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Abstract

Background: ‘Birth satisfaction’ is important since experience of labour can influence women’s post-natal adjustment.
Objective: To explore: (1) childbearing women’s experiences of ‘birth satisfaction’ and (2) identify contexts in which it is
more appropriate to use the 30-item Birth Satisfaction Scale (BSS) or the 10-item BSS-Revised (BSS-R).

Study design: A quantitative survey was conducted using the 30-item BSS. As a function of completing the 30-item BSS,
participants also completed the short-form 10-item BSS-R.

Participants: A convenience sample of post-natal women (n=228) attending for National Health Service (NHS) care at the
Ayrshire Maternity Unit in the West of Scotland (UK) participated. Participants were within their first 10 post-natal days.
Results: The 30-item BSS mean scores = 115.84 (SD 14.05). The thematically determined subscale mean scores of quality
of care provision (BSS-QC; 8-items), women’s personal attributes (BSS-WA; 8-items) and stress experienced during
labour (BSS-SL;14-items) subscales, were 32.2 (4.09), 31.9 (4.16) and 51.73 (8.04) respectively. Women experienced
greater ‘birth satisfaction’ when they had a Spontaneous Vertex Delivery compared with a complicated delivery.
Primigravidas were generally less ‘birth satisfied” than multiparous women.

Key conclusions: Overall assessment of care was complimentary, with global levels of ‘birth satisfaction’ generally high. In
response to psychometric tests, the 30-item BSS has been trimmed down to a statistically robust, valid and reliable 10-item
BSS-R.

Implications for practice: Now that a valid and reliable 10-item BSS has been developed to measure women’s experiences
of childbirth, it can be used to assess differences between variables such as home and hospital birth, or to establish
correlates with other valid measures. We advance our study as an important contribution to person-centered maternal
healthcare.
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Introduction birth experience [5]. Factors include experiencing severe
pain [8,9], excessive stress [8], being injured [10-13],
receiving an obstetric intervention [14,15], perceptions of
inadequate medical care [16], long labour [17], personality
characteristics [18,19], being knowledgeable about birth
[20,21], self-efficacy [22,23], ability to cope with adversity
[18], feeling in control [24-27], level of choice provided
[23,28,29], feeling empowered [20,30], labouring in a
comfortable environment [31,32], continuous support
throughout labour [24,33,34], quality relationships with
care providers [10,31,34] and delivery of a healthy infant
[11,31].

Such evidence underpins factors that make a woman
feel *birth satisfied’, which is important because negative

The term ‘birth satisfaction” represents survival of the
woman and delivery of a healthy infant, with social policy
documents in the UK advancing this definition to include
provision of choice and control to childbearing women [1-
4]. This paper assesses women’s experiences of childbirth
in just one large maternity unit in the West of Scotland
(UK) using the Birth Satisfaction Scale (BSS) [5-7].
During data-analysis, items on the BSS were also validated
and results are reported herein.

Within the literature many factors have been shown to
influence women’s satisfaction/dissatisfaction with their
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Table 1 Themes and subthemes of the Birth Satisfaction Scale (BSS) identified in a literature review
(Hollins Martin & Fleming, 2011) [5]

(1) Quality of Care provision (QC) (1a) Home assessment (Q12 & 26)
(1b) Birth environment (Q14 & 28)
(1c) Sufficient support (Q10 & 14)
(1d) Relationships with healthcare professional (Q13 & 27)
(2) Women'’s Attributes (WA) (2a) Ability to cope during labour (Q1 & 15)
(2b) Feeling in control (Q12 & 16)
(2c) Preparation for childbirth (Q3 & 17)
(2d) Relationship with baby (Q11 & 25)
(3) Stress experienced during Labour (SL) (3a) Distress experienced during labour (Q4 & 18)
(3b) Obstetric injuries (Q5 & 19)
(3c) Perception of having received sufficient medical care (Q7 & 21)
(3d) Receipt of an obstetric intervention (Q8 & 22)
(3e) Pain experienced (Q29 & 30)
(3f) Long labour (Q9 & 23)
(39) Health of baby (Q6 & 20)

Participants responded to the 30-items on a 5-point Likert scale based on level of agreement/disagreement with the statement placed. Half
of the items were reverse scored with post-natal scores ranging from 30-150. A score of 30 represents least satisfied and 150 most. An
example question follows:

(Q12) My birth experience was considerably different to what | intended

Strongly Agree Neither Agree or Disagree Strongly Disagree
Agree Disagree
Scores 1 2 3 4 5
Comments
experiences of childbirth can be preserved across time Design

[10,35] and may impair mental wellbeing [36,37]. From
the literature, Hollins Martin and Fleming [5] developed The 30-item BSS [5] was validated [6-7] and used to

the 30-item Birth Satisfaction Scale (BSS) to improve assess post-natal women’s levels of birth satisfaction. A
professional understanding of what promotes birth short 10-item version of the BSS, the BSS-Revised (BSS-
satisfaction/dissatisfaction in one large maternity unit in R), is intrinsic to the full scale and was developed by
the West of Scotland (UK). To view validation papers see Hollins Martin and Martin [7] using structural equation
Hollins Martin et al. [6] and Hollins Martin and Martin [7]. modeling. The attendant community midwife collected

The research questions in this study asked: (1) What are data within the first 10 post-natal days.

childbearing women’s experiences of birth satisfaction at

the Ayrshire Maternity Unit in the West of Scotland (UK) Participants

and (2) How valid are the questions on the 30-item Birth

Satisfaction Scale (BSS)? A convenience sample of informed consenting post-natal
women (n=228) attending for National Health Service
(NHS) care at the Ayrshire Maternity Unit (AMU) in the

Method West of Scotland (UK) participated. Participants were

recruited by the community midwives who delivered their

post-natal care. The AMU has around 4,500 births a year

and includes both a midwife led ‘birthing unit’ and an

was obtained from the UK National Health Service (NHS) obstetric led “delivery suite’. Participants were within their

National Research Ethics Service (NRES) (study first 10 post-natal days. Inclusion criteria included
reference: 10/S1001/31) uncomplicated pregnancy and term delivery between 37-43

weeks. The participant age range was 16-50 years.

A quantitative survey of post-natal women was carried out
between October 2010 and January 2011. Ethics approval
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Exclusion criteria were delivery outwith term, medical
diagnosis, suboptimal obstetric history or adverse obstetric
clinical outcomes. Those younger than 16 and older than
50 years were excluded from the study. The population
sampled were regular primigravid and multigravid women
from the general community attending for routine UK
National Health Service (NHS) care. NHS maternity
service provision across the UK is standardised and
regulated by the government, with women in the UK rarely
seeking privatised care.

Measuring tools

The BSS is an instrument designed to measure women’s
levels of birth satisfaction on 15 domains underpinned by 3
themes (see Table 1).

To view items comprising the 30-item BSS (see Table
2).

Table 2 Birth Satisfaction Scale (BSS) (Hollins
Martin & Fleming, 2011) [5]

(1) I coped well during my birth.

(2) The delivery room staff encouraged me to make decisions
about how | wanted my birth to progress.

(3) I was well prepared for my labour, i.e., read a lot of literature
and/or attended parenthood education classes.

(4) |found giving birth a distressing experience.

(5) | came through childbirth virtually unscathed.

(6) | gave birth to a healthy normal baby.

(7) During labour | received outstanding medical care.

(8) | received a lot of medical intervention, i.e., induction, forceps,
section etc.

(9) | had a swift and speedy labour.
(20) | felt well supported by my partner during labour and birth.

(11) I was encouraged to hold my baby for a substantial amount of
time after birth.

(12) My birth experience was considerably different to what |
intended.

(13) I had the same midwife throughout the entire process of
labour and delivery.

(14) | felt that the delivery room was unthreatening and
comfortable.

(15) | felt very anxious during my labour and birth.

(16) | felt out of control during my birth experience.

(17) | felt it was better not to know in advance about the processes
of giving birth.

(18) | was not distressed at all during labour.

(29) | felt mutilated by my birth experience.

(20) My baby was avoidably hurt during birth.

(21) The staff provided me with insufficient medical care during my
birth.

(22) | had a natural labour, i.e., minimal medical intervention.
(23) | thought my labour was excessively long.
(24) | felt well supported by staff during my labour and birth.

(25) | was separated from my baby for a considerable period of
time after my birth.

(26) My birth proceeded as | planned it.

(27) The staff communicated well with me during labour.
(28) The delivery room was clean and hygienic.

(29) Giving birth was incredibly painful.

(30) Labour was not as painful as | imagined.
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The BSS was issued to post-natal women in their
home by the community midwife on day 2 and collected
before the health visitor took over care on day 10. A
participant information sheet was issued, questions
answered and a consent form signed.

Data processing and analysis

Data was entered into a software package (SPSS: PAWS
statistics18) and statistical analysis conducted. A normal
delivery was defined as a Spontaneous Vertex Delivery
(SVD) and other as forceps, ventouse extraction, pre-
organised/emergency caesarean section and breech.
Comparisons between groups were conducted using either
the independent t-test or one-way analysis of variance
(ANOVA). Associations between variables were assessed
using Pearson’s r correlation coefficient. Internal
consistency was assessed using Cronbach’s alpha.

Results

Descriptive results

A total of (n=228) women completed the 30-item BSS and
by derivation its associated subscales. As a function of
completing the 30-item BSS, participants also completed
the short-form 10 item BSS-Revised (BSS-R), which
consists of the same subscales with reduced numbers of
items (see Table 3).

Generally birth satisfaction scores were positive with
lots of comments supporting that the participating women
were satisfied with the maternity care they had received.
Satisfaction was higher for women with Spontaneous
Vertex Deliveries (SVD) compared with caesareans or
other types of deliveries. In addition, satisfaction was
higher for multiparous women in comparison to
primiparous women. Satisfaction was also higher for
women who had delivered in birthing units compared with
theatre environments. Results for the two stated research
questions are as follows:

(Question 1) Women'’s levels of birth
satisfaction

One-hundred and ten (48%) of the participants were
primigravidas. The average duration of pregnancy was 40
(SD 1.26) weeks. The mean duration of labour was 8.6 (SD
6.81) hours. The total 30-item BSS score was 115.84 (SD
14.05) and the thematically determined subscale mean
scores of the quality of care provision (BSS-QC; 8-items),
women’s personal attributes (BSS-WA; 8-items) and
stress experienced during labour (BSS-SL; 14-items)
subscales, were 32.20 (SD 4.09), 31.90 (SD 4.16) and
51.73 (SD 8.04) respectively. The short-form 10-item
BSS-R score was 28.36 (SD 5.77) and the mean scores of
the quality of care provision (BSS-R-QC;4-items),
women’s personal attributes (BSS-R-WA;2-items) and
stress experienced during labour (BSS-R-SL; 4-items)
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Table 3 The 10 BSS-R items and associated domains derived by structural equation modeling (SEM)
(Hollins Martin and Martin, 2014) [7]. Note: The SEM-derivation optimum model fit reported by Hollins
Martin and Martin (2014) [7] produces a 4,4,2 item scale in contrast to their original thematically-

derived 4,3,3 item scale

Item Question Domain
1 5) | came through childbirth virtually unscathed Stress

2 (23) | thought my labour was excessively long Stress

3 2) The delivery room staff encouraged ne to make decisions about how | wanted my birth to  Quality

progress

4 (15) | felt very anxious during my labour and birth Attributes
5 (24) | felt well supported by staff during my labour and birth Quality

6 (27) The staff communicated well with me during labour Quality

7 4) | found giving birth a distressing experience Stress

8 (16) | felt out of control during my birth experience Attributes
9 (18) | was not distressed at all during labour Stress
10 (28) The delivery room was clean and hygenic Quality

Note: Original item number from the 30-item BSS in parentheses.

sub-scales, were 13.76 (SD 2.13), 4.9 (SD 1.98) and 9.7
(SD 3.29) respectively. To view the frequency table of
birth characteristics by parity (see Table 4).

Discriminant validity

The mean 30-item BSS total score and thematically-
derived BSS-SL, BSS-WA and BSS-QC subscale scores
and the 10-item BSS-R and structural equation model
(SEM) derived BSS-R-SL, BSS-R-WA and BSS-R-QC
subscale scores as a function of delivery type are shown in
Table 5. A significant difference between groups
differentiated by the delivery type (Spontaneous Vertex
Delivery (SVD) or other (forceps, ventouse extraction, pre-
organised/emergency caesarian section or breech) was
observed on BSS total score, tp,;y = 6.50, p <0.01 and
BSS-SL sub-scale score, tp) = 7.30, p < 0.01 in the
direction predicted. Further and, against prediction,
statistically significant differences were observed in BSS-
WA sub-scale scores, t,1) = 3.22, p < 0.01, and BSS-QC
sub-scale scores, tp,) = 4.49, p < 0.01, as a function of
type of childbirth. Significant difference between groups
differentiated by delivery type have been reported
elsewhere [7] using this dataset for the BSS-R total score
and the BSS-R-SL sub-scale score (see Table 5 for mean
scores and SD’s).

The mean 30-item BSS total score and thematically-
derived BSS-SL (Stress experienced during Labour), BSS-
WA and BSS-QC subscale scores and the 10-item BSS-R
and structural equation model (SEM) derived BSS-R-SL,
BSS-R-WA and BSS-R-QC subscale scores as a function
of parity are also shown in Table 5.

Significant differences between groups differentiated
by parity was observed on BSS total score, ti = 3.61, p
<0.01, BSS-SL subscale score, t.6 = 3.19, p < 0.01 and
BSS-QC subscale scores, tp = 5.44, p < 0.01, with
multiparous women having higher birth satisfaction scores
compared to primiparous women.
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Table 4 Frequency table of birth characteristics
by parity

Primigravida Multigravida
(n=110) (n=118)
Birthing environment
Delivery suit 68 82
Birthing unit 11 14
Home 0 2
Theatre 30 20
Unknown 1 0
Type of childbirth
SVvD 51 91
Forceps 24 6
Ventouse 12 1
Pre-organised CS* 1 12
Emergency CS 21 4
Breech 0 0
Pool 1 4
Pain relief
Epidural 65 35
Opiates 15 13
Nitrous oxide 25 63
Alternative methods** 2 1
None 2 6
Unknown 1 0

*Caesarian Section ** e.g., reflexology, acupuncture, homeopathy
SVD = Spontaneous Vertex Delivery. Note: a birthing unit or centre
is a small maternity unit staffed and led by midwives with a remit of
normal physiological birth.
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Table 5 Mean 30-item BSS and BSS thematically-determined subscales and 10-item BSS-R and BSS-R
subscale scores categorised by delivery type, parity and delivery environment. Standard deviations
in parentheses

Variable SVD Other Primiparous Multiparious Delivery suite Birthing unit Theatre
(n=142) (n=86) (n=110) (n=118) (n=150) (n=25) (n=50
BSS-total 119.73 (13.1) 108.1 (12.4) 112.44 (14.1) 119 (13.3) 117 (13.2) 122.68 (11.8) 106.24 (13.4)
BSS-SL 54.26 (7.2) 46.89 (7.3) 50.01 (8.5) 53.34 (7.3) 52.94 (7.5) 54.92 (6.5) 46.22 (8.1)
BSS-WA 32.44 (4.1) 30.63 (4) 31.67 (4.2) 32.12 (4.2) 32.24 (4) 34.04 (3.5) 29.62 (4.1)
BSS-QC 33.03 (4) 30.58 (3.7) 30.76 (3.9) 33.54 (3.8) 32.46 (4.1) 33.72 (4) 30.4 (3.6)
BSS-R total 29.19 (5.9) 26.5 (5.1) 27.68 (5.8) 28.99 (5.7) 28.92 (5.7) 30.08 (6.2) 25.58 (5.2)
BSS-R-SL 10.39 (3.2) 8.3(3.1) 9.08 (3.3) 10.27 (3.2) 10.13 (3.1) 10.52 (3.5) 7.94 (3.3)
BSS-R-WA 5.11 (2) 4.46 (1.8) 4.83 (2) 4.97 (2) 5.05(2) 5.52 (1.6) 4.08 (2)
BSS-R.QC 13.68 (2.2) 13.75(2) 13.77 (2.1) 13.75 (2.1) 13.75 (2.2) 14.04 (2.4) 13.56 (1.9)

SVD = Spontaneous Vertex Delivery; Other delivery = forceps, ventouse extraction, pre organised/emergency caesarian section or breech.
Home birth was removed from the analysis since only two women had this form of birth experience. Five women who had a pool birth were
excluded from inferential statistical analysis in relation to delivery type due to low N and this not being a typical and universally available

birthing experience in the UK.

There was no statistically significant difference
between groups on BSS-WA subscale scores, t;y = 0.81,
p = 0.42. Contrasting with these observations, significant
differences between groups differentiated by parity were
observed only on the BSS-R-SL subscale score, tps) =
2.77, p < 0.01, with multiparous women having greater
birth satisfaction scores. In contrast, no significant
differences as a function of parity were observed on BSS-R
total score, 6 = 1.72, p = 0.09, BSS-R-WA subscale
score, tps = 0.56, p = 0.58 and BSS-R-QC sub-scale
scores, 6 = 0.1, p=0.92.

The mean 30-item BSS total score and thematically-
derived BSS-SL, BSS-WA and BSS-QC subscale scores
and the 10-item BSS-R and structural equation model
(SEM) derived BSS-R-SL, BSS-R-WA and BSS-R-QC
subscale scores as a function of delivery environment type
are also shown in Table 5.

One-way ANOVA revealed significant differences
between groups on all long-form measures of the 30-item
BSS; BSS total score, Fp202) = 18.26, p <0.01, BSS-SL
subscale score, F 2 = 17.54, p <0.01, BSS-WA subscale
score, Fpap = 12.39, p <0.01 and BSS-QC subscale
scores, Fp2 = 7.30, p <0.01. Post hoc comparisons
conducted using the Bonferroni procedure to control for
family-wise error rate when conducting multiple
comparisons. It was found that though there were no
significant differences across any of the long-form 30-item
BSS measure scores between the delivery suite and the
birthing unit, long form 30-item BSS measure scores were
significantly higher for delivery suite and birthing unit
environments compared to the theatre environment
(delivery suite/birthing unit vs. theatre, all comparisons
p<0.01).
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(Question 2) Validation of the BSS

The thematically determined subscales of the 30-item BSS
include quality of care provision (8-items), women’s
personal attributes (8-items) and stress experienced during
labour (14-items). Similarly, again using three subscales,
the short-form BSS-R uses a reduced item set of 4, 2 and 4
items to measure the quality of care provision, women’s
personal attributes and stress experienced during labour
domains respectively. One-way ANOVA revealed mostly
consistent findings to those of the long form 30-item BSS,
with the 10-item BSS-R and associated subscales with one
important exception. The ANOVA findings revealed a
significant impact of childbirth environment on BSS-R
total score, Fpa2) = 8.05, p <0.01, BSS-R-SL subscale
score, Fpaz) =9.85, p <0.01 and BSS-R-WA sub-scale
score, Fpo2 = 6.14, p <0.01. Post-hoc comparisons
conducted using the Bonferroni procedure revealed that
there were no significant differences across any of the
short-form 10-item BSS-R measure scores between the
delivery suite and the birthing unit. However all post-hoc
comparisons revealed delivery suite and birthing unit
environments scores to be significantly higher than the
theatre environment (delivery suite/birthing unit vs.
theatre, all comparisons p<0.01). However, in contrast to
the long-form BSS-QC subscale, no effect of childbirth
environment was observed on BSS-R-QC subscale scores,
F222) = 0.42, p = 0.65, thus post hoc comparisons were
not conducted on this subscale.

Divergent validity

No significant correlation was observed between the short-
form 10-item BSS-R total score and mother’s age, r =
0.07, p = 0.28. Neither was there evidence of any
significant relationships with the short-form subscale
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scores: between BSS-R-SL scores, BSS-R-WA scores,
BSS-R-QC and mother’s age, r = 0.07, p = 0.27; r = 0.01,
p = 0.96; r = 0.08, p = 0.21; respectively. However, long-
form 30-item BSS scores revealed a number of statistically
significant correlations with mothers age, BSS-R total
score, BSS-SL scores, BSS-WA scores, BSS-QC, r = 0.15,
p=20.02;r=0.13 p=0.05; r=0.06p=04r=0.19,
p<0.01; respectively. Correlations between BSS and BSS-
R full scale and subscale scores are shown in Table 6.

Internal consistency

Calculated Cronbach’s alpha of the long form 30-item BSS
total scale and thematically-derived BSS-SL, BSS-WA,
BSS-QC subscales were 0.87, 0.78, 0.67 and 0.66
respectively. The Cronbach’s alpha of the 10-item BSS-R
total scale and SEM-derived BSS-R-SL, BSS-R-WA, BSS-
R-QC subscales were 0.79, 0.71, 0.64 and 0.74
respectively, these short-form alpha’s having originally
been reported by Hollins Martin and Martin [7] in the
BSS-R development paper.

Discussion

Overall assessment of care was complimentary, with global
levels of “birth satisfaction’ generally high. It is recognized
that women who have good outcomes from childbirth are
likely to have higher BSS scores than those who have
negative outcomes. The first interesting finding was that
women who received caesarean section reported reduced
birth satisfaction compared with those who had
Spontaneous Vertex Delivery (SVD). The literature also
supports that obstetric intervention is linked with reduced
birth satisfaction [15], which includes caesarean section
[38,39]. The following quote written in the comments
section of the 30-item BSS illustrates a commonly
articulated worry that surrounds operative delivery:

“Birth went OK but got a bit distressed because of
emergency section. Was just worried about baby.” (P152)

Out of the total (n=228) participants, (n=25)
experienced emergency and (n=13) elective CS. These
experiences differ between the two groups in terms of birth
satisfaction, with the emergency cluster gaining lower BBS
scores than the planned cluster and both performing lower
in means scores in comparison to other delivery groups.
This informs us that the act of both emergency and elective
abdominal surgery present as less satisfying experiences
compared with vaginal birth. A larger study that explores
birth satisfaction between these two groups (emergency
CSlelective CS) that is triangulated by a qualitative
investigation could provide valuable data.

In the 30-item BSS, pain experienced by childbearing
women was assessed through questions 29 and 30 (see
Table 2), with both considered not robust enough for
retention on the valid and reliable 10-item BSS. Since pain
is a factor that causes women to become distressed and feel
out of control, it is considered to be evaluated within the
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10-item BSS in items 8 and 9 (see Table 3). A qualitative
comments section beneath these questions provides space
for participants to elaborate their thoughts about what
caused them to become distressed or lose control during
labour. Qualitative perspectives obtained through
interviews would also provide more information on how
pain effects childbearing women’s birth satisfaction in
terms of distress experienced and level of feeling in control
during labour.

Significant psychological morbidity can arise from
certain types of childbirth and in particular emergency
caesarean section [40]. Operative delivery has also been
associated with higher weighted scores on the Edinburgh
Postnatal Depression Scale [20], with 30-item BSS scores
significantly improved for delivery suite and birthing unit
compared to theatre. The following quote emphasises
satisfaction gained from vaginal birth:

“This birth was a pleasant surprise after a lot of medical
intervention with my first child.” (P42)

Higher levels of mental health problems post-operative
delivery, raises the question of how midwives/obstetricians
tackle prevention of psychological consequences from
having a caesarean section. Interventions may include: (1)
careful history taking to determine prior trauma
experiences that enhance fear of repetition, (2) affording
excellent pain control and (3) providing post-partum care
that incorporates empathy and congruence for the woman’s
birth experience [41]. The National Institute of Clinical
Excellence (NICE) guideline 132 Issued in November
2011 (UK) [42] advises that maternal request for caesarian
section for reasons of anxiety must be supported post-
counselling, with this competing controversial topic fit for
debate. The following quote highlights how even a planned
section can be an unpleasant experience:

“Having a planned section was not a pleasant experience
and recovery afterwards has been slow. The care at the
hospital during and afterwards was exceptional.” (P204)

The fact that women’s attributes (ability to cope, feel
in control, self-educate and develop quality relationships)
made no difference in terms of type of childbirth is perhaps
because these characteristics are rooted in personality, with
development involving encoding of internal models,
schemas and premise systems [43]. Some psychologists
believe in a fixed theory, whilst others embrace a
malleable (or incremental) concept, with qualities of
personality developing through motivational efforts and
knowledge acquisition [44]. Our finding that personal
attributes do not alter women’s experiences of birth
satisfaction supports the “fixed trait’ theory of personality.

One explanation for reduced birth satisfaction in
primigravidas compared with multiparous women may be
due to an increased tendency towards developing
complications. For example, primigravidas are more likely
to experience pregnancy-induced hypertension and its
associated intrauterine growth retardation [45], with such
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Table 6 Correlations between 30-item BSS scores, thematically-derived BSS subscale scores, 10-
item BSS-R total and associated subscale scores (all correlations statistically significant at p<0.01)

Scale BSS total BSS-SL BSS-WA

BSS-total 0.94 0.8

BSS-SL 0.63
BSS-WA

BSS-QC

BSS-R-total

BSS-R-SL

BSS-R-WA

BSS-R-QC

BSS-QC

0.78

0.61

0.48

BSS-R total BSS-R-SL BSS-R-WA BSS-R-QC
0.9 0.81 0.68 0.56
0.82 0.86 0.55 0.338
0.8 0.59 0.82 0.49
0.67 0.48 0.43 0.68

0.86 0.8 0.63
0.57 0.26
0.35

adverse outcomes part of the exclusion criteria. The sorts
of complications considered are those that can arise during
labour. For example, longer labour and its perils of
maternal exhaustion, fetal distress, obstetric intervention
and associated infant harm [46].

Increased anxiety about complications may be just one
contributor to differential birth satisfaction scores between
women. Also, multiparous women harbour prior
expectations founded in experience, as the following
quotes illustrate:

“Prepared through previous experience.” (P126)

“Third baby. | understood about labour and knew how
painful it would be.” (P165)

“| already knew what to do.” (P175)

An important finding relates to the quality of care
subscale. Overall assessment was complimentary, with the
following quotes selected to illustrate this:

“This was my first baby and my experience at Ayrshire
Maternity Unit was wonderful. It was a great comfort to
know everything was in hand and | didn’t need to worry
about a thing. From my arrival to when | left EVERY
member of staff was considerate, professional and
extremely caring. | think Ayrshire Maternity Unit is a
wonderful unit and Ayrshire is fortunate to have it. The
unit itself is obviously state of the art and very new but it’s
the staff that made it what it is.” (P201)

“The doctors and midwives at Ayrshire Maternity Unit
were very supportive during my stay there. They’re doing a
fantastic job.” (P196)
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“Fantastic staff and facilities. Couldn’t have wished for
better care.” (P16)

In terms of statistical validity, the 10-item BSS-R has
demonstrated reliability and validity, with the additional 20
items on the 30-item BSS demonstrating insufficient levels
of statistical validity [7]. In spite of this, concurrent
analysis has accounted for the total scale content and
promotes the 30-item BSS (14) as an all-encompassing
measure of birth satisfaction [6].

As such, both versions of the BSS may be considered
fit for differing purpose. In relation to validating the 30-
item BSS, no significant difference as a function of parity
was observed on the 10-item BSS-R total score, which
supports that the 30-item BSS should be selected for use
when an assessor wishes to discriminate between parity
status. Pending larger participant numbers and further data
collection, this claim may be further validated.

Also, no significant correlation was observed between
the 10-item BSS-R total score and mother’s age, or for any
of the BSS-R subscales and mother’s age. In contrast, the
30-item BSS scores reveal significant correlations between
mother’s age and total score, stress experienced during
labour and quality of care. Hence, when using the long
version 30-item BSS age-related adjust for scores is
recommended.

The data do not support that the 30-item BSS is a valid
and reliable instrument for measuring birth satisfaction.
However, as a questionnaire, it may be useful for gathering
qualitative data, since it is evidence-based [5-7], with items
directing identification of a broad-spectrum of particulars
that relate to birth satisfaction. The 30-item BSS may be of
particular use when providing person-centered care,
especially when ‘birth dissatisfaction’ is verbally
expressed and counselling is being considered, or as a
screening tool prior to in-depth qualitative work.
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In contrast, the 10-item BSS-R, which has been shown
to be statistically robust [7], is more useful for employing
in quantitative research; for example, establishing
correlates with other psychometric measures. The BSS has
become an International instrument and is currently being
used in Greece, Turkey, Taiwan, Czechoslovakia, Ireland,
United States of America and England to collect birth
satisfaction data. Hence, evidence is accumulating which
indicates that the 30-item BSS and the revised 10-item
BSS-R are valuable methods of measuring birth
satisfaction in a variety of contexts and cultures.

One strength of the study is that the scale provides
evidence-based variables that ‘do’ or ‘do not’ affect birth
satisfaction. Items on the BSS were identified and reported
in a literature-based paper by Hollins Martin and Fleming
[5] and were further qualitatively validated using a
research method called concurrent analysis [6]. Another
strength is that the data gathered have ecological validity,
given that they were amassed from authentic post-natal
women by maternity care experts. In contrast, results could
be criticised for representing only one maternity unit in one
western culture and that the sample size was not
representative of the larger population. In response, more
quantitative studies and data comparisons in a variety of
settings and cultures are recommended. The BSS can be
requested from the first author.

Conclusion

Both quantitative and qualitative findings from the BSS
demonstrate that childbearing women in just one region of
the West of Scotland (UK) perceive that they are receiving
quality maternity care. Results indicate that having a
government led system funded by tax payers works for the
majority of women, noting that the majority utilize this
service regardless of socioeconomic grouping. Although
we have focused on just one maternity unit and population,
these results can be used in future cross-cultural contrasts,
validity comparisons and future meta-analysis. Now that a
valid and reliable 10-item BSS has been developed to
measure women’s experiences of childbirth, it can be used
to assess differences between stand alone systems of care,
for example, home and hospital birth, or to establish
correlates with other valid measures, for example, self-
efficacy, anxiety, depression, locus of control or bonding.
It would also be interesting to undertake a longitudinal
assessment of birth satisfaction beyond the first few days
post-birth, for example, at 6 weeks, 6 months and beyond
to explore cross-cultural experience.
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