of birth attitudes,
Haines et al. [18] added level of fear to the four sub-
scales [19] using the “Fear of Birth Scale (FOBS)” [20,21]
and identified three profiles of women following a clus-
ter analysis [19]. The three profiles were labeled “self-
determiners, take it as it comes and Fearful”. The “self-
determiners” group was characterized by seeing birth
as a natural event. These women were not afraid of
giving birth, but they were concerned about the per-
sonal impacts of birth. Women in this cluster were less
likely to have a high level of education. They preferred
and were more likely to have a vaginal birth. Women
belonging to the cluster labeled “take it as it comes”
were also not afraid of birth. They had no strong views
about pregnancy or mode of birth, but they were more
likely to have an elective cesarean section [19].

The last cluster labeled “fearful” consisted of
women with high fear and concerns about personal
impacts and safety, and they did not see birth as a
natural event. While these fearful women did not favor
women's choices in general, they were more likely to
prefer an elective cesarean section. They reported a
more negative self-rated mental health during preg-
nancy, and they had more often been treated with
counseling due to fear of birth. Elective cesarean sec-
tions were more common in this group, and if they
went into Labor, they were more likely to use an epi-
dural and report more intense pain. Finally, they
reported a more negative birth experience compared
to women in the other clusters [19].

In a randomized controlled trial of women with fear
of birth, randomized to internet-based cognitive ther-
apy or counseling with midwives, five clusters of the
sample were identified using a variety of psychological
variables (pain catastrophizing scale (PCS), injection
and phobia scale, hospital anxiety and depression
scale (HADS), the Edinburgh postnatal depression scale
(EPDS) and post traumatic symptom scale (PTSD)) [9].
Ten percent had severe symptoms of psychological
morbidity, 13% presented with blood and injection
phobia, 19% reported symptoms of depression and
anxiety, 31% scored low on most variables and 28%
had relatively high scores of anxiety and depressive
symptoms, post-traumatic stress and pain catastroph-
izing. These findings suggest that women with fear of
birth comprise a heterogeneous group.

Problem area

Fear of birth is quite common, but there is no evi-
dence for the best treatment. Previous studies have

shown that women with fear of birth are not homoge-
neous concerning psychological characteristics, but
there is still a lack of knowledge regarding their atti-
tudes. The aim of this study was, therefore, to test the
BAPS in a selected sample of women with fear of
birth. Another aim was to develop profiles of women
according to their attitudes regarding birth and their
levels of childbirth fear in relation to background
characteristics.

Material and methods
Design

This is a secondary analysis of a combined sample of
women with fear of birth who completed a similar
questionnaire in gestational week 36 and background
data from mid pregnancy.

Setting

The studies were conducted in Sweden at one univer-
sity hospital and three referral hospitals. All women
were enrolled in antenatal care in their community,
following the national program [22]. Women are usu-
ally cared for by the same midwife during approxi-
mately nine antenatal visits, and during an
uncomplicated pregnancy, there are no visits to a
physician. All hospitals in Sweden offer counseling for
fear of birth [5]. In some antenatal clinics, women are
offered a screening procedure for fear of birth, and in
other clinics, women self-report to the midwife and

are subsequently referred to counseling teams
when needed.

Sample

The combined sample consisted of (A) 118/258

women participating in a randomized controlled trial
comparing internet-based cognitive therapy and coun-
seling with midwives (standard care), and who
responded to the BAPS and (B) 77 women participat-
ing in an experimental study who were offered coun-
seling with midwives; in addition, when possible, the
counseling midwife provided intrapartum care.

Recruitment of participants

For sample A, the recruitment was done stepwise.
First, all women who came for a routine ultrasound
examination during gestational weeks 17-19 who
mastered the Swedish language filled out a screening
questionnaire including FOBS [19,20]. Those who



scored 60 or above on FOBS were contacted by tele-
phone by a research midwife and asked if they were
willing to participate in the study. If they consented to
participate, login details to the internet portal were
sent out. All questionnaires were completed in the
internet portal. After completing background data,
women were randomized either to internet-based cog-
nitive therapy or counseling with midwives. Details of
the process are presented elsewhere [23]. For sample
B, women were referred to the counseling team by
the antenatal midwife, after screening with FOBS or
self-reported fear of birth. They received oral and writ-
ten information about the study, and if they con-
sented to participate, they filled out the first of three
questionnaires, with background data in mid preg-
nancy [11].

Data collection

Data were collected by a questionnaire distributed in
gestational week 36 and combined with the back-
ground data collected in mid pregnancy. Women in
sample A completed the questionnaire online and
women in sample B in print. Background data
included age, parity, marital status, level of education,
country of birth, birth preference, negative experience
of healthcare and history of mental health problems.
Women’s emotional wellbeing was assessed using the
HADS [24] and the EDPS [25]. Fear of birth was
assessed twice, in mid pregnancy and in gestational
week 36, using FOBS [19,20].

In the questionnaire completed in gestational week
36, the BAPS was used [18]. It contains 12 personal
and four general attitudes toward birth and the items
were preceded by a prompt “lI would like a birth
that...” These attitudinal items (included in the BAPS)
were subjected to an audit in the UK in 2001 about
cesarean sections [1]. All statements were assessed on
a six-point scale ranging from “strongly agree” to
“have not thought about it".

Analysis

Following the procedure reported by Haines et al. [18]
in a population-based study, the analysis started with
a principal component analysis to explore the underly-
ing dimensions of the 16 items. The factorability of
the data was confirmed with a Kaiser-Meyer-Olkin
value that exceeded the recommended value of 0.6
[26] and Bartlett's test of sphericity [27].

The number of factors to retain was guided by
Kaiser's criterion [26] of eigenvalues over 1, inspection

JOURNAL OF PSYCHOSOMATIC OBSTETRICS & GYNECOLOGY 3

of the screen plot [28] and by a parallel analysis [29].
Only factors exceeding 0.40 were retained. Total scores
were then calculated for each retained subscale, with
high scores indicated strong agreement. The internal
consistency was measured using Cronbach alpha coef-
ficients [30].

In the next step, a cluster analysis was conducted
on responses to the BAPS and the level of fear, as
determined by the FOBS in mid pregnancy [19,20].
Thereafter, a Kappa-mean cluster analysis was applied
to z-score transformed responses to each of the four
BAPS subscales and the FOBS scores [31]. Background
characteristics of the clusters were then compared.
The software Statistical Package of Social science
(SPSS, wversion 23, Chicago, IL) was wused in
the analysis.

The study was approved by the Research Ethics
Committee at the Regional Ethical Review Board in
Uppsala, Sweden (no. 2013/209 and 2016/058).

Results

In total, 195 women with fear of birth were included
in the study (118 from the randomized controlled trial

and 77 from the experimental study). Their
Table 1. Study sample.
n=195
n (%)

Age groups

<25 12 (6.2)

25-35 143 (73.3)

>35 40 (20.5)
Country of birth

Sweden 175 (89.7)

Other country 420(10.3)
Civil status

Livning with partner 189 (96.9)

Not living with partner 6 (3.1)
Level of education

Compulsory school/high school 91 (46.7)

University education 104 (53.3)
Parity

Primiparas 98 (50.3)

Multiparas 97 (49.7)
Previous mental health problems

Yes 95 (51.6)

No 89 (48.4)
HADS-anxiety

0-7 84 (45.7)

8 or more 100 (54.3)
HADS-depression

0-7 157 (85.3)

8 or more 27 (14.7)
EPDS

0-12 134 (72.8)

13 or more 50 (27.3)
Previous negative experience of healthcare

Yes 124 (63.6)

No 71 (36.4)
Birth preference

Vaginal 90 (64.3)

Cesarean section 50 (35.7)
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background characteristics are presented in Table 1.
The majority were aged 25-35years, living with a part-
ner and of Swedish origin. Just of half of the sample
presented with a high level of education, and similar
proportions of primiparas and multiparas participated.
In all, 63% reported previous negative experiences of
healthcare, and just over half had a history of mental
health problems. More than half of the participants
scored higher than eight on HADS-anxiety and 15%
on HADS-depression. In addition, 27% scored 13 or
more on EPDS. When asked about birth preference,
36% preferred a cesarean section. The mean level of
FOBS was 72.68 (18.31) in mid pregnancy and 56.05
(24.51) in late pregnancy and there was no statistically
significant difference between samples A and B.
Principal component analysis with oblimin rotation
was conducted on the 12 personal and four general
attitudes to birth. The factorability of the data was
confirmed with a Kaiser-Meyer-Oklin value of 0.65 and
a highly significant Bartlett's test of sphericity
(p=0.001). One of the attitudes, “doctors should
decide if a woman should have a caesarean section
under any circumstances”, loaded inconsistently in the
model. Therefore, the structure was explored with this
item removed. Using Catell’s screen test, four compo-
nents were retained for further investigation. This was
supported by the results from the parallel analysis,
which showed four components with eigenvalues
exceeding the corresponding criterion values for a ran-
domly generated data matrix of the same size. Total
scores were calculated for each component by adding
together the item scores loading above 0.4 on each

component. The internal consistency of each subscale
was assessed using Cronbach’s Alpha. The compo-
nents were given descriptive subscale labels following
the results from Haines et al. [17]: “personal impact of
birth” (mean score = 28.12, standard deviation (SD) =
4.7, Cronbach’s o = 0.77), “birth as natural event”
(mean score= 11.4, SD = 2.61, Cronbach’s a = 0.66),
“freedom of choice” (mean score = 54, SD = 1.9,
Cronbach’s o = 0.59) and “safety concerns” (mean
score = 13.9, SD = 1.2, Cronbach’s o« = 0.63). Table 2
shows the results from the principal component ana-
lysis, with the factor loading for each dimension of the
BAPS. Figure 1 shows the two clusters that were iden-
tified based on the women’s level of agreement on
the BAPS subscales and their level of fear on the
FOBS. From the z-transformed scores it was seen that

]

= .

Mean

-1,00

[ Personal Impact
M Natural Process
W Freedom of choice
[ safety concems

00 OFoss

Cluster Number of Case

Figure 1. Cluster analysis of birth attitudes and levels of fear.

Table 2. Pattern and structure matrix of four factor Principal Component Analysis solution with

oblimin rotation of birth attitudes.

Pattern coefficient Structure coefficient

| would like a birth that:
Personal impact
As pain free as possible
Will allow me to feel fit and well sooner
Will least affect my futuresex life
Is the least stressful option for me
Plan the date
Will allow me to plan the date my baby is born
Will allow mw to feel more in control
Birth as a natural event
Is as natural as possible
Giving birth is a natural process that should
not be interfered with unless necessary
Give me the best start to breastfeeding
Freedom of choice
If a woman wants to have a cesarean section she
should be able to have one under any circumstances
If a woman wants to have a vaginal birth she
should be able to have one under any circumstances
Safety concerns
Is the safest option for the baby
Is the least stressful option for the baby
Is the safest option for me

0.677 0.723
0.702 0.757
0.752 0.742
0.578 0.627
0.454 0.456
0.625 0.622
0.503 0.505
0.833 0.816
0.720 0.742
0.701 0.695
0.813 0.795
0.823 0.826
0.808 0.821
0.777 0.779
0.677 0.670




JOURNAL OF PSYCHOSOMATIC OBSTETRICS & GYNECOLOGY 5

Table 3. Cluster membership in relation to background characteristics.

Cluster 1 Cluster 2 0Odd ratios (95% Confidence Interval)

Age groups

<25 2 (4.9) 10 (6.7) 1.27 (0.26-1.14)

25-35 28 (68.3) 110 (73.8) 1.0 Ref.

>35 11 (26.8) 29 (19.5) 0.67 (0.29-1.51)
Country of birth

Sweden 38 (92.7) 133 (89.3) 0.66 (0.13-3.21)

Other country 3(7.3) 16 (10.7) 1.0 Ref.
Civil status

Livning with partner 41 (100.0) 143 (96.0) NA

Not living with partner 0 6 (4.0)
Level of education

Compulsory school/high school 21 (51.2) (45.6) 0.80 (0.40-1.59)

University education 20 (48.8 81 (54.4) 1.0 Ref.
Parity

Primiparas 23 (56.1 74 (49.7) 1.0 Ref.

Multiparas 18 (43.9) 75 (50.3) 1.29 (0.64-2.59)
Previous mental health problems

Yes 14 (34.1) 78 (56.5) 2.50 (1.21-5.19)

No 27 (65.9) 60 (43.5) 1.0 Ref.
HADS-anxiety

0-7 (68. 54 (39.1) 1.0 Ref.

8 or more 13 (31.7) 84 (60.9) 3.35 (1.59-7.03)
HADS-depression

0-7 38 (92.7) 114 (82.6) 1.0 Ref.

8 or more 3(7.3) 24 (17.4) 2.66 (0.76-9.35)
EPDS

0-12 38 (92.7) 93 (67.4) 1.0 Ref.

13 or more 3(7.3) 45 (32.6) 6.12 (1.79-20.9)
Previous negative experience of healthcare

Yes 23 (56.1) 97 (65.1) 1.46 (0.72-2.92)

No 18 (43.9) 52 (34.9) 1.0 Ref.
Birth preference

Vaginal 23 (71.9 65 (61.5) 1.0 Ref.

Cesarean section 9 (28.1 41 (38.7) 1.61 (0.67-3.82)

Ref.: reference; NA: not available.

Cluster 1 was characterized by women with lower fear
and stronger agreements on the attitudes relating to
the personal impact of birth, safety concerns, the nat-
ural process of birth and freedom of choice. Cluster 2
showed a group that scored low on all domains of the
BAPS scale but scored high on the FOBS. Majority of
participants belonged to Cluster 2.

Table 3 shows background factors in relation to
cluster membership. There was no difference in the
women’s socio-demographic background, previous
experiences with healthcare or birth preference.
Women in Cluster 2 differed from women in Cluster 1
by being more likely to have a history of mental
health problems. They were also more likely to pre-
sent with depressive symptoms (EPDS) and anxiety.

Discussion

The main findings of this study are that the BAPS
instrument seems to be useful for women identified
with fear of birth, as similar subscales were identified
as in the original study [18]. When adding FOBS, two
clusters appeared that showed different characteristics

of cluster membership with a strong impact of fear
and mental health problems.

The PCA showed the same loadings as the previous
population-based study by Haines et al. [18], with one
exception. In the present study, women valued a birth
that allowed the best start for breastfeeding and was
included in the subscale “birth as a natural event”.
This item loaded inconsistently in the population-
based study [18]. Similarly, to that study, the item
“doctors should always decide about cesarean
sections” was omitted in the present study. The simi-
larities in factor loading suggest that BAPS could be
useful, not only for women in general but also for
women with fear of birth. The subscales may also
prove useful in a clinical setting as a tool to start a
discussion and better understand women’s attitudes
and what concerns they might have regarding birth
particularly. This information can be used to tailor
appropriate interventions with individual women to
pinpoint their concerns.

Discussing attitudes in such a way is fairly similar to
that of group counseling for fear of birth provided
in an Australian hospital [7]. In such group sessions,
women brought up certain areas for discussion
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regarding issues they were afraid of or worried about,
and these areas were discussed with peers and profes-
sionals in the group. Such reflective discussions
showed a significant reduction in levels of fear of birth.

Another way to deal with women’s fear has been
shown in a Norwegian study, when counseling mid-
wives adopted an attitude to empower and encourag-
ing women to face their fears and cope with Labor
instead of an attitude supporting women’s autonomy
in their choice to have a cesarean section. When chal-
lenging the women'’s attitudes, changes in birth pref-
erences also occurred [32].

The cluster analysis in the present study generated
two distinct clusters. These clusters are fairly similar to
those identified by Haines et al. [19] The exception
was their “take it as it comes” profile was not identi-
fied in the present study. It is possible that the inclu-
sion of Australian women in the Haines study
accounted for some of this explanation, where the
national cesarean section rates are almost doubled,
compared to Sweden. In that study, the distribution of
cluster participation showed that 35% of Australian
women belonged to the “take it as it comes” profile.
The corresponding figures for the Swedish sample was
25%. On the other hand, Swedish women were more
likely to align with the “self-determiner” cluster (42 vs.
32%) [19]. Another explanation could be that women
with fear of birth often report valid reasons behind
their fears and attitudes, especially if they prefer a
birth by cesarean section. As such, they do not “take it
as it comes” [3].

The variables that differed between the two clusters
were all related to mental health problems, in that the
women either had a history of mental illness, ongoing
depressive symptoms or anxiety. Co-morbidity is com-
mon in women with fear of birth [33] and women
might need treatment for their mental problems, as
mental health problems could affect the health of
both mother and baby [34], as well as prenatal attach-
ment [35], for a long period after birth [34,36].

Cluster 1 was smaller with quite strong attitudes
and lower levels of fear, while Cluster 2 showed no
strong attitudes but high fear. Fear seems to override
the attitudes. It is very interesting that although all
women in the study were identified with fear of birth
in early pregnancy, it seems that, for some women,
the fear was reduced from recruitment to mid preg-
nancy and for the majority further reduced by the
time point when they completed the BAPS instrument,
e.g. in gestational week 36. Previous population-based
studies [21,37] and randomized controlled trials [23]
have shown that the level of fear decreases at the end

of pregnancy for most women, regardless of treatment
for fear of birth. Persistent fear in late pregnancy
might be attributed to circumstances such as mental
health problems, as shown in the present study. It is,
therefore, important to follow up the women’s levels
of fear as well as their mental health [34,36].

When assessing the BAPS, women in the present
study usually had some form of treatment for their
fear of birth, a fact that most likely would have
affected the level of fear. The counseling service is
usually available in the third trimester and provides
women with access to tools for managing the fear
[38]. Women who were randomized to treatment with
internet-based cognitive therapy had weekly assign-
ments to complete from gestational week 25 but were
less likely to fulfill the program [23]. We did not, how-
ever, find any association between allocation to treat-
ment and cluster membership.

Methodological considerations

The study had several limitations. A strength of this
study is its prospective design, which allowed women
to express their attitudes during pregnancy, rather
than retrospectively after giving birth. The multicenter
approach with women from four hospitals, both refer-
ral and university hospitals, strengthened the general-
izability of the findings.

One limitation is the exclusion of non-Swedish
speaking women, as it has been shown that women
with foreign backgrounds are more likely to have a
strong fear of birth [39,40] and worse mental health
[34]. Adding data from two different samples could, of
course, impact on the findings. In total, women were
recruited from four different hospitals. One hospital
recruited women in both studies but on different time
spans. Majority of participants in the present study
were, therefore, exposed to counseling with midwives.
We could not, however, control for the way the coun-
seling was performed. It is known from precious
research that the counselor’s way of providing care for
women with fear of birth could differ and change the
outcome [32]. One strength of the study is the use of
a similar questionnaire, which facilitates the merging
of the samples available.

Conclusion

The BAPS instrument seems to be useful to identify
birth attitudes in women with fear of birth and could
be a basis for discussions during pregnancy. Mental
health problems were the main difference in cluster



membership; thus, it is important to ask women with
fear of childbirth about physical, mental and social
aspects of health.

In addition, a qualitative approach using techniques
such as focus groups or interviews is needed to
explore how women come to form their attitudes and
beliefs about birth.
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