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DEFINITION OF TERMS

Fear of Childbirth: A strong anxiety that impairs women’s daily functioning and wellbeing.
It is also a health issue for pregnant women related to an anxiety disorder or a phobia including
physical complications, nightmares and concentration problems, as well as a trigger for

caesarean section (CS) during delivery.

Integrated Antenatal Education: This is an amalgamated teaching for expectant women on
all the components of antenatal clinics and it encompasses among other things: management
of labour pains, diet during pregnancy, essential vaccinations, water and sanitation, hygiene
and how to cope with antenatal depression. The education is integrated with other usual

education sessions undertaken during antenatal periods.

Antenatal Depression: Is a medical condition associated with an increased risk for emotional,

behavioral and cognitive problems, as well as multiple forms of psychopathology.

Women of Reproductive Age: This refers to all women aged 15-49 years. For the purposes
of this study, the focus will be women who are attending antenatal clinics and those who will
be enrolled will be expectant women at 22 weeks of gestation. This being an intervention study,
the enrolled women will be followed from weeks 22 to 36. The intervention group will undergo
an integrated antenatal education programme while the control group will undergo normal

antenatal clinics.

Mixed methods Research: This is the type of research in which a researcher or team of
researchers combine elements of qualitative and quantitative research approaches (e. g., use of
qualitative and quantitative viewpoints, data collection, analysis, inference techniques) for the

broad purposes of breadth and depth of understanding and corroboration

References: There is a list of references at the tail end of this thesis which is basically

acknowledging the materials that were used in development of this thesis. They include exact
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words, summarized or paraphrased, data, ideas or concepts, theories or opinions. The
references have been applied in the body of this thesis (in-text citation) and the citations have

been linked to the list of works cited (references).
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ABSTRACT.

Introduction: Antenatal fear of childbirth has been noted as a global issue due to its associated
negative impacts on maternal health outcomes. It has been noted as a key contributing factor
to elective caesarean section and studies have indicated that if this condition is not managed, it
can lead to operations without medical indication. Studies on antenatal fear of childbirth have
been conducted in many Scandinavian countries and they have been linked to adverse maternal
outcomes. Developing countries are struggling with high maternal morbidities and mortalities
for many decades but there have not been substantive studies conducted to determine the

possibility of linking the high maternal burden with antenatal fear of childbirth.

Aims: The main objective of this study was to determine the effectiveness of an integrated
antenatal education programme on antenatal fear of childbirth in a sample of pregnant women
who were screened and found to have had high fear of childbirth. The specific objective of the
current study was to investigate the factors contributing to fear of childbirth; to assess the
prevalence of fear of childbirth; to determine the fear of childbirth among expectant women
and their spouses, to assess whether institutional maternity services contribute to the fear of
childbirth; and also, to evaluate the effects of integrated antenatal education on the fear of

childbirth.

Methods: Initially, the current study evaluated the readability of the Wijma Delivery
Expectancy/Experience Questionnaire (W-DEQ-A) among women of reproductive age in
Kenya. The W-DEQ-A has been used as a standard tool for screening pregnant women with

fear of childbirth for over three decades.

The second step was to translate and validate the Wijma Delivery Expectancy/Experience
Questionnaire into the Kiswahili language, a commonly used language in East and Central

Africa. Edinburgh Postnatal Depression Scale (EPDS) and Beck Anxiety Inventory (BAI) were
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administered together with the W-DEQ-A to explore the dimensionality of W-DEQ-A using

Exploratory Factor Analysis (EFA) and Confirmatory Factor Analysis (CFA), respectively.

The third and fourth step was to determine the prevalence of fear of childbirth and also the
effects of integrated antenatal education on the fear of childbirth. The pregnant women who
were screened and found to have a high fear of childbirth (a score of 67) according to the W-
DEQ-A questionnaire were requested to participate in a single-blind Randomized Controlled

Trial (RCT) to determine the effect of antenatal education on the fear of childbirth (fourth step).

A total of 119 pregnant women were found to have a high fear of childbirth from step three
above. These women were then recruited into a single-blind randomized controlled trial.
Randomization was done on the 119 pregnant women with an intervention group having 60
and the control group with 59 pregnant women. The pregnant women in the intervention group
underwent an integrated antenatal education module comprising five sessions of 120 minutes
each. The integrated antenatal education module was developed through a comprehensive
literature review. The control group consisted of pregnant women who accepted voluntarily to

participate in the study but undertook at least four routine antenatal care clinic visits.

The fifth and sixth steps were to qualitatively explore the pregnant women’s experience on
integrated antenatal education and its impact on the fear of childbirth and to determine whether

institutional maternity services contribute to the fear of childbirth.

Lastly, we undertook an independent study to determine the antenatal fear of childbirth and its
contributing factors among pregnant women and their spouses. In this study, the Fear of Birth

Scale (FOB) was used.

Results: Regarding the readability of the W-DEQ-A, the results indicated that the readability
of the W-DEQ-A varied from one readability scale to another with at least three of the seven

readability scales agreeing that the W-DEQ-A instrument was easily readable by expectant
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women who had at least secondary school education (grade 12). Concerns were raised over
some terms used in the W-DEQ-A tool such as desolate and deserted, which were rarely used

in day-to-day English language conversations.

Regarding the translation and validation of the Swahili version of W-DEQ version A, the
Exploratory Factor Analysis and Confirmatory Factor Analysis of the Swahili version of W-
DEQ-A identified five-factor loadings namely: lack of self-efficacy, fear, negative emotions,
negative appraisal, and social isolation. The resultant model failed to support the
unidimensional structure of the original W-DEQ-A. The Swahili version of the W-DEQ-A
correlated well with EPDS and BAI at acceptable levels. The Cronbach alpha values of the
subscales ranged from 0.867 to 0.967, an indication of an excellent internal consistency of the

instrument.

The results on the prevalence of FOC among the study respondents indicated that
approximately 29.5% had low, 40.4% moderate, 22.1% high, and 8% recorded severe FOC
levels. Compared by parity, the prevalence of severe FOC was higher on primigravida at 13.8%
than multigravida, 8.0%. There was a significant relationship between marital status
(p=0.045), parity (p<0.001), literacy status (p<0.001), regular check-up of pregnancy at health
facilities (p=0.003), having trust in healthcare providers (p<0.001), and physical activity for

gravida women with fear of childbirth (p<0.001).

The results of the randomized controlled trial indicated that the pregnant women who
underwent integrated antenatal education were found to have reduced fear of childbirth
compared to the control group. There was a significant difference in the W-DEQ-A mean
scores before (M=79.897, SD=10.667) and after the integrated antenatal education
(M=66.7570, SD=19.6924, t(106)=7.329, p<0.001). The childbirth experience was less
frightening for the women who undertook the integrated antenatal education, their mode of

delivery notwithstanding. The rate of caesarean section was higher in the control group
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compared to the intervention group.

The result of a qualitative study that aimed at exploring pregnant women’s experience from
integrated antenatal education and its impact on fear of childbirth indicated that the integrated
antenatal education brought positive inclination and improved trust and communication among

the pregnant women and the healthcare workers.

In regards to whether institutional maternity services contribute to the fear of childbirth, it was
reported that institutional maternity services contributed directly and indirectly to FOC. The
direct contribution included the performance of unintended caesarean sections, severe and
prolonged labour pains and negative attitudes of healthcare providers. The indirect contribution
was in the form of challenges in the provision of care and the experience of care in the maternity
institutions. In the provision of care; human and physical resources, inadequate referral
systems, and inadequate management of emergencies were reported. In the experience of care;

lack of cognition, respect, dignity, equity and inadequacies in emotional support were reported.

The current study also sought to explore antenatal FOC and its contributing factors among
pregnant women and their spouses using FOB. The result indicated that about 58.6% of
pregnant women and 45.7% of their spouses reported high fear of childbirth with primiparous
spouses having high fear of childbirth compared to multiparous spouses. Also, the findings
revealed a significant relationship between fear of childbirth among pregnant women and
variables such as level of education (p=0.022), parity (p<0.001), previous mode of childbirth
(p<0.001), going for a routine antenatal check-up (p<0.001), and having a positive feeling
about the expected delivery (p<0.001). For the spouses, the level of education (p<0.001), their
previous childbirth experience (p<0.001), and feelings about the forthcoming child (p<0.001),
were significantly associated with antenatal fear of childbirth. Spearman’s correlation test
results indicated a significant positive correlation between antenatal fear of childbirth among

pregnant women and their spouses (r = 0.182, p<0.001).
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Conclusion: From the first study, it was observed that the W-DEQ was readable if
administered to pregnant women with at least secondary school certificates. Also, there is need
to simplify some words used in the questionnaire. Societal dynamics plays an important role
in childbirth fears and therefore it was proposed that the questionnaire should address all
aspects contributing to childbirth fears and not merely the thoughts and feelings about the
outcomes of the current pregnancy. From study two, the study findings provided support for
the Swahili version of the W-DEQ-A to be considered as a valid and reliable measuring tool
for fear of childbirth among Swahili speaking pregnant women in Kenya, and the entire East
and Central African region. Also, due to its multidimensional structure, the original W-DEQ-

A should not be used in its original form.

From the findings of the third study, there is need to undertake screening for the fear of
childbirth to all pregnant women as this will help in putting mechanisms in place such as
integrated antenatal education on the fear of childbirth. Women who undertook the integrated
antenatal education in the fourth study were found to have reduced fear of childbirth, reduced
rates of caesarean section, less frightened and improved trust and communication between
them and the healthcare givers. It is therefore recommended that the integrated antenatal
education modules should be introduced to routine antenatal care clinics with a special focus

on the nulliparous women who are normally more fearful.



CHAPTER I: INTRODUCTION

This chapter will look at the background information about the title of the study with the
following sub-headings: background to the study, statement of the problem, significance of the
study, justification of the study, purpose of the study, specific objectives, research questions,

hypothesis, theoretical framework and conceptual framework.

1.1 Background to the study
The fear of childbirth (FOC) was described in the 1980s in a Swedish study as strong anxiety
which affects the daily functioning and wellbeing of pregnant women [1]. Later, during the
1990s, similar studies from Finland defined the fear of childbirth as a health issue for a pregnant
woman related to an anxiety disorder or a phobic fear involving physical complications,
nightmares and concentration problems, as well as demands for caesarean section [2]. It is well

noted that every childbirth bears a risk for both the unborn baby and the expectant mother.

Studies on the fear of childbirth have indicated that it substantially deters day-to-day activities
of antenatal women’s professional and social life [3]. It is projected that about 2-20 % of all
antenatal women endure severe fear of childbirth distressing both nulliparous and multiparous
women [4]-[8]. Fear of childbirth which is commonly experienced at labour depressingly
dissuades the process of labour causing pregnant women to experience blatant pain and delayed
delivery process leading to reduced patient satisfaction with the entire labour process[8]. Fear
of childbirth has been noted as a key contributing factor to elective caesarean section (CS) and
studies have indicated that if this condition is not managed, it can lead to operations without
medical indication. High rates of childbirth fears have been documented in several
Scandinavian countries [9], Australia [10], Japan [11], Hungary [12], The United States of
America [13], Canada [14], [15] and in most of these studies, fear of childbirth has been linked
to adverse maternal outcomes including poor postpartum mental health and high rates of

caesarean section with a decreased desire to give birth to more children [16].



It is noteworthy that although studies have been conducted in some countries in Africa such as
Malawi, Tanzania, Ethiopia, South Africa, Ghana and Nigeria [17] — [23], their main focus has
been on antenatal depression and not necessarily antenatal FOC. It is only Malawi, Ethiopia
and Tanzania that have done comprehensive studies on FOC, and therefore there is not much
evidence available on the whole subject of antenatal fear of childbirth in Africa [24].

It is satisfactorily acknowledged that integrated antenatal education has an impactful role in
the continuum of childbirth and parenting as a whole [25]. Studies conducted on the impact of
integrated antenatal education have indicated that education reduces anxiety suffered during
delivery and the same studies have demonstrated that expectant women who attend integrated
antenatal educational sessions show positive changes in their health behavior. Additionally,
despite integrated antenatal education being appreciated and applied in the developed world,
there is no standard programme for integrated antenatal education in developing countries and
therefore the quality and content of the education modules diverges from one implementer to
another [24]. Studies on the background factors of fear of childbirth other than previous
obstetric occurrences are fewer especially in developing countries, where there is still
insufficient evidence on the effects of integrated antenatal education on antenatal fear of

childbirth [26].

1.2 Statement of the problem
The fear of childbirth is one of the most intense and demanding events that women are likely
to encounter in their lifetime and it may not only need psychological but also physical resources
to cope with the processes involved [27]. There are several factors that have been associated
with the fear of childbirth. Ulla et al., [28] have highlighted that poor maternal nutrition,
emergency medical conditions attributed to pregnancy, lack of adequate support from
caregivers, family members and spouses and experience of the previous childbirth which was

fatal would be a trigger to antenatal fear of childbirth. The nature and quality of integrated



antenatal education will have an impact on the extent and magnitude of the fear of childbirth.
In a study undertaken in Turkey, it was established that improper information given by
caregivers and family members who were not healthcare professionals potentially led to
increased fear of childbirth and to a large extent contributed to many pregnant women seeking
elective caesarean section as a preferred mode of delivery [29]. Integrated antenatal education
given by healthcare professionals such as midwives, nurses and doctors play a key role in
preparing pregnant women for the phase of pregnancy, childbirth preparedness and postpartum
period. There are several studies that have been undertaken confirming the effect of integrated
antenatal education on pregnancy [30] delivery and post delivery period [31], but none has
been undertaken in Kenya. Moreover, there is inadequate information available on the effect
of integrated antenatal education on antenatal fear of childbirth. The current study aimed at
responding to the globally raising antenatal fear of childbirth and more specifically to women
of reproductive age in Kenya. As mentioned above, childbirth fears have received considerable
attention in the developed world but little can be found in developing countries more so in
Africa and specifically in Kenya. Therefore, this study aimed to investigate the influence of
integrated antenatal education on the fear of childbirth among women of reproductive age in

Kenya.

1.3 Significance of the study
This study was very significant since there are no comprehensive studies undertaken in
developing countries on the effects of integrated antenatal education on the fear of childbirth.
Developing countries are struggling with relatively high maternal and neonatal mortalities
which are significantly above the World Health Organization’s (WHO) threshold. The current
study was carried out to determine the possible effect of integrated antenatal education in
reducing antenatal fear of childbirth. The findings will inform developing countries on the

possible interventions and critical measures and institutional policies and legislations to put in



place to reduce antenatal fear of childbirth which in turn will improve health-related quality of
life for pregnant women and their new-born babies; thereby reducing high maternal and
neonatal mortalities in developing countries and particularly in Kenya where the study was

undertaken.

1.4 Justification of the study
Childbirth ignites moments of happiness for a family and society as a whole. This, however,
does not come without challenges, especially the fears related to childbirth. In developing
countries, there are many negative outcomes of childbirth and no substantive amounts of
studies have been carried out to unearth these fears and how they contribute to high cases of
maternal and neonatal mortalities. Although there are guidelines in place that are supposed to
be followed to ensure that all pregnant women undertake at least four integrated antenatal care
clinics/visits, there are systemic gaps that hinder all these policies and guidelines. Studies
undertaken on the subject of antenatal fear of childbirth have majorly focused on developed
countries and therefore might not necessarily be applicable in developing countries due to
differences in economic and social-cultural dynamics. The current study aimed to unearth the
effect of integrated antenatal education on fear of childbirth. The findings are crucial in

informing policymakers and other relevant actors on probable areas of intervention.

1.5 Purpose of the study
The purpose of the current study was to explore the influence of integrated antenatal education
on antenatal fear of childbirth in Kenya. The purpose of integrated antenatal education was to
help pregnant women make the right decisions during pregnancy and delivery periods.
Integrated antenatal education was envisioned to be of help to pregnant women as it
familiarizes them with the appropriate steps and processes to follow during labour and
childbirth. Therefore, the purpose of this study was to evaluate the influence of integrated

antenatal education on antenatal fear of childbirth. Specifically, the study explored the scope



of fear of childbirth, their perception of confidence related to delivery and how integrated

antenatal education contributes to the reduction of fear of childbirth in both primiparous and

multiparous women. The study also assessed the effect of integrated antenatal education in

birth preparedness including the mode of delivery and the relationship between integrated

antenatal education and childbirth experience.

1.6 Objectives of the study

1.6.1 Broad objectives

To determine the influence of integrated antenatal education on the fear of childbirth among

women of reproductive age in Kenya.

1.6.2 Specific objectives

1)

2)

3)

4)

5)

6)

To evaluate the readability of Wijma Delivery Experience/Expectancy
Questionnaire version A (W-DEQ-A) among pregnant women in Samburu County,

Kenya.

To test the validity and reliability of the translated Swahili version of W-DEQ-A

among the Swahili speaking pregnant women in Samburu County, Kenya.

To determine the prevalence of fear of childbirth between the primiparous and

multiparous women in Samburu County, Kenya

To evaluate the effects of antenatal education on the fear of childbirth among

pregnant women in Samburu County, Kenya

To qualitatively explore the pregnant women’s experience from midwife-led

integrated antenatal education and its impact on the fear of childbirth.

To establish whether institutional maternity services contribute to the fear of

childbirth among pregnant women in Samburu County, Kenya



7)

To determine the rates of fear of childbirth among expectant women and their

spouses in Samburu County, Kenya.

1.6.3 Research questions

1)

2)

3)

4)

5)

6)

7)

Is W-DEQ-A areadable tool among pregnant women in Samburu County, Kenya?

Is the translated Swahili version of W-DEQ-A a valid and reliable tool to use in

screening pregnant women with FOC in Samburu County, Kenya?

What is the prevalence of fear of childbirth between the primiparous and

multiparous women in Samburu County, Kenya?

What are the effects of integrated antenatal education on fear of childbirth among

the primiparous and multiparous women in Samburu County, Kenya?

Does midwife-led integrated pre-birth training have any impact on fear of

childbirth?

Do institutional maternity services contribute to the fear of childbirth among

pregnant women in Samburu County, Kenya?

What are the rates of fear of childbirth among expectant women and their spouses

in Samburu County, Kenya?

1.7 Hypothesis

In the current study, the following hypotheses were tested.

1)

2)

3)

There are no significant differences in the prevalence of fear of childbirth between

the primiparous and multiparous women in Samburu County, Kenya.

There is no significant association between integrated antenatal education and fear

of childbirth among pregnant women in Samburu County, Kenya.

There are no significant differences in the rates of fear of childbirth between



expectant women and their spouses in Samburu County, Kenya.

4)  There is no correlation between antenatal education and fear of childbirth among

the primiparous and multiparous women in Samburu County, Kenya

1.8 Conceptual framework
When supporting healthy lifestyle behaviour by a lifestyle intervention it is of extreme
importance to tailor the intervention to the wishes and needs of the specific target population,
and in our case, the women of reproductive age. Continuation of a preconceptionally initiated
lifestyle intervention during and after pregnancy has the potential in sustaining lifestyle
improvements during a period in which women’s daily life quickly changes. To be able to set
up an appropriate lifestyle intervention, it is essential to have knowledge of determinants of

lifestyle behaviour among pregnant women before, during and after pregnancy.

Unhealthy lifestyles in the lives of women of reproductive age in the periods before, during
and after pregnancy is greatly associated with an increased time to conceive and a broad
spectrum of health risks such as accelerated risks of miscarriage, preeclampsia, gestational
diabetes mellitus, and the possibility of a caesarean section. In order to change the lifestyle in
women of reproductive age to improve perinatal outcome, there is need to understand the
determinants of lifestyle behavior that directly or indirectly affect their wellbeing during this

period.

The current study adopted the Social-ecological theory (SET). This theory largely tackles the
internal and external determinants in the pregnancy realm. This model is widely used to
understand the interrelations between personal, social and environmental determinants. The
theory assumes that appropriate changes in the social environment will support behavioral
changes in individuals by suggesting that behavior is determined on the interpersonal,

intrapersonal, institutional and societal levels.



In applying this theoretical framework, integrated antenatal education is viewed beyond an
individual perspective [32]. Habitually, the weight on the risk of harmful antenatal behaviors
that leads to fear of childbirth is placed on individual factors. This theoretical framework
assumes that the effectiveness of reduced antenatal fear of childbirth can be as a result of

multilevel interventions with behavioral and environmental alteration strategies.

As demonstrated in Figure 1, the integrated antenatal education was anticipated to tackle three
major factors of concern explicitly: knowledge, perception and pregnant women’s self-
confidence, which are likely to influence intentions for action to the reduction of fear of
childbirth among the primiparous and multiparous women in Samburu County. These factors
may be influenced by independent factors which may not be addressed directly by the intended
intervention such as the age of respondent, academic level, marital status, occupation, religion

and level of family support.
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Figure 1: Conceptual Framework (Modified from PRECEDE Framework)
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CHAPTER 2: LITERATURE REVIEW

2.0 Introduction
This chapter will review several pieces of literature related to the current study. It will have the
following sub-headings: fertility and human reproduction, the concept of antenatal fear of
childbirth and its contributing factors; the global, regional and local situation of antenatal fear
of childbirth; manifestation of antenatal fear of childbirth; and intervention measures to reduce

the negative effects of antenatal fear of childbirth.

2.1 Fertility and human reproduction
Fertility is a person’s ability to conceive. Studies have documented that in general, when a
woman is unable to get pregnant even after at least one year of unprotected sex, she is
considered to have infertility. According to the International Committee for Monitoring
Assisted Reproductive Technology and the World Health Organization, infertility is defined as
a disease of the reproductive system defined by the failure to achieve a clinical pregnancy after
12 months or more of regular unprotected sexual intercourse [33]. Approximately 10-15 % of
couples globally are impacted by infertility [34]. Infertility has several possible causes. In
women, problems with ovarian function, obstructed fallopian tubes, or uterine abnormalities
like fibroids are common causes. In men, infertility can be the result of disrupted testicular or

ejaculatory function, or a hormonal or genetic condition.

Lifestyle factors are the modifiable habits and ways of life that can greatly influence overall
health and well-being, including fertility. Many lifestyle factors such as the age at which to
start a family, nutrition, weight, exercise, psychological stress, environmental and occupational
exposures can have substantial effects on fertility. Equally, lifestyle factors such as cigarette
smoking, illicit drug use, and alcohol and caffeine consumption can negatively influence

fertility [35].
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The age of a man or woman is a factor among others that can greatly influence fertility. The
delay in childbearing is a result of a profound change in social customs, especially in high-
income countries. Women frequently choose to pursue a career, and wait, often for a long time,
for the stability of permanent employment before starting a family. By then, couples are in their
third decade of life and their fertility has dropped. Their ability to have a child, who is
considered a real investment, often unique and precious, may be severely compromised. For
many, the opportunity may have already passed them by [36]. Fertility peaks and then
decreases over time in both men and women; thus the reproductive timeline may be one aspect
to consider when determining the ideal time to start a family [37]. As men age, testosterone
levels begin to decrease and hypogonadism results [38]. Equally studies have indicated that,
for older men, semen parameters begin a steady decline as early as age 35. As the semen
volume and motility decreases, morphology may become increasingly abnormal [39]. After the
age of 40, men can have significantly more deoxyribonucleic acid damage in their sperm, as

well as decline in both motility and viability [38].

Studies have also noted that the older population tended to consume more alcohol, have
intercourse less often, have longer contraceptive usage, and smoke cigarettes which could have
been confounding factors. Another study found that there are also exponentially fewer infants
born to fathers aged 35-39 and older compared to younger age groups even when controlling

for female age [40].

Women on the other hand have a complicated reproductive timeline. A woman is born with all
the oocytes she will ever have in her entire reproductive life, and only 400-500 is actually
ovulated. As the number of oocytes decline, a woman’s menstrual cycle shortens, infertility
increases, and menstrual irregularity begins 6—7 years before menopause. Existing literature
has demonstrated that women under the age of 30 have a relatively high chance of conceiving

at approximately 71% [34]. As they get older, there is a steady decline to about 41% by the
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time they reach 36 years of age. At this age, their chances of becoming pregnant and the ability
of their body to maintain a pregnancy are affected as well. Studies have reported that in a
population of women, the number of infants born begins to significantly decrease after the age
bracket of 35-39years. The odds of becoming pregnant and retaining a pregnancy are thought
to be connected to several factors, including euploidy. Euploidy has been found to be inversely

correlated with female age [41].

There have been studies that have reported that the rates of euploidy decrease by almost 50%
for women under 35 years, decrease 40% for women between the ages of 35 and 40, and
decrease 33.3% for women over 40 years. In addition, chromosomal abnormalities and
aneuploidy may increase the risk of spontaneous abortion and implantation loss with increasing

age. Largely, women’s fertility is significantly lower in their 30s and 40s [42].

Physical, social, and psychological stress continues to be documented as a contributing factor
in maternal and child health challenges. Infertility itself is stressful, due to the societal
pressures, testing, diagnosis, treatment failures, unfulfilled desires, and even fiscal costs with
which it is associated. Studies have shown that males who experienced at least two stressful
life events before undergoing infertility treatment are more likely to be classified below the
World Health Organisation’s standards for sperm concentration, motility, and morphology

[41].

In a study of 950 men led by Gollenberg et al., [43] stress such as a pressure from work, life
events, and even social strain were seen to have a significant impact on sperm density (log
scale, p=-0.25; CI —0.38 to —0.11), total sperm counts (log scale, =-0.30; CI —0.45 to
—0.15), forward motility (OR 1.54; 95% CI 1.04-2.29), and morphology (OR 1.93; 95% CI
1.02-3.66). Stress and depression are thought to reduce testosterone and luteinizing hormone
pulsing, interrupt gonadal function, and ultimately lower spermatogenesis and sperm

parameters. It has yet to be determined if depression causes low testosterone, or if low
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testosterone can cause depression. Although there appears to be a relationship between stress

and infertility, it is uncertain which is the cause and which is the effect [44].

Stress can increase after diagnosis of infertility, follow-up appointments, and failed in vitro
fertilization treatments. When men present to fertility clinics, it has been documented that about
10% meets the criteria for having an anxiety disorder or depression, the latter being more
prominent [41]. Coping with various life styles also affect fertility. Studies have indicated that
actively coping with stress, such as being assertive or confrontational, may negatively impact
fertility by increasing adrenergic activation, leading to more vasoconstriction in the testes. This
may result in lower testosterone levels and reduced spermatogenesis. While men are not often
thought to report their anxiety or sexual stress, the link between anxiety and sexual stress has
been documented to be strong. Decreased stress levels have been associated with

improvements in fertility [41].

Physical stress has been associated with inducing female fertility. A study on the influence of
maternal and paternal factors on time to pregnancy undertaken in a Dutch population indicated
that women who had a job and worked more than 32 hours a week experienced a longer time
to conception compared to women who worked 16 to 32 hours a week [45]. Psychological
stress, such as anxiety disorder or depression, affects 30% of women who attend infertility
clinics, possibly due in part to infertility diagnosis and failed treatments. However, this rate is
not any higher than women who attend a gynaecological clinic, but it is significantly higher

than women in their second trimester of pregnancy [41].

Receiving instruction on how to deal effectively or merely receiving support has a remarkable
difference for women undergoing fertility treatment. There is a higher conception rate for
women who are part of a cognitive behavioural intervention group or a support group than for
those women who are not receiving any intervention. Women who receive support and

counselling may reduce their anxiety and depression levels, and increase their chances of
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becoming pregnant [46]. Positive moods correlate with increased chances of delivering a live
baby while higher levels of anxiety increase chances of stillbirth [47]. Fertilization of oocytes
also decreases when stress increased. A possible explanation for these associations may lie in
stress hormone levels. Studies have reported that alpha amylase, but neither cortisol nor
adrenalin, negatively correlated with fertility, and that the chances of conceiving in the short
time period surrounding ovulation may decrease. Although the mechanisms by which alpha
amylase may decrease fertility are unknown, it is hypothesized that catecholamine receptors

could alter the blood flow in the fallopian tubes [40].

2.2 The Scope of antenatal fear of childbirth
Pregnancy and childbirth are normal physiological events that are closely associated with great
emotional, psychological and cultural significance for pregnant women and their families.
Studies have demonstrated that while childbirth can be frightening and challenging especially
for the first-time mothers, it can also be one of the most accomplishing and potent experiences

in the lives of expectant women [48].

For over three decades, researchers have been showing steady interest in the study of the fear
of childbirth [49], which affects both nulliparous and multiparous women. Also known as
tokophobia, the fear of childbirth is a phenomenon that has been widely researched, yet there
is no agreement in regards to the universal definition of the fear of childbirth. It is important to
note that it is not easy to compare studies, clinical data and experiences on this topic since the
whole problem and diagnosis are poorly defined. However, there is general agreement on the
existence of the condition and the fear of childbirth, also known as tokophobia has since
received medical significance in the spectrum on maternal and neonatal health and wellbeing
[50]. In general, the fear of childbirth can be seen as an anxiety disorder or as a phobic fear
manifesting as nightmares, physical complaints and difficulties in concentrating on work or on

family chores. It is a recurrent phenomenon and has negative effects on the pregnancy and
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childbirth process. The experience of women’s pregnancy has been known to have both direct
and indirect impact on their health and wellbeing, their newborn baby and the entire family
[51]. Equally, there is a distinct relationship between the fear of childbirth and prolonged labour
leading to expectant women suffering unnecessary labour pains. As a result, more pregnant

women become exposed to childbirth fears, thus shifting to elective caesarian section [52].

Pregnant women with high fear of childbirth are more prone to low self-esteem and there is a
correlation between fear of childbirth and mental health conditions. Depression and anxiety
during pregnancy has been studied widely and its relationship with FOC has been documented
[8]. For example, clinical anxiety and fear of childbirth consist of different aspects in different
women. Studies have identified three dimensions of prenatal anxiety namely: pregnancy and
childbirth, parenting the child, and the general psychiatric symptomatology. Of the three,
anxiety during pregnancy is associated with several adverse maternal and child health
outcomes such as postpartum depression, preterm birth, low birthweight and subsequent

developmental and mental health challenges in children [53].

2.3. The Reasons, prevalence and clinical manifestation of the fear of childbirth
The fear of childbirth is experienced by almost all pregnant women and it can be seen as a
biological, social, psychological or secondary stressor [54]. Previous psychological morbidity
and a high number of daily stressors have the potential of exposing pregnant women to a higher
risk of fear of childbirth. Research has demonstrated that the prevalence of the fear of childbirth
ranges between 2- 20% [7], [55], [56] and the situation is worse among female adolescents [57]
and women who are giving birth for the first time [58]. The severity of the labour pains for first
time mothers is a key determining factor for the choice of mode of delivery in consecutive
births. About 6-10% of antenatal fears are specifically attributed to fears related to delivery

and are presented in the form of anxiety. An extra 13 percent of non-pregnant women are very
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fearful of parturition delays due to either lack of or limited information regarding pregnancy

and childbirth [59].

Severe fear of childbirth may represent initially as general anxieties and as they continue to
increase, they may vyield to a distressful life of the pregnant women which in the end may
directly and indirectly affect their day to day’s activities. There is a close relationship between
the fear of labour pains and the fear of childbirth. Pregnant women with fear of pain during
labour have been found to have the fear of losing control during delivery. Studies have shown
that the majority of the women, more so in western countries who seek caesarean section (CS)
as a preferred mode of childbirth, are generally fearful of the childbirth pain [60]. They choose
CS even though the majority of them are cognizant of the maternal risks associated with CS
compared to vaginal deliveries such as deep vein thrombosis, pulmonary embolism,
hemorrhages, increased possibility of endometritis, sepsis and thromboembolic events [61]. In
comparison with vaginal birth after CS, neonates born after electives repeat CS delivery have
significantly higher rates of respiratory morbidity and hospital admissions and longer length of
hospital stay. In the long-term, CS deliveries may lead to the rapture of the uterine, placenta
previa and accrete, preterm delivery, and although not so common, it can lead to subfertility,

stillbirths and miscarriages [62].

2.4. Factors associated with the Fear of Childbirth
Several researchers and specialists in maternal and neonatal health have given different reasons
for the fear of childbirth. The majority of nulliparous women are more concerned with the
outcome of their pregnancy, more specifically, the fear of giving birth to a baby with
deformities, complicated natural childbirth leading to emergency caesarean section, austere
pain experienced during delivery, provocation by healthcare providers during labour and
delivery, inauspicious birth delivery environment leading to contamination and nosocomial

infection of the women and their neonates and fear of death of both the mother and the neonate
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and post-traumatic stress related to post-delivery [63]. For the expectant women giving birth
to their second child, there is evidence from research demonstrating that if their previous
pregnancy was either complicated or unsuccessful, it will have a direct link to present
expectations for their delivery [6]. Generally, the knowledge of childbirth is a multifaceted
outcome since it can only be measured retrospectively after undergoing all the labour stages
[24] and it comes with a myriad of feelings ranging from unbearable pain to unending

happiness depending on the delivery outcomes [42].

Pregnant women who lack social support are likely to develop the fear of childbirth. Both
emotional, informational and instrumental support are paramount in reducing prenatal fear of
childbirth. Social support is crucial for the general well-being more so for women who have
undergone unpleasant childbirth experiences [64]. Good and positive couple support is very
important during pregnancy and delivery as it creates a conducive environment for the pregnant

women to freely express their concerns and any issues with their couples.

There is also an important aspect of maternal care support and respect from the healthcare
providers. Expectant women very often need social support and information from maternity
care institutions, and this would include helping them in making decisions to undergo screening
for the purpose of reaching out for treatment of the fear of childbirth particularly for pregnant

women with clinical manifestation of the fear of childbirth [65].

During antenatal care visits, the healthcare providers should be able to dispel rumors, horror
stories, innuendos and misconceptions about childbirth [66], and they should be able to assure
the pregnant women that their worries and concerns will be taken care of during the routine

antenatal clinics and even during labour.

Antenatal depression as a psychiatric disorder, manifests mostly during pregnancy and is

known to cause alteration of normal fetal development with a long-term effect on the child’s
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neurological and general behavioral development [64]. Antenatal depression is linked with
adverse obstetric and mental health outcomes [67], [68]. Studies have indicated that the
projected prevalence of antenatal depression in developed countries ranges from 7-20% [69],
while in low- and middle-income countries it is estimated to range from 21.4-29.6% [70]. This
kind of depression has been known to be among the leading causes of perinatal morbidity and

mortality among pregnant women [71].

2.5. Childbirth self- efficacy and its association with the Fear of Childbirth
Having confidence in labour and childbirth, also known as childbirth self-efficacy, has been
identified as an important marker of women’s coping abilities during labour and childbirth
[72]. Bandura argues that perceived self-efficacy influences all aspects of behaviours,
including the acquisition of new behaviours, inhibition of existing behaviours and disinhibition
of behaviours [73]. Self-efficacy also affects people’s choices of behavioural settings; the
amount of effort they will spend on a task and the length of time they will persist in the face of
obstacles. Self-efficacy is influenced by individuals’ past experiences in mastering the situation
at hand, the vicarious experiences of others, verbal persuasion, and the degree of emotional

and physiological arousal [74].

Perceived self-efficacy to manage stressors plays a key role in anxiety arousal. Self-efficacy
perceptions play an important mediating role in self-management activities, and also in

adopting and maintaining health behaviour changes and health outcomes [73].

Studies have indicated that self-efficacy beliefs are closely related to clinical problems such as
smoking behaviour change, weight loss and perceived labour pain management [72]. There is
documented evidence of the relationship between self-efficacy and labour pain and medication
usage, whereby the emotional and cognitive aspects of pain have been noted to be less painful

for women with higher self-efficacy [75]. The self-efficacy beliefs shape the outcomes people
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expect their efforts to produce. Those individuals with high self-efficacy expect to be able to

realize more favourable outcomes.

Childbirth is a worrying experience and pregnant women cope with it in many different ways
and with varying degrees of personal satisfaction [16]. A particularly important aspect of
coping is the confidence one has in her ability to cope and results from different previous
studies have shown that self-efficacy towards the estimated success in coping with labour is

negatively correlated with the intensity of perceived pain during labour [24].

Generally, four main factors may influence self-efficacy for childbirth: Successful coping
experiences with a specific situation (such as past childbirth or previous experience with pain),
observation of successful coping by others ( such as watching an actual birth or a birth film),
encouragement of influential persons (such as childbirth educators and peer counsellors) and
somatic reactions (such as nausea or panic) in response to autonomic arousal during

anticipation or experience of a stressful event [76].

Studies have shown that childbirth self-efficacy is associated with improved perinatal
outcomes. More specifically there are positive associations between the increase of antepartum
and intrapartum childbirth self-efficacy enhancing interventions and greater childbirth self-
efficacy and decreased childbirth emotional or cognitive distress during labour. More
preliminary studies have linked greater childbirth self-efficacy with improved parenting

outcomes [75].

The relationship between greater childbirth self-efficacy and pregnant women’s intentions for
care has been studied. There is an indication that women with greater childbirth self-efficacy
have shown great intention to attempt vaginal birth after a caesarian section. Similar studies
have also demonstrated that women with high maternal self-efficacy have a greater intention

to use non-pharmacological pain coping strategies during labour.
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Based on the existing literature, childbirth self-efficacy may be a psychosocial variable that
can be strengthened during pregnancy, and increased strength may lead to better outcomes for

pregnant women.

Childbirth self-efficacy would be increased through either prenatal yoga intervention or a
childbirth educational intervention but the mode of delivery of the interventions may have an
impact on the success of the intervention. In Europe, the question of how language may impact
on a woman’s self-efficacy in labour and birth has been studied using a grounded theory
approach. In this study the researchers specifically examined the aims, language and actions of
yoga for pregnancy teacher [77]. Four themes were identified from this study: building
confidence, creating a sisterhood, modelling labour, and enhancing learning; and each of these
themes had different subthemes. Of the four themes, building confidence involved the use of
positive language, imagery and positive affirmations, to ‘emphasize how strong and capable
women’s bodies were and how beautiful birth can be’. Creating a sisterhood integrated
storytelling from other experienced mothers in the group and the childbirth educators. While
enhancing learning included creating an atmosphere through tone of voice, soothing words,
and use of metaphor. Modelling labour was another theme and focused on the repetition of
words and postures in order to imbed phrases in the pregnant woman’s mind. The language of
encouragement was also highlighted as a way of stimulating positive motivation, with antenatal
groups being identified as one opportunity where this can occur. This is particularly important

because positive language has been linked to improved maternal outcomes.

In many regions globally, the traditional interventions associated with improved childbirth self-
efficacy have radically changed over time. There is a proactive approach on focused group
discussions, thus pregnant women have the opportunity to ask questions from the facilitators
who in most cases are healthcare providers working in maternal and child health clinics where

they go for routine antenatal clinics [78].
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2.6 Health-related effects of the Fear of Childbirth for pregnant women
Pregnant women with fear of childbirth may be aggrieved with frequent, infuriating and painful
thoughts during the day or night which make them feel tense, anxious or restless. They may
suffer from nightmares, physical symptoms, and lack of concentration at work or home and

they may have more daily stressors, fatigue and less social support [59].

Studies have shown that pregnant women with high or severe fear of childbirth receive
significantly more psychotropic medication compared to women without fear of childbirth.
Equally, they are more likely to experience induction during labour and also may prefer to give

birth by CS [79].

A similar study has shown that women who are afraid of birth in their adolescent years and
suffer from the fear of childbirth during pregnancy are more likely to experience unbearable
pain and fear during childbirth, even when they have epidural anaesthesia. Consequently,

prolonged duration of birth and a negative childbirth experience may be experienced [80].

The fear of childbirth during pregnancy is a significant risk factor for post-traumatic stress
disorder one month after birth. Women with FOC may decide not to become pregnant again or
delay further pregnancies. It is reported that FOC is one of the leading reasons for elective CS

in both developed and developing countries [60].

The antenatal fear of childbirth may have adverse effects on uterine blood flow parameters and
is closely related with an increased level of cortisol hormone in maternal blood due to the
activation of the hypothalamic-pituitary-adrenal axis. This has the potential of causing harmful

effects on the development of the infant both intrauterine and after delivery [53].

2.7. Interventions for reducing antenatal Fear of Childbirth
Studies have shown that the fear of childbirth has a potential of obscuring pregnancy and can

cause manifestations of anxiety, depression and stress which may result in physical and
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psychological disorders such as hypertension, and post-traumatic stress disorders [81]. A
number of studies have assessed various interventions for reducing the fear of childbirth during

and after pregnancy [7], [75], [82]-[84].

There exist a wide variety of names given to the provision of antenatal education and various
terms are used to indicate similar offerings such as antenatal education, prenatal education,
childbirth education, antenatal classes, prenatal classes, childbirth classes/birth classes,
preparation for parenthood/parenting and birth preparation classes. Various researchers have
applied different methodologies in undertaking the intervention and there are different

terminologies that have been applied to demonstrate the interventions as discussed below.
2.7.1. Mindfulness-based childbirth education

This is an intervention which has been applied in reducing maternal stress and improving the
psychological functioning of pregnant women during their pregnancy phase and has a potential
to reduce the impact of stress, improve psychological well-being and increase positive effects,
alleviate anxiety and depression, prevent relapse or recurrence of major depressive disorders
and substance abuse. This method involves cultivation of moment-to-moment awareness and
sharing experience with a non-judgmental attitude. The capability to direct one’s attention in
this way can be developed through exercising meditation [76]. In this regard, individuals
participating in mindfulness-based childbirth education are encouraged to participate in the
internal experiences occurring in each moment such as bodily sensation, thoughts and emotions

[76].

In mindfulness- based childbirth classes, there is no judgment in terms of good or bad, true or
false, health or sick on the phenomena that the study participants get to be aware of; such as
perceptions, cognitions, emotions, or even sensations. Therefore, mindfulness is said to be a

non-judgmental observation on the ongoing stream of internal and external stimuli as they
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arise. There is sufficient evidence showing the merits of applying mindfulness- based
intervention in the treatment and prevention of psychological dysfunction in a broad range of
cohorts of people [85]. There have been positive reports from studies on the mental health
benefits for expectant mothers, their couples and support partners as it helps in reducing

anxieties, depression and negative thoughts about pregnancy and childbirth.

Studies have indicated that mindfulness- based childbirth education would be helpful in
preventing major relapse of major depressive disorders. Practicing mindfulness- based
childbirth training has a potential of changing the thought patterns or attitudes about someone’s
thoughts. Mindfulness training may enable formerly depressed individuals to notice
depressogenic thoughts as to redirect attention to other aspects of the present moment such as

breathing, walking or environmental sounds thereby avoiding rumination.

Equally, it has been noted that a realistic advantage of mindfulness-based skills in encouraging
cognitive change is that they can be practiced at any time, including during periods of
remission, when depressogenic thinking may be occurring too rarely to permit regular practice
of traditional cognitive therapy exercises, such as identification and disputing of cognitive

distortions [86].

2.7.2. Self-hypnosis
Self-hypnosis combines the creativity of imagery with self-regulation to achieve improved

behavior and learning. Although this method does not directly address the main neurocognitive
process of attention, it directly reduces anxiety and improves an individual’s capacity to

recognize associated difficulties, development of coping strategies and improved attitudes [84].

Hypnosis has been used for achieving relaxation, relieving pain, helping with physical
discomfort (even chronic pain), and altering moods. Hypnosis is multidimensional and helps
patients develop a heightened focus on an idea or image [85]. The process may be brief or may

involve complex instructions depending on the subject, the goal, and the therapist. Hypnosis
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has been shown to be effective in patients whose FOC is high and those whose symptoms have

an emotional component.

Autogenic training technique is a form of self-hypnosis which is commonly used and it consists
of a series of six mental exercises used to elicit the bodily sensation of the warmth and
heaviness Autogenic training has the potential of producing the physiological changes of the
relaxation response. The exercises should be practiced several times a day until the subject is

able to shift voluntarily into this state of reduced stress [85].

Another form of self-hypnosis is guided imagery in which the fearful woman uses an image of
her own creation after an initial relaxation period to help reduce FOC symptoms. This method
is particularly effective with pregnant women with an active and vibrant imagination [87].
Studies have indicated that self- hypnosis technique can be effective since if well followed, a
habit can be created in about 21-30 days. Within this short period, there is a possibility of

reducing a variety of somatic symptoms as it facilitates systematic desensitization.

2.7.3. Psycho-education
Psychoeducation is a program in which health care providers use systematic and psychosocial

techniques to create the desired behavior change. Psychoeducation programs include not only
a didactic narrative of the situation but also specific cognitive and behavioral strategies and it

aims at enabling the individual to understand and accept the essence of the problem [88], [89].

Studies have indicated that the programme has been an effective approach in reducing FOC.
Psychoeducation programme aims at enabling the fearful pregnant women to understand and
accept the essence of the problem (the current situation), to identify the interventions in dealing
with the problem, and to actively participate in the solution process. Within the extent of the
psychoeducation program, cognitive coping strategies are defined as individual awareness,
supporting autonomy and independence, increasing functionality, and creating realistic

expectations. Behavioral approach strategies are used along with cognitive approaches by using
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the psychosocial and educational techniques in psychoeducation [90]. Cognitive approach
strategies aim to help the individual explore different ways to solve the problem and to change
his/her perception of the problem. Behavioral approach strategies include developing an action
plan for the current situation through the development of problem-solving skills.
Psychoeducation provides opportunities not only for information but also for providing a safe
environment, expressing emotions, instilling hope, and developing strategies for self-

recognition and new learning practices.

Studies have documented two forms of psychoeducation programmes meant for the reduction
of FOC. The first one has seven steps identified by Rouhe et al., [82] and the second has four
sessions and it is premised on the PRIME model (Promoting Resilience and Mothers’ Emotion)

that was developed by Fenwick et al.,[88].

2.8 Integrated antenatal education and the Fear of Childbirth
Integrated antenatal education is a formalized, defined, descriptive and goal-oriented
programme with specific purpose and target audience [91]. There are several synonyms or
terms that have been used to define integrated antenatal education such as childbirth
educational programme, prenatal classes, and child preparation classes. Studies have
demonstrated that antenatal educational interventions can provide information about the
pregnancy and childbirth process. This could be on an individual or group basis and studies
have reported that the mode of delivery could include home visit programme, peer education

programme or clinic appointments [92].

Integrated antenatal educational programmes can be provided by specialist health professionals
such as gynecologists, midwives or nurses, working in Public or private institutions. The
programme is significant in preparing pregnant women for their pregnancy, delivery and

parenthood.
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Studies have researched the effects of an integrated antenatal education on pregnancy, delivery
and post-partum period and have demonstrated clearly that pregnant women who undertake
integrated antenatal education programmes show positive changes in their general health
behavior and improved quality of life [24]. First-time parents, in particular, have fears and
concerns about pregnancy and delivery. The purpose of integrated antenatal education is to

help couples make the right decisions during pregnancy, delivery and postpartum period [93].

Although studies showed that integrated antenatal education increased maternal knowledge
about birth, birth satisfaction, childbirth-related self-efficacy and sense of control in birth; most
of these studies have been conducted in western countries and little has been done in developing
countries. To the best of our knowledge, the integrated antenatal education programme has not
been undertaken in Kenya and therefore, the study aimed at determining if there are any effects

of integrated antenatal education programme on the fear of childbirth.

2.9 The role of midwives in the management of the Fear of Childbirth
The analysis of midwifery and nurses' care for pregnant women with high or severe FOC has
progressively been the attention of researchers in recent years. Midwife-led pre-birth
counselling for the fear of childbirth is customarily supposed to be offered in maternal and
child health clinics during routine antenatal care clinics but this has not been the case in many
developing countries although it is a common practice in developed countries. Unfortunately,
in both cases, there are no standard training modules specifically focusing on the fear of

childbirth [80].

The goal of midwifery care is to support pregnant women in their wish for a positive childbirth
experience and safeguard the health of both the mother and the infant, regardless of the mode
of delivery. When a pregnant woman expresses strong fear, a midwife should listen to her,
provides counselling and supports her, enabling her to cope with her fear. The request for a CS

due to the fear of childbirth is an indication that the pregnant woman needs help and therefore
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as a matter of urgency, an antenatal care pathway including a detailed assessment of the
underlying causes, the offer of tailored support and the promotion of evidence-based decisions
about the mode of birth should be provided [94]. Referral to a specialist with expertise in
perinatal mental health is an essential part of quality care that should be given; if the woman's
desire for a CS persists after preliminary counselling, a planned CS would be offered. In this
regard, therefore, when assessing the effectiveness of interventions for pregnant women with
high or severe fear of childbirth, the relevant outcomes are not exclusively the vaginal birth
rate, but the woman's physical and mental wellbeing during pregnancy and perinatally, her

birth experience, and satisfaction with her evidence-based decision making [95].
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CHAPTER 3: MATERIALS AND METHODS

3.1 Introduction
This chapter will be looking at the study methodology, steps and processes that were followed

in conducting the current study.

3.2 Research Design, methodology and procedures applied
The current study employed a mixed-method research design by combining both qualitative
and quantitative approaches [96]. Studies have shown that mixed-method research design
enables triangulation of the study results as well as seeking to extend the breadth and range of

inquiry by using different methods for different inquiry components [97].

3.3 The anatomy of the current study (study flow diagram)
The study comprises seven parts of which the first two and the last (study seven) are
independent. The first study is evaluating the readability of W-DEQ-A, a common tool used in
screening for the fear of childbirth. The seven scales used in the first study include: the Flesch
Reading Ease Formula, the Flesch-Kincaid Grade Level, the FOG Scale, the SMOG Index, the
Coleman-Liau Index (CLI), the Automated Readability Index (ARI) and the Linsear Write

Formula.

The second study is looking at the psychometric properties of the W-DEQ-A. The
questionnaire was translated and tested for its validity and reliability to be used in the Kenyan
context. All the procedures of translation and validation were undertaken using exploratory

and confirmatory factor analysis.

The third study was on the prevalence of the fear of childbirth on women of reproductive age
in Kenya. The translated version of W-DEQ-A from study two was applied in this third study.
This was a very important study as its findings informed the fourth and sixth study. Data

analysis was critically performed so as to get the prevalence of the fear of childbirth among
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women of reproductive age in Kenya.

The fourth study was linked with study three as those women who were found with high fear
of childbirth were requested to be recruited in this study. This was a single blind randomized
controlled study whereby the study participants were recruited as either intervention group or
control group. The study participants in the interventional group underwent an integrated
antenatal education on the fear of childbirth module that was developed through a rigorous
review of the existing literature on the interventions on the fear of childbirth. Study participants

in the control group underwent the routine antenatal clinics.

The fifth study was directly linked with the fourth study. Women who attended the integrated
antenatal education were recruited voluntarily to this qualitative study which aimed to
understand their experience regarding the integrated antenatal education and its effects on the

fear of childbirth.

In the sixth study, the study participants who had participated in the third study and had given
birth at the health facilities were asked to share their views on whether institutional maternity
services contribute to the fear of childbirth. This was a qualitative study that applied thematic

analysis methodology.

Finally, the seventh study was an independent study also closely related with the overall theme
of the other studies (fear of childbirth). In this study the Fear of Birth Scale was used in data
collection with the aim of understanding the rates of childbirth fears among pregnant women

and their spouses. All these steps are diagrammatically presented in figure 2.

Each of these seven studies have been highlighted in the proceeding pages. The methodology
used in recruiting study participants, the procedure of data collection, analysis and presentation

have also been highlighted in detail.
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Study 1: A study on the Evaluation of the Readability of W-DEQ-

version A

study 2: Translation and Validation of W-DEQ-A (Psychometric
properties of W-DEQ-A)

study 3: A study on the Prevalence of the Fear of Childbirth among
Women of Reproductive age

study 4: A single blind randomized controlled trial study on the effect
of Integrated Antenatal Education on the Fear of Childbirth

study 5: A qualitative study on the effects of Integrated Antenatal
Education on the Fear of Childbirth

study 6: A qualitative study on if institutional maternity services
contribute to the Fear of Childbirth

study 7: An independent study on the rates of the Fear of Childbirth
among pregnant women and their spouses.

Figure 2: Anatomy of the study (study flow diagram)
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3.4.1 Study 1: Evaluating the readability of Wijma Delivery Experience/Expectancy
Questionnaire version A (W-DEQ-A) among pregnant women in Samburu County,

Kenya
The first study aimed at exploring the fear of childbirth through evaluation of the readability
of Wijma Delivery Expectancy Questionnaire Version A (W-DEQ-A). This study used a
mixed-methods approach; first by evaluating the readability of the W-DEQ-A using 7 validated
readability scales and then a focus group discussion (FGD) to validate the results derived from
the readability scales. In the FGD part, a total of 26 women of reproductive age took part. The
study participants had relatively homogenous socio-demographic characteristics. The first and
second FGDs had seven participants each, while the third and fourth FGDs had six participants
each. The recruitment was done in three selected geographical locations in Samburu Central

Sub- County, comprising urban, peri-urban, and rural settings.

Before participating in the FGDs, the identified women were briefed about the purpose of the
study and those who agreed to participate were given a specific date for the FGDs. This study
took place between June and July 2019. The inclusion criteria for the study participants were:
at least 18 years and not older than 45 years, having at least one successful pregnancy in the
last three years, able to read, write, and speak in English. Each FGD took between 32-57
minutes. Study participants consented by signing a consent form. We excluded women with a
history of miscarriages, psychiatric illnesses, perinatal losses, and those who had serious
maternal medical conditions. Also, those who would not read, speak, and write in English were

excluded from the study.
Data collection procedure

To evaluate the readability of the W-DEQ-A the 33 items in the W-DEQ-A tool [61] were
converted into brief statements in prose form (Table 1). The brief statements were then entered

into an online site [62] (https://readabilityformulas.com/free-readability-formula-tests.php),



https://readabilityformulas.com/free-readability-formula-tests.php

32

which gave a readability score for each of the seven scales that were used. The seven validated

readability scales used in this analysis are briefly defined and explained below.

1. The Flesch Reading Ease Formula: This has been cited as one of the oldest and most
accurate readability formulae used to assess the difficulty of reading passages written
in the English language. It uses the following formula: RE = 206.835 - (1.05 x ASL) -
(84.6 x ASW), where RE = Readability Ease, ASL = Average Sentence Length, and
ASW = Average number of Syllables per Word. In this formula, a score of between
90.0 and 100.0 is considered easily understood by an average 5 grader, 60.0 and 70.0
easily understood by 8™ and 9™ graders respectively; while scores between 0.0 and 30.0

are considered easily understood by college graduates [63].

2. The Flesch-Kincaid Grade Level: Different articles refer this formula with different
names such as; Flesch-Kincaid Index, Flesch-Kincaid Grade Level Score, Flesch-
Kincaid Scale, Flesch-Kincaid Score, Flesch-Kincaid Readability Score, Flesch-
Kincaid Readability Statistics, Flesch-Kincaid Grade Level Index, Flesch-Kincaid
Readability Index, and Flesch-Kincaid readability equation. It employs the following
formula: FKRA = (0.39 x ASL) + (11.8 x ASW) — 15.59, where FKRA = Flesch-
Kincaid Reading Age, ASL= Average Sentence Length, and ASW= average number of
Syllables per Word. A higher score in this formula is an indication of a lower grade
completed and vice versa, for example a 4" grader will score between 90-100 while a

college graduate will score between 0-30 [63].

3. The FOG Scale: This formula is also known as the Gunning Fog Readability Formula
and/or FOG index. In this scale the mathematical formula used is; GL = 0.4 (ASL +
PHW), where GL= Grade Level, ASL= Average Sentence Length, and PHW =
Percentage of Hard Words. In this formula, the authors concluded that short sentences

written in plain English language achieve a robust score compared to long sentences
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written in complicated language. The ideal score should be either seven or eight. The

scores above 12 are said to be too hard for most people to read [63].

. The SMOG Index: In this index, a sentence is defined as a string of words punctuated
with a period, an exclamation mark, or a question mark. The following formula is used:
SMOG grade = 3 + Square root of polysyllabic count. It is suggested that the more the
total polysyllabic word count, the more advanced the grade level of the reader. A total
polysyllabic word count of between 1-6 indicates that the text is understood by an
average student in grade five and a total polysyllabic word count of 73-90 is suitable

for grade 12 readers [63].

. The Coleman-Liau Index (CLI): In this formula, instead of syllables per word and
sentence length, it relies on characters and it uses the computerized appraisal to
comprehend characters more clearly and precisely. Coleman-Liau Index uses the
following formula: CLI=0.0588L — 0.296S — 15.8, where L = average length of letters
per 100 words and S is the average number of sentences per 100 words. For example,

the 10.6 index means that the text is appropriate for a 10-11™ grade reader [63].

. Automated Readability Index (ARI): Just like Coleman-Liau Index, the ARI relies on
a factor of characters per word, and not syllables per word and sentence length. The
index is premised on the assumption that the number of characters is more readily and

precisely counted by computer programs than syllables. The following formula is used

character ( words

in calculating the ARI: 4.71 (W) +0.5 ) — 21.43 where characters are

sentences

the number of letters and numbers [63].

Linsear Write Formula: Like many other readability formulas, this was initially
designed for the United States (US) Air Force to guide them to compute the readability

of their official manuals. The formula is used to calculate the grade level of a text



34

sample based on the length and number of words used in a sentence where there are

three or more syllables [63].

After undertaking the readability assessment highlighted above, qualitative in-depth FGDs
followed. A soft copy of W-DEQ-A in the English language was sent to the study participants
before the start of the FGDs. The participants were required to read all the questions and note
down any items/ questions or sentences that were not clearly understood, any
difficult/confusing word/words, any statements that were perceived to be irrelevant, and also
to make comments on the readability of the questionnaire. They were also tasked to make any

observations, suggestions, or comments on how the W-DEQ-A can be improved.

The FGDs interviews were initially recorded and then transcribed by three transcriptionists and
appraised by the first author. An independent assessor reviewed 30% of the transcripts for
consistency and reliability. Credibility and trustworthiness were further verified by an

independent reviewer.
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Table 1: W-DEQ-A converted into brief statements for readability testing

| How do you think your labour and delivery will turn out as a whole?
Extremely fantastic, not at all fantastic.

Extremely frightful, not at all frightful

Il How do you think you will feel in general during the labour and delivery?
Extremely lonely, not at all lonely

Extremely strong, not at all strong

Extremely confident, not at all confident

Extremely afraid, not at all afraid

Extremely deserted, not at all deserted

1 How do you think you will feel in general during the labour and delivery?
Extremely weak. Not at all weak

Extremely safe, not at all safe

Extremely independent, not at all independent

Extremely desolate, not at all desolate

Extremely tense, not at all tense

Extremely glad, not at all glad

Extremely proud, not at all proud

Extremely abandoned, not at all abandoned

Extremely composed, not at all composed

Extremely relaxed, not at all relaxed

Extremely happy, not at all happy

111 What do you think you will feel during the labour and delivery?
Extreme panic, no panic at all

Extreme hopelessness, no hopelessness at all

Extreme longing for the child, no longing for the child at all

Extreme self-confidence, no self-confidence at all

Extreme trust, no trust at all

Extreme pain, no pain at all

IV What do you think will happen when labour is most intense?

I will behave extremely badly, I will not behave badly at all

I will allow my body to take control, I will not allow my body to take control at all
I will totally lose control of myself, | will not lose control of myself at all

V  How do you imagine it will feel the very moment you deliver the baby?
Extremely enjoyable, not at all enjoyable

Extremely natural, not at all natural

Totally as it should be, not at all as it should be

Extremely dangerous, not at all dangerous

VI Have you, during the last month, had fantasies about the labour and delivery,
for example

Fantasies that your child will die during labour/delivery?

Never, very often

Fantasies that your child will be injured during labour/delivery?

Never, very often
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3.4.2 Study 2: Testing the validity and reliability of translated Swabhili version of the W-

DEQ-A among the Swahili speaking pregnant women in Samburu County, Kenya
The second study aimed to translate and test the validity and reliability of the Wijma Delivery
Expectancy/Experience Questionnaire version A (W-DEQ- A) ][98] into Swahili language
which is a popular language spoken in Kenya. Pregnant women who were attending antenatal
care clinics in a county referral hospital were assessed for their suitability to take part in this
study. The Samburu County Referral Hospital was chosen as it was the main health facility
offering comprehensive emergency obstetric care services in the region and therefore, it

attracted clients from both urban, peri-urban, and rural geographical areas.

A convenience sampling methodology was employed in recruiting study participants who were
in their third trimester. The study included both nulliparous and multiparous women with single
pregnancy aged between 18-45 years, who were able to read and write both in English and
Swahili. Expectant women who had previous negative childbirth experiences and those highly
vulnerable to obstetric complications were excluded from the study. The women with a history
of psychiatric illness were also excluded. Also, the study excluded women who were unable to
read and write in the two languages mentioned above. Expectant women who met the inclusion
criteria and were voluntarily willing to take part in the study were recruited after signing an

informed consent form.

Recruitment of the study participants took place between May and September 2019. A total of
628 expectant women participated in the current study. This sample size was derived from
published articles, which suggests that a minimum of three hundred study participants are
needed to successfully run exploratory and confirmatory factor analysis [99], [100], or a ratio
of ten participants per item for factor analysis [101]. The authors were cognizant of sensitivity
in the two analyses regarding missing data and therefore a larger sample was determined. Most

of the collected data was used for Exploratory Factor Analysis (n=376), while the remaining
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was used to run Confirmatory Factor Analysis (n=252). This sample was reached after

excluding questionnaires that had missing data.
Procedure

In this study, the W-DEQ-A was used. Permission to translate and use the questionnaire was
sought and granted by professor Wijma. The second step was to translate the English version
of the questionnaire to the Swahili language which is a common language used by the study
participants. A professor of linguistics was tasked to translate the questionnaire to Swahili,
followed by a review of the translations for consistency and conformity. The initial wordings
were done by an independent reviewer who was an expert in the two languages. Later, two
independent bilingual translators were tasked to translate back to English. In cases where there
were differences in opinion regarding the transcripts, a third independent bilingual translator
was called to arbitrate. The final step was the harmonization of the questionnaire after

undertaking a pre-test with 13 pregnant women.
Study measures used in the study

Demographic data included age, level of education, marital status, employment status,
residency, and parity were collected through a structured questionnaire. The other instruments

used for data collection include:

W-DEQ-A is a 33-item questionnaire developed in Sweden by Klaas Wijma and psychometric
analysis has shown it to be valid and reliable for women of all parity [98]. The tool has been
used widely to measure FOC during and after pregnancy by evaluating women’s feelings about
their experience during pregnancy (W-DEQ-A) and after childbirth (W-DEQ-B). In the
analysis, all the 33 items are assessed on a six-point Likert scale ranging from 0 (not at all) to
5 (extremely) to evaluate women’s cognitive appraisal of the upcoming birth in the antenatal

period and evaluate their experience after birth in the postnatal period. The lowest possible
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score is zero and the highest possible score is 165. A higher score during the assessment is an
indication of high fear of childbirth. A Cronbach alpha score of 0.89 for primiparous and 0.99
for multiparous women indicated good reliability of the questionnaire. Respondents are asked
to imagine how their labour and delivery are going to be and how they expect to feel. In the
W-DEQ-A, items 2,3,6,7,8,11,12,15,19,20,24,25,27 and 31 are positively framed and must be

reversed to get the individual sum [102].

The second tool used in this study was the Edinburgh Postnatal Depression Scale (EPDS)
[103]. This scale comprises 10 items that are self-rating for postnatal depression. A respondent
is asked to check off one of the four possible answers that closely resonates with how she felt
during the past week. The responses are scored from 0 to 3 based on the reported seriousness
of the symptoms. Three items on the scale namely items 3,5 and 10 are reverse scored (from 3
to 0). The total individual score is derived from adding the scores of each of the 10 items. A
total score of 0 to 6 infers none/minimal depression, 7 to 13 is an indication of mild depression,
14 to 19 is an indication of moderate depression and a score of 20 to 30 indicates severe
depression. EPDS has been validated for use in expectant women and postnatal mothers. The
current study used the Swahili version of EPDS since the tool has been translated into the

Swahili language in Kenya. Our study reported a Cronbach’s alpha ranging from 0.89 to 0.91

The third tool used was the Beck Anxiety Inventory (BAI) [104], which is a self-reporting
inventory that is used to measure severe anxiety. The questionnaire has 21 items and
respondents have multiple choice answers to respond to the level in which they have been
bothered by each of the 21 symptoms in the week preceding the interview. The highest possible
score is 63 while the lowest possible score is 0. A cumulative score of between 0-7 is
interpreted as a minimal level of anxiety; 8-15 as mild anxiety; 16-25 as moderate anxiety, and
26-63 as severe anxiety. This tool is psychometrically valid with internal consistency

(Cronbach’s alpha ranges from 0.92-0.94).
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In this study, the English version of the BAI was translated into the Swahili language which is
a common language used by the study participants. A professor of linguistics was tasked to
translate the questionnaire to Swahili, followed by a review of the translations for consistency
and conformity. The initial wordings were completed by an independent reviewer who was an
expert in the two languages. Later, two independent bilingual translators were tasked to
translate back to English. In cases where there were differences in judgment regarding the
transcripts, a third independent bilingual translator was asked to arbitrate. The final step was

the harmonization of the questionnaire after undertaking a pre-test with 13 pregnant women.
Data analysis

Construct validity of W-DEQ-A was assessed using EFA and CFA and this was done in two
steps. In the first step, the Statistical Package for Social Sciences version 23 (SPSS Chicago,
IL, USA) was used. The Kaiser- Meyer- Olkin (KMO) was used to confirm the suitability of
the data used for EFA and the values above 0.6 were deemed acceptable [70] as well as
significant Bartlett’s test of sphericity [105]. For extraction of factors, Principal Components
Analysis (PCA) was used and Promax with Kaiser Normalization as a rotation method. To
identify the accurate number of factors to be retained, the following criteria were employed:
(1) Kaiser’s criterion [99] (ii), retention of eigenvalues above 1 (iii), Cattell’s scree plot [106]

and (iv) parallel analysis [107].

The second step was to undertake confirmatory factor analysis, done by running the data in
AMOS 25 software [108] to determine the unidimensional fit of the original W-DEQ-A scale
and to validate the factor structure solution derived from step one above. Overall model fit was
assessed by various fit statistics in AMOS 25. Considering that chi-square statistics and the
associated p-value is very sensitive to sample size, the chi-square test divided by its degrees of
freedom was considered in the current study. Further, two incremental fit statistics namely;

comparative fit index (CFI > 0.95 good fit) and goodness of fit index (GFI > 0.95 good fit)
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were reported. Also, the root-mean-square error of approximation (RMSEA<0.08 good fit)
[76], Tucker- Lewis index (TLI >0.95 good fit) [109], Akaike information criterion (AIC- the
smaller the better), and the standardized root mean square residual (SRMR <0.08 acceptable)
[108] were considered. A minimum of three of the fix statistics within acceptable ranges was
adequate in analyzing the goodness of fit of the current study data. Internal consistency and
reliability were assessed using Cronbach’s alpha coefficient and a level of > 0.7 0 was

considered acceptable.

Convergent and divergent validity was assessed by Spearman's rank correlation coefficient.
This was done to determine the level of correlation between the W-DEQ-A scale (and its
factors) and other scales used in the current study (BAIl and EPDS) and a p-value of <0.05 was
set as statistically significant.
3.4.3 Study 3: To determine the prevalence of fear of childbirth between the
primiparous and multiparous women in Samburu County, Kenya

This study aimed at investigating the prevalence of the fear of childbirth among pregnant
women in Samburu County Kenya. The study consisted of 376 pregnant women that were
coming for routine antenatal care visits in Samburu County, Kenya where the whole study was
being undertaken. The sample size was obtained through multistage cluster sampling. The
study region (Samburu County) which was selected through simple random sampling from the
47 counties in Kenya had three sub-counties namely Samburu North, Samburu East, and
Samburu Central. Through simple random sampling, the Samburu Central Sub-County was
selected. The Sub-County had seven administrative wards with approximately 2747 deliveries
annually. The sample size (n=385) was divided by the total number of deliveries in the health
facilities in the seven wards to obtain the required sample size in each ward, and the result was
multiplied by the population covered by each section as indicated in Table 2. Each of the seven

administrative wards had a health centre which had the capacity to offer maternal and child
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health services such as maternity wards, functional laboratories, essential medicines and

equipment.

In each of the administrative wards, the sample was obtained by selecting the health facility

with the highest population of pregnant women. The pregnant women who visited the health

facilities formed a research unit.

Table 2: Sampling frame for study respondents

Sampling Unit

Health facilities offering maternal

health services in each Ward

Sampled Population.

Total population

Calculated sample

1.

Total

2
3
4.
5
6
7

Angata
Baawa
Lodokejek
Loosuk

Maralal

. Porro

. Suguta Marmar

110
79
422
250
1347
100
439

2747

16
12
58
35
184
14
66

385

The study included pregnant women (both primigravida and multigravida women), between

the ages of 18 to 45 years, between 17 to 28 weeks of gestation; who were mentally sound.

Expectant women who were below 16 weeks of gestation and above 29 weeks were excluded

from the study Also, women with history of maternal complications, drug and substance abuse

and with psychiatric illnesses were excluded. Also, to determine the relationship between the

predictor variables and the FOC, the study included the following independent variables:

marital status, literacy, age, gestation age, physical activity, regular pregnancy check-up, the

trust of gravida women in the healthcare providers, the preferred mode of delivery, and

gravidity.

The study used Wijma Delivery Expectancy/Experience Questionnaire version A (WDEQ-A)
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and a self-developed demographic characteristic criterion to collect data from pregnant women
who met the inclusion study model outlined above and had accepted to participate by
consenting. The English version of the WDEQ-A was translated into the Swahili language after
receiving permission to use the tool from Professor Klaas Wijma. This was done by two
bilingual obstetricians (forward translation) and was reviewed and discussed in the context of
Kenyan culture. The Swahili version was translated back into English by an independent
professor of linguistics. The two versions were compared for clarity and consistency to reach

a consensus on the final version.

The WDEQ-A measures FOC by asking pregnant women to rate the depth of their feelings
against 33 items. Answers are given on a six-point scale starting from “not at all” (score is
given as 0) to “extremely” (scores given as 5). The total minimum score is zero and the
maximum is one hundred and sixty-five (165). A lower score indicates less FOC and vice versa.
Scores are categorized into four: below a score of 37 is considered low FOC, 38-65 is moderate
FOC, 66-84 is considered as high FOC, and above a score of 85 is severe FOC [7]. Internal

consistency for this study was found to have a Cronbach Alpha coefficient of 0.916.
Data analysis

Descriptive and analytical statistics were conducted in all data using SPSS version 22. The
mean, percentages, and frequencies were used to describe the data. Chi-square and binary
logistic regression were used to establish the association between the independent variables
(maternal characteristics) and FOC measured as a binary variable (the four categories of fear
of childbirth (low, moderate, high and severe FOC) were recoded into two categories; low and
moderate FOC were recoded into a new category of no FOC; high and severe FOC recorded
into FOC. Logistic Regression was used to establish predictors to fear of childbirth among
respondents. All estimates were reported with 95% confidence intervals (95% CI). Statistical

significance was assumed with P-values less than 0.05.
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3.4.4 Study 4: To evaluate the effects of antenatal education on the fear of childbirth

among pregnant women in Samburu County, Kenya
The fourth study aimed to examine the effects of integrated antenatal education on the fear of
childbirth. This study which was conducted between September 2019 and December 2019 in a
maternal and child health hospital in Kenya was a single-blind randomized controlled trial
comparing a group of pregnant women who undertook an integrated antenatal education
module as an intervention group and the other group that undertook routine antenatal clinics
without an integrated antenatal education module. This was a continuation from the third study
reported above which was looking at the prevalence of fear of childbirth in a sample of gravida
women in Kenya where a sample size of 376 pregnant women was screened and 22.1% and

8.0% were found to be having high and severe FOC respectively.

The pregnant women who were found to have high and severe FOC were asked if they would
be willing to participate voluntarily in the current study and those who accepted were recruited
into this study. Since the total number of those who were screened and found to be having high
and severe FOC was relatively low (n=91), the principal investigator decided to increase the
number by 30% to cater for the loss to follow-up. Additional screening was done and a total of
28 pregnant women who had a W-DEQ-A score of 67 and above were added, making the

current study sample to be 119.
Inclusion criteria

Primipara women aged 18 to 45 years with singleton low-risk pregnancy were included in the
current study. They were also required to be between 22 to 26 gestation weeks with no history
of mental illness and with the ability to read and write either in English or Kiswahili language
as the tools used for data collection were only available in the two languages. Equally, the
included study participants were required to have no previous history of drug and substance

abuse and had to accept voluntarily to participate in both interviews.
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Exclusion criteria

The study excluded the pregnant women who developed complications during their pregnancy
or childbirth, were unable to complete all the integrated antenatal education modules (the
intervention group), were unable to read and write either in English or Kiswahili and those that
were unable to participate in both interviews. Also, any woman who had a history of psychiatric
illnesses were excluded. For the control group, those who failed to attend at least four routine

antenatal clinics were excluded.

Randomly assigning the pregnant woman who met the
inclusion criteria to either control or experimental group
(n=119)

Randomization

\
( \

Control group Experimental group
(n=59) (n=60)
Routine ANC visits Integrated antenatal education
(At least 4 visits) module
4 participants withdrew from study. 3 participants dropped out
2 participants moved to another city. 1 participant had complications
Administration of W-DEQ-A Administration of W-DEQ-A
Weeks 37-40 Weeks 37-40
(n=53) (n=56)

Figure 3: Single Blind Randomization




45

Randomization of the study participants

As indicated in Figure 3, this was a single-blind randomized controlled trial comparing a group
of pregnant women who underwent an integrated antenatal education module and the control
group that underwent routine antenatal clinics. The control group consisted of women who
accepted voluntarily under the routine antenatal care clinic and met the inclusion criteria
highlighted above while the intervention group consisted of women who voluntarily enrolled

to the integrated antenatal education module and met the inclusion criteria.
Data collection

Data collection tools were administered via one-on-one interviews. Experienced midwives that
had been trained interviewed both the control and the intervention group. The same
methodology was applied in the second phase of data collection and the same midwives were

tasked to do the data collection for consistency purposes.
Data collection tools

The Wijma Delivery Expectancy/Experience Questionnaire (W-DEQ-A) and demographic and
obstetric data collection tools were used for data collection. The Demographic and obstetric
Information Inventory consisted of items on personal characteristics such as age, level of
education, marital status, residence, employment status, pregnancy status, and mode of
delivery. The data collection was done twice for both groups. Before the initiation of the

integrated antenatal education and after the completion of the integrated antenatal education.
Integrated Antenatal Education Training module

Studies have shown that there are doubts about the value of integrated antenatal education for
managing pain and stress during childbirth. The approach to integrated antenatal education has
not evolved at the same pace as obstetric practice. Nevertheless, integrated antenatal education

continues to be a key activity of primary care midwives and nurses. It has been appreciated that
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the integrated antenatal education is resource intensive and the demand has continued to grow.
In the intensive review of literature, the current study wouldn’t find any studies done in Africa
evaluating its effectiveness and this necessitated the current study. The few studies done in
North America, Australia, and Northern Europe tended to have methodological inadequacies,
such as a relatively small sample size, failure to control for variables that might affect or
influence the childbirth process and consideration of only one part of the birth process [24].
the beneficial effects of integrated antenatal education from the reviewed studies have indicated
a relatively shorter delivery time, a better detection of labour, fewer interventions, a reduced
desire for anesthesia, lower levels of anxiety and greater maternal satisfaction, lower rates of

caesarean section [110],

The integrated antenatal education module in the current study comprised five modules of 120
minutes each with breaks in between. Each module had three sessions of 30 minutes each and
a break of 10 minutes between the sessions. The integrated antenatal education module was
planned to reduce antenatal fear of childbirth and also provide a conducive environment for a
successful birth. The training sessions were conducted by four experienced midwives and four
nurses who had been trained and also had participated in similar activities. Modes of delivery
for the education modules were through visual aids, demonstrations, online videos and role
plays. The participants also had a chance of visiting the delivery room so as to familiarize
themselves with the processes that go on during childbirth. Each session had an average of 7
study participants. The training was carried out in one of the selected rooms in the maternity

hospital and the contents of the training are highlighted in Table 3.
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Table 3: Integrated Antenatal Training Module contents

Session

Topic/ Session content

Facilitator

Duration

Daily life in pregnancy and

Raising women's  awareness

regarding antenatal emotional

changes

Three trained midwives and one

nurse in charge of Maternity

120 minutes

Birth and breathing exercise (this

module included topics on
triggering of labour, identification
of onset of labour and when to
attend the maternity unit, phases
and course of normal childbirth,
other types of delivery, possibility
of instrumental delivery, breathing
and

techniques, epidural

anesthesia)

Three trained midwives and one

nurse in charge of Maternity

120 minutes

Health and nutrition including

breastfeeding  beliefs, myths,
benefits and techniques, potential
breastfeeding problems such as
nipple

soreness, mastitis, breastfeeding

breast engorgement,

twins and bottle-feeding

Three trained midwives and one

nurse in charge of Maternity

120 minutes

Care for the mother and newborn
during delivery, warning signs,
affective development, acceptance

of the newborn

Two trained midwives and two

nurses in charge of Maternity

120 minutes

Postpartum periods and the care of
the new-born including family

planning

Three trained midwives and a

gynecologist.

120 minutes
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Key Messages on the application of the integrated antenatal education

* Maternal and infant health has been a priority long before the 1990s. Program
implementation and activities are based on over a century of experience but integrated antenatal

education on fear of childbirth has not been given much attention yet.

* A healthy start in life is a priority for all countries and a Safe Motherhood program is the best

strategy to reach this goal.

* Family satisfaction with healthcare is a reliable indicator of the quality of medical care and
overall quality of the healthcare system, more specifically the healthcare systems focusing on

the mother and child.

* Women worldwide define quality perinatal care in the same ways. Effective technologies
and tools are in place to prevent deaths and long-term disabilities related to delivery in most

developed countries and all developing countries should not be left behind in this pursuit.

* Technology is defined as a combination of activities that includes evidence-based methods,
procedures, and equipment applied systematically to solve a specific problem. Appropriate
technology is effective, safe, affordable, feasible, adjusted to local conditions and good for both

patients and providers. These technologies should be applicable and replicable across board.

* Perinatal care can be made better by improving client satisfaction, which involves increased
family involvement as an instrument to encourage participation of the woman during

pregnancy, delivery, postpartum period, and in newborn care

» Effective perinatal care should be evidence-based, which is a result of information obtained
through modern clinical research and active involvement of the consumers of such care. There
should be periodical reviews of the care so as to adapt to systemic changes in the healthcare

systems.
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Recommendations from reviewed literature on the approach and application of

Integrated Antenatal Education on the fear of childbirth

1. Integrated antenatal education programmes should be developed and delivered using
the principles of adult learning.

2. Integrated antenatal education facilitators should be adequately trained and prepared to
deliver the programme modules in accordance with the principles of adult education
and should possess well-developed group facilitation skills.

3. Integrated antenatal education should be delivered to small groups of participants at a
time thus allowing for facilitated group interactions and active participation.

4. Integrated antenatal education should be regularly evaluated and consideration should
be given to those pregnant women who may need more attention regarding their
childbirth.

5. There is a need to undertake needs assessment in the community where the integrated
antenatal education programme will be implemented to ensure it meets the local needs.

6. The integrated antenatal education programme should be developed and delivered in a
culturally respectful and responsive manner and should recognize the diversity within
the community and adjust to suit the specific needs of those who will be involved in it.

7. The programme should provide an opportunity for the participants to develop social
networks and support and as such dedicated time to socialize within the programme
should be a priority.

8. Preparing women for unexpected events in labour, at birth and the postnatal period is
important and as such common complications and interventions should be discussed in
antenatal education programs but a more individual and focused discussion should

occur during antenatal care provision
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9. Integrated antenatal education program content should provide a balance of information
in regard to labour and birth, usual expectations and possible complexities and the
transition to parenting and should aim to be strengths-based rather than fear-based.

10. Where practical, a range of integrated antenatal education programs should be offered
and may include pre-pregnancy or early pregnancy programs and early parenting
programs.

11. Integrated antenatal education program content should include the emotional transition

to parenthood, with a focus on perinatal mental health and emotional wellbeing

Consideration of these recommendations in the review, development and delivery of integrated
antenatal education programs will ensure pregnant women have access to high quality adult
education that provides evidence-based information, supports the development of social
networks and provides women and their supporters with correct and accurate information

regarding pregnancy, childbirth and the early parenting period.
Data analysis

Analysis of the collected data was computed using SPSS software, version 22. Descriptive
statistics such as mean median, mode and standard deviation, were analyzed. The t-test and
chi-square test were applied in determining between-group differences. The study applied the
Kolmogorov-Smirnov test to see whether the collected data were normally distributed. Since
the scores were not in a normal distribution, the Mann-Whitney U-test was used to compare
the intervention group and control group’s fear of childbirth levels. Finally, the mean score for
the fear of childbirth was compared using paired t-test. The significance threshold was set at

0.05.
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3.4.5 Study 5: To qualitatively explore the pregnant women’s experience from midwife-

led integrated pre-birth training and its impact on fear of childbirth
The fifth study aimed at exploring women’s experience of midwife led integrated antenatal
education and its impacts on the fear of childbirth. The study was a qualitative interview study
with a descriptive design. The study participants were recruited with the guide of the third and
the fourth study. The pregnant women in study three who had a W-DEQ-A score of > 67 which
is considered as high FOC, were recruited to the intervention group in study four and they were
asked if they would be willing to participate in this study, one month after successful delivery.
Among them, 42 out of 56 consented in writing to participate in this qualitative study. Any

woman who had exhibited psychiatric illnesses was excluded from the study.
Data collection

Interviews were conducted between December 15" 2019 and January 17™ 2020. Eligible
women received a call from the principal investigator and were reminded about the interview.
The date and time for the interview was communicated to each participant. All the interviews
were conducted in Swahili and auto-recorded. All the participants agreed to participate in the

interview when coming for a postnatal clinic within the above data collection period.

The open-ended questions employed in this study aimed to obtain respondent’s thoughts,
perceptions and experience from integrated antenatal training they undertook before giving
birth. Also, they were asked about their future expectations of childbirth. The duration of the
individual interviews was between 18-35 minutes with an average of 25 minutes. Data
collected was completed after 33 individual interviews when no unique insights were emerging

[111].
Data analysis

The collected data was analyzed using thematic analysis [112], a method that arguably offers
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an accessible, theoretically flexible and straightforward approach to analyzing qualitative data
[113]. The analyses consisted of several steps: the initial text was read through several times
and discussed at length with the intention of familiarizing with the collected data, this was
followed by assigning preliminary codes to the text in order to describe the content that
reflected the central message of the interviews. The next step was searching for patterns or
themes in the preliminary codes across different interviews. The identified themes were later
reviewed, defined and named.
3.4.6 Study 6: To establish whether institutional maternity services contribute to the
fear of childbirth among pregnant women in Samburu County

This study aimed at understanding the perceptions and experiences of new mothers diagnosed
with fear of childbirth; regarding the institutional maternity services and if they contribute to

fear of childbirth.

The study enrolled a section of women who were part of the main study mentioned above.
During their 32" gestation week, participants were screened for the fear of childbirth and
individuals who had a score of above 66, which is considered high fear of childbirth as per
Wijma Delivery Experience Questionnaire (W-DEQ) version A scale [98], were asked if they
would be willing to participate in a focus group interview after successful delivery.
Approximately 46 women aged between 18-45 years accepted to take part and their details
such as their mobile phone numbers, the expected date of delivery, physical address, and
address of their spouse/guardians were recorded and kept by the principal investigator. The
study included women who had a normal delivery, had live births and were willing to
participate in the study after giving birth. Women who had experienced complications during
childbirth, those who were unable to speak either in English or Kiswahili, and individuals who
delivered at home were excluded from the study. Also, the study excluded any woman who

had exhibited signs of psychiatric illnesses.
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Study procedure

The 46 pregnant women who had expressed interest to participate in the study were contacted
one month after childbirth and were asked about their childbirth experience, congratulated for
successful childbirth (for those who had successful childbirth) and reminded of their
participation in the focus group interview. In all, 17 new mothers declined to take part for
various reasons such as birth complications (2 women), caesarean section (1 woman), home
delivery (4 women) moved to other cities (5 women), and unwilling to participate (5 women).
The remaining 29 new mothers who had successful childbirth participated in focus group

interviews that were conducted between January and February 2020.
Focus group interviews

The study was undertaken through focus group interviews as this method has been widely used
for collecting data on perceptions, attitudes and experiences of study participants [114]. The
principal investigator desired a broad description and deeper understanding of the fear of
childbirth concerning institutional deliveries, and therefore focus group interviews were
preferable as opposed to individual interviews. It is appreciated that focus group interviews use
group interactions to produce data and study participants influence each other in their joint

discussion.

The focus group interview guide used in the current study was adopted from the Framework
for Assessing the Quality of Care (FAQC) of institutional maternity services developed by the
University of Southampton [115]. In this framework, quality of care would be achieved through

the provision of care and the experience of care as demonstrated in Figure 3.
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Challenges to provision of quality institutional maternity services

\ 4

A 4

The challenges regarding the provision

The challenges regarding the

of care experience of care
a) Human and physical resources a) Human and physical resources
b) Referral system b) Cognition
c) Maternity information system c) Respect, dignity and equity
d) Use of appropriate technologies d) Emotional support

e) Internationally recognized practices

f) Management of emergencies

Figure 4: Framework for the Evaluation of Quality of Care (FEQC) in maternity services.
Developed by the University of Southampton

In this regard, the items included in the focus group interview guide consisted of challenges
experienced by study participants regarding the provision of care at the institutions where they
gave birth and challenges in the experience of care at the maternity institutions. The discussions
started with an open-ended question: “please tell us about your experience in your last
institutional birth”. The participants were distributed between the four group interviews, with
three groups having seven participants each and the fourth group with eight participants. The
interview guide was pre-tested before being used and amendments were made as deemed
appropriate. The focus group interview lasted 1.5 to 2.5 hours and was audio recorded. Two
research assistants were in each focus group interview, with one leading the interview while

the other took notes.
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Thematic analysis

In this study, a qualitative descriptive approach was deemed appropriate [116]. The focus group
data were transcribed and analyzed using thematic analyses [117]. The transcripts were
carefully appraised by two reviewers to gain a full sense of their meaning. The initial concepts
that arose were reviewed and coding was done to identify patterns of statements or words
relevant to the study aim. This was followed by examining all codes and comparing them to
clarify relationships. Various codes were later sorted into sub-themes. At this stage, there were
consultations with all the researchers and there was consensus on the sub-themes generated.
Finally, two themes were formulated to describe the perceptions and experiences of new
mothers diagnosed with fear of childbirth; regarding the institutional maternity services and if
they contributed to the fear of childbirth. Quotations that best illustrated the main themes were
selected for inclusion as part of the results. An independent academic colleague read the
transcripts and identified the themes which were similar to those identified by the researcher.
This was aimed at providing a validity check for the data analysis procedure.

3.4.7 Study 7: To determine the rates of fear of childbirth among expectant women and

their spouses in Samburu County, Kenya

This was the last study which used a different instrument for assessing the fear of childbirth.
In the current study, a sample of 289 pregnant women and their spouses was computed using
a method of sampling from a known population [32] In the study area 2737 women gave birth
in the year 2019, from June to August 2019, a total of 289 pregnant women attending the
antenatal clinic were invited to participate in the current study. The study was conducted in a
maternal and child health clinic in a county referral hospital. After the antenatal care clinic
sessions, the midwives (who were part of the study team and had been oriented on the
objectives of the study and trained on data collection procedures) explained to the pregnant

women about the study and requested them to participate voluntarily.
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Often, men do not accompany their spouses to the antenatal care clinics. In that regard, the
pregnant  women  were  asked to discuss  the  study  with their
spouses and request them to accompany them in their subsequent antenatal care clinic

appointments. Finally, 254 couples consented to participate.

Pregnant Women that could speak either in English or Swahili language, were between 17-22
weeks pregnant, were not having any psychiatric conditions and were at least 18 years of age
were included in the study. For the spouses, the study included those above the age of 18, had
no psychiatric problems and could read and write, either in English or Kiswahili. Pregnant
women who were below 18 years old, were having psychiatric problems and wouldn’t speak

either in English or Swahili languages were excluded from the study.
Data collection

Data was collected using a researcher-developed questionnaire and Fear of Birth Scale (FOBS).
A researcher-developed questionnaire captured the socio-demographic characteristics of
pregnant women such as age, level of education, health insurance cover, residency,
employment status, parity, pregnancy status, the preferred mode of delivery, previous
childbirth experience, and feelings about the forthcoming baby. For their spouses, the questions
included; age, level of education, residency, employment status, previous childbirth

experience, and their feelings regarding the forthcoming baby.

FOBS is a visual analogue scale (VAS), initially developed and tried by Haines et al., [118]
among pregnant women. The FOBS scale consists of two 100 mm visual analog scales (VAS),
which are summed and averaged to get a score. The study respondents are required to answer
the question “How do you feel right now about the approaching birth?”” and are asked to place
a mark on the two scales, which have the following words: calm/worried and no fear/strong

fear. The cut-off points of >50 was used to classify respondents as having the fear of childbirth,
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with those having a score of less than 50 having no FOC [119]. This cut-off point was used in
the current study following the recommendation by the developers of the tool and the published
studies on the same topic [118], [120], [121]. The FOBS questionnaire is a validated tool which

is freely available for academic purposes.
Statistical analysis

Descriptive and analytical statistics were conducted for all data using SPSS version 23.0. The
mean, percentages, and frequencies were used to describe data. Spearman’s correlation
coefficient was used to measure the strength of the relationship between FOC among the study
participants. Mann-Whitney U test [122] and the Kruskal-Wallis test [123], which are
nonparametric methods designed to detect whether, two or more samples come from the same
distribution or to test whether medians between comparison groups are different, under the
assumption that the shapes of the underlying distributions are the same were used in this study.
All estimates were reported with 95% confidence intervals. Statistical significance was

assumed for p-values<0.05.

3.5 Ethical consideration.
Ethical approval to conduct this comprehensive study (study 1 to study 7) was obtained from
the Jaramogi Oginga Odinga Teaching and Referral Hospital Ethical Review Committee
(ERC.IB/VOL.1/69). Research permit to conduct the comprehensive study in Kenya was
sought and granted by the National Commission for Science and Technology and Innovation
(NACOSTI/P/19/1182). All the respondents were informed of the objectives of the study and
were required to consented before enrolment in the study. To ensure the confidentiality of the

participants, they were given unique numbers and their names were not required.
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CHAPTER 4: RESULTS

This chapter highlights the results of the individual studies (study 1 to study 7) in the order in

which they have been illustrated in the introduction and methodology chapters.

4.1 Results of Study 1: Evaluating the readability of Wijma Delivery W-DEQ-A among

pregnant women in Samburu County, Kenya
A total sample of 26 women of reproductive age participated in this study. Approximately
38.5% (n=10) were between the ages of 26-35 and a total of 61.6% (n=16) were from peri-
urban areas. Those with a college diploma were 19% (n=5) while about 23.8% (n=6) had given

birth six months before the current study as shown in Table 4.

Table 4: Demographic characteristics of study participants

Demographic characteristics n (%)
Age

18-25 9(34.6)
26-35 10(38.5)
36-45 7(26.9)
Geographical location/residency

Rural 7(26,92)
Peri-urban 16(61,54)
Urban 3(11,54)
Academic level of participants

Primary school certificate 5(19)
high school certificate 6 (24)
College certificate 5(19)
College diploma & Degree graduates 10 (38)
Occupation of participants

Casual worker 10(38,46)
Business women & Permanent employee 16(61.54)
Parity

Given birth 6 months ago 6(23,08)
Given birth 7-12 months ago 10(38,46)
Given birth 13-36 months ago 10(38,46)
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4.1.1 Content validity of the W-DEQ-A readability scales

The readability of the W-DEQ-A was evaluated using seven validated readability scales. The

results of each readability scale are given below.
i. Flesch Reading Ease Score

A score of 57.5 was recorded on this scale, an indication that the W-DEQ-A is fairly difficult
to read according to the scoring matrix which shows that a score of between 60-70 is largely

considered acceptable.
ii. Gunning Fog Index

A score of 11.5 was generated from the W-DEQ-A, an indication that it is fairly hard to read.
The ideal score for readability with the Gunning Fog Index is seven or eight. If the score is
more than 12, it is said to be too difficult for most people to read. The index estimates the years

of formal education required to comprehend a particular test on a first reading.
iii. Flesch-Kincaid Grade Level Score

A score of 9 was generated from W-DEQ-A using the Flesch-Kincaid Grade test. This is an
indication that the questionnaire can be read with ease if the reader has completed primary
education (Standard 8) in the education system in Kenya (an equivalent of an eighth grade in
the US education grading level). A score of 12.5 would indicate that the questionnaire can be
understood with ease by a secondary school (form 4) graduate in Kenya (an equivalent of a

12" grade in the US education system).
iv. The Coleman-Liau index

On this scale, the W-DEQ-A had a score of 9; an indication that the questionnaire would be

read by a reader who has completed one year of secondary (form 1) education systems in Kenya
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(An equivalent of a ninth grade in the US education system). This scale uses a factor of

characters per word and not syllables per word.
v. The SMOG Index

The scale generated an index of 9.6, which is an indication that the W-DEQ-A can be read with
ease by readers who are in their second year (form 2) in Kenya’s secondary education system.

(An equivalent of tenth grade in the US education system).
vi. Automated Reliability Index

This scale generated an index of 7.6; an indication that readers who have a primary school
certificate in Kenya (class 8) education system (an equivalent of an eighth-grader in the US
education system) can read W-DEQ-A with ease. Unlike the other indices, this scale relies on

a factor of characters per word and not syllables per word.
vii. Linsear Write Formula

This scale generated an index of 9.4, an indication that the W-DEQ-A can be read with ease by
readers in the first year of secondary education (form 1) in the Kenyan education system. (An

equivalent of ninth grade in the US system of education).
4.1.2 Readability consensus

Based on the seven readability scales, there was consensus that the W-DEQ-A was readable by
readers who have at least one year of secondary education in Kenya (an equivalent of ninth
grade in the US education system). The text was found to be fairly difficult to read. Word
statistics identified a total of 108 words to be unique while 254 words were repeated. The

readability scoring matrix for the seven readability scales is shown in Table 5.
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Table 5: The readability scales and their corresponding scoring matrix

SCALE SCORE AGE/ABILITY TO READ GRADE LEVEL
1. The Flesch Reading 90-100 N/A* 5th grade
Ease Formula 60-70 N/A* 8th-9th grade
(scale 0-100) 0-30 N/A* College graduate
2. Automated 1 5-6 Kindergarten
Readability Index 2 6-7 1st/2nd grade
3 7-9 3rd grade
4 9-10 4th grade
5 10-11 5thgrade
6 11-12 6th grade
7 12-13 7th grade
8 13-14 8th grade
9 14-15 9th grade
10 15-16 10t grade
11 16-17 11th grade
12 17-18 12th grade
13 18-24 College student
14 Above 24 years Professor
3. The Flesch Kincaid 80-100 N/A* 4th to 5th grade
Grade Level Scale 60-80 N/A* 6t to 8th grade
(scale 0-100) 50-60 N/A* High school
30-50 N/A* High school/college
0-30 N/A* College level
4. The FOG scale 5 Readable N/A*
10 Hard N/A*
15 Difficult N/A*
20 Very difficult N/A*
5. The Linsear write 0-1 3-7 1st grade
formula 1-5 7-11 1stto 5th grade
5-8 11-14 5th to 8th grade
8-11 14-17 8th to 11th grade
11 and above 17 and above 11th grade- college
6. The Smog Index 1-6 N/A* 5th grade
(Total polysyllabic 7-20 N/A* 6th to 7th grade
word count) 21-56 N/A* 8th to 10th grade
57-72 N/A* 11th to 12th grade
73-240 N/A* College level
7. The Coleman Liau 5 and below N/A* 5th grade and below
Index 6 N/A* 6th grade
7-10 N/A* 7th to 10th grade
11-12 N/A* 11th and 12th grade
13-16 N/A* College level
Above 17 N/A* Professionals

N/A** Not applicable
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4.1.3 Validation of the W-DEQ-A readability scales through FGDs

The second part of the analysis was to validate the test results derived from the seven

readability tools. The following results were reported:
Ease/difficulty in reading the W-DEQ-A by study participants

Women who had completed two years of college certificate (n=5), college diploma (n=5) and
degree graduates (n=5) reported that the W-DEQ-A was readable with ease. Those who had a
secondary education certificate (n=6) denoted that some words in the questionnaire were fairly
difficult to read but generally readable. Finally, those who had a primary school certificate
indicated that the questionnaire was very difficult to read with a few items being easily
readable. The individual geographical location/residency did not have any influence on the

ability of the study respondents to read the W-DEQ-A.
Comprehension of the words used in W-DEQ-A by the study participants.

The study participants were asked to make their comments on their ability to comprehend the
words used in the questionnaire. Respondents with a college diploma (n=5) and university
degree graduates (n=5) reported that the W-DEQ-A was easy to comprehend and the used
words were not difficult at all. Study participants with secondary education (N=6), and college
certificate (n=5) noted that some words were fairly difficult to comprehend as they are not
commonly used in day-to-day English language conversations. Primary school graduates (n=5)
noted that the words in the questionnaire were too difficult to comprehend. They mentioned

that they were hearing words like Desolate for the first time.
4.1.4 Issues raised in regards to the W-DEQ-A’s usability by study participants.

Several issues were raised in regards to the general sentence construction, wording and
comprehension of specific words. A list of difficult words was given as follows: Extremely

desolate, extremely deserted, extremely composed, and extremely tense. These words were
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mainly mentioned by participants with primary and secondary education. There was also a list
of words that were said to be similar thereby confusing the readers. These included:
strong/confident, composed/relaxed, lonely/deserted, desolate/deserted/abandoned and

extreme self-confidence/extreme trust.
Items not captured in the W-DEQ-A, but contributing to maternal fear of childbirth

The study participants raised important items that in their opinion were not directly captured

in the W-DEQ-A. They include the following:
1. Fears attributed to giving birth after a previous negative birth experience.

The FGDs pointed out that expectant women who had a previous distressing birth experience
were likely to develop FOC as the memories of their poor birth experience will be rekindled
during labour of their current pregnancies, thereby bringing about panic, distress and anxiety.

They noted that this question should be included in the W-DEQ-A.
2. Fears attributed to culturally diverse norms and settings

The FGDs noted that different cultural norms contribute directly and indirectly to FOC and it
would have been useful to include an item in the W-DEQ-A related to cultural norms. Some
of the issues that were noted missing included: The comfortability of expectant women to be
assisted to deliver by male healthcare workers, foods appropriate or inappropriate during
pregnancy according to the cultural diversity of pregnant women, cultural practices that
prohibit physical activity during pregnancy, culturally acceptable way to express pain during
active labour, culturally acceptable way of disclosing bad news following unsuccessful
childbirth event, cultural norms in regards to precautions in handling infants and cultural

practices such as handling the placenta. All these aspects were missing in the W-DEQ-A.
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3. Fears attributed to trauma and maternal abuse

It was reported that several women who are sexually and emotionally abused when young,
leading to unplanned pregnancies. Study participants noted that childhood sexual abuse brings
a psychological burden that increases rates of sexual dysfunction, anorexia and post-traumatic
stress disorders. In this regard, the study participants noted that it would have added value if

an item focusing on trauma and maternal abuse would have been included in the W-DEQ-A.

4. Fear attributed to the inability of the body to give birth as a result of maternal

age and underlying health conditions

The FGDs also noted that the W-DEQ-A does not ask about the maternal age of the interviewed
expectant women as well as other underlying health conditions that they may be suffering from.
The study participants noted that physical capacity and ability to carry a pregnancy was a
concern more so to young pregnant women. They mentioned fears about the body size, the
weight of the infant, positioning of the baby and physical strength to endure the pregnancy. It
was stated that pregnant women with known underlying health conditions may develop a
different kind of childbirth fear and not necessarily as a result of the reasons mentioned in the

W-DEQ-A. It was thus stated that this is an important construct that was missing.
5. Fear of loss of life to expectant women

Study participants noted that although the W-DEQ-A mentions fantasies of the child being
injured or dying during labour/ delivery, it fails to ask the same question to pregnant women.
Study participants raised concerns about adverse effects following childbirth such as
episiotomy, postpartum lower and upper abdomen pains, and postpartum depression which
leads to sleeping difficulties, alteration of appetite, disproportionate fatigue, and recurrent

mood changes; none of which was investigated in the W-DEQ-A.
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6. Fears related to the attitude of healthcare workers and the quality of available

health facilities.

In all the FGDs, there was consensus that healthcare workers play a key role in the realm of
childbirth fears. Also, the participants mentioned that the status of the available health facilities
was an important aspect that greatly contributed both directly and indirectly to FOC. In this
regard, they cited that it would have been insightful if the W-DEQ-A had an item investigating
the attitude of healthcare workers towards the expectant women and also the quality of

available healthcare facilities.
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4.2 Results of Study 2: To test the validity and reliability of the translated Swabhili
version of the W-DEQ-A among the Swabhili speaking pregnant women in Samburu

County, Kenya
A total of 628 pregnant women took part in the current study with 376 for EFA and 252 for
CFA. The mean age for the EFA and CFA was 27 (SD=5.43) years. For the participants in
EFA, approximately 37.8% (n=142) were between 25-29 years. About 31.6% (n=119) had
college education, 76.6% (n=288) were married and 75.5% (n=284) were not employed. In
terms of parity, 57.7% (n=217) of the participants in EFA were primiparous. For the
participants in CFA, 40.9% (n=103) were between 25-29 years, with 48.4% (n=122) having
secondary education and 80.6% (n=203) being married. In terms of employment, 85.3%

(n=215) were not employed and in terms of parity, 69.8% (n=176) were multiparous (Table 6).
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Table 6: Demographic characteristics of study participants

Socio-demographic Total Sample EFA Sample CFA Sample
characteristics n (%) n (%) n (%)
AGE (MEAN, SD) 27 (5.4 27 (5.4) 27(5.4)
18-24 191 (30.4) 122 (32.4) 69 (27.4)
25-29 245 (39.0) 142 (37.8) 103 (40.9)
30-34 145 (23.0) 85 (22.6) 60 (23.8)
35-45 47 (0.7) 27 (7.2) 20 (7.9)
628 (100.0) 376 (100.0) 252 (100.0)
EDUCATION
Primary 69 (10.9) 58 (15.4) 11 (4.4)
Secondary 240 (38.2) 118 (31.4) 122 (48.4)
College 217 (34.6) 119 (31.6) 98 (38.9)
University 101 (16.8) 81 (21.5) 20 (7.9)
628 (100.0) 376 (100.0) 252 (100.0)
MARITAL STATUS
Single 133 (21.2) 85 (22.6) 48 (19.0)
Married 491 (78.2) 288 (76.6) 203 (80.6)
Divorced 4 (0.0) 3(0.8) 1(0.4)
628 (100.0) 376 (100.0) 252 (100.0)
RESIDENCE
Rural 379 (60.3) 212 (56.4) 167 (66.3)
Peri-urban 161 (25.6) 104 (27.7) 57 (22.6)
Urban 88 (14.0) 60 (16.0) 28 (11.1)
628 (100.0) 376 (100.0) 252 (100.0)
EMPLOYMENT STATUS
Employed 129 (20.5) 92 (24.3) 37 (14.7)
Not employed 499 (79.4) 284 (75.5) 215 (85.3)
628 (100.0) 376 (100.0) 252 (100.0)
PARITY (MEAN £SD)
Primiparous 393 (62.5) 217 (57.7) 176 (69.8)
Multiparous 235 (37.4) 159 (42.3) 76 (30.2)
628 (100.0) 376 (100.0) 252 (100.0)
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4.2.1 Exploratory Factor Analysis (EFA)

The suitability for EFA was confirmed with a KMO measure of sampling adequacy of 0.883
and a significant Bartlett’s Test of Sphericity (¥*> = 11676.602; p=<0.001). As indicated in
Table 7, EFA was performed through principal component analysis on the initial W-DEQ-A’s
33 items. A 24 item, 5-factor solution with eigenvalues greater than 1 were identified. These
factors included: (i) Self-efficacy (7 items), (ii) Fear (5 items), (iii) Negative emotions (5
items), (iv) Negative appraisals (4 items) and (v) Social isolation (3 items). Both the rotated
component matrix, the scree plot and parallel analysis confirmed the 5-factor solutions which
accounted for a cumulative variance of 74.19%. (i) Self-efficacy (7 items), (ii) Fear (5 items),
(iii) Negative emotions (5 items), (iv) Negative appraisals (4 items) and (v) Social isolation (3
items Nine items that failed to load at >0.35 and those overlapping across the factors were
removed. These items included the following: relaxed (17), hopelessness (20), longing for the
child (21), behaving badly (25), funny (28), natural (29), obvious (30), the child will die (32)
and child will be injured (33). The reliability of the internal consistency for the total scale was
0.914 while the individual factors had the following: lack of self-efficacy 0.962, fear 0.864,

negative emotions 0.867, negative appraisal 0.899, and social isolation 0.967.
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Table 7: Factor loadings using Rotated Component Matrix

Factor

1. Lack of 2. Fear 3. 4 Negative 5 Social
Self Negative Appraisals Isolation
Items Efficacy Emotions

No. 4 Not strong 986

No. 5 Not confident 918

No. 9 Not safe 975

No. 10 Not independent .989

No. 16 Not composed 857

No. 22 No self-confidence .809

No. 26 Not let happen .692

No. 6 Afraid 902

No. 12 Tense 977

No. 19 Panic 942

No. 23 Trust 924

No. 27 Lose control .939

No. 2 Frightened .538

No. 8 Weak .765

No. 11 Desolate .809

No. 24 Pain .885

No. 31 Danger .846

No. 1 Not fantastic .648

No. 13 Not glad 774

No. 14 Not proud 997

No. 18 Not happy .828

No. 3 Lonely .755
No. 7 Deserted .705
No. 15 Abandoned .706
Eigenvalues 8.555 7.319 2.282 1.898 1.327
Percentage of variance 30.555 26.138 8.148 6.779 4.739
Cronbach’s alpha 0.962 0.864 0.867 0.899 0.967

Exploratory factor analysis: Maximum likelihood method and Promax with Kaiser Normalization was used as a

rotational method. The rotation converged in five factors.
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4.2.2 Confirmatory Factor Analysis (CFA)

In the current study, CFA using maximum likelihood (ML) was conducted to determine the
unidimensional fit of the original W-DEQ-A scale as well as testing the five-factor structure
realized by the EFA. The study evaluated the goodness of fit of the model by using fit indices
in AMOS-25 software. The single factor model comprising of all the 33 items of the original
W-DEQ-A resulted in a poor model fit (y?/df= 16.975, RMSEA=0.252, CFI=0.351,
TLI1=0.309) and as such the findings of the current study failed to support the unidimensional
structure of the original W-DEQ-A. In the next step, we compared the five-factor solution
comprising of 24 items retained from EFA, and this recorded much-improved fit indices
(x?/df=6.06, RMSEA= 0.157, CFI=0.8661, TLI1=0.841). The CFI and TLI were within the
acceptable fit of >0.85 and >0.80 respectively (Figure 4) but RMSEA was greater than 0.08.
Finally, we compared the original 33-item one-factor model with other factor models that have
been published in studies from Malawi [18], Hungary [124], Norway [125], Australia [126],

Japan [11], United Kingdom [127], Sweden [98], and Italy [128] (Table 9).
4.2.3 Internal consistency

Table 8 shows Cronbach’s alpha coefficient of all five factors. Three of the five factors had all
their values above 0.8, an indication of good reliability while the other two had values above

0.9 which is an indication of excellent reliability.

Table 8:Cronbach’s alpha values of the five factors

Factor

1. Lack of 2. Fear 3.Negative 4. Negative 5. Social
Self Emotions Appraisals Isolation
Efficacy
Cronbach’s alpha 0.962 0.864 0.867 0.899 0.967




71

—

Negative app rais

Lt
B"' Social isolation
ﬂ

.18

Figure 5:Confirmatory factor analysis model of the Swahili version of the W-DEQ-A 24

item- 5-factor model.

Table 9: Comparing fit statistics from CFA of W-DEQ-A factor models from other

countries

Model Country of Number of x?2 df p RMSEA CFI TLI
study items

1- Sweden [64] 33 1204 495 <0.001 0.08 0.54 0.51
Factor
4 - UK [95] 33 2116 434 <0.001 0.141 0.513 0.546
Factor
4 - Japan [11] 33 2679.262 495 <0.001 0.136 0.520 0.550
Factor
4 - Australia 27 2938.47 318 <0.001 0.11 0.90 0.89
Factor  [94]
6 - Norway [93] 25 1090.23 260 <0.001 0.044 0.94 0.93
Factor
4 - Hungary [92] 30 1118.406 378 <0.001 0.076 0.90 0.885
Factor
3- Malawi [18] 23 571 227 <0.001 0.07 0.75 0.70
Factor
4- Italy [96] 16 504 147 <0.001 0.70 0.90 0.91
Factor
5- Kenya! 24 1466.538 242 <0.001 0.157 0.861 0.841
Factor

Note: the current study



72

4.2.4 Convergent Validity

We performed the Spearman's rank correlation coefficient between the five factors derived
from EFA of the W-DEQ-A and EPDS and BAI. The result indicated a significantly strong
correlation between the two scales and all the five factors of W-DEQ-A except social isolation

and BAI which was 0.485 as indicated in Table 10.

Table 10: Spearman’s product correlation coefficient of EPDS, BAIl and W-DEQ-A

factors
Measures W-DEQ-A Factors
Lack of self- Fear Negative  Negative Social
efficacy emotions appraisals isolation
Edinburgh Postnatal Depression 0.714* 0.657* 0.702* 0.674™ 0.516™
Scale .
Beck Anxiety Inventory 0.686™ 0.620" 0.686™ 0.674™ 0.485™

*

~p<0.01
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4.3 Results of Study 3: To determine the prevalence of fear of childbirth between the

primiparous and multiparous women in Samburu County, Kenya
In the third study, from a population of 385 gravida women, 98% (n=376) participated and
completed scoring individual W-DEQ (A) questionnaires. Most participants 76.6% (n=288)
were married. The respondents’ mean age was 27 years £5.43 SD with approximately 37.8%
(n=142) being between 25-29 years old. Among them, more than 50% (n=198) had their
pregnancies planned and approximately 84.8% (n=273) preferred vaginal delivery. Also,
57.7% of the respondents (n=217) were multigravida while primigravida were 42.3% (n=159)

of the total.

Comparing parity to socio-demographic characteristics, the results showed significant
differences between parity; and age, education, marital status, and residence of respondents.
However, there was no statistical significance between parity and employment status as shown

in Table 11.



74

Table 11: Participants’ psycho-socio-demographic & obstetrics characteristics by parity

10

11

12

13

Socio-demographic

Totaln (%) Multigravida

Primigravida Parity

characteristics n (%) n (%) differences

Age (mean * SD) 27+5.43 28.2+5.48 25.7+5.03 X2=22.453

18-24 122(32.4) 52(23.96) 70(44.3) P=0.000

25-29 142(37.8) 83(38.25) 59(37.11)

30-34 85(22.6) 62(28.57) 23(14.47)

35-45 27(7.2) 20(9.22) 7(4.40)

Education x%=22.481

None 118(31.4) 89(41.0) 29(18.2) P=0.000

Primary 119(31.6) 61(28.1) 58(35.5)

Secondary 81(21.5) 38(17.5) 43(27.0)

Tertiary 58(15.4) 29(13.4) 29(18.2)

Marital status x%=23.806

Single 85(22.6) 30(13.8) 55(34.6) P=0.000

Married 288(76.6) 186(85.7) 102(64.2)

Divorced 3(0.8) 1(0.5) 2(1.3)

Residence x%=25.804

Rural 212(56.4) 145(66.8) 67(42.1) P=0.000

Peri-urban 104(27.7) 51(23.5) 53(33.3)

Urban 60(16.0) 21(9.7) 39(24.5)

Employment status x%=0.071

Employed 92(24.3) 52(24.0) 40(25.2) P=0.809

Not employed 284(75.5) 165(76.0) 119(74.8)

Obstetric characteristics

Gestation age x%=4.118
P=0.249

Parity (Mean £SD) 22.99+1.03 22.97+1.02 23.17£1.06  x2=367.850

Multigravida 217(57.7) P=0.000

primigravida 159(42.3)

Pregnancy status x%2=15.333

Planned 198(52.7) 133(61.3) 65(40.9) P=0.000

Not planned 178(47.3) 84(38.7) 94(59.1)

Preferred Mode of delivery x%=8.130

Vaginal 273(84.8) 163(84.0) 110(85.9) P=0.02

Caesarean section 25(7.8) 11(5.7) 14(10.9)

undecided 24(7.5) 20(10.3) 4(3.1)

Last delivery experience x%2=0.854

(multigravida) P=0.355

Positive 187(85.4)

Negative 32(14.6)

Going for regular antenatal x%2=51.448

check-ups P=0.000

Yes 239(63.6) 171(78.8) 68(42.8)

No 127(36.4) 46(21.2) 91(57.2)

Attending child preparation x%=43.229.

classes P=0.000

Yes 220(58.5) 158(72.8) 62(39.0)

No 156(41.5) 59(27.2) 97(61.0)

Having trust in healthcare x%=35.536

providers P=0.000

Yes 218(58.0) 154(71.0) 64(40.3)

No 158(42.0) 63(29.0) 95(59.7)

Participating in  physical x%=5.297

activity P=0.021

Yes 175(46.5) 90(41.5) 85(53.5)

No 201(53.3) 127(58.5) 74(46.5)
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4.3.1 The prevalence of fear of childbirth

About 29.5% (n=111) had low, 40.4% (n=152) moderate, 22.1% (n=83) high, and 8% (n=30)
had severe FOC; as indicated in Table 12. The computed fear of childbirth ranged from 19-
119. The mean score was 51.8 (SD=20.67) with the median being 47.0, skewness 0.785, and
kurtosis 0.120. The majority of respondents were in the moderate fear of childbirth category

(primigravida,39.6% (n=86) and multigravida; 41.5% (n=66).

Table 12: Prevalence of fear of childbirth in nulliparous and multiparous women

Level of Multigravida Primigravida Total
fear of

childbirth n (%) n (%) n (%)
Low 83(38.2) 28(17.6) 111(29.5)
Moderate 86(39.6) 66(41.5) 152(40.4)
High 40(18.4) 43 (27.0) 83(22.1)
Severe 8(3.7) 22(13.8) 30(8.0)

The four categories of fear of childbirth were recoded into two categories. Low and moderate
FOC were recoded into a new category of no FOC and high and severe FOC recoded into FOC.
The results of Chi-square test revealed a statistically significant relationship between FOC and
the following obstetric variables: having trust in healthcare providers (P<0.001), literacy status
(P<0.001), regular check-up of pregnancy at health facility (P=.003), physical activity
(P<0.001), marital status (P=.045), and parity (P<0.001). However, there was no significant
statistical difference between preferred mode of delivery (P=0.21), and planned pregnancy

(P>0.05), as shown in Table 13.



Table 13: Relationship between obstetric characteristics and fear of childbirth in a

sample of Kenyan gravida women.
Fear of childbirth/ obstetric
characteristics

1 Trust on the health worker
Yes
No

2 Literacy status
Literate
[lliterate

3 Planned pregnancy
Yes
No

4 Regular pregnancy check-up
Yes
No

5 Participating in physical
activity
Yes
No

6 Preferred Mode of delivery
Vaginal delivery
Caesarean section
Undecided

7 Marital status
Single
Married

8 Attending childbirth preparation
classes
Yes
No

9 Parity
Multigravida

Primigravida

76

No FOC FOC Total p - value
n (%) n (%) n (%)
X2=12.50
168 (63.9) 50 (44.2) 218 (58) p=0.000
95(36.1) 63(55.8) 158 (42)
X2=51.263
147(55.9) 18(15.9) 165 (43.9) p=0.000
116 (44.1) 95(84.1) 211 (56.1)
x2=2.859
146(55.5) 52(46.0) 198(52.7) p=0.091
117(44.5) 61(54.0) 178(47.3)
X?>=8.988
180(68.4) 59(52.2) 239(63.6) p=0.003
83(31.6) 54(47.8) 137(36.4)
x?=119.15
p=0.000
189(94.0) 12(6.0) 201(53.5)
74(42.3) 101(57.7) 175(46.5)
X2=7.768
195 (84.4) 78 (85.7) 273(84.8) p=0.21
14 (6.1) 11(12.1) 25(7.7)
22(9.5) 2(2.2) 24(7.5)
x2=4.026
54 (20.5) 34 (30.1) 88 (23.4) p=0.045
209 (79.5) 79 (69.9) 288(76.6)
x2=5.277
p=0.024
160 (60.8) 60 (53.1) 220 (58.5)
103 (39.2) 53 (46.9) 156 (41.5)
x>=15.364
169 (64.3) 48(42.5) 217(57.7) p=0.000
94(35.7) 65(57.5) 159(42.3)
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Also, logistic Regression was carried out, where variables comprising literacy level of
participants, trusting healthcare providers by expectant women, attending childbirth
preparation classes, participating in physical activity, regular check-up of pregnancy, preferred
mode of delivery and marital status as predictors of FOC were included. The odds of FOC in
gravida women that had trust in the health care providers were 2% less than those that did not
(p=0.027). Similarly, the fear of gravida women who had participated in physical activity was
3% less than those who did not % (P<0.001). The odds of FOC among literate women were
61% less than those of the illiterate women (P<0.001). Finally, the level of fear among gravida
women that went for regular check-up of their pregnancy was 42% less than those who did not

(P=0.001); as shown in Table 14.

Table 14: Predictors for fear of childbirth in a sample of Kenyan gravida women.

Fear of childbirth
Factors F R2 B (95%CI)

Literacy level of participants 1.817**

21.595 6.156 (2.86,13.249)
Trusting healthcare providers by expectant -1.378*
women 5039 252 (40.076,0.84)
Attending childbirth preparation classes -1.071

2.583 343 (0.93,1.265)
Participating in physical activity -3.595%*

54.515 027 (0.01,0.071)
Regular check-up of pregnancy 1.442*

10.119 4.230 (1.74,10.28)
Constant 1.904 13.114 2.574

* P <0.05,

**p <0.01
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4.4 Results of Study 4: To evaluate the effects of integrated antenatal education on the

fear of childbirth among pregnant women in Samburu County, Kenya
There were no significant statistical differences between the control and intervention group in
regards to socio-demographic characteristics. The mean age of the study participants in the
control and intervention group were 26.64 £6.236 and 26.92+6.164 respectively. In regards to
education level, the majority of the study participants in both groups had secondary education
(51.8% for control and 41.5% for interventional study). In terms of marital status, the majority
were married (75.0% for control group and 81.1% for intervention group). In regards to
obstetric characteristics, the majority of the respondents in the control group were primigravida
(60.7%), while in the interventional group, the majority were multigravida (52.8%). In regards
to whether the study participant’s pregnancy was planned or not, the majority of the study
participants in the control group had unplanned pregnancy (57.1%) while in the intervention
group, the majority had planned pregnancy (58.5%). Both groups preferred vaginal delivery
and, majority of the study had participated in physical activity (60.7% for control group and

50.9% for intervention group) as indicated in Table 15.
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Table 15: Socio-demographic and Obstetric characteristics

characteristics Control group Intervention group p-value

Age (mean * SD) 26.64 £6.236 26.92+6.164 0.985
Education

Primary 11(19.6) 16(30.2) x2=1.838, p=0.399
Secondary 29(51.8) 22(41.5)

Tertiary 16(28.6) 15(28.3)

Marital status x2=0.596, p=0.442
Single 14 (25.0) 10(18.9)

Married 42(75.0) 43(81.1)

Residency x2=4.182, p=0.124
Rural 21(37.5) 29(54.8)

Peri-urban 22(39.3) 12(22.6)

Urban 13(23.2) 12(22.6)

Employment status x2=0.148, p=0.700
Employed 21(37.5) 18(34.0)

Not employed 35(62.5) 35(66.0)

Obstetric characteristics

Parity x2=2.012, p=0.156
Multigravida 22(39.3) 28(52.8)

primigravida 34(60.7) 25(47.2)

Pregnancy status X%=2.662,p=0.103
Planned 24(42.9) 31(58.5)

Not planned 32(57.1) 22(41.5)

Preferred Mode of x2=0.437, p<0.509
delivery

Vaginal 49(87.5) 44(83.0)

Caesarean section 7(12.5) 9(17.0)

Participating in physical x2=1.055, p=0.304
activity

No 22(39.3) 26(49.1)

Yes 34(60.7) 27(50.9)

A paired sample t-test was conducted to compare the W-DEQ-A mean scores before and after
the integrated health education module. There was a significant difference in the W-DEQ-A
mean scores before (M=79.897, SD=10.667) and after the integrated antenatal education

(M=66.7570, SD=19.6924, 1(106)=7.329, p<0.001)

Childbirth experience was less frightening among the women who underwent integrated

antenatal education compared to the control group.
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4.5 Results of Study 5: To qualitatively explore the pregnant women’s experience from

midwife-led integrated pre-birth training and its impact on the fear of childbirth
A total of 33 women of reproductive age participated in this qualitative study with 16
primiparous and 17 multiparas. Among them, the majority were married. Seven women had
primary education, 10 secondary educations, 13 had college diplomas, and three had university

degrees as indicated in Table 17.

The explored data mainly described the women’s views and experience of midwife-led
integrated pre-birth training and its impact on childbirth fear. The overall theme ‘Midwife led
pre-birth training caused constructive inclination and enhanced trust in the process of
childbearing” was generated and it was segmented into three themes and nine sub-themes as

indicated in Table 16. Each of the themes and its subsequent sub-themes are further explained.

Table 16: Overall theme and sub-themes

Overall theme: Midwife led pre-birth training brought positive inclination and improved trust

in the process of childbearing

Themes Sub-theme
Significance of midwife-led pre- 1) The training handled my shame and guilt
birth training 2) The midwife understood me without judgment

3) The training sessions were more practical than

theoretical
Significance of interactive 1) The midwife gave useful medical advice in all
conversations. sessions

2) The conversations were open, informative and real

3) The training was integrated

Adapting to procedures for positive 1) Professional support beyond pregnancy and
future childbirth experience. childbirth
2) Individualized psychologic/obstetric support

3) Improved assertiveness towards childbirth



Table 17: Demographic characteristics of respondents.
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Marital W-DEQ-A
Codes  Age status Level of education Parity Score Mode of delivery
R1 22  Married College certificate Primipara 86 Normal vaginal
R2 24 Married  Secondary certificate Primipara 82 Normal vaginal
R3 18 Married Primary certificate Primipara 89 Normal vaginal
R4 20 Married College certificate Primipara 90 Normal vaginal
R5 25 Married  College certificate Multipara 76  Normal vaginal
R6 27 Married Primary certificate Multipara 76 Caesarean section
R7 33  Married Secondary certificate Multipara 99 Normal vaginal
R8 21 Married College certificate Primipara 69 Normal vaginal
R9 35 Single Degree Multipara 68 Normal vaginal
R10 21 Married Secondary certificate Multipara 70 Emergency caesarean section
R11 27 Married Primary certificate Multipara 79 Normal vaginal
R12 30 Married College certificate Primipara 69 Normal vaginal
R13 32 Married Secondary certificate Multipara 66 Normal vaginal
R14 22 Single College certificate Primipara 82 Emergency caesarean section
R15 24 Married Primary certificate Primipara 87 Normal vaginal
R16 25 Married College certificate Multipara 70 Normal vaginal
R17 20 Married Secondary certificate Multipara 71 Normal vaginal
R18 30 Married College certificate Multipara 76  Normal vaginal
R19 23 Married Primary certificate Primipara 89 Normal vaginal
R20 19 Single Secondary certificate Primipara 102 Normal vaginal
R21 22 Single College certificate Primipara 87 Normal vaginal
R22 29 Married Secondary certificate Multipara 68 Normal vaginal
R23 30 Married Degree Multipara 72 Normal vaginal
R24 31 Single College certificate Multipara 68 Normal vaginal
R25 39 Single Secondary certificate Multipara 67 Caesarean section
R26 20 Married Primary certificate Primipara 76 Emergency caesarean section
R27 21 Single College certificate Primipara 77 Normal vaginal
R28 25 Single Secondary certificate Multipara 74 Normal vaginal
R29 22  Married College certificate Primipara 88 Normal vaginal
R30 38 Married  Degree Multipara 67 Normal vaginal
R31 36 Married  Secondary certificate Multipara 69 Normal vaginal
R32 18 Single College certificate Primipara 91 Emergency caesarean section
R33 26  Single Primary certificate Primipara 87 Normal vaginal
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4.5.1 Theme 1: Significance of midwife-led pre-birth training

All participants acknowledged the contribution of midwife-led pre-birth training in reducing
severe fear of childbirth. This theme generated three sub-themes, which are in the form of

participants’ comments.
i. The training handled my shame, guilt and fears

Multiparous women acknowledged that the pre-birth training adequately addressed their shame
and fears. Due to sharing during the sessions, they related to other women that had similar
experiences in their previous pregnancy. For the primipara, they mentioned that the training

made them feel safe, thus reducing the uncertainty among them.

“I feel happy that I am not alone in this......I have lived a life of shame, guilt and fear

since my first pregnancy” (RS,)
ii. The midwife understood me without judgment.

Most respondents noted that the midwife who attended to them during the pre-birth training
was understanding, caring, sympathetic and considerate. They mentioned that they felt
comfortable as they listened without judgment. They appreciated trainers’ professionalism

when listening to their stories, worries, anxieties, and concerns about childbirth.

“The trainers were very understanding, professional and caring. They were able to
listen without judging any of us. They treated us as human beings during the training.”

(R1)
iii. The training sessions were more practical than theoretical.

The women acknowledged that the training contained real-life examples that made it relatable.
The midwives used visual aids, videos, role plays, and practical examinations, which made the

participants more apprised with the entire process of labour and delivery. The training sessions
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consisted of a tour to maternity and delivery rooms, with step-by-step explanation of what
happens at each point, and what is expected of the expectant women. Primiparous women

revealed that the health facility tours gave them more confidence and a sense of security.

“I was particularly impressed by the study tour to maternity and delivery rooms. The
midwife was able to explain to us exclusively about what happens at each section. This

was very useful to me.” (R19)
4.5.2 Theme 2: Significance of interactive conversations.

Study participants noted that their constructive engagements and conversations with midwives

about pregnancy, labour and delivery were useful. This theme generated three sub-themes.
i. The midwife gave useful medical advice in all sessions.

Participants noted that the midwives gave useful medical advice both in their one on ones, and
as a group. Also, the midwives were willing to have personalized conversations after the
training. These interactions greatly reduced the misconceptions, myths, and unnecessary
worries about childbirth. The midwives would also give referrals for specialized attention to

expectant women that experienced maternal complications.

“They were very professional. They gave medical advice to us all and those who
needed specialized medical attention were referred to a medical specialist who can

handle them.” (R13).
ii. The conversations were open, informative and real

It was noted that the facilitators of the pre-birth training preferred an open dialogue
methodology. This method would allow participants to express their feelings, stress factors,
and anxiety within a safe space. In that regard, the trainers understood the common issues,
which facilitated their objectives within the entire training period. As a result, both the women

that opened up and them that did not received insightful advice. Their self-esteem, excitement,
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and anticipation for a positive childbirth experience were enhanced.
“I am a shy person, but I gained a lot from the open conversations.” (R32).
iii. The training was integrated

Due to integration of the training, the participants gained useful insights beyond pregnancy and
childbirth. The participants acknowledged several topics covered including health in
pregnancy, birth and breathing exercise, breast-feeding, care for the new-born, postpartum
period, family planning, personal hygiene and sanitation. Furthermore, the interactions

between primiparous and multiparous women affirmed the goal of these sessions.

“This was a special training. Apart from gaining insights about how to tackle my

childbirth fears, I also learned a lot about how to take care of myself and my baby ™.

(R18)
4.5.3 Theme 3: Adapting to procedures for positive future childbirth experience.

The third theme was about the management of antenatal fear of childbirth beyond the midwife-

led pre-birth training. Three sub-themes were identified within this theme.
i. Professional support beyond pregnancy and childbirth

Study participants reported that after successful completion of the pre-birth training, the
midwives assured them of continued monitoring and follow-ups. They were given a list of

available professionals to contact within the hospital in case of any medical issues.

“They assured us that we can still seek professional help from the hospital even
after the end of the pre-birth training and therefore, I am hopeful that in case of

any complication, I can be helped.” (R11)
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ii. Individualized psychologic/obstetric support

The participants also noted being introduced to a medical psychologist and gynecologist that
were willing to support them in case of any complications before and after birth. They reported
that through these training sessions, they obtained crucial information about childbirth
complications. Also, they acknowledged development of trust in the healthcare system, thus

reducing their worries and concerns about childbirth.

“They have instilled confidence in us by even allowing us to have medical

psychologists to help us even after delivery. I now have more confidence.” (R30)
iii. Improved assertiveness towards childbirth

The participants noted that midwife-led pre-birth training improved their assertiveness on
childbirth. Their changed attitudes led some to prefer having more children naturally. Also,
compared to before the pre-birth training, most women had developed confidence for the
childbirth process. Factually, most participants that had preferred caesarean section as mode of
delivery before enrolling in the training had already changed their preference to natural
delivery. This change was perhaps due to the elaborate information that was shared during the

pre-birth training sessions.



86

4.6 Results of Study 6: To establish whether institutional maternity services contribute

to the fear of childbirth among pregnant women in Samburu County
A total of 29 new mothers aged between 18 - 34 years participated in this study. The

demographic characteristics of the study participants are given below. (Table 18).

Table 18: Demographic characteristics of the respondents

Code Age Education  Residency  Marital Employment No of
status children
RP1 18 Primary Rural Single Formal 1
RP2 23 Secondary Peri-urban Married  Formal 1
RP3 25 College Rural Married  Formal 1
RP4 30 College Peri-urban  Single self-employed 2
RP5 19 Secondary  Urban Married self-employed 1
RP6 31 Primary Rural Married  self-employed 2
RP7 26 Secondary  Urban Married  self-employed 1
RP8 20 college Peri-urban  Single Formal 1
RP9 27 College Rural Married  self-employed 1
RP10 32 Primary Urban Single self-employed 3
RP11 30 College Peri-urban  Married  self-employed 4
RP12 21 Secondary Rural Married  Formal 1
RP13 28  Primary Urban Married  Housewife 2
RP14 33 Secondary Peri-urban Married  Housewife 3
RP15 31 Primary Urban Married ~ Formal 3
RP16 22 Primary Rural Single self-employed 1
RP17 34 Secondary Urban Married  self-employed 1
RP18 29 College Rural Married  self-employed 1
RP19 25 Primary Peri-urban  Married  Formal 1
RP20 23 College Rural Single Formal 1
RP21 30 Primary Urban Married  Housewife 3
RP22 26 Secondary  Peri-urban = Married Self-employed 1
RP23 31 College Urban Married  Formal 2
RP24 24 Secondary Peri-urban  Single Housewife 2
RP25 27 Secondary Rural Married ~ Formal 2
RP26 32 College Urban Single Housewife 3
RP27 28 College Peri-urban  Married =~ Housewife 2
RP28 24 College Rural Married  self-employed 2
RP29 29  Primary Peri-urban  Single self-employed 2
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4.6.0 Perceptions and experience regarding the quality of institutional maternity services

All the focus group interviews revealed that indeed there were challenges regarding the quality
of institutional maternity services and two themes with eight sub-themes were identified (Table

19).

Table 19: Themes and sub-themes generated from focus group interviews

Category subcategory
1. Challenges to the a) Inadequacies related to human and
provision of care physical resources

b) Inadequate referral systems

c) Challenges with internationally
recognized best practices

d) Challenges in the management of

emergencies.

2. Challenges related to the a) Lack of enough human resources for
experience of care health and inadequate investment in
physical resources
b) Lack of cognition
c) Lack of respect, dignity and equity

d) Inadequate emotional support
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4.6.1 Theme 1: Challenges regarding the provision of care at maternity institutions.

Although the quality of care framework identifies six elements related to the provision of care
at the maternity institutions namely: human and physical resources; the referral system; the
appropriate use of available technologies; internationally recognized best practices; and
management of emergencies, the responses from the focus group interviews elicited four
elements (therein referred as sub-themes); namely: (i) challenges with human and physical
resources, (ii) challenges relating with referral systems, (iii) challenges with internationally
recognized best practices, and (iv) challenges with the management of emergencies. The four

sub-themes are expounded below.
i. Challenges with human and physical resources

Participants elucidated that they experienced challenges related to patient flow at the maternity
wings, inadequate staffing at the maternity wing, unclear signage of labour, delivery and
postpartum sections of the maternity wing, and inadequate infrastructure of the maternity
institutions. They described their frustration with how the flow of patients was being handled.
They implored that due to unclear patient flow, much time was lost in finding their way within
the maternity institutions. This was commonly reported by women who were giving birth for

the first time.
“I did not clearly understand the patient flow...this was my first pregnancy”. [RP22]
“During antenatal visits, the nurses should guide us on the flow of patients”. [RP12]
“The nurses were very few compared to the number of women delivering” [RP7].

Participants reported that the maternity institutions did not have clear signage. Also, they noted
that the direction to labour wards, delivery rooms and postpartum sections of the maternity
wing was not well labelled and this made it difficult for those who were visiting those sections

for the first time.
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“There was no clear signage, I got lost at first but the maternity staff assisted me”

[RP2]
ii. Challenges with referral system

From the focus group interviews, it was noted that there were challenges with the time taken
to be admitted, timely examination and referral of women presenting with birth complications.
Four participants experienced a very slow admission procedure, which led to a delayed referral

to a more advanced institution.

“They are slow, I had complications, and my chances of surviving were low. Luckily, |
was able to arrive at the referral maternity institution because my cousin had a private

car that we used” [RP28].

Also, there were reports of challenges with reliable transport on a 24-hour basis. Participants
mentioned that due to rough terrains particularly in rural settings, it was challenging to get
means of transport more so at night. Although the maternity institution was reported to be

having more than one ambulance, it was mentioned that they were unreliable.

“Ambulances in the maternity institution are unreliable, they do not respond on time

and sometimes they don’t receive our calls,” [RP25].
“I called and they said the ambulance had gone for another referral” [RP11].

In regards to the availability of staff, essential drugs and equipment at the public health
facilities to stabilize expectant women with complications before referral, the participants
reported that the local public health facilities such as dispensaries and some of the health

centres were not operating on a 24 hours basis due to staff shortage.

“Our dispensary is closed at night and during weekends. There is only one health

worker who cannot work during day and night” [RP20)].
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iii. Challenges with internationally recognized best practices

Allowing a pregnant woman to have social support of her own during labour and childbirth
and assessment of women’s physical well-being throughout labour are among the globally
recommended best practices. In this study participants reported that they were not allowed to
be accompanied into labour and delivery wards by persons of their choice and in two focus
group interviews, it was said that some health care workers did not give attention to the
assessment of pregnant women’s physical well-being when they visited the antenatal care

clinics.

“The maternity does not allow anyone to be accompanied by a relative or family

member to labour wards and delivery rooms” [RP15]
iv. Challenges with the management of emergencies

Two participants mentioned that they were aware of three of their relatives who had birth
complications and had lost their lives as a result of late reporting to the maternity institution
which led to delays in managing the emergency. Also, they mentioned that unsafe abortion
was common but the local health facilities could not handle emergency abortions as they did

not operate on a 24 hours basis.

“There are women in our villages who have lost their lives due to unsafe abortions and

other pregnancy complications because the maternity is far from rural areas” [RP13].
4.6.2 Theme 2: The experience of care at the public health facilities

Based on the quality-of-care framework used for drafting the focus group interview guide, our
interest was on the challenges related to the study participant’s experience of care at the
maternity institutions, namely: (i) human and physical resources, (ii) cognition, (iii) respect,
dignity and equity, and (iv) emotional support. Participants cited a litany of challenges and

inadequacies related to these sub-themes as discussed below
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i. Challenges related to human and physical resources

The in-depth interviews were aligned towards the physical infrastructure, overall maternity
environment, contact time with qualified healthcare workers, cultural norms regarding the
gender of midwives and the competence of healthcare workers to offer quality maternal
services. Concerns were raised over the state of wards, more specifically the quality of beds

and bedsheets, meals, toilets and bathrooms.
“There is a need to improve the quality of maternity linen and beds” [RP19]
“I wish they can improve the quality of meals they offer to inpatients” [RP14].

Regarding contact time with qualified healthcare workers, the majority of the participants noted
that the maternity institution was understaffed and this made it difficult for the available

healthcare workers to have quality contact time with the expectant women
“Only one doctor and about three nurses in the labour ward. We were seven” [RP10)].

Cultural norms regarding the gender of midwives assisting women during delivery were
mentioned in all four focus group interviews. All participants preferred to be assisted by female

midwives and doctors but lamented that the maternity had mostly male healthcare workers.

“The maternity had only male nurses and there were no options to choose from.”

[RP17].

“In our culture, men are not supposed to touch women during childbirth, 1 was

uncomfortable being assisted to give birth by a male doctor. [RP09]
ii. Challenges related to cognition

In this study, participants noted that necessary information regarding their scheduled childbirth
was not relayed effectively in a language they all understood. Equally, participants reported

that they were not fully prepared for the childbirth process and they did not understand the
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existing options. Regarding postpartum care, the participants reported that they were not
psychologically prepared for all possible outcomes of their pregnancy.
“They only looked at my maternity card and told me to go to the labour ward” [RPS§].
“Although I had questions, I wouldn’t ask because I was worried” [RP23].
iii. Challenges regarding respect, dignity and equity

In the current study, fear of hostile treatment from midwives and nursing staff was repeated by
study participants in all four focus group interviews. Study participants who had a negative
experience of hostile treatment by the maternity staff narrated their ordeals during the past

pregnancies.
“The nurses aren’t kind, compared to the traditional birth attendants” [RP18].
“Most midwives do not treat women with dignity” [RP24].

In contrast to their often-negative impressions of facility-based midwives, participants largely
submitted that the care provided by traditional birth attendants was of compassion, humility
and absolute psychosocial support. They stated that traditional birth attendants encouraged

them during labour and assisted them with tenderness and compassion.
“Traditional birth attendants will speak with you with kindness” [RP25]
“My experience was inspiring, the traditional birth attendant was empathetic” [RP3]

It was reported that the effects of not attending all the required antenatal care clinics during
pregnancy created anxiety and fear among some study participants. Similarly, other
participants explained how they had heard stories from women delivering in health facilities
that caused fear and anxiety. In some cases, study participants confessed that these fears

discouraged many of their peers from going for health facility deliveries

“There are stories of women being slapped during labour” [RP26].
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Participants also stated that the health facility did not have a designated office responsible for
assessing the socio-economic and cultural needs of the expectant women. Also, most of the
study participants felt that they did not receive appropriate respect from the healthcare

providers.

Participants noted that cultural practices that do not interfere with the quality of care such as
being assisted to give birth by a female healthcare worker were not adhered to. Participants
reported that not all expectant women were treated with the same standard of care. They said
that those who were well known by the healthcare workers received better treatment than the
ordinary women. Also, it was said that some women were physically examined in an
environment that was not conducive, in some cases, there was no privacy and this was noted
in the focus group interviews as a gross violation of the basic human rights of the expectant

women.
“We were not treated equally, some received better treatment than others” [RP27].
iv. Challenges with emotional support

In the current study, participants were asked if: (i) they were able to freely choose the social
support they were comfortable with, (ii) if they were treated with honesty, kindness and
understanding, and (iii) if the health staff were cognizant of their supportive role in the

provision of care during labour, delivery and the postpartum period.

None of the participants reported having a companion of their choice during labour and

delivery. The maternity was said to have strict protocols that would not allow such practices.

Participants reported that most midwives did not offer any physical, or emotional support

during labour and childbirth, and this was largely a result of understaffing.

“The nurses were overwhelmed. We were seven and there were only three” [RP4].
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4.7 Results of Study 7: To determine the rates of fear of childbirth among expectant

women and their spouses in Samburu County, Kenya
A total of 254 pregnant women and their spouses participated, which is a response rate of 88%.
The mean age of the pregnant women and their spouse was 25.27 + 4.008 and 30.04 + 19.73,
respectively. Among pregnant women, 36.61% (n=93) had a primary education certificate,
25.20% (n=64) had health insurance cover, and 56.69% (n=144) were residing in rural areas.

For spouses, 35.43% (n=90) had a secondary school certificate as indicated in Table 20.

Table 20: Demographic characteristics of study participants

Variable Description Pregnant women Spouses
(n=254) (n=254)
Age Mean 25.27 £ 4.008 30.04 £19.73
None 65 (25.9) 52(20.47)
Education Primary 93(36.61) 76(29.92)
secondary 49(19.29) 90 (35.43)
Tertiary 47(18.50) 36(14.17)
Residency Rural 144(56.69) 147(57.87)
Peri-urban 73(28.74) 64(25.20)
Urban 37(14.57) 43(16.93)
Religion Christian 232(91.34) 230(90.55)
Muslim 9(3.54) 11(4.33)
No religion 10(3.94) 7(2.76)
Traditional 3(1.18) 6(2.36)
Health insurance Yes 64(25.20) 51(20.08)
No 190(74.80) 203(79.92)
Employment Yes 110(43.32) 107(42.13)
No 144(56.69) 147(57.87)
Economic challenges No 98(38.58) 99(38.98)
yes 156(61.42) 155(61.02)
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4.7.1 Relationship of antenatal fear of childbirth among pregnant women and their

SPouses

The relationship of fear of birth scores between pregnant women and their spouses were tested.
The result indicated that 58.6% (median=50) of the pregnant women and 45.7% (median=50)
of their spouses had reported having fear of childbirth. Spearman correlation was performed,
and the results indicated a significant positive correlation between antenatal fear of childbirth

among pregnant women and their spouses (r = 0.182, p<0.001) as shown in Table 21.

Table 21: Relationship of FOBS among pregnant women and their spouses

Fear of childbirth Pregnant Spouses statistics Correlation
women n (%) statistics
n (%)
Fear (FOBS > 50) 149 (58.6) 116 (45.7) z=-2.928 r=0.1822
No Fear (FOBS<50) 105 (41.3) 138 (54.3) p =0.003
FOBS Median 50 50

@ Spearman correlation test.

4.7.2 Factors associated with antenatal fear of childbirth among pregnant women
Respondent’s level of education (p = 0.022), residency (p<0.001), having health insurance
cover (p<0.001), feelings about the forthcoming birth (p<0.001), pregnancy check-up
(p<0.001) were significantly associated with FOC. Pregnant women whose level of education
was low and those that did not have health insurance cover, were more likely to have higher
FOC compared with those who had. Also, Pregnant women who did not attend regular
antenatal check-ups had a higher level of FOC compared with those who attended. Equally,
the previous mode of delivery (p<0.001), parity (p<0.001), and planned pregnancy were
significantly associated with antenatal FOC. Pregnant women whose pregnancy was not
planned had a higher FOC. There was no significant association between religion (p=0.075);
employment status (p=0.892); and preferred mode of delivery (p=0.595), and FOC as indicated

in Table 22.
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Variable Description n FOBS  Statistics p
(254)  Median
None 65 40 x2=5209 0.022
Education?! Primary 93 50
secondary 49 50
Tertiary 47 50
Residency! Rural 144 30 ¥2 = <0.001
36,432
Peri-urban 73 50
Urban 37 60
Religion? Christian 232 47 2 =6.900  0.075
Muslim 9 40
No religion 10 50
Traditional 3 60
Health insurance Yes 64 40 Z=-3942 <
0.001
No 190 50
Employment? Yes 110 50 Z=-135 0.892
No 144 40
Feelings forthcoming Positive 173 45 Y2 = <0.001
birth! 19,021
Somewhat 42 45
positive
Not positive 59 50
Preferred mode of birth>  Vaginal birth 193 40 Z=-531 0.595
Caesarean 61 50
Section
Regular check-up? Yes 163 35 Z=-4938 <0.001
No 91 53
Previous mode of birth? Vaginal birth 111 30 Z=-7,628 <0.001
Caesarean 22 60
Section
Parity? Primipara 122 60 =- <0.001
11,819
Multipara 132 30
Participate in P. A? Yes 113 40 Z=-1,718 0.086
No 141 50
Planned pregnancy? Yes 130 40 Z=-2,101 0.036
No 124 50

1 Mann-Whitney U test
2 Kruskal- Wallis test
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4.7.3 Factors associated with antenatal fear of childbirth among spouses

Factors contributing to FOC among spouses of pregnant women were also investigated.

Spouses who had low levels of education (p = 0.001), and those residing in rural areas

(p<0.001), recorded high FOC. Equally so, the spouses who had no health insurance cover

(p=0.002) and had a less positive experience from the previous childbirth (p<0.001), were

noted to have high FOC. Furthermore, spouses who had no positive feelings about the

forthcoming birth (p<0.001) had high FOC. The respondents’ employment status (p=0.5),

religion (p=0.367) and economic challenges (p=0.485) did not have any association with fear

of childbirth among the spouses (Table 23).

Table 23: Factors associated with FOC of spouses

Variable Description (n=254) FOBS Statistics P
median

Education* Primary 76 40 Y2 = 11,924, df=1 <0.001
secondary 52 50
Tertiary 36 50

Residency* Rural 147 30 y2=24,516,df=1 < 0.001
Peri-urban 64 50
Urban 43 60

Religion* Christian 230 47 Y2 = 814, df = 1 0.367
Muslim 11 40
No religion 7 50
Traditional 6 60

Health insurance Yes 51 40 Z =-3,158 0.002
No 203 50

Employment® Yes 107 50 Z=-674 0.500
No 147 40

Economic challenge? Yes 155 50 Z=-,699 0.485
No 99 40

Previous birth experience? positive 124 20 Z =-11,528 < 0.001
Less positive 36 60

E_e(t%:]ilﬂgs about forthcoming Positive 143 40 2 =17,747,df=1  <0.001

Ir

Somewhat 42 50
positive
Not positive 69 50

IMann-Whitney U test
2K ruskal- Wallis test
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CHAPTER 5: DISCUSSION

This chapter discusses the seven studies but in prose form, as most of the points highlighted

are interrelated and therefore to avoid repetition, the key issues will be discussed in this chapter.

The first study intended to explore fear FOC in a sample of women of reproductive age in
Kenya by evaluating the readability of the W-DEQ-A and validating its contents. Seven
validated readability test scales were applied in this study with three of the seven scales (SMOG
index, The Coleman-Liau index, and Linsear Write Formula) indicating that W-DEQ-A was
readable by readers who have attained at least one year of secondary education in Kenya (an
equivalent of ninth grade in the US education grading). Two of the scales (The gunning fog
index and Flesch Reading Ease Score) indicated that the W-DEQ-A was fairly difficult to read,
while the remaining two scales (Flesch-Kincaid Grade Level Score and Automated Reliability

Index) were suitable for primary school graduates (eighth grade in the US grading system).

In this regard, there was a consensus that the W-DEQ-A was readable by readers who have at
least one year of secondary education in Kenya (an equivalent of ninth grade in the US
education system). This finding concurs with similar studies that have found most patient
materials to be written at a higher grade although it is recommended that they should be aimed

at an eighth-grade level or lower [129].

In the current study, the SMOG index produced a readability score of 9 which is an equivalent
of readers in their second year of secondary education in Kenya (an equivalent of grade 12 in
the US education system) while the Flesch-Kincaid Grade Level Score produced a readability
score of 8, an equivalent of a class eight reader in the Kenya education system (grade eight in
the US education grading). Similar findings of relatively higher-grade levels when SMOG
index and Flesch-Kincaid Grade Level Score are used in a similar text have been documented

[130].
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In this study, the geographical location of the study respondents did not have an impact on their
ability to read and comprehend the items in the W-DEQ-A. This finding echoes studies
undertaken in the past [99]. However, this should be interpreted cautiously as the selected study
respondents were required to have the ability to read, write and speak in English. The study
participants identified several items that were missing in the W-DEQ-A that would have
contributed to the versatility of the tool. From the FGDs, it was noted that women with a
previous history of distressing childbirth experiences were more likely to be fearful. This has
been reported in similar studies [110]. It was also reported by the study participants that trauma
and maternal abuse contributed significantly to FOC and in this regard, it would have been
valuable to include a question on this thematic area since many studies agree with this finding

[131].

Fear attributed to the inability of the body to give birth as a result of low maternal age and
underlying health conditions was another valid construct that was reported missing in the W-
DEQ-A. The FGDs noted that these fears may have a unique impact on the childbirth process
especially if the underlying health conditions are known. This finding agrees with similar
studies suggesting that midwives should be able to undertake counselling to expectant women

who have underlying health issues and those with young maternal age [81].

The second study was performed to validate the Swabhili version of the W-DEQ-A scale in
pregnant women in the wider East and Central African region which predominantly uses the
Swahili language and more particularly in Kenya since Swabhili is used as a national language.
The results of the analyses confirmed the multidimensionality of the W-DEQ-A and produced
five-factor solutions namely: lack of self-efficacy, fear, negative emotions, negative appraisals,
and social isolation. In the final model, 9 items were removed from the original 33-item scale,
which had shown a poor model fit; to achieve an overall model fit that was satisfactory. The

confirmation of the multidimensionality of the W-DEQ-A in the current study has been
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demonstrated in numerous studies undertaken in various parts of the world [11], [18], [124]-

[126], [18], [92]-[94], [96].

Initially, the original W-DEQ-A was translated to the Swabhili version of W-DEQ-A through a
rigorous process similar to other studies that validated the tool in other languages. This process
was meticulously done to uphold the cognitive equivalence, as per the established procedures
[132]. The five-factor solutions obtained in the current study were coherent but not fully
identical with those identified in other studies on the W-DEQ-A. The factor loadings in a recent
study in Malawi [18] identified the three-factor model and four-factor loadings were obtained
in similar studies in Hungary, Japan, and Australia. There was also a six-factor model in a

similar study in Norway.

In the current study, the first-factor loading was named “lack of self-efficacy” which had seven
items namely; strong (item 4), confident (item 5), safe (item 9), independent (item 10),
composed (item 16), self-confidence (item 22), and let happen (item 26). Similar factor
loadings were deduced in similar studies conducted in Norway [125] and Malawi [18] with
identical items as the current study. However, Malawi’s study identified three more items
namely: funny (item 28), longing for the child (item 21), and trust (item 23). A similar study
in Italy had three items, two of which are similar to the current study (item 9 and 22) but the

authors named the factor loading as “lack of confidence” [128].

Our second-factor loading was named “fear” and had five items. Similar studies in Malawi,
Hungary, Japan, Italy, and Norway have identified similar item loadings. In particular, items
12 (tense) and 6 (afraid) were observed in all the five studies mentioned above. Items 27 (lose
control), and 19 (panic) were common among the Japanese, Italian, and Norwegian studies.
The third-factor loading was named “negative emotions” with 5-items and this finding was

similar to a study in Australia [126], which had at least 3 items similar to the current study.
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The fourth-factor loading was named “negative appraisal” and the same name was given in
similar studies in Hungary and Malawi. In both studies, items 1 (fantastic), 13 (glad), and 14
(proud) were similar. Lastly, the fifth-factor loading was named “‘social isolation” with three
items. The same name has been given in similar studies undertaken in Australia, Japan, and
Hungary. Although the item loadings in a similar Norwegian study is identical with the current
study, the factor loading was named “loneliness”. Similarly, the factor loading in the Hungarian

study was named “isolation” with at least two items agreeing with the current study.

There are other factor loadings such as lack of positive anticipation, the moment of birth,
riskiness, and concern for the child, reported in various studies that our model was not able to
deduce. This might be due to cultural differences influencing understanding and interpretation
of some of the items in the original W-DEQ-A questionnaire as documented in an Australian

study [7].

In the initial stage of EFA, 9 items were removed to get an acceptable model fit. Some of the
items that were removed include items 17 (relaxed), 20 (hopelessness), 21 (longing for the
child), 25 (behave badly), 28 (funny), 29 (natural), 30 (obvious), 32 (the child will die) and 33
(the child will be injured). The removal of these items particularly those about the possibility
of pregnant women longing for the child, thoughts of death or injury to the child is an indication
that these were not important sources of childbirth fear among the sampled population. This
finding agrees with similar studies in Hungary, Malawi, Australia, and Italy. Also, it is worth
noting that this finding disagrees with a previous study that reported that the concerns of
pregnant women regarding the health and well-being of their unborn baby are among the most
significant sources of childbirth fears [25]. The disagreement would be as a result of socio-
cultural dynamics in different regions and variance in socio-demographic indicators as reported
in a similar study in Russia [133], which noted that FOC is subjective and highly

individualistic.
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Critically looking at the five-factor loadings in the current study, factor domains such as
“negative emotions” (frightful, weak, desolate, pain and dangerous) and “social isolation”
(lonely, deserted and abandoned) might provide a significant predictor of the challenges
pregnant women face during pregnancy. Therefore, available healthcare models should
proactively identify expectant women exhibiting these characteristics to prioritize their
maternal needs such as antenatal counselling during antenatal care clinics. A recent study done

in Kenya agrees with this finding [134].

The concurrent/convergent validity of the Swahili version of the W-DEQ- A indicated that the
scale correlates well and within the acceptable levels with the other two measures of child-birth
related depression (EPDS) and anxiety (BAI). This result agrees with a similar study in
Hungary which used BAI, and in Norway, which used EPDS. Our adopted model also indicated
good internal consistency and reliability; the same was noted in the studies undertaken in
Hungary and Norway. The Cronbach alpha of the Swahili version of W-DEQ-A was 0.951, an
indication of an excellent internal consistency of the instrument. This also demonstrates the

robust reliability of the Swabhili version of the W-DEQ-A scale.

The main focus of the third study was to determine the prevalence of FOC among gravida
women in the Kenyan region. The result indicated that the prevalence of severe FOC was more
on primigravida women than multigravida women. Several author-guided studies have related
a higher prevalence of FOC among primigravida women to their transition into motherhood,
which is curbed by numerous expectations and anxieties. These results agree with other studies

conducted in other countries and regions [49], [118], [135]-[138].

Also, compared to other countries such as Denmark and Sweden [138], the prevalence of FOC
levels recorded in these countries were slightly higher than the current study findings. The
findings from this study indicated a similar value on the prevalence of severe FOC across the

rest of Europe at 8% (95% CI 0.04— 0.13) [139]. Notably, the prevalence in the current study
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was lower than from similar studies conducted in Australia [10], for example 23% (95% ClI
0.07-0.39) (12 = 98.63%, p<0.001). Also, compared to studies conducted in America, the
prevalence of the current study was lower compared to 11% (95% CI1 0.03-0.20) (12 = 92.97%,
p<0.001). Finally, the prevalence levels retrieved from studies in Asia were the highest at 25%

(95% C1 0.11-0.40) (12 = 97.69%, p<0.001) compared to the current study.

In addition, the study found that the literacy status of the respondents was associated with FOC,
where those with no education were more fearful than those with education. These findings

agree with other similar studies [140].

In this study, parity was statistically significant (P<0.001). This finding agrees with numerous
studies conducted in other regions [127], [141]. Although it has been documented that the
preferred mode of delivery is significantly associated with FOC [142], this study did not find

correlations between preferred mode of delivery and FOC.

The findings from this study expressed no significant relationship between FOC and socio-
demographic variables including age, gestation age, and employment status. These findings

agree with studies undertaken by Nilsson et al., and Akhlaghi et al., [143], [144].

In this study, several obstetric variables influencing fear of childbirth were used. Gravida
women who went for a regular check-up of their pregnancy were less likely to have FOC
relative to those that did not. Additionally, gravida women who participated in physical
activity and childbirth preparation classes were less likely to develop FOC relative to those that
did not. Also, having trust in healthcare providers was an indicator of FOC reduction.
Therefore, when gravida women’s awareness of childbirth increases, their fears of childbirth
levels decrease. Connately, encouraging expectant women to attend childbirth preparation
classes provide an excellent opportunity to create awareness about the entire process of

childbirth. Therefore, these four variables are determining modifiers of childbirth fears [75],
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[145]. This finding agrees with similar studies conducted in the United States of America in

2003 [140].

In the fourth study which was looking at the effects of integrated antenatal education on the
fear of childbirth, pregnant women who enrolled in the intervention group and received the
integrated antenatal education had significantly lower W-DEQ-A score when compared with
the control group; and therefore, integrated antenatal education was effective in reducing the
FOC. Similar studies have indicated that pregnant women who undergo childbirth preparation
classes were found to be less anxious and reduced FOC. These studies have indicated that
childbirth education was associated with significant improvements in maternal self- efficacy,
women empowerment and elated sense of belonging and confidence [26], [75], [84], [146]-

[149].

The overall purpose of the fifth study was to explore women’s experience of midwife-led
integrated antenatal education and its impact on childbirth fears. To the best of our knowledge,
this was the first qualitative study on this topic to be undertaken in a developing country. We
found that midwife-led antenatal education of pregnant women with high fear of childbirth
brought positive inclination and improved trust in the process of childbearing. The interviewed
women expressed their satisfaction with this training. The study participants noted that the
midwives understood them without prejudice as they offered practical skills on handling their
pregnancy, their anticipations, general fears and anxieties. This stimulated a feeling of serenity
and composure, thus reducing their childbirth fears to manageable levels. Similar studies have

indicated such programme to reduce women's anxiety during pregnancy and labour [24], [76]

A common statement from the women interviewed was that the midwives who were training
them were professionally knowledgeable and this enabled them to gain knowledge which
dispelled or alleviated fears associated with pregnancy and childbirth. Similar studies have

noted that professional support by healthcare professionals has been found to be significant in
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dispelling fears associated with pregnancy and childbirth [150]. The sessions were able to
dispel some rumors, myths and misconceptions about pregnancy and childbirth thereby making
them more assertive when facing labour and childbirth. This shows that integrated antenatal
education increases women’s self-control, confidence, and self-efficacy. These findings

coincide with similar studies [75].

Additionally, besides the medical and technical resources from the training, expectant women’s
emotional well-being during and after pregnancy was assured. Also, it included opportunities
for professional consultations and meeting with diverse social support groups. From other
studies evaluated, these interactions and social support are noted to ease expectant women’s

fears of childbirth [151].

The interviewed women learnt how to develop labour-related self-reliance, labour pain
perseverance, and how to implement relaxation techniques. The gained knowledge enabled
them to develop their self-confidence, which enabled them to have a positive childbirth
experience. Similar studies have indicated that comprehensive antenatal education would

greatly improve the childbirth experience among fearful expectant women [75].

From the results, there was a reduction in fears among severely affected women especially due
to specific topics that were covered by cognitive behavioral therapists. This intervention
enhanced self confidence among the women who had high fear of childbirth. Also, the training
emphasized active coping strategies. These findings agree with similar studies conducted in

Sweden [56].

Also, integrated antenatal education offered a complementary approach to fear management,
which equip expectant women with effective ways of coping with pain. This has been found to
be true in other studies [26]. Therefore, there exists a possible reduction in the rates of

caesarean section, thus increasing preference for vaginal births, especially among primiparous
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women. This finding agrees with a study by Saisto et al., [152].

The sixth study aimed at understanding the perceptions and experiences of new mothers
diagnosed with the fear of childbirth in Kenya; regarding the institutional maternity services
offered and if they contribute to the fear of childbirth. In this study, participants voiced their
concerns regarding the quality of maternity healthcare service offered and its contribution to
the fear of childbirth. Undeniably, all the 29 study participants admitted experiencing
challenges during labour and childbirth. These findings are consistent with the findings from a
study in Namibia which reported that expectant women had similar concerns regarding the

quality of institutional maternity services [153].

Regarding the findings on the challenges in the provision of care, the study highlighted four
sub-themes. Human resources for health comprise the quantity and quality of health and non-
health personnel employed for providing and supporting the delivery of healthcare in maternity
institutions. It also includes staff arrangement, management styles, and internationally accepted
staffing norms. The same challenges have been reported in a similar study [154]. In this study,
there were concerns regarding understaffing, unclear signage, the ambiguous organizational
management structure of the maternity wing and poor management of patient flow in the
maternity institutions. Similar challenges with human resources for health have been reported

from studies conducted in other developing countries [155], [156].

In regards to physical resources, there were inadequacies with physical infrastructures, such as
depilated state of the maternity and wards, poor quality of maternity beds and beddings, poor
quality of meals and general unhygienic environment. There are similar studies that have

shown infrastructural challenges that hamper better maternal health services [157], [158].

This study highlighted a myriad of challenges emanating from erratic and unreliable referral

systems from the lower-level health facilities. There were also reports of inadequate
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ambulances, poor coordination of the existing ambulatory services and unreliable
communication system. These findings are in tandem with a similar study carried out in Ghana
which was looking at the views of women, healthcare providers, public and quasi-private

sectors regarding maternal care shortcomings [159].

Regarding the internationally recognized best practices, the current study noted that currently
there exist numerous procedures in maternal healthcare that have, through cautiously designed
randomized controlled trials, been shown to be of value to the mothers and their infants. It was
however reported that expectant women were not allowed to have the social support of their
own during labour and childbirth. The effects of social support during labour and childbirth
have been reported to have a considerable impact on new mothers, and this may persist into
the postpartum periods [21]. Also, it was noted that essential equipment and drugs were not
available in lower-level facilities, and this finding agrees with similar studies that have

identified substandard emergency obstetric care which contributes to maternal deaths [160].

Whereas the quality of the provision of care is essential in guaranteeing effective maternal
healthcare, expectant women’s experience of care is equally significant. If their overall
experience is such that it dissuades them from returning for subsequent institutional maternity
births, or leads to speculations to the same effect in the wider community, then the definite

quality of healthcare provided is questionable.

The proportion of male to female healthcare workers was also a concern as the majority of the
participants wished to be attended by female healthcare workers but the majority were male.

The findings of this study agree with similar studies [48].

Cogpnition entails seamless communication between a patient and healthcare provider regarding
both diagnosis and the determination of preferences for treatment. The relationship between

these two parties should be depicted through empathy, privacy, discretion, informed choice,
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trustworthiness, discernment and compassion. In the current study, less than half of the study
participants were explained by the healthcare workers in their local dialect. The majority of
them noted that the nurses did not explain to them the diagnosis and procedures they
underwent. Also, regarding postpartum care, the information was not conveyed, and this
contributed to anxiety and depression, leading to a preference for caesarean delivery. This
result agrees with a similar study on the cognitive factors related to childbirth and their effects

on women’s delivery preference, that was taken in Tehran [161].

Respect, dignity and equity are fundamental principles and basic human rights that all
expectant women should enjoy irrespective of the prevailing circumstances. participants noted
that the healthcare workers did not observe privacy during physical examinations, late labour
and delivery, and according to them, this was a violation of their rights. Similar studies have
indicated that most women in public health facilities are not treated with dignity and respect as

they ought to be [162]-[165].

According to study participants, cultural norms and practices that do not interfere with high-
quality care such as preference for female nurses to assist women during childbirth were
denied. Our study agrees with a mixed-methods systematic review on the mistreatment of

women during childbirth in health facilities globally [165].

Finally, the current study looked at the challenges with the emotional support of expectant
women during labour and childbirth. It was noted that women were not allowed to choose
freely the social support they receive during labour and delivery. Also, there were reported
instances where women were not treated with kindness, honesty and understanding. Although
all healthcare workers working in maternity are supposed to undertake a supportive role in the
provision of care during labour, childbirth and the postpartum period, the in-depth interview

revealed that a high percentage of women were not satisfied with the interpersonal care
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accorded to them by the healthcare workers. There is a need for continued emotional support

during labour and childbirth as has been demonstrated in similar studies [166], [167].

The seventh study sought to discern the antenatal FOC and contributing factors among
pregnant women and their spouses in Kenya. This was the first study on the FOC among
pregnant couples in Kenya. A total of 254 couples took part in this cross-sectional analytical

study. A researcher-developed questionnaire was used alongside the FOBS to collect data.

The result indicated that 58.6% of pregnant women had FOC. Similar studies have given
varying results with a study in Malawi reporting relatively similar findings [75]. Also, a
recently published study in Turkey [120] indicated FOC among pregnant women at 82.6%,
which is somewhat higher compared to the findings of this study. Also, in Iran [100], in a
similar study conducted in 2016, 89.3% of participants (studied pregnant women) reported
childbirth fears. Comparing the FOC in the above countries with the findings from developed
countries such as Denmark, Norway, and Finland [168], the FOC is relatively low in developed
countries. Researchers have argued that the nature of the available healthcare systems and the
cultural dynamics could cause high rates of fear among pregnant women in developing

countries [169].

In this study, significant relationships between FOC and a previous mode of childbirth, parity,
level of education, routine antenatal clinic check-ups, and having a planned pregnancy were
reported. Similar results have been documented in other studies indicating a positive and
significant relationship between the individual’s level of education and FOC [144]. However,

other studies have given contrary results to these findings [170].

In this study, the FOC was manifested more among primipara women compared to multipara
women. Zar et al., and other studies found similarities with the current findings, but other

studies have shown no differences [118]. Several reasons can explain the relatively high FOC
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among first-time mothers. They include: uncertainties of childbirth outcomes; cultural
expectations among communities where expectant women live, especially in rural
communities; shared experience from mother mentors; and previous life-threatening medical
conditions before becoming pregnant [169]. In this study, pregnant women with high FOC
preferred a less painful mode of delivery. A study by Saito et al., noted that women with high
FOC have a longer duration of active labour, which may lead to postpartum depression hence
a relatively higher chance of opting for caesarean delivery [171]. Pregnant women in the
current study that had positive feelings about their forthcoming child reported lower levels of

FOC. Previous studies have reported similar findings [2].

The level of FOC among men in the study was 45.7%. Similar studies have indicated different
levels of FOC among men. In South Africa [172], men who exhibited fear of childbirth were
13%. In Sweden, a qualitative study on an intense fear of childbirth among men indicated fear
to be mainly associated with the health and life of both their partner and child. However, the

main concern was the wellbeing of their wives [121].

In the current study, participants’ residency, level of education, having health insurance cover,
the experience of previous childbirth of their spouses, and feelings about the forthcoming birth
were significantly associated with antenatal FOC among spouses. The respondents that had a
lower level of education indicated a higher level of FOC. These findings disagree with similar
studies in Turkey, which stated that a higher level of education was associated with higher

levels of FOC [120].

The current study found that men felt uncomfortable, fearful, and helpless during childbirth.
Their thoughts were correlated with anxieties about their spouses’ aptitude to handle the
childbirth pains. These findings agree with a similar Finnish study on fathers’ experience of

childbirth [173].
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In this study, high FOC was exhibited among spouses that had less positive childbirth
experience from the previous childbirth. Similar studies have indicated similar findings [174].
Therefore, psychosocial support to the couples during antenatal care clinics, especially to those
who have had a previously less positive childbirth experience is needed. In the current study,
couples that exhibited high FOC preferred caesarean section. Similar studies agree with the

current findings [149].
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5.1 METHODOLOGICAL CONSIDERATIONS
To meet the aims and objectives of the dissertation, both quantitative and qualitative methods
were used. Quantitative methods were used to investigate the prevalence of the fear of
childbirth and the effects of integrated antenatal education on the fear of childbirth. A
qualitative approach was used to gain a deeper understanding of the study participant’s
opinions on the impact of integrated antenatal education on the fear of childbirth. In addition,
there was also an attempt to understand the pregnant women’s views on whether or not
institutional maternity services contribute to the fear of childbirth. Although this is a
comprehensive study on this important topic, there are both methodological strengths and

limitations to this thesis that the readers should consider.

5.1.1 Validity and Reliability

These are concepts used to evaluate the quality of research. They indicate how well a method,
technique or test measure something. Reliability is about the consistency of a measure while
validity refers to the extent to which an instrument measures what it is intended to measure. In
this study, internal validity was ensured as the same instrument (W-DEQ-A) was used
throughout the data collection process. In regards to external validity, the generalization of the
results should be done cautiously as women with previous negative birth experiences were
excluded from the entire study and also those who gave birth at home did not participate in

studies five and six.

Regarding the reliability of the data collection tool, the study used a valid tool (W-DEQ-A)
which had been translated and validated in the Swahili speaking population and the translation
and validation were carried out by a professor of linguistic and technical persons with expertise

in maternal and child health.
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5.1.2. Trustworthiness

Since there were two qualitative studies undertaken, the trustworthiness of the data collected
was considered at all phases of its analysis and four important criteria were put in place;

namely: credibility, dependability, conformability and transferability.

To increase credibility, semi-structured interviews were considered to be the most appropriate
data-collection method for qualitative data. Relevant sample size was selected in a bid to ensure
the credibility of the process. To ensure the dependability of the collected data, the analysis
was done immediately after the first interviews were completed when saturation was reached.
Conformability means that the data represent what the participants have stated and that the
interpretations of those statements are not invented or biased by the researcher. The data
analysis was performed primarily by one researcher but discussed in the research group on
regular basis in an attempt to achieve conformability. Moreover, quotes from the interviews
were presented to confirm that the categories and sub-categories were grounded in the data.
Lastly, transferability was assured by providing thorough descriptions of the context and

participants, as well as the data collection, and process of analysis and study findings.
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5.2 CONCLUSIONS
Based on the findings of this comprehensive study (studyl to study 7), the following

conclusions are deduced:

1. The fear of childbirth is not necessarily individual thoughts or feelings but a more
comprehensive phenomenon having many socio-cultural arrays of causal factors and

effects.

2. The Swahili version of the W-DEQ-A scale was confirmed to be a valid and reliable
instrument for assessing FOC among the Swahili-speaking pregnant women in Kenya
and the wider East and Central African region based on the derived acceptable internal

consistency of the instrument.

3. Five domains of childbirth fears were derived from the factor analysis in the current
study, a confirmation that W-DEQ-A is multidimensional instrument, and therefore the
traditional way of calculating the total scale score of the original 33-item W-DEQ-A

might be inappropriate.

4. The FOC levels were found to be higher among the primigravida women compared to
multigravida women and the prevalence of severe FOC among pregnant women in
Kenya is in line with similar studies conducted in other countries and regions in the

world.

5. Physical activity, regular pregnancy check-ups, having trust in healthcare providers,
and attending childbirth preparation classes are the strongest predictors in reducing

FOC.

6. Integrated antenatal education classes on fear of childbirth are effective in reducing
antenatal fear of childbirth and its inclusion in the routine antenatal clinics is highly

recommended.


https://www.sciencedirect.com/topics/medicine-and-dentistry/fear-of-childbirth
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7. As a result of integrated antenatal education, there were fewer CS and improved
childbirth experiences in the intervention group that undertook the integrated antenatal

education classes.

8. The quality of the institutional maternity services can greatly determine the maternal

outcomes and institutional maternity services can contribute to the fear of childbirth.

9. Finally, the study found a significant positive correlation between the fear of childbirth

among pregnant women and their spouses.
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5.3 RECOMMENDATIONS

. The W-DEQ-A should be enlarged to accommodate new emerging constructs of FOC.
Also, there is a need to take into consideration the ability of the study respondents to
comprehend the questionnaire since this will greatly contribute to the generation of true

positive results.

. Where possible, the W-DEQ-A questionnaire should be translated into a language that

can be understood by study respondents with ease.

Pregnant women screened and found with high fear of childbirth should be identified
and offered special support such as integrated antenatal education besides their routine

antenatal clinics.

. The systemic challenges identified in relation to the provision of maternal care and the
experience of care in the institutional maternity services should be analyzed critically

as this will improve the uptake of maternity services.

. There is a need to address the fear of childbirth not only among pregnant women but
also among their spouses. This might help to reduce the fear of childbirth, considering
the significant role men play in supporting their spouses in the family as well as agents

of change.

. Thereis a need to introduce Integrated antenatal education as a subject in the curriculum

of nurses and midwives.
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5.4 SUGGESTIONS FOR FURTHER RESEARCH
More research is required to determine which is the correct gestation period to undertake
screening for the fear of childbirth and also the correct treatments for reducing the fear of
childbirth should be studied. The form of treatment should be a multidisciplinary approach

should be used when identifying the form of treatment most preferred.

Studies should be undertaken on the impact of routine screening for the fear of childbirth
specifically during pregnancy as this would provide more information on how the fear changes

over time and what mechanism to put in place at what time and in which way.

There is a need to undertake qualitative studies on the pregnant women who have had negative
childbirth experiences to understand what areas to improve to reduce the childbirth fears in

their subsequent pregnancies.
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5.5 ASUMMARY OF NOVEL FINDINGS FROM THE CURRENT STUDY

1. Based on the seven readability scales, there was consensus that the W-DEQ-A was
readable by readers who have at least one year of secondary education in Kenya (an
equivalent of ninth grade in the US education system).

2. Regarding the translation and validation of the Swahili version of W-DEQ version A,
the Exploratory Factor Analysis and Confirmatory Factor Analysis of the Swahili
version of W-DEQ-A identified five-factor loadings namely: lack of self-efficacy, fear,
negative emotions, negative appraisal, and social isolation. The resultant model failed
to support the unidimensional structure of the original W-DEQ-A. The Swahili version
of the W-DEQ-A correlated well with EPDS and BAI at acceptable levels. The
Cronbach alpha values of the subscales ranged from 0.867 to 0.967, an indication of an
excellent internal consistency of the instrument.

3. Regarding the prevalence of fear of childbirth, about 29.5% (n= 111) had low, 40.4%
(n=152) moderate, 22.1% (n=83) high, and 8% (n=30) had severe FOC; as indicated in
Table 12. The computed fear of childbirth ranged from 19-119. The mean score was
51.8 (SD=20.67) with the median being 47.0, skewness 0.785, and kurtosis 0.120. The
majority of respondents were in the moderate fear of childbirth category
(primigravida,39.6% (n=86) and multigravida; 41.5% (n=66).

4. Regarding the effects of integrated antenatal education, a paired sample t-test was
conducted to compare the W-DEQ-A mean scores before and after the integrated
antenatal education module. There was a significant difference in the W-DEQ-A mean
scores before (M=79.897, SD=10.667) and after the integrated antenatal education
(M=66.7570, SD=19.6924, t(106)=7.329, p<0.001), an indication that the integrated
antenatal education had an impact on the fear of childbirth.

5. Regarding institutional maternity services, it was found that institutional maternity
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services contributed directly and indirectly to fear of childbirth. The direct contribution
included the performance of unintended caesarean sections, severe and prolonged
labour pains and negative attitudes of healthcare providers. The indirect contribution
was in the form of challenges in the provision of care and the experience of care in the
maternity institutions. In the provision of care; human and physical resources,
inadequate referral systems, and inadequate management of emergencies were
reported. In the experience of care; lack of cognition, respect, dignity, equity and

inadequacies in emotional support were reported.
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APPENDICES

Appendix I: Informed Consent for the control group
My name is DAVID ONCHONGA,; | am a PhD student from University of Pécs Hungary. |
am conducting a study on “ANTENATAL DEPRESSION AND FEAR OF CHILDBIRTH IN
KENYA: IMPROVING THE CONTINUUM THROUGH INTEGRATED ANTENATAL
EDUCATION”. This study will help the Ministry of Health and other stakeholders to put
measures to reduce the burden of antenatal depression and fear of childbirth in Kenya and

beyond.
Procedures to be followed

Participation in this study will require that | ask you some questions and | will record the
information from you in a questionnaire. You have the right to refuse participation in this study.
Please remember that participation in the study is voluntary. You may ask questions related to
the study at any time. You may refuse to respond to any questions and you may stop an
interview at any time. You may also stop being in the study at any time without any

conseqguences.
Discomforts and risks

Some of the questions you will be asked may be embarrassing or make you uncomfortable. If
this happens, you may refuse to answer these questions if you so choose. You may also stop

the interview at any time.
Benefits

If you participate in this study you will help us to learn how to provide effective services that
can improve the health of antenatal women and reduce the effects of antenatal depression and

fear of childbirth.

Reward: There will be no reward given for participating in this survey.
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Confidentiality

The interviews and examinations will be conducted in a private setting. Your name will not be
recorded on the questionnaire. The questionnaires will be kept safely and everything will be

kept private.
Contact information

If you have any questions you may contact, Dr. Akos Varnagy Supervisor 1. On +3672536001
or Professor Keraka Supervisor 2. On +2548710901 or the Doctoral School of Health Sciences

of the University of Pécs on doktoriiskola@etk.pte.hu

Participant’s Statement

The above information regarding my participation in the study is clear to me. | have been given
a chance to ask questions and my questions have been answered to my satisfaction. My
participation in this study is entirely voluntary. | understand that my records will be kept private

and that I can leave the study at any time.

Name of Participant.............coooiiiiiiiiiii e,

Signature or Thumbprint Date
Investigator’s statement

I, the undersigned, have explained to the volunteer in a language she understands, the

procedures to be followed in the study and the risks and benefits involved.

Name of INtervVIiEWer. ...oooveeeeeeee el

Interviewer signature Date


mailto:doktoriiskola@etk.pte.hu
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Appendix 2: Informed Consent for the intervention group

My name is DAVID ONCHONGA, a PhD student at the University of Pécs. | am conducting a
study on “ANTENATAL DEPRESSION AND FEAR OF CHILDBIRTH IN KENYA:
IMPROVING THE CONTINUUM THROUGH INTEGRATED ANTENATAL EDUCATION™.
This study will help the Ministry of Health and other stakeholders to put measures to reduce the

burden of antenatal depression and fear of childbirth in Kenya and beyond.
Procedures to be followed

Participation in this study will require that | ask you some questions and I will record the
information from you in a questionnaire. You will be required to undergo an intensive integrated
antenatal education for 8 hours (four sessions during antenatal clinics each lasting for two hours).
You have the right to refuse participation in this study. Please remember that participation in the
study is voluntary. You may ask questions related to the study at any time. You may refuse to
respond to any questions and you may stop an interview at any time. You may also stop being in

the study at any time without any consequences.
Discomforts and risks

Some of the questions you will be asked may be embarrassing or make you uncomfortable. If this
happens, you may refuse to answer these questions if you so choose. You may also stop the

interview at any time.
Benefits

If you participate in this study, you will learn how to deal with antenatal depression and fear of

childbirth. You will also have the opportunity to learn and get acquainted with the necessary
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procedures and steps during labour and delivery. Your participation will help us to learn how to
provide effective services that can improve the health of antenatal women and reduce the effects

of antenatal depression and fear of childbirth.

Reward

There will be no reward given for participating in this survey.
Confidentiality

The interviews and examinations will be conducted in a private setting. Your name will not be
recorded on the questionnaire. The questionnaires will be kept safely and everything will be kept

private.
Contact information

If you have any questions you may contact, Dr. Akos Varnagy Supervisor 1. On +3672536001 or
Professor Keraka Supervisor 2. On +2548710901 or the Doctoral School of Health Sciences of the

University of Pécs on doktoriiskola@etk.pte.hu

Participant’s Statement

The above information regarding my participation in the study is clear to me. | have been given a
chance to ask questions and my questions have been answered to my satisfaction. My participation
in this study is entirely voluntary. | understand that my records will be kept private and that | can

leave the study at any time.

Name of Participant..........ccooouiiiiiiiiiii i,

Signature or Thumbprint Date


mailto:doktoriiskola@etk.pte.hu
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Investigator’s statement

I, the undersigned, have explained to the volunteer in a language she understands, the procedures

to be followed in the study and the risks and benefits involved.

Name of INterVIEWET . . ...l

Interviewer signature Date



150

Appendix 3: self-administered questionnaire.

Questionnaire number

1. How old are you (Age in years)?

1. 18-24 0
2. 25-29 0
3. 30-34 0
4. 35-39 0
5. Above 40 0
2. What is your level of education?
1. None §)
2. Primary 0
3. Secondary §)
4. Tertiary 0
5. University 0
3. Marital status
1. Single 0
2. Married 0
3. Divorced 0
4. Where do you live?
1. Rural 0
2. Peri-urban 0
3. Urban §)
5. Employed
1. Yes 0
2. No 0
6. If yes, what kind of job do you do?
1. Casual 0
2. Permanent §)
7. If yesin 7 above, how much is your income in Ksh?
1. Less than 10,000 0
2. 11,000-20,000 0
3. 21,000- 30,000 0
4. Above 31,000 0
8. What is your religion
1. Christian 0
2. Muslim 0
3. Hindu 0
4. No religion 0
5. Traditional 0
9. Have you had a pregnancy before the one you have now?
1. Yes 0
2. No 0

10. What was your age at first pregnancy?
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12.

13.

14.

15.

16.

17.

18.

19.

20.
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Below 15 years
Between 16-19 years
Between 20-24 years
Between 25-29 years
Between 20-34 years
Between 35-39 years
. Above 40 years
Was it a live birth you had?

1. Yes

2. No

NooakowdpE

How did you deliver your previous pregnancy?

1. Normal

2. With complication
3. Caesarean section
4. Miscarriage

What do you remember from your previous pregnancy that will influence how you think

and feel during this delivery?

1.
Gestation week of your current pregnancy
1. 22 §)
2. 23 0
3. 24 0
4. 25 §)
Have you been checking this pregnancy regularly?
1. Yes §)
2. No 0
If yes above, how many times?
1. Once §)
2. Twice 0
3. Three times 0
4. More than three times §)
If no in 15 above, why?
1. Long distance to health facility ()
2. | was not aware of the pregnancy ()
3. | fear the attitude of nurses 0
4. 1don’t see the importance 0
Are you engaged in any physical activity?
1. Yes 0
2. No 0
Have you attended any childbirth preparation class?
1. Yes 0
2. No 0
If yes, where?
1. Health centre/Hospital §)
2. From elders §)

3. Traditional birth attendant

0
0
0
0
0
0
0

0
0

0
0
0
0

0
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21. Do you have any knowledge about birth delivery choices?

1. Yes 0
2. No 0
22. If yes above, can you list any that you know.
1. Vaginal delivery 0
2. Scheduled caesarean §)
3. Unplanned caesarean 0
4. Scheduled induction 0

23. If you had uncomplicated pregnancy and had the choice to schedule for a caesarean section
or to wait for spontaneous vaginal delivery, which one would you choose?

1. Vaginal birth 0
2. Caesarean section §)
3. Undecided/I don’t know 0
24. Why will you choose the mode of delivery you mentioned above?
1. Itisthe normal §)
2. ltis safe for both of us 0
3. lIts less painful 0
4. Fear of childbirth 0
5. It’s cheap 0
6. Spouse preference §)
25. Was your pregnancy planned?
1. Yes §)

2. No ()
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Appendix 4: Permission to use W-DEQ-A

Dear David Onchonga,

NOTICE: In case of the W-DEQ, proceed from the English version in the attachment, NOT

the version from 1998!

Here comes the permission:

“Herewith I offer you permission to use the following questionnaire(s):

W-DEQ vers. A: Wijma Delivery Expectancy-Experience Questionnaire, measuring
Fear of Childbirth before delivery

W-DEQ vers. B: Wijma Delivery Expectancy-Experience Questionnaire, measuring
Fear of Childbirth after delivery

TES vers. A: Traumatic Event Scale, measuring trauma anxiety before delivery
TES vers. B: Traumatic Event Scale, measuring trauma anxiety after delivery

DFS: Delivery Fear Scale, measuring fear of childbirth during delivery

in your project as described in this E-mail letter below.

Conditions are (1) that you refer to the scale(s) in your publications whenever you mention

data based on it(them), (2) that you send me copies of such publications, (3) that, in case of a
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translation, you send me a copy of the translation of the questionnaire(s) both as a Word-file

and as a pdf-file.

W-DEQ, DFS and SFOC measure “fear of childbirth” and its measurement SHOULD be
referred to as that and NOT, as some researchers, probably unfamiliar with psychometrics,
have done as “childbirth experience”, “appraisal” etc. Terms like “childbirth experience”,
“appraisal” etc. are psychometrically nonsense when you use these instruments, validated for
the field of anxiety and fear. This is described in detail e.g. in Wijma et al. (1998).

Psychometric aspects of the W-DEQ: a new questionnaire for the measurement of fear of

childbirth. Journal of Psychosomatic Obstetrics and Gynecology, 19, 84-97.

NOTICE that the permission of these questionnaires regards the use in a separate format and
NOT imbedded in a booklet with other texts. In case of a translation, you should follow the

lay-out of the original English or Swedish version.

NOTICE that the copyright remains by me even in case of a translation and validation

by others.
The W-DEQ references are:

Wijma, K., Wijma, B. & Zar, M. (1998). Psychometric aspects of the W-DEQ: a new
questionnaire for the measurement of fear of childbirth. Journal of Psychosomatic Obstetrics

and Gynecology, 19, 84-97.
The TES references is:

Wijma, K., Soderquist, J., Wijma, B. (1997). Posttraumatic stress disorder after childbirth. A

cross sectional study. Journal of Anxiety Disorders, 11, 587-597.
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The DFS reference is:

Wijma, K., Alehagen, S., Wijma, B. (2002). The development of the Delivery Fear
Questionnaire. Journal of Psychosomatic Obstetrics and Gynecology, 23, 97-108.
It would be interesting to keep up with information about the progress of your research.
Please don’t hesitate to contact me in case of any questions.

Kind regards,

Klaas Wijma, PhD, Senior Professor

Unit of Medical Psychology

Department of Clinical and Experimental Medicine

House 511

Faculty of Medicine and Health Science

Linkdping University

S-58183 Linkdping, Sweden

Tel. +46 13 28 46 67

Mob. +46 732 713067

E-mail klaas.wijma@]liu.se

Web site https://liu.se/medfak/ike/forskning/forskare-vid-ike/wijma-klaas?l=sv

Board of Fellows ISPOG ( http://www.ispog.org/ )



mailto:klaas.wijma@liu.se
https://liu.se/medfak/ike/forskning/forskare-vid-ike/wijma-klaas?l=sv
http://www.ispog.org/
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Want to know about the state of the art for Childbirth and Anxiety?
See:
Wijma K, Wijma B. A woman afraid to deliver - how to manage
childbirth anxiety. Chapter 1 In: Paarlberg KM, Van de Wiel HBM, editors.

Bio-psycho-social Obstetrics and Gynaecology. A Competence-oriented Approach.

Berlin: Springer; 2017
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Appendix 5: Wijma Delivery Expectancy/Experience Questionnaire (W-DEQ) version A.

INSTRUCTION
This questionnaire is about feelings and thoughts women may have at the prospect of

labour and delivery. The answers to each question appear as a scale from 0 to 5. The
outermost answers (0 and 5 respectively) correspond to the opposite extremes of a certain
feeling or thought. Please complete each question by drawing a circle around the number
belonging to the answer which most closely corresponds to how you imagine your labour
and delivery will be.

Please answer how you imagine your labour and delivery will be - not the way you
hope it will be.

I How do you think your labour and delivery will turn out as a whole?

1 0 1 2 3 4 5
Extremely Not at all fantastic
fantastic

2 0 1 2 3 4 5
Extremely Not at all frightful
frightful

Il How do you think you will feel in general during the labour and delivery?

3 0 1 2 3 4 5
Extremely Not at all lonely
lonely

4 0 1 2 3 4 5
Extremely Not at all strong
strong

5 0 1 2 3 4 5
Extremely Not at all confident
confident

6 0 1 2 3 4 5
Extremely Not at all afraid
afraid

7 0 1 2 3 4 5
Extremely Not at all deserted
deserted.

Il How do you think you will feel in general during the labour and delivery?

8 0 1 2 3 4 5
Extremely Not at all weak

weak
9 0 1 2 3 4 5
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Extremely Not at all
safe safe

10 0 1 3 4 5
Extremely Not at all independent
independent.

11 0 1 3 4 5
Extremely Not at all desolate
desolate

12 0 1 3 4 5
Extremely Not at all tense
tense

13 0 1 3 4 5
Extremely Not at all
glad glad

14 0 1 3 4 5
Extremely Not at all proud
proud

15 0 1 3 4 5
Extremely Not at all abandoned
abandoned

16 0 1 3 4 5
Totally Not at all composed
composed

17 0 1 3 4 5
Extremely Not at all relaxed
relaxed

18 0 1 3 4 5
Extremely Not at all happy
happy

11 What do you think you will feel during the labour and delivery?
19 0 1 3 4 5
Extreme panic No panic

at all

20 0 1 3 4 5
Extreme No hopelessness
hopelessness at all

21 0 1 3 4 5
Extreme longing No longing for the for the child
longing for the child at all at all

22 0 1 3 4 5
Extreme self- confidence No self- self-

confidence at all

23 0 1 3 4 5
Extreme trust No trust

trust at all
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25

26

27

28

29

30

31

Vi

32

33
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0 1 2 3 4 5
Extreme pain No pain
at all
What do you think will happen when labour is most intense?
0 1 2 3 4 5
I will behave I will not behave
extremely badly badly at all
0 1 2 3 4 5
I will allow my body I will not allow
take total control my body to take total at all
0 1 2 3 4 5
I will totally lose I will not lose control of
control of myself at all
of myself

How do you imagine it will feel the very moment you deliver the baby?

0 1 2 3 4 5
Extremely Not at all enjoyable
enjoyable

0 1 2 3 4 5
Extremely Not at all natural
natural

0 1 2 3 4 5
Totally Not at all
as it should be as it should be

0 1 2 3 4 5
Extremely Not at all dangerous
dangerous

Have you, during the last month, had fantasies about the labour and
delivery, for example.....

... Tantasies that your child will die during labour/delivery?

0 1 2 3 4 5
Never Very often

... Tantasies that your child will be injured during labour/delivery?

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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Appendix 6: EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS)
The EPDS consists of 10 questions. The test can usually be completed in less than 5 minutes.
Responses are scored 0, 1, 2, or 3 according to increased severity of the symptom. Items marked
with an asterisk (*) are reverse scored (i.e., 3, 2, 1, and 0). The total score is determined by

adding together the scores for each of the 10 items.

Referral Cut-Off Scores

The cut-off score for women is 9. Any score above 9 should receive a referral.
The cut-off score for men is 10. Any score above 10 should receive a referral.
Any person who scores 1 or higher on question #10 should be referred immediately.

Instructions for Users
1. The caregiver is asked to underline 1 of 4 possible responses that comes the closest to

how s/he has been feeling the previous 7 days.

2. All 10 items must be completed.
3. Care should be taken to avoid the possibility of the caregiver discussing her/his answers
with others.

4. The caregiver should complete the scale her/himself, unless s/he has limited

English or has difficulty with reading.
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Name:
Date:

We would like to know how you are feeling. Please UNDERLINE the answer which comes closest to how you
have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an example, already completed.
I have felt happy:

Yes, all the time

Yes, most of the time

No, not very often

No, not at all
This would mean: “T have felt happy most of the time” during the past week. Please complete the other questions in
the same way.

In the past 7 days:
1. I have been able to laugh and see the funny side of *6. Things have been getting on top of me
things Yes, most of the time | haven’t been able to
o Asmuchasl cope at all
always could Not Yes, sometimes | haven’t been coping as well
quite so much now as usual
Definitely not so No, most of the time | have coped quite well
much now Not at No, have been coping as well as ever
all
2. | have looked forward with enjoyment to things *7. 1 have been so unhappy that | have had difficulty
As much as | ever did sleeping
Rather less than | used to Yes, most of the time
Definitely less than I used to Yes, sometimes
Hardly at all Not very often
No, not at all
*3 .1 have blamed myself unnecessarily when things *8. | have felt sad or miserable
went wrong Yes, most of the time
Yes, most of the time Yes, quite often
Yes, some of the time Not very often
Not very often No, not at all
No, never
4. | have been anxious or worried for no good reason *9 | have been so unhappy that | have been crying
No, not at all Yes, most of the time
Hardly ever Yes, quite often
Yes, sometimes Only occasionally
Yes, very often No, never
*5. I'have felt scared or panicky for no very good *10.The thought of harming myself has occurred to me
reason Yes, quite often
Yes, quite a lot )
Yes, sometimes Sometimes
No, not much Hardly ever

No, not at all Never



Appendix 7: Beck Anxiety Inventory (BAI)

Beck Anxiety Inventory

Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how much you
have been bothered by that symptom during the past month, including today, by circling the number in the
corresponding space in the column next to each symptom.

Not At All Mildly but it Moderately - it Severely — it
didn’t bother me | wasn’t pleasant at bothered me a lot
much. times

Numbness or tingling

Feeling hot

Wobbliness in legs

Unable to relax

o|lo|o|o|lo
[ T =Y ==y
NN RN N
w|w|w|w|w

Fear of worst
happening

Dizzy or lightheaded

Heart pounding/racing

Unsteady

Terrified or afraid

Nervous

Feeling of choking

Hands trembling

Shaky / unsteady

Fear of losing control

Difficulty in breathing

Fear of dying

Scared

Indigestion

Faint / lightheaded

Face flushed

o|lo|o|o|o|o|o|o|o|o|o|o|o|o|o|o
N I R I R I I I TS TS RN PN '
NN NN N[NNI [N N[N NN
wlw|lwlw|w|lw|w|w|w|w|w|w|w|w|w|w

Hot/cold sweats

Column Sum

Scoring - Sum each column. Then sum the column totals to achieve a grand score. Write that
score here
Interpretation

A grand sum between 0 — 21 indicates very low anxiety. That is usually a good thing. However, it is
possible that you might be unrealistic in either your assessment which would be denial or that you have
learned to “mask” the symptoms commonly associated with anxiety. Too little “anxiety” could indicate that
you are detached from yourself, others, or your environment.

A grand sum between 22 — 35 indicates moderate anxiety. Your body is trying to tell you something. Look
for patterns as to when and why you experience the symptoms described above. For example, if it occurs
prior to public speaking and your job requires a lot of presentations you may want to find ways to calm
yourself before speaking or let others do some of the presentations. You may have some conflict issues that
need to be resolved. Clearly, it is not “panic” time but you want to find ways to manage the stress you feel.

A grand sum that exceeds 36 is a potential cause for concern. Again, look for patterns or times when you
tend to feel the symptoms you have circled. Persistent and high anxiety is not a sign of personal weakness or
failure. It is, however, something that needs to be proactively treated or there could be significant impacts to
you mentally and physically. You may want to consult a counselor if the feelings persist.
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Appendix 8: Map of study area
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Appendix 9: workplan

2019-2020
Sep- Jan- | Mar- June-
Dec Feb = May Aug
X
X
X
X
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Budget

Iltem Description Quantity | Cost Total

Tool Questionnaires printing and

Development photocopying 3900 10 39,000

Research

Assistants Recruitment and training 10 40000 400,000

Training

Module development 10 10000 30,000

Thesis Printing and binding of final

Development thesis 10 5000 50,000
Air ticket for the principal

Travel Costs researcher 3 80000 240,000

Total 759,000
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Appendix 11: Research authorization
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Appendix 12: Research Permit

Tolegrams: “MEDICAL", Kisumu JARAMOGI OGINGA ODINGA TEACHING &
Telephone: 057-2020801/2020803/2020321 REFERRAL HOSPITAL
Fax: 057-2024337 P.O. BOX 849
E-mail:  ercjootrh@gmail.com
bt it S et KISUMU
ERC.IB/VOL.1/69 28" JUNE, 2019
N R DD .o o s e M S s B R AR A
UNIVERSITY OF PECS,
Dear David Onchonga,
LEVEL:PhD

RE: FORMAL APPROVAL OF THE PROTOCOL STUDY ENTITILED:-
“INFLUENCE OF INTE
AMONG WOMEN OF REPRODUCTIVE AGE IN SAMBURU COUNTY-KENYA"

The JOOTRH ERC reviewed your protocol and found it ethically satisfactory. You are therefore
permitted to commence your study immediately. Note that this approval is granted for a period of
one year (w.c.f. 28% JUNE, 2019 10 28" JUNE, 2020). If it is necessary to proceed with this
research beyond approved period, you will be required to apply for further extension to the
committee.

Also note that you will be required to notify the committee of any protocol amendment(s), serious
or unexpected outcomes related to the conduct of the study or termination for any reason.

In case the study site is JOOTRH, kindly report to the Chief Executive Officer before
commencement of data collection.

Finally, note that you will also be required to share the findings of the study in both hard and soft
copies upon completion.

The JOOTRH ~ IERC takes this opportunity to thank you for choosing the Institution and wishes
you the best in your future endeavours.

Yours sincerely,

WILBRODA N. MAKUNDA
SECRETARY- [ERC
JOOTRH - KISUMU
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Appendix 13: Research License

N7

NATIONAL COMMISSIONTFOR
SCIENCE,TE CHNOLOGY. & INNOVATION

REFUBLIC OF KENYA

Eef Moo 668612 Diate of Tssue: 18/5ep temb er 2019

RESEARCH LICENSE

gisto Cartify that Mr. Onchonga David Ondield of the Univerdty of Pecs has been licensedto conduct research
Samburu on the topic: INFLUBNCE OF INTEGRATED PREMATAL EDUCATION OM FEAR OF CH LDBIRTH AMOMG
MBEM OF REPRODUCTIVE AGE IN SAMBURU COUNTY, KBNYA for period encding 18/ Sept emberf2020

License No: NACOSTLP/191182

668612
Applicant Tdertificati onNumber Director General
HATIONAL COMMIBSION FOR
SCIENCE, TECHNOLOGY &
INNCW ATION
W erifi cati on QR C ode

HOTE: Thisis a cothpntter gener ated Livense. To verifirthe athenticity of this dociem ent,
Bran the QR Code using QR scarmer applicati o
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Appendix 14: Swahili version of W-DEQ-A

DODOSO LA KUPIMA MATARAIJIO YA WANAWAKE WAJAWAZITO WAKATI WA
KUJIFUNGUA (W-DEQ) TOLEO A

Namba ya mshirikKi.......cccceeiireniiiieiciiiicicinnenns

MAELEKEZO

Dodoso hili linahusiana na hisia na mawazo wanayoweza kuwa nayo wanawake wakati
wanapotarajia kupata uchungu na kujifungua. Majibu ya kila swali yanaonekana katika
mfumo wa kiwango kutoka 1 mpaka 6. Majibu yaliyo juu kabisa ni 1 na 6 ni kinyume chake

kabisa cha hisia namawazo hayo

Tafadhali toa jibu ambalo unalodhani linalingana zaidi na unavyofikiria uchungu na wakati
wakujifungua itakavyokua. Tafadhali jibu jinsi unavyofikiri na kuhusu uchungu na kujifungua

utakavyokuwa na Sl jinsi unavyotarajia
I. Je unafikiri wakati wa uchungu na kujifungua utakuwaje kwa ujumla?

1. Kwa ujumla, unadhani wakati wa uchungu na kujifungua utakuwa mzuri kwa kiasi gani?
0 1 2 3 4 5

Mzuri ajabu Hautakuwa mzuri kabisa

2. Kwa ujumla, unadhani wakati wa uchungu na kujifungua utakuwa wa kutisha kwa kiasi
gani?

0 1 2 3 4 5

Kutisha sana Sio wa kutisha kabisa

I1. Je unadhani utajisikiaje kwa ujumla wakati wa uchungu na kujifungua?
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3. Kwa ujumla, unadhani ni kwa kiasi gani utakuwa mpweke wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mpweke sana Asiye mpweke kabisa

4. Kwa ujumla, unadhani ni Kiasi gani utakuwa mwenye nguvu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye nguvu sana Asiye na nguvu kabisa
5. Kwa ujumla, unadhani ni kwa kiasi gani utajiamini wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye kujiamini sana Asiye jiamini kabisa

6. Kwa ujumla, unadhani ni kwa kiasi gani utaogopa wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye woga sana Asiye na woga kabisa

7. Kwa ujumla, unadhani ni kwa kiasi gani utaachwa peke yako bila msaada wakati wa
uchungu na kujifungua?

0 1 2 3 4 5

Uliye achwa peke yako Asiyeachwa peke yako
bila msaada wowote kabisa bila msaada wowote
kabisa

8. Kwa ujumla, unadhani ni kwa kiasi gani utakuwa dhaifu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5
Dhaifu sana Asiye dhaifu kabisa

9. Kwa ujumla, unadhani ni kwa kiasi gani utakuwa salama wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye salama sana Asiye salama kabisa

10. Kwa ujumla, unadhani ni kwa kiasi gani utakuwa huru wakati wa uchungu na
kujifungua?
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0 1 2 3 4 5

Aliye huru sana Asiye huru kabisa

11. Kwa ujumla, unadhani ni kwa Kiasi gani utakata tamaa wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliyekata tamaa kabisa Asiyekata tamaa kabisa

12. kwa ujumla, unadhani utakuwa a wasiwasi kwa kiasi gani wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye wasiwasi sana Asiye na wasiwasi kabisa

13. Kwa ujumla, unadhani utajiskiaje wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Mwenye kujisikia Asiyejisikia vizuri
vizuri sana kabisa

14. Kwa ujumla, unadhani kwa Kiasi gani utajisikia fahari wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Mwenye Kkujisikia Asiyejisikia fahari
fahari sana kabisa

15. Kwa ujumla, unadhani ni kwa Kiasi gani utahisi kutelekezwa wakai wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliyetelekezwa kabisa Asiye telekezwa kabisa

16. Kwa ujumla, unadhani ni kwa Kiasi gani utakuwa na amani wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye na amani sana Asiye na amani kabisa

17. Kwa ujumla, unadhani ni kwa kiasi gani utakuwa na utulivu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye mtulivu sana Asiye mtulivu kabisa
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18. Kwa ujumla, unadhani kwa kiasi gani utakuwa na furaha wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye furaha sana Asiye na furaha kabisa
I11. Je unadhani utajisikiaje wakati wa uchungu na kujifungua?

19. Unadhani ni kwa kiasi gani utakuwa na hofu wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye hofu kali Asiye na hofu kabisa

20. Unadhani ni kwa kiasi gani utakuwa na matumaini wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Asiye na matumaini Mwenye matumaini
kabisa sana

21. Unadhani ni kwa kiasi gani utakuwa na hamu ya kumpata mtoto wakati wa uchungu na
kujifungua?

0 1 2 3 4 5
Mwenye hamu Asiye na hamu ya
ya mtoto sana mtoto kabisa

22. Unadhani ni kwa kiasi gani utaweza kujiamini kuwa unaweza kujifungua wakati wa
uchungu na kujifungua?

0 1 2 3 4 5
Mwenye kujiamini Asiye jiamini
sana kabisa

23. Unadhani ni kwa kiasi gani utakuwa na imani wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye imani sana Asiye na imani kabisa

24. Unahisi ni kwa kiasi gani utakuwa na maumivu wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye maumivu Asiye na maumivu
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makali sana hata kidogo

V. Je unafikiri ni nini kitatokea wakati uchungu utakavyokuwa mkali zaidi?

25. Unadhani ni kwa kiasi gani utasumbua wakati uchungu utakavyokuwa mkali zaidi?
0 1 2 3 4 5

Nitasumbua sana Sitasumbua kabisa

26. Unadhani ni kwa kiasi gani utaweza kudhibiti mwili wako wakati uchungu utakavyokuwa
mkali zaidi?

0 1 2 3 4 5
Nitathubutu kufanya Sitathubutu kufanya kile
kile ambacho mwili unataka ambacho mwili unataka

27. Unadhani ni kwa kiasi gani utaweza jidhibiti wewe mwenyewe wakati uchungu
utakavyokuwa zaidi?

0 1 2 3 4 5
Nitapoteza kabisa Sitapoteza kabisa
udhibiti wangu mwenyewe udhibiti wangu
mwenyewe

V. Je unafikiri itakuaje wakati ule mtoto anazaliwa?

28. Unadhani ni kwa kiasi gani utafurahi wakati ule mtoto anazaliwa?
0 1 2 3 4 5

Nitafurahi sana Sitafurahia kabisa

29. Unadhani itakuwaje wakati mtoto anazaliwa?
0 1 2 3 4 5

Kawaida sana Si kawaida kabisa

30. Unadhani itakuwaje wakati ule mtoto anazaliwa?
0 1 2 3 4 5

Itakuwa kama Haitakuwa kama
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nilivyotarajia matarajio yangu kabisa

31. Unadhani itakuaje wakati ule mtoto anazaliwa?

0 1 2 3 4 5
Itakuwa hatari Haitakuwa hatari
sana kabisa

V1. Kwa mwezi uliopita, umewahi kuwaza kuhusu uchungu na kujifungua? kwa mfano

32. Kuwaza kua mtoto wako atafariki dunia wakati wa uchungu au kujifungua?
0 1 2 3 4 5

Hapana kamwe Mara kwa mara

33. Kuwaza kwamba mtoto wako ataumia wakati wa uchungu au kujifungua?
0 1 2 3 4 5
Hapana kamwe Mara kwa mara

Naomba uangalie kama hujasahau kujaza swali lolote

SHUKRANI SANA KWA KUKUBALI KUTUMIA MUDA WAKO KUJIBU DODOSO HILI
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Appendix 15: Swahili version of W-DEQ-B

DODOSO LA KUPIMA MATARAIJIO YA WANAWAKE WAJAWAZITO WAKATI WA
KUJIFUNGUA (W-DEQ) TOLEO B

Namba ya mshirikKi.......cccceeiireniiiieiciiiicicinnenns

MAELEKEZO

Dodoso hili linahusiana na hisia na mawazo wanayoweza kuwa nayo wanawake baada ya
kujifungua. Majibu ya kila swali yanaonekana katika mfumo wa kiwango kutoka 1 mpaka 6.

Majibu yaliyo juu kabisa ni 1 na 6 ni kinyume chake kabisa cha hisia namawazo hayo

Tafadhali toa jibu ambalo unalodhani linalingana zaidi na unavyofikiria sasa uchungu na
kujifungua ilikuwaje. Tafadhali jibu jinsi unavyofikiria sasa kuhusiana na wakati

alivyojifungua ilikuwaje wala Sl jinsi ulivyotarajia iwe
I. Ulipata uzoefu gani wakati wa uchungu na kujifungua kwa jumla?

1. Kwa ujumla, wakati wa uchungu na kujifungua ulikuwa mzuri kwa kiasi gani?
0 1 2 3 4 5

Mzuri ajabu Haukua mzuri kamwe

2. Kwa ujumla, wakati wa uchungu na kujifungua ulikuwa wa kutisha kwa kiasi gani?
0 1 2 3 4 5

Kutisha sana Sio wa kutisha kamwe

I1. Je ulijisikiaje kwa ujumla wakati wa uchungu na kujifungua?

3. Kwa ujumla, unadhani ni kwa kiasi gani ulikuwa mpweke wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mpweke sana Asiye mpweke kabisa
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4. Kwa ujumla, unadhani ni Kiasi gani ulikuwa mwenye nguvu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye nguvu sana Asiye na nguvu kabisa
5. Kwa ujumla, unadhani ni kwa kiasi gani ulijiamini wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye kujiamini sana Asiye jiamini kabisa

6. Kwa ujumla, unadhani ni kwa kiasi gani uliogopa wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye woga sana Asiye na woga kabisa

7. Kwa ujumla, unadhani ni kwa kiasi gani uliachwa peke yako bila msaada wakati wa
uchungu na kujifungua?

0 1 2 3 4 5

Aliye achwa peke yako Asiyeachwa peke yako
bila msaada wowote kabisa bila msaada wowote
kabisa

8. Kwa ujumla, unadhani ni kwa kiasi gani ulikuwa dhaifu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5
Dhaifu sana Asiye dhaifu kabisa

9. Kwa ujumla, unadhani ni kwa kiasi gani ulikuwa salama wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye salama sana Asiye salama kabisa

10. Kwa ujumla, unadhani ni kwa kiasi gani ulikuwa huru wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Aliye huru sana Asiye huru kabisa

11. Kwa ujumla, unadhani ni kwa kiasi gani ulikata tamaa wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Niliyekata tamaa kabisa Asiyekata tamaa kabisa
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12. kwa ujumla, unadhani ulikuwa a wasiwasi kwa kiasi gani wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye wasiwasi sana Asiye na wasiwasi kabisa

13. Kwa ujumla, unadhani ulijiskiaje wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Nilijisikia sikujisikia vizuri
vizuri sana kabisa

14. Kwa ujumla, unadhani kwa kiasi gani ulijisikia fahari wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Mwenye kujisikia Asiyejisikia fahari
fahari sana kabisa

15. Kwa ujumla, unadhani ni kwa kiasi gani ulihisi kutelekezwa wakai wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliyetelekezwa kabisa Asiye telekezwa kabisa

16. Kwa ujumla, unadhani ni kwa Kiasi gani ulikuwa na amani wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye na amani sana Asiye na amani kabisa

17. Kwa ujumla, unadhani ni kwa kiasi gani ulikuwa na utulivu wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Aliye mtulivu sana Asiye mtulivu kabisa

18. Kwa ujumla, unadhani kwa kiasi gani ulikuwa na furaha wakati wa uchungu na
kujifungua?

0 1 2 3 4 5

Mwenye furaha sana Asiye na furaha kabisa
I11. Je unadhani ulijisikiaje wakati wa uchungu na kujifungua?

19. Unadhani ni kwa kiasi gani ulikuwa na hofu wakati wa uchungu na kujifungua?
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0 1 2 3 4 5

Mwenye hofu kali Asiye na hofu kabisa

20. Unadhani ni kwa kiasi gani ulikuwa na matumaini wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Asiye na matumaini Mwenye matumaini
kabisa sana

21. Unadhani ni kwa kiasi gani ulikuwa na hamu ya kumpata mtoto wakati wa uchungu na
kujifungua?

0 1 2 3 4 5
Mwenye hamu Asiye na hamu ya
ya mtoto sana mtoto kabisa

22. Unadhani ni kwa kiasi gani uliweza kujiamini kuwa unaweza kujifungua wakati wa
uchungu na kujifungua?

0 1 2 3 4 5
Mwenye kujiamini Asiye jiamini
sana kabisa

23. Unadhani ni kwa kiasi gani ulikuwa na imani wakati wa uchungu na kujifungua?
0 1 2 3 4 5

Mwenye imani sana Asiye na imani kabisa

24. Unahisi ni kwa kiasi gani ulikuwa na maumivu wakati wa uchungu na kujifungua?

0 1 2 3 4 5
Mwenye maumivu Asiye na maumivu
makali sana hata kidogo

V. Je unafikiri ni nini kilitokea wakati uchungu utakavyokuwa mkali zaidi?

25. Unadhani ni kwa kiasi gani ulisumbua wakati uchungu utakavyokuwa mkali zaidi?
0 1 2 3 4 5

Nilisumbua sana Sikusumbua kabisa
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26. Unadhani ni kwa kiasi gani uliweza kudhibiti mwili wako wakati uchungu ulivyokuwa
mkali zaidi?

0 1 2 3 4 5
Nilithubutu sana kufanya Sikuthubutu kufanya kile
kile ambacho mwili ulitaka ambacho mwili ulitaka

27. Unadhani ni kwa kiasi gani uliweza jidhibiti wewe mwenyewe wakati uchungu
ulivyokuwa zaidi?

0 1 2 3 4 5
Nilipoteza kabisa Sitapoteza kabisa
udhibiti wangu mwenyewe udhibiti wangu
mwenyewe

V. Je unafikiri ilikuaje wakati ule mtoto anazaliwa?

28. Unadhani ni kwa kiasi gani ulifurahi wakati ule mtoto anazaliwa?
0 1 2 3 4 5

Nilifurahi sana Sikufurahia kamwe

29. Unadhani ilikuwaje wakati mtoto anazaliwa?
0 1 2 3 4 5

Kawaida sana Si kawaida kamwe

30. Unadhani ilikuwaje wakati ule mtoto anazaliwa?

0 1 2 3 4 5
Ilikuwa kama Haikuwa kama
nilivyotarajia matarajio yangu kamwe

31. Unadhani ilikuaje wakati ule mtoto anazaliwa?

0 1 2 3 4 5
Ilikuwa hatari Haikuwa hatari
sana kabisa
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V1. Je, wakati wa uchungu na kujifungua, uliwahi kuwaza:

32. Kwamba mtoto wako anaweza kufariki dunia wakati wa uchungu au kujifungua?
0 1 2 3 4 5

Hapana kamwe Mara kwa mara

33. Kwamba mtoto wako ataumia wakati wa uchungu au kujifungua?
0 1 2 3 4 5

Hapana kamwe Mara kwa mara

Naomba uangalie kama hujasahau kujaza swali lolote

SHUKRANI SANA KWA KUKUBALI KUTUMIA MUDA WAKO KuJIBU DODOSO HiLl
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