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Abstract

Introduction: Overall childbirth experience scores are used both in research and in
clinical settings. Since it is still not fully understood what assessment of childbirth
experience on a single-item numeric rating scale or visual analog scale represents, the
aim of this study was to explore women's reasoning and thoughts when rating overall
childbirth experience numerically.

Material and Methods: A qualitative interview study of 26 women was conducted
using a think-aloud technique at a university referral hospital in Sweden. A manifest
qualitative content analysis was performed to generate categories and sub-categories
representing how women decided which single value should represent their experi-
ence of giving birth.

Results: Two main categories emerged from the analysis. The first, Strategies for choos-
ing a number, reflects variations in how the women approached the rating scale itself
and includes five sub-categories, each relating to a different strategy: (1) Comparison,
(2) Start from the maximum value, (3) Start from the middle, (4) Weigh certain experi-
ences more heavily, and (5) A means to an end. The second category, Specific factors
considered in the rating, includes four sub-categories, representing groups of factors
contributing to the final childbirth experience score: (1) The time period, (2) Events
linked to strong emotions, (3) Perceived support, and (4) Previous expectations. What
the women included in their overall childbirth experience was hence translated into a
number, using strategies from the first category and factors from the second category.
Conclusions: The considerable variations in how women approach the rating scale,
and what they include in the assessment of overall childbirth experience, suggest that
not only the childbirth experience itself but also the reasoning when evaluating it,
is multifaceted. A standardized phrasing of the question and a clear purpose for the
evaluation is warranted to strengthen the validity of the measurement. When used
clinically for identifying women in need of support after childbirth, the rating should
be followed by a conversation about the experience of giving birth, independent of

the value chosen.

Abbreviation: CS, cesarean section
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1 | INTRODUCTION

Giving birth is a momentous life event, with the potential to affect
a woman's health also in the long term. A positive childbirth experi-
ence is connected to higher self-esteem decades after giving birth,
and thus recognized by WHO as an important outcome of labor and
birth.%2 However, around 10% of birthing women perceive childbirth
as negative, and is thereby at elevated risk of developing postpar-
tum depression and other mental health problems.>* The strongest
predictor for developing post-traumatic stress disorder (PTSD) after
giving birth is a negative childbirth experience.>® It can also cause
fear of birth, resulting in a wish for cesarean section (CS) in subse-
quent pregnancy, or delay or refrainment from ever getting pregnant
again.m3

Childbirth is a deeply subjective experience, meaning that
only the woman herself can determine whether it was a positive
or negative experience. There is no gold standard for measuring
childbirth experience, but several multi-item instruments have
been developed and validated.”'° These aim to capture various
dimensions of the childbirth experience, since the phenomenon
is multifaceted, encompassing a complex combination of physical
sensations and psychological responses. For pragmatic reasons
such as being time and energy-consuming, these multi-item ques-
tionnaires are not commonly used in clinical practice. Instead,
childbirth experience is usually assessed using a single-item mea-
surement of overall experience, rated on a visual analog scale,
numeric rating scale (NRS), or Likert scale. This can be used to
identify women with low ratings, indicative of the need for addi-
tional support after a negative experience. In Sweden and Finland,
a numeric rating of overall childbirth experience before discharge
from the hospital is a common clinical routine. In Sweden, the
score is included in the Swedish Pregnancy Register, which is used
for quality improvement and research.**? The single-item mea-
surement of overall childbirth experience, or general satisfaction
with childbirth, has been used as exposure or outcome in research
studies internationally, and also as a validation tool when develop-
ing new questionnaires assessing childbirth experience.’*™¢

Some validation of the single-item measurement of overall
childbirth experience has been done, showing moderate correla-
tion with the multi-item instruments Wijma Delivery Experience
Questionnaire B and Childbirth Experience Questionnaire 2.17-%0
However, it is still not fully understood what rating of overall child-
birth experience represents, and what women include in their as-
sessment. Furthermore, there is a lack of studies exploring women's
cognitive processes during the evaluation of overall childbirth expe-
rience. A deeper understanding of the validity of other rating scales,
thatis, concerning fear of childbirth, has been accomplished by inter-
viewing respondents about their thoughts during the assessment.?!

Key message

Qualitative content analysis revealed heterogeneity in
how women reason during the numeric rating of overall
childbirth experience. Additional information is warranted
when the childbirth experience score is used to identify

women who may have experienced childbirth as traumatic.

To be able to fully evaluate findings from studies using single-item
measurement of overall childbirth experience as exposure or out-
come, further investigation also of this measurement is needed.
Hence, the aim of this study is to explore women's reasoning and
thoughts when rating overall childbirth experience on a single-item
NRS. To the best of our knowledge, this has not previously been
done.

2 | MATERIAL AND METHODS
2.1 | Study design

This was a qualitative, exploratory study based on semi-structured,
face-to-face interviews with 26 women at a university referral hos-
pital in Sweden with 4000 annual births. Eligible for participation
were women, 218years old, who understood Swedish or English,
had given birth to a live infant, and who according to clinical routine
had rated overall childbirth experience. At this hospital, this means
the use of a printed NRS 1-10, with anchors “1 = very poor experi-
ence” and “10 = very good experience” with the instruction “Please
mark the number best corresponding to your overall childbirth ex-
perience”. The NRS is introduced by the text “A birth is a complex
experience. Depending on what happens, some parts may feel bet-
ter and other parts worse. In order for us to be able to give you the
best possible care and follow-up, we wish to take part of your overall

birth experience.”

2.2 | Procedure

After having rated childbirth experience before discharge from
the hospital 6h to 3days postpartum, eligible women received
oral and written information about the study from their nurse
assistants. Participants who matched the inclusion criteria, and
who gave their written consent, were interviewed in their private

hospital rooms at the maternity ward, usually with their partnerand
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newborn present. Background characteristics [age, educational
level, civil status, mode of birth, parity, and childbirth experience
score (range 1-10)] were collected in a separate questionnaire
before the interview started.

The interviews were conducted using a retrospective think-
aloud technique, aiming to reflect the cognitive processes that led
to every woman's childbirth experience rating. The think-aloud
technique is recommended when the study subject of interest
is the problem-solving process itself, rather than the result of it,
and means that the informant verbalizes everything that comes
to their mind when solving a task or answering a question.??%
In this study, women were asked to “think aloud,” and describe
how they reasoned when they rated their childbirth experience.
The interviews were performed in proximity in time to the rat-
ing itself, to minimize recall bias. Follow-up clarification questions
were asked when needed. After the first three interviews, the
interview guide was slightly amended by adding more follow-up
questions to gain richer descriptions of women's reasoning. The
interviews lasted 2-18 minutes, 5 on average. All interviews were
conducted by RJ, audio recorded, and transcribed verbatim by the
interviewer shortly after the interviews. No repeat interviews or
field notes were made, but information about interrupting sounds
or events, often related to the newborn, was included in the de-
tailed transcripts.

A convenience sampling strategy was used. Women were re-
cruited consecutively during weekdays when the interviewer was
present at the maternity ward during 2weeks in September 2021.
To determine an adequate sample size, the concept of “information
power” was used.?* Inclusion continued until RJ and FV found no
new information in the transcripts.

2.3 | Dataanalyses

Descriptive statistics were used to calculate the characteristics of
the sample, presented as means and standard deviations (SD) or
numbers (n) and percentages (%). There were no missing values.
All statistical analyses were performed using IBM SPSS Statistics
version 28.0 (IBM Corp., Armonk, NY, USA). Manifest qualitative
content analysis according to Graneheim and Lundman was used to
analyze the interviews.2> Answers were brought together into one
text per woman and read several times. In the next step, meaning
units were identified and condensed if necessary. Meaning units
were thereafter labeled as codes without interpretation, before
being clustered into sub-categories including codes with internally
similar and externally diverse manifest content. Sub-categories with
similarities were merged into categories with a higher degree of in-
terpretation. The coding was conducted separately by LLu and FV,
followed by comparison and slight revision, before continued joint
analysis and generation of sub-categories and categories. In the
next step, LLu, FV, and LLj discussed and revised the analysis until
consensus was reached. During the analysis, all researchers were
blinded from the childbirth experience ratings itself.

2.4 | Positionality statement

FV and RJ both had clinical experience of working with new
mothers and of collecting childbirth experience ratings, FV as a
registered nurse-midwife, and RJ as a nurse assistant. Neither
of them worked at the maternity ward during data collection.
RJ conducted the interviews and LLu the data analysis as part of
their master's theses during their final year as medical students,
supervised and trained by FV and LLj. LLj is a clinical psycholo-
gist working in the field of medical psychology. FV has extensive
clinical experience in childbirth, and from counseling of pregnant
women with fear of birth. All members of the research team are

female.

3 | RESULTS

Of the 26 women interviewed, more than half were primiparous and
gave birth spontaneously vaginally. Fifteen percent of the women
gave birth by planned CS and one of four by unplanned CS. There
were no immediate CS in the sample. Overall childbirth experience
varied between 3 and 10, with a majority of the women rating >8.
Four women (15%) reported a negative childbirth experience (<4).
Sample characteristics are given in Table 1.

TABLE 1 Demographic and obstetric characteristics of the study
population of mothers giving birth at a Swedish university referral
hospital in September 2021. (n=26).

Characteristics Mean [SD] or n (%)
Age, years 31.3[3.3]
Education, years

>12 17 (65)

10-12 9 (35)
Civil status

Cohabitant 25 (96)

Single mother 1(4)
Parity

Primiparous 15 (58)

Parous 11 (42)
Mode of birth

Spontaneous vaginal 14 (54)

Vacuum extraction 1(4)

Planned CS 4(15)

Unplanned CS 7 (27)
Overall childbirth experience

1-4 4(15)

5-7 6(23)

8-10 16 (62)

Abbreviations: CS, cesarean section; SD, standard deviation.
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FIGURE 1 Map of categories (solid lines) and sub-categories
(dashed lines) derived from qualitative content analysis,
representing women's reasoning when rating overall childbirth
experience on a single-item numeric rating scale.

In the qualitative content analysis, two main categories repre-
senting women's reasoning when rating overall childbirth experience
emerged: Strategies for choosing a number, encompassing methods
used by the women when determining which value corresponded to
their experience, and Specific factors considered in the rating, repre-
senting groups of factors contributing to the rating itself. The findings

are illustrated in Figure 1, and presented with sub-categories below.

3.1 | Strategies for choosing a number

The category Strategies for choosing a number encompasses differ-
ent ways in which the women decided how to numerically rate their
childbirth experience, and includes five sub-categories: Comparison;
Start from the maximum value; Start from the middle; Weigh certain
experiences more heavily; and A means to an end; each sub-category
relating to a different strategy.

3.1.1 | Comparison

One strategy the women described was to base their rating on a
comparison between the current birth and other events. Parous
women tended to compare the present birth to previous experiences

of labor and birth, which was reflected in the number they chose.

Well, then | thought... | have given birth vaginally once
before. And | kind of compared, just quickly, and that
experience was maybe a five? Four, maybe? And then,
this one was much, much better. And then | compared
it with before. How they welcomed us and so on. It
was very different.

(P24)

Primiparas, on the other hand, evaluated different experiences
of their labor and birth and compared them against each other. They
also described an uncertainty in how to rate, based on their lack of
previous experience of childbirth. Some primiparas described having
had no specific preferences before giving birth and being open to
most options. Feeling pleasantly surprised by the childbirth process,
they chose a high rating.

3.1.2 | Start from the maximum value

Another strategy was to use the maximum value, 10, as a start-
ing point, and lower it based on negative events during the labor
process. The women represented in this sub-category all inter-
preted the maximum value as equivalent to the ideal childbirth ex-
perience, and explained why they had lowered the number. Fear,
unplanned events such as instrumental birth, or discomfort dur-
ing examinations are some examples of what had influenced the

rating.

The reason why it didn't end up as a ten or a nine is
because it didn't turn out quite as | had expected...
We had, you know, thought that | would give birth
vaginally, and then... that didn't happen. So that kind
of lowered the experience.

(P16)

Starting from the maximum value could also manifest itself in
not being able to identify anything that caused dissatisfaction, and
therefore choosing to rate their childbirth experience by selecting
the maximum value.

...we have nothing to complain about, so then it's a
ten, | think.
(P14)

3.1.3 | Startfrom the middle

Other women used the middle of the scale as their starting point.
Various factors then raised or lowered the value.

| started from the middle. That was like five, six. And
| thought it was like a three, a four something... and
| based the three on the fact that there was a lot of
trouble. But then, that it ended up being a four, uh...
that was because the staff was so good. So that
weighed up... one step, | thought.

(P22)

Women also described how the final value corresponded to a

mean value, representing all experiences during childbirth.
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3.1.4 | Weigh certain experiences more heavily

The women described a series of events that occurred during child-
birth, where particular experiences contributed more strongly to the
final value. Positive experiences could even out negative ones. One
woman described the long wait for epidural anesthesia as a negative

event, but not as anything she included in her final rating:

So if I'm going to consider the waiting time then...
then maybe | should have lowered it to a nine. But it's
not the end of the world, because... ah... everything
else was really good, | think.

(P14)

Some women emphasized how the fact that they had given birth
to a healthy child, sometimes in combination with themselves feeling
well despite childbirth, led to a high value by default. There were also
descriptions of how experiences during the actual birth were con-
sidered most important for the final value chosen because that time
period was easiest to remember during the rating process.

Women also described how negative experiences were the most
significant factor in their rating. Despite the presence of positive ex-
periences, the overall negative impression determined which value
they chose

No but | think the score... | don't feel that it was a
good experience... and then | want to be on the lower
half.

(PO2)

3.1.5 | A meanstoanend

The rating could also have strategic purposes. Some women seemed
to want to influence future care by means of rating their childbirth
experience as poor. One woman scored low to ensure that her nega-

tive childbirth experience would be followed up on.

Um, and then | reasoned as such, that | chose to rate
quite low because... | think that... the difficult parts
are still bigimportant parts. And | think if | rate based
on the good parts, maybe... maybe nothing will hap-
pen with the poor parts then. That's how | reasoned.

(P18)

Another woman stated that she had a mainly positive experience,
but rated lower because her partner found the situation difficult,
something she wanted to mark. Similarly, ratings were sometimes
made as political statements. One of the low ratings was a personal
manifestation of how more resources should be allocated to mater-
nity care, while another woman rated high to express gratitude for

having access to good quality maternity care.

3.2 | Specific factors considered in the rating

When asked to describe their reasoning during the assessment of
childbirth experience, the women mentioned different factors that
contributed to the value chosen. These formed the category Specific
factors considered in the rating, which includes four sub-categories:
The time period; Events linked to strong emotions; Perceived support;
and Previous expectations, all representing aspects of the childbirth

experience relevant to the women.

3.2.1 | The time period

The time period represented in the rating varied widely. For most
of the women, the childbirth experience corresponded to a time
period starting at arrival at the hospital and ending at birth. Others
included time before admission, starting from the onset of labor
contractions, or the waters breaking at home. Some women in-
cluded antenatal visits for planning the birth with an obstetrician,
whom they met also at birth, in their childbirth experience, thus
expanding the time period to several months prior to the birth it-
self. For some women, the childbirth experience also encompassed
events from the postnatal ward, while others did not consider time
after birth in their rating.

3.2.2 | Events linked to strong emotions

One aspect of the rating concerned specific events during childbirth,
resulting in strong emotions that influenced how the women evalu-
ated their childbirth experience. Such events included giving birth to
a healthy baby, or avoiding severe perineal tears, resulting in feelings
of happiness or relief. Experiences of intense pain, or severe compli-
cations, could induce fear that affected the overall childbirth experi-
ence. Fear was also present at CS, in situations where women felt
exposed and subjected to specific fears, such as phobia of needles.

Feelings of being abandoned in a difficult situation could orig-
inate in the staff not being sufficiently present during times when
the women were in particularly great need of support. It could also
relate to how the women's needs were overlooked when the staff
did not have time for them, or that women felt disbelieved.

| got really, really bad pain. And it was so bad. And,
yeah... it just got worse and worse and | felt like...
people didn't really... believe me. Because it was... um,
‘Yeah, she has an epidural, she'll be fine’.

(PO3)

Prolonged labor sometimes resulted in women experiencing they
had performed poorly during labor, causing feelings of shame and
disappointment with their own bodies, which was reflected in the

rating.
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3.2.3 | Perceived support

The experience of support affected the rating both positively and
negatively. Women described how the attitude and competence of
the care providers were strong contributors to their overall child-
birth experience. The care providers' ability to create a sense of se-
curity was often described as a factor that could mitigate the impact
of negative experiences during childbirth. Negative encounters with
the care providers include experiences of not being psychologically
validated during challenging phases of the labor, or care providers
not being present in the birthing room to the desired extent, or mid-
wives being rude or unkind. Also, the partner's support influenced
the rating positively for some women, whereas others did not men-

tion partner support.

3.2.4 | Previous expectations

Whether the birth experience aligned with the woman's expecta-
tions of childbirth was also considered in the rating. Unrealized ex-
pectations often lead to a lower rating. It could involve the need to
induce labor despite hoping for a spontaneous onset, or a desire for
an epidural that was not administered. In several cases, expecting
a vaginal birth but ending up giving birth by CS, either elective or

unplanned, strongly contributed to the rating.

Yeah... | mean... so, because | had... eh... unplanned C-
section. I... initially hoped | would be able to give birth
naturally, and | had read about...eh... water birth and
all these things... and, yeah, really hoped that it would
be a very positive experience and then, it wasn't...
(P13)

Fulfilled expectations, often related to the desired onset of
labor or mode of birth, resulted in a sense of satisfaction that was
reflected in the rating. Expectations could also encompass concerns
regarding the availability of care. One woman described how relief at
actually being admitted to the birth clinic of her choice contributed
to her high rating. Moreover, unfounded fears related to childbirth

could also result in a positive childbirth experience.

I'm kind of terrified of a vaginal delivery. It's like a
horror scenario. To instead get an elective cesarean,
that proceeds according to the plan, that becomes a
very positive experience... because it's so much bet-
ter than a vaginal delivery.

(P11)

4 | DISCUSSION

In this study, 26 women's thoughts when rating overall childbirth
experience were explored. Qualitative analyses resulted in two

main categories representing women's reasoning when decid-
ing which single value should represent their experience of giving
birth. Strategies for choosing a number reflected variations in how the
women approached the scale itself, and Specific factors considered in
the rating reflected how perceived events and feelings contributed
to the chosen value. However, it should be noted that these cat-
egories are not completely independent constructs. Despite being
clearly separate categories, connections are inevitable. Using the
strategy Start from the maximum value meant lowering the number
based on negatively perceived events related to, for example, strong
emotions, support, or expectations, all represented in the category
Specific factors considered in the rating. What the women included in
their overall childbirth experience was hence translated into a num-
ber, using strategies from the first category and factors from the
second category.

Overall, considerable variations were seen in how the women
approached the rating scale, suggesting that not only the childbirth
experience itself but also the reasoning when evaluating it is multi-
faceted. In our study, a standardized phrasing of the question about
overall childbirth experience was used, yet a great variation in how
it was interpreted by the women was found. This heterogeneity
might be even more pronounced in settings using an oral assess-
ment of childbirth experience, which is the case at most birth clinics

in Sweden and Finland,?%?”

since greater variability in how the ques-
tion is asked can be expected when the exact phrasing is shaped by
the person asking. To optimize reliability in the rating of overall child-
birth experience we recommend the use of a standardized question,
together with a clear purpose of the rating.

In the sub-category, A means to an end, descriptions of women
rating low, despite a mainly positive experience of labor and birth,
were included. This was a surprising result, not seen in previous
research, and relevant to consider when evaluating results from
studies using a single-item measurement of overall childbirth expe-
rience. This finding also has clinical relevance, highlighting the need
to always have a conversation about childbirth experience, indepen-
dent of the value chosen, when using NRS or visual analog scale for
identifying women in need of support after a negative experience.
The value itself is to blunt to be a reliable indicator of who needs
support and follow-up after childbirth. Rating of overall childbirth
experience on a single-item NRS before discharge from the hospital
might still identify some of these women, but since a negative child-
birth experience has been shown to sometimes develop over time,
follow-up measures are necessary.®

Great variations were found concerning which time period study
participants included in their rating of childbirth experience. Some
women's end-point was the birth, while others included also time
in the postnatal ward. This reflects different interpretations of the
task of rating childbirth experience. Expanding the end point be-
yond birth itself indicates that contentment with the hospital visit,
rather than the childbirth experience, may be what is expressed by
the value chosen. It could also reflect individual definitions of the
concept of childbirth experience, illustrating the subjectivity in what
matters most to different women, represented in the sub-category
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Weigh certain experiences more heavily. To include, individual planning
of the birth with an obstetrician during pregnancy in one's childbirth
experience was unexpected, but may illustrate the impact of conti-
nuity of care on the childbirth experience since the women in these
cases also met the obstetrician in conjunction with giving birth. The
impact of continuity of care on childbirth experience has recently
been acknowledged in a Cochrane review about midwife continuity
of care models but is apparently relevant also in the continuity of
other professions during pregnancy and childbirth.?’

The experiences included in Specific factors considered in the rat-
ing to a great extent corresponded with the established view of what
the concept of childbirth experience encompasses, that is, strong
emotions related to feeling safe, secure, and in control; the impact
of supportive care providers; and expectations.°=*2 This finding
suggests that the single-item measurement of overall childbirth ex-
perience indeed captures the multidimensionality of childbirth ex-
perience. This is in contrast to previous studies using a quantitative
design, where overall childbirth experience ratings poorly reflected
experiences of professional support.i‘,"zo'33 A trusting relationship
between the woman and her care providers is crucial to the experi-

ence of childbirth,343°

yet challenging to capture by questionnaires.
In the present study, experiences of care-provider interactions
were salient enough to form the sub-category Perceived support.
Experiences related to unmet support needs were also represented
in the sub-category Specific events linked to strong emotions. Thus, by
using a qualitative design, a more comprehensive account of what
women include in their rating of overall childbirth experience was
captured, compared with previous studies comparing the single-item
measurement to multi-item instruments. Our results thereby high-
light the need to ensure that questionnaires measuring childbirth
experience also reflect aspects related to supportive care providers.

This study has several strengths, starting with the method of data
collection. Individual interviews provided rich descriptions of women's
reasoning when rating overall childbirth experience. Some interviews
were very short, which could be deemed a limitation of the study, but
the credibility of the results was strengthened by the interviewer end-
ing each interview by ensuring that the women had shared everything
they wished for on the topic. The think-aloud interview technique
helped the women to focus on how they reasoned when they chose
the value that corresponded to their overall childbirth experience, in
contrast to traditional in-depth interviews exploring the experience
itself. Moreover, the recruitment of participants continued until no
new information was gained in the interviews. Transcripts or findings
were not presented to participants for member checks. However, it
should be acknowledged that women might have felt hampered in
their accounts by being interviewed at the maternity ward, instead of
at a neutral place. This arrangement was a prerequisite for using the
think-aloud method without introducing recall bias by expanding the
time between the rating and the interview.?® Another strength is that
the researchers were blinded from the women's background charac-
teristics during the qualitative analyses, and hence neutral to the data,

which enhances the confirmability of the results.

A variation of parity, birth modes, and childbirth experience
ratings were represented in the sample. However, women in the
study were highly educated, and to a greater extent gave birth by
CS, compared with the national population. Among the women who
gave birth by CS, the vast majority had experienced labor, which
strengthens the transferability of results. A limitation which must
be considered when interpreting the results is the exclusion of
women not fluent in Swedish or English. Information on how many
eligible women who declined participation was not collected, but 26
included women aligns well with the expected number of eligible
women rating childbirth experience at office hours during the data
collection period, when 108 women in total gave birth.

5 | CONCLUSION

Women's reasoning when assessing overall childbirth experience on
a single-item rating scale includes variations both in how the women
approach the scale and in the specific events and feelings that con-
tribute to the chosen value. This heterogeneity should be considered
when using the measurement in research and in clinical practice. A
standardized phrasing of the question and a clear purpose of the
evaluation is warranted to strengthen the validity of the measure-
ment. Moreover, when used clinically for identifying women in need
of support after childbirth, the single-item measurement of overall
childbirth experience should be followed by a conversation about
the experience, independent of the value chosen. Future research is

needed to evaluate how support is best measured.
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