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Abstract 
 

Women’s experience in childbirth is a common topic of psychological study and evaluation, yet 

no measure currently exists which measures the discrepancy between women’s expectations for 

and experience of childbirth. The current study develops and validates a new measure, the 

Expectations and Experience of Childbirth Scale (EECS), which will address this gap in the 

literature. Each of the 10 items in the EECS is presented twice: once in a measure of 

Expectations of childbirth, and once in a measure of Experience of childbirth. Item pairs are 

difference-scored and summed into a total score which indicates the degree to which a woman’s 

birth failed to meet, met, or exceeded her prenatal expectations. Item statistics, alphas, and item-

to-total correlations showed moderately strong reliability, and the scale demonstrated strong 

convergent and discriminant validity. This paper discusses multiple areas for future development 

of the EECS in healthcare and research settings. 

 

Keywords: psychological measurement, childbirth, birth experience, expectations 
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Further Development and Psychometric Analysis of the  

Expectations and Experience of Childbirth Scale 

 Decades of research on the psychological aspects of childbirth indicate that women’s 

experiences in childbirth have a serious impact not only on the mental health of the mother, but 

on her relationship with her child. Women who recall particularly negative memories of 

childbirth have been found to be at greater risk for postpartum depression and low self-esteem, 

especially as relates to their confidence in their parenting abilities (Carter, et al., 2001). 

Postpartum depression and low maternal self-esteem can, in turn, lessen a mother’s sensitivity to 

her child’s needs and result in the establishment of an insecure mother-child attachment, which 

ultimately may lead to an assortment of developmental delays for the child (Weisman, et al., 

2009). Negative childbirth experiences create a substantial barrier to the psychological success of 

a mother and child, and the repercussions of such traumatic events can endure far beyond the few 

hours devoted to labor and delivery. 

 A variety of components contribute to women’s experience of a relatively positive or 

negative birth experience. Many objective factors of birth, such as birth location or mode of 

delivery, can affect how a woman’s childbirth is perceived; research suggests that women who 

deliver their babies at home and women who deliver vaginally tend to report more positive 

experiences than those who deliver in hospitals or via C-section (Christiaens, Verhaeghe, & 

Bracke, 2008; DeLuca & Lobel, 2014). Additionally, subjective, personal factors of childbirth 

have a tremendous influence on how a woman remembers her birth experience, as women who 

report more personal control and social support during labor tend to report a more positive 

overall experience compared to women who feel as though they play little active role in the 

birthing process (Fair & Morrison, 2012; Saxbe, 2017). Within the delivery room, a woman’s 
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experience of birth is impacted by a variety of factors, each interacting with the other to create a 

lived experience which is either positive or negative.  

While the actual reality of events that occur during childbirth influences a woman’s 

overall experience, this reality is mediated by the woman’s prenatal expectations of how she 

believed her birth was going to progress. Over nine months of pregnancy, women often develop 

specific expectations of what they believe their birth will be like, and when reality deviates from 

this constructed idea of birth, there may be negative consequences. Numerous studies have found 

that the emotional valence of women’s expectations for their birth can impact the actual reality 

of their birth experience, as negative expectations are often correlated with negative experiences 

(Alder et al., 2011; Hodnett et al., 2013). Additionally, the presence of a large gap between 

expectations and actual experience of childbirth has also been shown to lead to negative or 

traumatic postpartum outcomes for the mother (DeLuca & Lobel, 2014). Compared to women 

who expect relatively little personal control during childbirth, women who expect to have a high 

degree of autonomy in childbirth may have a more negative experience when this autonomy is 

lacking (Fair & Morrison, 2012). Negative expectations for childbirth may create a self-fulfilling 

prophecy in which a woman is predisposed to interpret the events of childbirth negatively, and 

overly positive expectations may place a woman at risk of being let down by potential 

complications which may occur during birth.  

Understanding the significance of this gap between expectations and experience of 

childbirth is critical for developing strategies to ensure positive childbirth experiences for 

women. Unrealistic prenatal expectations and unpleasant birthing experiences each contribute to 

the creation of a sizeable discrepancy between expectations and reality for a birthing mother. It is 

essential that research not only considers the importance of the expectations-experience gap, but 



EXPECTATIONS AND EXPERIENCE  5 

 

that it also develops valid means of assessing this psychological phenomenon. Presently, no 

measure exists which explicitly assesses the details of, and discrepancy between, a woman’s 

expectations and experience of childbirth. This paper proposes the creation of a measure which 

fills this gap in the literature.  

Existing Measurements of Expectations 

In order to evaluate the necessity for a new measure which compares women’s 

expectations and experiences of childbirth, it is essential to first situate the proposed measure 

within the existing literature, and evaluate which measurement gaps this new scale might 

address. As childbirth is such a valuable topic of study within psychology, numerous measures 

exist which evaluate either women’s expectations for or experience of childbirth. Measures of 

solely women’s expectations of childbirth are fairly limited within the literature, with one of the 

most commonly-cited measures being the Slade-Pais Expectations of Childbirth Scale (SPECS) 

(Slade, Pais, Fairlie, Simpson, & Sheen, 2016). Researchers aimed to create a measure which 

holistically reviewed women’s prenatal expectations for their births, in response to the 

abundance of preexisting scales which were overly specific in addressing prenatal expectations.  

The six subscales included in the SPECS, which account for 42.5% of total variance, are 

titled “coping and robustness to pain,” “fear,” “out of control and embarrassed,” “staff and 

service responsive to needs,” “perceptions of partner’s coping,” and “positive anticipation of 

birth.” While none of these subscales are irrelevant to childbirth, they vary widely in the scope of 

experience which they capture; for example, “fear” and “positive anticipation” are fairly broad 

topics, whereas “perceptions of partner’s coping” refers to a very specific set of expectations a 

woman may have. With 50 total questions, this scale provides an in-depth analysis of women’s 

expectations, but its application is limited to prenatal assessments. Understanding the emotional 
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valence of a woman’s expectations for childbirth can be essential in predicting postpartum 

outcomes, as women with negative expectations tend to report more negative birth outcomes 

than women with positive expectations (Hodnett et al., 2013). However, such research 

necessarily requires a corresponding measure of birth experience, if expectations and reality of 

birth are to be compared. 

Existing Measurements of Experience 

Within the measurement literature, there is much variety in how the construct of “birth 

experience” is operationalized, as well as in the purpose and focus of each individual measure. 

Some scales, such as the Childbirth Perception Scale (CPS) (Truijens, Winien, Pommer, Oei, & 

Pop, 2014) are designed with regard to specific birth environments, whereas others, such as the 

Birth Satisfaction Scale, are intended as instruments for the improvement of healthcare cost and 

quality for birthing women (Hollins Martin & Fleming, 2011). These measures generally have 

much in common with measures of birth expectations, although their focus is shifted from the 

future to the past, as women reflect on their lived experiences of childbirth, rather than their 

expectations for a hypothetical future experience. 

 One of the simpler measures of women’s birth experiences is the Satisfaction with 

Childbirth Scale (SWCh), designed with the intention of measuring the patient-environment fit 

of women in childbirth (Stevens, Wallston, & Hamilton, 2012). This scale defines a satisfying 

birth experience as one in which the patient’s preferences align with her environment. 

Researchers are careful to specify that this is not an emotional or affective response; rather, the 

SWCh emphasizes satisfaction with childbirth as a cognitive evaluation of the experience of 

birth. This definition of birth satisfaction is based on subjective wellbeing theory, which suggests 

that satisfaction arises from perceived alignment between individuals’ preferences and their 
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reality (Pavot & Diener, 1993). In keeping with this definition, the SWCh was created by altering 

a Satisfaction with Life Scale to apply to birth – researchers exchanged the word “life” with 

“birth” for the 5 questions included in the Life scale, and added 3 more items which more 

specifically pertained to birth. Cronbach’s alpha for the scale was found to be .92, a high score, 

which reflects the general homogeneity of the test items.  

The SWCh includes such items as “In most ways, my childbirth experience was close to 

my ideal,” “If I could do it over, I would change almost nothing about my childbirth experience,” 

and “I am satisfied with the experience of my baby’s birth.” These items all refer to a tightly 

defined construct: the alignment of birth with personal preferences. However, these questions are 

not very specific – because the scale is adapted from a life satisfaction scale, questions do not 

refer to specific aspects of labor, such as personal autonomy or social support, which are often 

integral to a woman’s perception of her experience as positive or negative. This lack of focus on 

birth-specific aspects of personal satisfaction limits the application of the SWCh. Because its 

construct is so general, it would be difficult to utilize responses to implement any real changes in 

participant birth environments, as the scale fails to identify any specific aspects of birth which 

may result in particularly high or low scores. Measures of birth experience must be designed 

with birth in mind, as women’s experiences of childbirth are comprised of an assortment of 

unique constructs which require specific measurement in their own right.  

Another scale designed to measure childbirth, the Childbirth Perception Scale (CPS), was 

created in response to the scarcity of literature on the benefits of home delivery, and therefore 

includes many items which reference the specifics of one’s birth environment (Truijens et al., 

2014). The CPS somewhat addresses the issues present in the SWCh, as it focuses specifically on 

birth experience as a unique psychological construct, and even more specifically emphasizes the 
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influence of mode of delivery on childbirth experiences. The CPS was created using the input of 

focus groups which included midwives, maternity nurses, pregnant women, and new mothers, 

unlike the more general creation of the SWCh. This 12-item scale is divided into two subscales 

which explain 52% of total variance: perception of delivery, and perception of the first 

postpartum week. The Cronbach’s alphas for subscales and the total scale were all over .75. 

While items in this scale are more specific than those in the SWCh (e.g. “I was able to relax 

during my labour”), this same specificity also renders the responding difficult for women who 

deliver via C-section. All six items in the “perception of delivery” subscale specifically reference 

labor, which is not always experienced by women who undergo surgical procedures to deliver 

their baby. The CPS is valuable in its assessment of both birth and postpartum outcomes, but its 

emphasis on labor limits its application to a diverse sample of women’s birth experiences. This 

scale focuses largely on the woman’s physical and cognitive experiences of labor – experience of 

panic, safety, and pain – leaving out social aspects such as quality of care or support from a 

partner.  

Other measures of birth experience consider a wider range of labor experiences; the 

Women’s Experience in Childbirth Survey (WECS) evaluates the physical, emotional, cognitive, 

and social aspects of women’s birth experiences (Rini, 2016). This scale, like others of its kind, 

was created to holistically measure women’s birth experiences, but the WECS offers a more 

comprehensive look at domains of birth experience when compared to the SWCh or CPS. As in 

the case of the CPS, this scale was designed with vaginal births in mind, and items such as “I 

was better at handling the contractions as labor progressed” may not apply to women who 

deliver by C-section. However, for women who delivered vaginally, the WECS shows strong 

four-week test-retest reliability (rs between .79 and .88 for all subscales), and a Cronbach’s alpha 
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of .86. Additionally, scores correlated with a single-item assessment of overall birth experience, 

indicating that this measure can lend greater depth to simple assessments of experience.  

The WECS contains 49 items and is divided into 4 subscales: “support during childbirth,” 

“physical and emotional responses to childbirth,” “transformative childbirth experience,” and 

“ability to handle pain.” These factors explain 36.49% of the scale’s variance. This is a relatively 

low amount of variance explained by the factor structure, and the measure development article 

notes only the three highest-loaded items for each scale (Rini, 2016). Additionally, these four 

subscales are of questionable relevance to the author’s stated focus on physical, emotional, 

cognitive, and social aspects of labor; “support during childbirth” clearly relates to the social, 

and “ability to handle pain” to the physical, but “physical and emotional responses” and 

“transformative experience” do not obviously apply to either cognitive or emotional perceptions. 

While this factor structure appears to assess multiple relevant domains of childbirth, the 

conceptual definitions of each factor appear slightly unclear.  

In contrast to these lengthy, comprehensive measures of birth experience, the Birth 

Satisfaction Scale-Revised (BSS-R) presents a 10-item scale which conceptualizes a woman’s 

satisfaction with her birth experience through a healthcare lens (Hollins Martin & Fleming, 2011; 

Hollins Martin et al., 2012). Researchers designed this scale as a means of potentially improving 

the quality of care experienced by birthing women in the United Kingdom, and so items and 

subthemes within this scale reflect aspects of birth which may be related to both a woman’s 

internal characteristics and her birthing environment. This scale has been translated into a variety 

of languages and validated in multiple country contexts, and so its ability to transfer between 

cultures makes it a valuable tool in the assessment of birth experiences (Barbosa-Leiker, et al., 

2015; Martin, Vardavaki, & Hollins Martin, 2016). This high external validity is especially 
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useful for applications of the measure, as BSS-R scores could be used to draw comparisons 

between systems of maternity care across multiple national and cultural contexts.  

The BSS-R contains three overarching themes: “quality of care,” “women’s attributes,” 

and “stress experienced during labor.” Quality of care includes items concerning supportiveness 

of staff and cleanliness of environment; women’s attributes include questions concerning 

personal anxiety and control during labor, and stress includes concerns about labor and its 

progress. However, like many other scales assessing this construct, items on the BSS-R tend to 

focus on women’s experience of labor, which is not a universal part of all childbirth experiences. 

Despite this limitation, this scale serves as a strong example of a concise, culturally-transferrable 

measure of holistic birth experience, designed with practical medical application in mind.  

Existing Measures of Expectations and Experience 

No measures currently exist which directly compare expectations and experience of birth, 

and few measure expectations and experience of childbirth in conjunction with each other. The 

most prominent example of a scale which assesses these two constructs together is the Wijma 

Delivery Expectancy / Experience Questionnaire (W-DEQ), which focuses specifically on 

manifestations of fear in preparation for an experience of childbirth (Wijma, Wijma, & Zar, 

1998). This measure was created in response to previous studies which utilized general anxiety 

measures to assess pregnancy anxiety, an issue of generalization which is not unlike the use of 

life satisfaction measures to evaluate birth experience as seen in the SWCh (Stevens, Wallston, 

& Hamilton, 2012). The researchers behind the creation of the W-DEQ propose that fear of 

childbirth is a unique psychological construct within its own right. This fear of childbirth can be 

traced through women’s cognitive appraisals of expectancies and experiences of delivery, an 

experience which researchers note may vary between first-time mothers and more experienced 



EXPECTATIONS AND EXPERIENCE  11 

 

mothers. The W-DEQ was shown to correlate with both measures of anxiety and of depression, 

indicating that fear of childbirth may perhaps be related more to general psychological distress 

than to specific anxieties concerning birth.  

The W-DEQ is a summation of questions concerning participants’ expectations and 

experience; low expectations which were met with a highly positive experience would result in a 

mid-range score, indistinguishable from that of a participant who reported middling responses to 

all expectations and experience items. By simply including questions about prenatal and 

postnatal thoughts without distinguishing scoring between the two, the W-DEQ fails to assess 

any difference between expectations and experience. In contrast, it simply measures the overall 

valence of women’s emotions concerning all aspects of their pregnancy and birth, rather than 

evaluating the existence of a difference between prenatal and postnatal emotions. 

Proposed Measure 

No existing measure currently allows researchers to examine the disparity between a 

woman’s expectations for and experience of childbirth. This gap in the literature inhibits the 

ability to better understand and respond to differences in these two important phenomena. 

Numerous measures assess expectations or experience in isolation, or evaluate the sum total of a 

woman’s combined expectations and experience, but none compare these two sets of feelings 

directly. This construct has occasionally been included as a single question within a larger scale, 

as in the case of the item “My baby’s birth did not go the way I wanted it to go” in the SWCh 

(Stevens et al., 2012), but it has never been explored as a construct within its own right. Just as 

birth contains domains and potential subscales much more complicated than simply “satisfaction 

with childbirth,” so the disparity between expectations and experience is more complicated than 

a single test item. The proposed scale hopes to measure this construct, addressing the limitations 
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presented in the scales discussed above.  

The purpose of this measure development study is to create an empirically-validated scale 

which evaluates the degree of discrepancy between women’s expectations and experience of 

birth. Scores from this scale can be interpreted to determine whether women’s birth experiences 

failed to meet, met, or exceeded their expectations for childbirth. This scale was developed in 

two different studies: a small-scale pilot test to revise and refine scale items, and a larger study 

focusing on reliability and validity. By developing a deeper understanding of the dimensions of 

the expectations-experience gap in women’s childbirth, researchers can work towards reducing 

the negative postpartum outcomes which are so often associated with these discrepancies 

(DeLuca & Lobel, 2014), and adequately prepare women for a positive birth experience.  

Experimental Materials 

Expectations and Experience of Childbirth Scale 

The Expectations and Experience of Childbirth Scale aims to measure the degree of 

difference between a woman’s expectations for and experience of childbirth. Because women’s 

expectations for birth often deviate significantly from their lived experiences, this scale measures 

the size of this disparity, capturing not only how expectations differ from experience, but the 

relative valence of the difference between these two concepts. Women’s scores on the EECS 

indicate if their experience of childbirth was more negative than expected, exactly as expected, 

or more positive than expected, and to what degree. This scale is not designed to assess the 

strength of a woman’s prenatal expectations, only their relative emotional valence in relation to 

the emotional valence of her birth experience. Additionally, because this scale measures the 

expectations-experience gap holistically, it is not intended to be used to assess any specific 

domains of childbirth; the scale conceptualizes childbirth as a single unified experience. Finally, 
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the EECS focuses solely on expectations and experience of the hours devoted to labor and 

delivery, and does not account for women’s expectations of new motherhood. 

 Items for this scale were developed using themes found in a qualitative review of existing 

measures of women’s birth experience. Existing measures considered in item generation 

included the Birth Satisfaction Scale (Hollins Martin & Fleming, 2011), Satisfaction with 

Childbirth Scale (Stevens et al., 2012), Women’s Experience in Childbirth Survey (Rini, 2016), 

and the Childbirth Perception Scale (Truijens et al., 2014). Common themes found within these 

surveys included quality of care, stress experienced by the mother during labor, quantity and 

quality of medical intervention, personal autonomy and participation in decision-making, social 

support, and experience of pain. From these themes, 14 original item concepts were devised.  

 Each of the 14 item concepts is presented twice in the scale: once, worded so as to apply 

to prenatal expectations (e.g. “I will feel safe while giving birth”) and once as a postpartum 

review of experience (e.g. “I felt safe while giving birth,”). In this fashion, the scale contains 28 

items – 14 within an Expectations subscale, and 14 within an Experience subscale. The EECS 

uses a Likert scale response style, with participant responses anchored from 1 (strongly disagree) 

to 5 (strongly agree). Six of the 14 items are written to be reverse-coded in order to reduce test-

taker acquiescence. Total scores for the EECS are calculated by computing a difference score for 

each item pair, subtracting a participant’s response to the Expectations item from their response 

to the complementary Experience item. In this way, the resulting value reflects the degree to 

which participants’ expectations deviated from their expectations. These difference scores are 

then totaled to create a final score for the EECS. A score of zero on the EECS indicates that a 

participant’s experience met her expectations overall, or that the net differences between aspects 

of expectations and of experience balanced out to zero. A negative score indicates that her 
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experience was more negative than expected, and a positive score indicates that her experience 

was more positive than expected. The full content of the EECS can be found in Appendix A. 

Validation measures 

The questionnaire presented in this study includes multiple other previously-published 

scales, intended to assess convergent and discriminant validity of the EECS. It is well-

established in the literature that women whose expectations are met or exceeded in childbirth 

tend to report an overall more positive birth experience than women whose birth does not live up 

to their expectations. For this reason, this survey includes the Satisfaction with Childbirth Scale 

(Stevens et al., 2012) and the Birth Satisfaction Scale (Hollins-Martin & Fleming, 2011), two 

measures of overall childbirth experience. Based on this relationship between the expectations-

experience gap and birth experience, I expected a moderate positive correlation between these 

two scales and the EECS. In order to establish discriminant validity of this scale, I included the 

New General Self-Efficacy Scale (NGSE) (Chen et al., 2001) in the survey. The EECS is not 

intended to measure women’s perceptions of their ability to effect change in their lives, and so I 

expected no correlation between the EECS and the NGSE. A significant correlation between 

these measures, either positive or negative, would indicate that the construct of expectations-

experience gap may not have been properly defined, and overlaps in unintended ways with other, 

unrelated constructs such as self-efficacy. 

 This study also considers known group differences as a means of validating the content of 

the EECS. Existing literature suggests that women who deliver by C-section tend to report 

experiences of birth which do not meet their expectations (Malacrida & Boulton, 2014). 

Relatively few women expect to deliver by C-section, and this mode of delivery is often the 

result of a birth in which the fetus is endangered and emergency medical intervention is 
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necessary. Additionally, because many women place value on “natural” vaginal birth, an 

emergency C-section birth may create a significant sense of disappointment postpartum. 

Accordingly, I expected women who delivered by C-section to report more negative scores on 

the EECS than women who delivered vaginally, reflecting that birth experience was more 

negative than expected. Another known group difference related to this construct is that of first-

time mothers (primiparas) as opposed to experienced mothers (multiparas). Previous research 

suggests that women who have not given birth before tend to experience births which are less 

positive than expected (Truijens et al., 2014). It is well-established that primiparas tend to have 

more complicated births (including instrumental delivery, longer labor, etc.) compared to 

multiparas. First-time mothers perhaps may not have the previous experience necessary to 

generate a realistic set of expectations concerning the realities of childbirth, or to ensure that 

their birthing environment meets their expectations. Multiparas, on the other hand, have 

delivered babies before, and therefore are more likely to experience a birth which either meets or 

exceeds their expectations. In light of these findings, I expected primiparas to score lower on the 

EECS than multiparas.  

Finally, this survey concludes with various demographic questions for participants, 

intended to collect information about the diversity of the sample which can be used to evaluate 

the likely external validity of this scale. Participants provide information surrounding the specific 

details of their birth, such as location and mode of delivery, as well as the current age of their 

baby. Women who gave birth many months ago may report differently from women who gave 

birth very recently, and so it is important to be able to assess this source of variance through an 

understanding of the relative distance from birth of each participant. Participants are also asked 

about their education, income, race, and age. These questions are included in order to better 
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understand the socioeconomic and cultural backgrounds of participants, which may be a 

potential source of variance in responses.  

Study 1: Pilot Testing 

Method and Participants 

 The first stage of this study involved pilot-testing the original 14-item EECS with sample 

of 30 women from a mid-sized town in the Pacific Northwest of the United States. I recruited 

participants for this portion of the study from postpartum yoga classes and breastfeeding support 

groups. After providing consent and assuring their eligibility for the study, participants 

completed paper surveys containing the methods of the study at the conclusion of their group 

meetings. Participants were between 24 and 45 years old (M = 32.8), and had babies between one 

week and 11 months old (M = 4.2 months). The majority of participants had only given birth 

once (N = 24). Of the 30 participants, 24 delivered in a hospital, and 6 delivered in birth centers 

or their own homes. Additionally, 9 participants delivered via C-section, and 21 delivered 

vaginally. Participants were overwhelmingly white (N = 25), and from relatively high-income, 

educated backgrounds.  

Results 

  Results from this stage of testing indicated moderate internal consistency of the 

difference-scored scale overall (α = .57), with alphas of .52 and .70 for the Expectations and 

Experience subscales, respectively. EECS total scores correlated as expected with measures of 

convergent and discriminant validity, although no known group differences were found, possibly 

due to the lack of diversity of the sample. Of the 14 difference-scored items included in the 

EECS total score, 10 showed item-to-total correlations above .13. The four item pairs with 

notably low item-to-total correlations concerned feeling supported by others, being able to 
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control one’s panicky thoughts, choosing medical procedures, and controlling the progress of 

birth. Further analyses revealed that removing these four concepts from the measure raised the 

overall Cronbach’s alpha of the scale to .693, and so they were omitted in the final version of the 

scale. 

Study 2: Measure Validation 

 Following the small-scale pilot testing completed in Study 1, I saw a need to test the new 

10-item EECS with a larger sample size. Completing this larger study allowed for greater 

statistical power in item and scale analyses, and provided a wider context for potential 

applications of this scale with varying populations.  

Method and Participants 

 Following the revision of the scale to include 10, rather than 14, item pairs, I collected 

further data in order to establish the reliability and validity of the EECS with a larger, more 

diverse sample. I  recruited 76 participants from postpartum yoga classes, breastfeeding support 

groups, birth centers, and new moms’ groups in multiple cities in the Pacific Northwest of the 

United States. Procedures for this stage of the study were much the same as during Study 1. I 

approached participants at the conclusion of their group meeting, and presented each with a 

paper survey to complete once she consented to participate in the study. The survey utilized in 

this stage of research was identical to that used in pilot testing, with the exception of the revision 

of each subscale of the EECS to include 4 fewer item pairs.   

 Participants in this stage of the study ranged between 25 and 44 years of age (M = 34 

years). All had given birth in the past 12 months, and their babies’ ages were between 1 week 

and 24 months old (M = 4.8 months). Participants gave birth largely in hospitals (N = 68), 

although 8 delivered in a birth center or at home. Births were roughly 2/3 vaginal (N = 54) and 
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1/3 C-section (N = 22). In this stage of the study, as in the first, participants were 

overwhelmingly white (76%, N = 58), highly educated (885 had a bachelor’s degree or higher, N 

= 67), and of high income. A complete presentation of participant demographics can be found in 

Table 1.  

Results 

 Statistical analyses were conducted for difference-scored EECS items, as well as for both 

Expectations and Experience subscales. Item means for the EECS ranged between -0.62 and 0.43 

(of a possible -4.0 to 4.0), with standard deviations between 0.65 and 2.08. Of the ten difference-

scored items, nine showed significant item-to-total correlations, with rs between 0.23 and 0.78. 

The only scale item which showed a nonsignificant item-to-total correlation was Item 5, 

concerning the presence of family or friends at birth. More information on EECS items can be 

seen in Table 2. 

 While the final EECS scale usese difference-scored items from the Expectations and 

Experiences subscales, it is essential to evaluate the validity of each component of the scale; if 

the two subscales do not accurately measure women’s expectations and experiences, then the 

difference-scored items cannot be a valid measure of the discrepancy between these constructs. 

Expectations subscale item means were between 1.92 and 4.60, with standard deviations between 

0.55 and 1.68. Item-to-total correlations ranged from -0.05 to 0.62. On the Experience subscale, 

item means were slightly higher than those on the Expectations subscale, and fell between 2.81 

and 4.76 (standard deviations between 0.61 and 1.67). Further detail on these two subscales is 

presented in Tables 3 and 4. Overall, standard deviations were slightly higher for items in the 

Experience subscale as compared to Expectations, although both subscales had similar average 

item-to-total correlations.  
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 The final Expectations and Experience of Childbirth Scale showed a Cronbach’s alpha of 

0.62 overall, compared to the original alpha of 0.57 as measured in pilot testing. Expectations 

and Experiences subscales had alphas of 0.45 and 0.55, respectively. EECS total scores 

correlated significantly with both Expectations (r = -0.51, p < 0.01) and Experience subscales (r 

= 0.73, p < 0.01). Expectations and Experience subscales did not correlate significantly with 

each other. Table 5 contains more complete information concerning EECS scale-level 

correlations.  

 EECS total scores correlated as expected with measures of convergent and discriminant 

validity. Significant correlations were found between EECS and Birth Satisfaction scores (r = 

0.42, p < 0.01), as well as between EECS and Satisfaction with Childbirth scores (r = 0.51, p < 

0.01). As expected, no significant correlation was found between the EECS and the General Self-

Efficacy Scale. However, there was a significant correlation between self-efficacy and 

Expectations subscale scores, r = 0.41, p < 0.01.  

 Finally, analyses of known group differences showed generally significant results. Mode 

of delivery was a significant predictor of both EECS total score, t(72) = 3.73, and Experience 

subscale score, t(72) = 2.74. Women who delivered vaginally (M = 1.43, SD = 5.96) tended to 

have higher EECS scores than women who delivered by C-section (M = -4.40, SD = 5.98), as 

well as higher Experience subscale scores (vaginal M = 37.61, SD = 5.83; C-section M = 33.70, 

SD = 4.23). Additionally, a positive correlation was found between a woman’s number of 

previous births and her EECS, Experience subscale, Satisfaction with Childbirth, and Birth 

Satisfaction scores. These correlations can be found in Table 5. Further analysis revealed that 

multiparas scored higher on the EECS than primiparas, t(72) = 2.64.  No relationship was found 

between birth location and EECS total score, F(2, 71) = .55. Additionally, no relationship was 
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found between EECS scores and participant age or participant months postpartum.  

Discussion 

 This study sought to develop and validate a measure of the discrepancy between 

women’s expectations for and experiences of childbirth. Overall, this measure performed well 

through data collection, statistical analysis, and validation. Item means for the 10 difference-

scored EECS items were all less than 0.70 away from zero, indicating that participant responses 

to an item on the Expectations subscale tended to be similar to responses to the item’s pair in the 

Experience subscale. Item means on the two subscales tended to be slightly higher than on the 

final difference-scored items, especially within the Expectations subscale; participants generally 

recorded more positive expectations than experiences. Standard deviations for final EECS items 

showed some variation, and reflected moderate variety in responses to each item. Greater 

standard deviations were found for items within each subscale as compared to the difference-

scored EECS items. This trend perhaps suggests that, while participants’ expectations and 

experience may have varied in positivity, each individual participant tended to respond similarly 

to both items from an item pair (one in each subscale), resulting in less variation in difference-

scored items. A participant who responded “5” to item 1 in both subscales would ultimately 

register the same final EECS score on that item as a participant who responded “1” to those same 

items, as both participants’ expectations exactly aligned with their experiences.  

 Looking at each item holistically, only EECS Item 5 performed markedly poorly overall. 

This item had one of the lower standard deviations out of the 10 items in the scale, and one of the 

lowest item-to-total correlations not only on final difference-scored items, but also as presented 

in each subscale. Item 5 concerned the presence of family or friends at one’s birth, and the item’s 

overall lack of consistency with other items perhaps suggests that this concept does not strongly 



EXPECTATIONS AND EXPERIENCE  21 

 

relate to participants’ expectations-experience gap. It may be that deviations in expected family 

or friends at one’s birth simply do not contribute to a large gap between expectations and reality, 

and this particular construct is not meaningful within the larger construct of a woman’s birth 

experience. Additionally, this concept simply may not be one in which expectations are likely to 

deviate significantly from reality (that is, if one expects family to be present, they likely will be). 

This may be a result of the wording of the item; family being “present” is a fairly affectively 

neutral statement, whereas family being “supportive,” “respectful,” or “understanding” are more 

emotionally impactful and likely to vary between a woman’s expectations and experience.  

 At the scale level, the EECS showed fairly strong reliability and validity. Removing the 

four low-validity items from the original scale led to an increase in Cronbach’s alpha between 

pilot testing and final validation testing, as expected. Additionally, the total scale alpha was 

greater than that of the subscales, indicating that the total EECS is more internally consistent 

than either of its two parts. The scale correlated as expected with measures of convergent and 

discriminant validity – women with high EECS scores had more positive birth experiences, and 

no relationship existed between expectations-experience gap and perceived self-efficacy. 

Known-group differences analyses also showed confirmatory results, as vaginal births and prior 

birth experience were both shown to be positively related to births which either met or exceeded 

expectations.  

Multiple unexpected relationships were found between the Expectations subscale and 

other measures. Interestingly, no correlation was found between the two subscales, a finding 

which contradicts evidence in the literature which suggests a positive relationship between birth 

expectations and birth experiences (Hodnett et al., 2013). Additionally, the negative correlation 

between Expectations subscale score and total EECS score perhaps suggests that participants 
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with low expectations for birth have “nowhere to go but up;” that is, their expectations are low 

enough that even a relatively neutral experience of birth would be significantly better than 

expected, leading to a positive EECS score. Finally, the Expectations subscale also correlated 

positively with self-efficacy. Women who perceived themselves as more capable of effecting 

change in their lives were here shown to be more optimistic about their births, findings which 

suggest the influence of internal, subjective factors on the formation of childbirth expectations. 

Future research might consider evaluating this relationship further, in order to determine which 

personal factors may impact a woman’s prenatal expectancies for birth.  

While the results of this study generally confirm the psychometric quality of this 

measure, numerous limitations of scale construction and methodology may impact the validity of 

these results. Because an individual’s final EECS score is the sum total of difference-scored 

items, this total may not reflect the emotional valence of participant responses – a participant 

who had negative expectations and a negative experience would ultimately score the same on the 

EECS as a participant who reported highly positive expectations and experience, because in both 

cases, the participant’s expectations were exactly met by their experience. In this way, difference 

scoring also eliminates some of the variation in participant responses, findings which are 

reflected in the lower standard deviations of items on the EECS as compared to on each of the 

subscales. Additionally, because participants were being asked to reflect back about births which 

may have occurred many months ago, their responses may be influenced by hindsight bias. A 

woman’s birth experience may have been very negative, but the memories may have since faded 

or been overwritten by positive memories of her new baby, resulting in inaccurate responding to 

the EECS.  
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A further limitation of this study stems from its inherently biased sampling strategy. 

Because not all women can afford to participate in weekly support groups or yoga classes, where 

data were collected for this study, the sample represented in this study is overwhelmingly white 

and upper-class. The experiences of women of this demographic group do not necessarily reflect 

all women’s experiences, and the lack of diversity in the sample raises questions about the 

scale’s applicability to the populations not represented in this study. Those issues surrounding 

childbirth which are important to upper-class women may differ from those valued by les 

economically advantaged individuals. For example, the cost of medical intervention or ability to 

recover quickly from childbirth might be sources of stress during delivery for low-income, but 

not high-income, mothers. Especially because these lower-income populations are most likely 

those without the resources to deal with the potential negative outcomes of an unsatisfactory 

birth experience (postpartum depression, etc.), future research should consider reaching out to a 

more diverse sample in order to increase the scale’s external validity.  

In addition to addressing issues of sample diversity, future evaluations of the 

Expectations and Experience of Childbirth Scale should consider rewording or removing Item 5 

due to its low item-to-total correlation This item might be reworked so as to refer more 

specifically to a woman’s feeling socially supported or respected during birth, rather than 

referencing the emotionally-neutral presence of family or friends. Additionally, future studies 

using this scale should consider administering the two different subscales at different times, 

rather than simultaneously – this would reduce potential hindsight bias in responding, and ensure 

that participants’ prenatal expectations are not colored by their actual experience of birth.  

Hospitals and hospital-based practitioners provide a valuable means by which many of 

these limitations could be addressed. While recruiting participants from within a hospital would 
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necessarily exclude women who deliver at home or at birth centers, the sample of participants 

recruited here would likely be very socioeconomically diverse, as 98.6% of women in the United 

States give birth in hospitals (MacDorman, Mathews, & Declercq, 2014). Additionally, because 

many women seek prenatal and postpartum care at hospitals, this recruitment location would 

provide consistent access to participants throughout the course of their pregnancy and new 

motherhood. The scale could easily be administered to the same patient both before and after her 

birth, reducing the problem of hindsight bias in responding.  

The Expectations and Experience of Childbirth scale addresses a heretofore unexplored 

construct within psychological measurement, and the results of this study suggest that this scale 

may be a valuable resource in assessing the gap between women’s expectations and experiences 

of childbirth. This scale offers two possible means of investigating potential pathways towards 

the improvement of women’s birth experiences in general. First, researchers and care providers 

must create birthing environments which are more conducive to a positive experience of 

childbirth. By considering what literature suggests is important to women as they deliver their 

children, and applying these findings to hospitals and birth centers, professionals can hopefully 

create more positive birth experiences overall. However, some aspects of birth are impossible to 

control, and complications in childbirth are occasionally unavoidable. In this case, we arrive at 

the second possible action: ensure that women have realistic expectations for birth. If one of the 

ultimate goals of maternity care is to reduce the gap between expectations and experience, 

lowering expectations is just as important as raising experiences. By setting realistic goals for 

childbirth, prenatal care providers can hopefully insulate women against the adverse effects of an 

unexpectedly negative birth experience. Practical application of the Expectations and Experience 
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of Childbirth Scale has the potential to offer tremendous benefits both to birthing women and to 

those who care for them.   
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Table 1. Participant Demographics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Variable Category N % 

Birth Location Home 

Birth Center 

Hospital 

3 

5 

68 

4.0 

6.6 

89.4 

Mode of Delivery Vaginal 

C-Section 

54 

22 

71.1 

28.9 

Race White 

Hispanic / Latino 

Asian / Pacific Islander 

Other 

58 

1 

7 

7 

76.3 

1.3 

9.2 

9.2 

 

Education High School 

Some College 

Associate’s 

Bachelor’s 

Postgraduate 

3 

2 

4 

28 

39 

3.9 

2.6 

5.3 

36.8 

51.3 

Household Income Less than $25,000 

$25,000 - $34,999 

$35,000 - $49,999 

$50-000 - $74,999 

$75,000 - $99,999 

$100,000 or More 

 

1 

2 

3 

10 

9 

48 

1.3 

2.6 

3.9 

13.2 

11.8 

63.1 
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Table 2. Experience-Expectations Item Means, Standard Deviations, and Item-to-Total 

Correlations 

Item Mean 

Difference 

SD Item-to-Total 

Correlation 

Simple birth -0.62 2.08 0.79 

Feeling respected 0.16 0.88 0.39 

Short birth 0.43 1.91 0.61 

Safety of baby 0.05 1.54 0.48 

Presence of family 0.18 0.76 0.15 

Managing own pain -0.54 1.70 0.64 

Caregivers paying attention 0.04 0.65 0.28 

Painless birth 0.28 1.41 0.43 

Safety of self -0.04 0.88 0.47 

Partner being supportive -0.08 0.73 0.23 

Note. Participants responded to a 5-point scale, anchored from 1 strongly disagree to 5 strongly 

agree. Difference scores were calculated by subtracting Expectations scores from Experience 

scores; a positive score indicates that participant’s experience exceeded expectations.  
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Table 3. Expectations Subscale Item Means, Standard Deviations, and Item-to-Total 

Correlations 

Item Mean  SD Item-to-Total 

Correlation 

Simple birth 3.64 1.13 0.62 

Feeling respected 4.59 0.88 0.41 

Short birth 2.36 1.05 0.39 

Safety of baby 3.17 1.32 0.58 

Presence of family 3.33 1.68 0.39 

Managing own pain 3.76 1.17 0.54 

Caregivers paying attention 4.67 0.55 0.41 

Painless birth 1.92 0.95 0.45 

Safety of self 4.46 0.81 0.37 

Partner being supportive 4.74 0.68 -0.05 

Note. Participants responded to a 5-point scale, anchored from 1 strongly disagree to 5 strongly 

agree. 
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Table 4. Experience Subscale Item Means, Standard Deviations, and Item-to-Total Correlations 

Item Mean  SD Item-to-Total 

Correlation 

Simple birth 4.66 0.77 0.70 

Feeling respected 3.22 1.41 0.29 

Short birth 2.21 1.34 0.62 

Safety of baby 2.81 1.62 0.47 

Presence of family 3.01 1.63 0.34 

Managing own pain 3.55 1.67 0.54 

Caregivers paying attention 4.42 0.93 0.36 

Painless birth 4.71 0.63 0.36 

Safety of self 3.21 1.53 0.40 

Partner being supportive 4.76 0.61 0.28 

Note. Participants responded to a 5-point scale, anchored from 1 strongly disagree to 5 strongly 

agree. 
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Table 5. Means, Standard Deviations, and Correlations between the Measures 

Scale Mean SD EECS Expect Exper SWC BSS-R SE 

Expectations & 

Experience of Childbirth 

Scale (EECS) 

-0.15 6.47 (0.62)      

Expectations Subscale 

(Expect) 

36.64 4.45 -0.51** (0.45)     

Experience Subscale 

(Exper) 

36.55 5.69 0.73** 0.21 (0.55)    

Satisfaction with 

Childbirth Scale (SWC) 

23.35 3.86. 0.51** 0.04 0.62** (0.93)   

Birth Satisfaction Scale-

Revised (BSS-R) 

37.86 6.71 0.42** 0.19 0.61** 0.71** (0.79)  

Self-Efficacy Scale (SE) 33.35 4.70 -0.21 0.41** 0.09 0.11 0.13 (0.92) 

Total births   0.25* 0.09 0.36** 0.28* 0.30* 0.23 

Note. Internal consistency reliability estimates (Cronbach’s alpha) appear in the main diagonal.  

* indicates correlation is significant at p < .05, ** p < .01. 
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Appendix A 

Expectations and Experience of Childbirth Scale 

Part I: Expectations for Childbirth 

 

1  2  3  4  5 

Strongly Disagree      Strongly Agree 

 

1. I expected to have a simple birth with no 

complications. 

1 2 3 4 5 

2. I did not expect to feel respected by the people 

helping me to give birth. 

1 2 3 4 5 

3. I expected giving birth to take a long time. 1 2 3 4 5 

4. I expected that I would worry about the safety of my 

baby when I gave birth. 

1 2 3 4 5 

5. I expected my family and/or friends to be present 

when I gave birth. 

1 2 3 4 5 

6. I expected to be able to manage my own pain when I 

gave birth. 

1 2 3 4 5 

7. I expected that care providers would pay attention to 

me when I gave birth. 

1 2 3 4 5 

8. I expected birth to be very painful. 1 2 3 4 5 

9. I expected to feel safe while giving birth. 1 2 3 4 5 

10. I expected my partner support me during birth. 1 2 3 4 5 

 

Part II: Experience of Childbirth 

1  2  3  4  5 

Strongly Disagree      Strongly Agree 

     

1. I felt supported by my partner during birth. 1 2 3 4 5 

2. I was able to manage my own pain when I gave birth. 1 2 3 4 5 

3. Giving birth was very painful. 1 2 3 4 5 

4. Giving birth took a long time. 1 2 3 4 5 

5. I had a simple birth with no complications. 1 2 3 4 5 

6. My family and/or friends were present when I gave 

birth. 

1 2 3 4 5 

7. I felt safe while giving birth. 1 2 3 4 5 

8. My care providers paid attention to me when I gave 

birth. 

1 2 3 4 5 

9. I worried about the safety of my baby when I gave 

birth. 

1 2 3 4 5 

10. I did not feel respected by the people helping me to 

give birth. 

1 2 3 4 5 

 




