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Introduction: From the beginning of pregnancy, pregnant women think about their birth and the birth is 

shaped according to the birth belief of the person. 

Objective: This study aims to determine the relationship between the birth beliefs of pregnant women and 

birth outcomes, traumatic birth perception levels and postpartum depression.  
Materials and Methods: This cross-sectional study was conducted in a province in eastern Türkiye. The 

data was collected using the Personal Information Form, Birth Beliefs Scale, Traumatic Birth Perception 

Scale, and Edinburgh Postpartum Depression Scale.  

Results: While there was no significant difference between the medical birth beliefs of women according 

to their descriptive characteristics (p>0.5), those who were at 28-36 weeks of gestation, who did not have 
a curettage, and those who went to pregnancy control ≥4 times, considered the birth more natural (p<0.05). 

While there was a positive and significant relationship between Natural Process Belief and Postpartum 

Depression (r=0.116, p=0.009), the regression model (stepwise) was also found to be significant (F=6.944, 

p=0.009). 

Conclusion: The study determined a positive and significant relationship between natural birth belief and 
postpartum depression, and the regression model established between these two was significant. 
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Giriş: Gebeliğin başından itibaren, gebeler doğumunun nasıl olacağını düşünür ve doğum, kişinin doğum 

inancına göre şekillenir.  
Amaç: Bu çalışmanın amacı gebelerin doğum inançları ile travmatik doğum algı düzeyleri, doğum sonuçları 

ve doğum sonu depresyon görülme durumları arasındaki ilişkiyi belirlemektir.   

Gereç ve Yöntem: Kesitsel tür şekilinde tasarlanan bu çalışma, Türkiye’nin doğusundaki bir ilde yürütüldü. 

Verilerin toplanmasında Tanıtıcı Bilgi Formu, Doğum İnançları Ölçeği, Travmatik Doğum Algısı Ölçeği, 

Edinburgh Postpartum Depresyon Ölçeği kullanıldı.  
Bulgular: Kadınların tanıtıcı özelliklerine göre tıbbi doğum inançları arasındaki farkın önemli olmadığı 

belirlenirken (p>0,05); 28-36 gebelik haftasında olanların, küretaj yapmayanların, ≥4 kez gebelik kontrolüne 

gidenlerin doğumu daha doğal gördükleri belirlendi (p<0,05). Doğal Süreç İnancı ile Doğum Sonrası 

Depresyon arasında pozitif yönde ve anlamlı ilişki bulunurken (r=0,116, p=0,009) aynı zamanda kurulan 
regresyon modelinin de (stepwise) anlamlı olduğu belirlendi (F=6,944, p=0,009). 

Sonuç: Çalışma sonucunda, doğal doğum inancı ile doğum sonu depresyon arasındaki pozitif yönde anlamlı 

ilişki olduğu ve bu ikisi arasında kurulan regresyon modelinin anlamlı olduğu belirlendi.

*This study was presented as an oral presentation at the 8th International 12th National Midwifery Students Congress on May 12-14, 2022. 

 

1. Introduction 

Socio-cultural beliefs are the concepts that include morality, 

religious belief, a sense of justice, and traditions and customs, which 

are transferred to the next generation, and affect people's health 

behaviours. While individuals can develop positive health 

behaviours with their society, they can also develop dysfunctional 
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health behaviours (1). In the belief that birth is medical, it is 

indicated that birth is dangerous and risky, and labour pain should 

be treated medically (2). Women may have a similar belief. The 

woman may consider birth natural but prefer medical birth to give 

birth safely. Many factors play a role in the perception of birth as a 

natural or medical process. The person's social environment, cultural 

beliefs, previous birth, and obstetric history are some factors (2, 3).  

Traumatic birth experiences may cause the woman to fear labour and 

request a cesarean section (4). The woman who perceives birth as 

traumatic may be stressed, angry and depressed (5). Dysfunctional 

health beliefs can be transformed into functional health beliefs by an 

appropriate intervention technique. It is important to develop 

preventive health behaviours towards health beliefs that are at risk 

of experiencing health problems and may have serious consequences 

(6). Factors, such as fear of childbirth, traumatic birth perception, 

and fear of experiencing pain at birth, may affect the pregnant 

woman's daily life, social relations, and birth outcomes (7-9). In this 

context, it is important to determine the dysfunctional birth beliefs 

and the related factors and outcomes of pregnant women in terms of 

planning preventive health behaviours and providing prenatal care 

services (5).  

This study aimed to determine the relationship between pregnant 

women's birth beliefs and traumatic birth perception levels, birth 

outcomes, and postpartum depression. 

 

2. Materials and Methods 

2.1. Collection of Research Data: 

This cross-sectional study was conducted in a hospital in Malatya, 

located in eastern Türkiye, between December 2021 and March 

2022. The sample size was calculated using the sample calculation 

of the known universe in the OpenEpi version 3 statistical software 

(http://www.openepi.com). In the power analysis, the sample size 

was calculated to be at least 456 with a margin of error of 5%, a 

confidence interval of 95%, a representative power of 0.80, and a 

two-way significance level. The study was completed with 540 

pregnant women. Pregnant women who were able to communicate, 

who were at 28-41 weeks of gestation, whose mother tongue was 

Turkish, who had a healthy pregnancy and fetus, who were not 

diagnosed with depression during pregnancy and pre-pregnancy 

period, and who did not receive any treatment for a psychiatric 

disease were invited to the study. Twenty-six women who could not 

be contacted postpartum were excluded from the study. The study 

was completed with 514 women who agreed to participate and were 

contacted during the postpartum period.  

The data were collected in two stages: During pregnancy and 

postpartum. In the first stage, pregnant women admitted to the 

Obstetrics and Gynecology Polyclinics in the hospital, from which   

the institution permission was  obtained, were invited to the pregnant 

training class so that the data could be collected in a quiet and calm 

environment. Using the face-to-face interview technique in the 

Pregnant Information Class, the section of the Personal Information 

Form containing demographic and obstetric information, the BBS, 

and the STCP were applied to the pregnant women, and their contact 

numbers were obtained to reach the same women after giving birth. 

In the first stage, data collection lasted for 15-20 minutes. In the 

second stage, pregnant women were searched according to their 

estimated delivery date, and the section of the Personal Information 

Form containing the birth outcomes information and the EPDS were 

applied. In this stage, data collection lasted for 5-10 minutes.  

2.2. Data Collection Tools 

Personal Information Form: This form comprised 18 questions 

created by reviewing the literature (10, 11). The questions included 

demographic characteristics, obstetric data, and birth-related 

questions. 

Birth Beliefs Scale (BBS): The scale was developed by Preis and 

Benyamini to evaluate women's fundamental beliefs about 

childbirth, and Ahsun conducted its Turkish validity and reliability 

study (11, 12). The scale was composed of two subscales: Natural 

Process Belief and Medical Process Belief. The Cronbach's alpha 

reliability coefficient of the scale was 0.890 for the Natural Belief 

subscale and 0.868 for the Medical Belief subscale (11). In this 

study, Cronbach's alpha reliability coefficient was 0.710 for the 

Natural Belief subscale and 0.790 for the medical belief subscale. 

The Scale of Traumatic Childbirth Perception (STCP): The scale 

developed by Yalnız et al. (2016) determines the traumatic birth 

perception levels of women of reproductive age (13). The scale items 

are scored between 0 and 10 (I am not afraid at all; I am very afraid). 

The minimum and maximum points obtained from the scale are 0 

and 130, respectively. The mean total score shows the level of 

traumatic birth perception. The Cronbach's alpha reliability 

coefficient of the scale is 0.895 (13). In this study, Cronbach's alpha 

reliability coefficient of the scale was 0.890.  

Edinburgh Postpartum Depression Scale (EPDS): The scale consists 

of 10 items, and each item questions how the mother felt in the 

previous week (14, 15). This four-point Likert-type scale is scored 

between 0-3 points, and the minimum and maximum scores obtained 

from the scale are 0 and 30, respectively. The cut-off point was 13. 

The Cronbach’s alpha coefficient of the scale was reported to be 0.79 
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(15). In this study, Cronbach's alpha reliability coefficient of the 

scale was 0.81.  

Ethical Considerations: Approval of İnönü University Health 

Sciences Non-Interventional Research Ethics Committee (Date: 

07.09.2021, Decision No: 2021/2394) was obtained to conduct the 

study. All pregnant women included in the study were informed 

about the study, and verbal consent was obtained from women who 

agreed to participate. The determination of the women who would 

participate in the study was based on the principle of volunteering. 

The data obtained in the survey were used only for this study. 

Statistical Analysis: The data obtained from the study were 

statistically analyzed using the SPSS 25.0 (Statistical Packet for the 

Social Science) program. The conformity of the data to the normal 

distribution was investigated by the Kolmogorov-Smirnov test. It 

was determined that the data were normally distributed. Independent 

samples t-test and one-factor analysis of variance test were used to 

evaluate the role of sociodemographic, obstetric and birth 

characteristics in the birth beliefs of the participants. Independent 

samples t-test was used to evaluate the participants' birth beliefs, 

traumatic birth perception, postpartum depression levels and birth 

outcomes. Pearson correlation analysis was used to determine the 

relationship between birth beliefs subscales, traumatic birth 

perception and postpartum depression. The results were evaluated at 

a p<0.05 significance level. 

 

3. Results 

The comparison of the mean NPBS and MPBS scores according to 

some introductory characteristics of women is presented in Table 1. 

While there was no statistically significant difference between the 

mean MPBS scores and the baseline characteristics of women 

(p>0.05), the difference between the mean NPBS score and  the 

gestational week, miscarriage/curettage, and the mean number of 

controls during pregnancy was statistically significant (Table 1; 

p<0.05).   

Table 1. Comparison of the mean scores of women of the Natural Process Belief and Medical Process Belief according to some descriptive 

characteristics (n=514) 

Variables 
 Natural Process Belief  Medical Process Belief 

n(%) Mean±SD Test* Mean±SD Test* 

Age (year) 

19-29 year 

30-40 year 

 

272(52.9) 

242(42.1) 

 

20.16±3.37 

20.30±3.48 

 

t=-0.465 

p=0.642 

 

21.25±2.97 

21.16±2.74 

 

t=0.333 

p=0.740 

Education status 

High school and below  
University and above 

 

360(70.0) 
154(30.0) 

 

20.07±3.39 
20.61±3.48 

 

t=-1.626 
p=0.105 

 

21.30±2.83 
20.99±2.92 

 

t=1.142 
p=0.254 

Employment status  

Yes 

No  

 

87(16.9) 

427(83.1) 

 

20.36±3.92 

20.20±3.31 

 

t=-0.395 

p=0.693 

 

21.00±3.27 

21.25±2.77 

 

t=0.395 

p=0.693 

Income status 

Low 

Medium 

High  

 
73(14.2) 

427(83.1) 

14(2.7) 

 
20.42±3.14 

20.18±3.48 

20.71±3.07 

 

F=0.289a 

p=0.749 

 
21.20±2.62 

21.24±2.89 

20.35±3.05 

 

F=0.649 

p=0.523 

Family type 

Nuclear family  
Extended family 

 

441(85.8) 
73(14.2) 

 

20.30±3.37 
19.79±3.69 

 

t=1.188 
p=0.235 

 

21.22±2.80 
21.13±3.22 

 

t=0.248 
p=0.804 

Country of residence 

State  

County 

364(70.8) 

150(29.2) 

20.05±3.51 

20.68±3.16 

t=-1.894 

p=0.059 

21.14±2.92 

21.39±2.71 

t=-0.911 

p=0.512 

Status of undergoing a gynecological operation 

Yes  

No  

67(13.0) 

447(87.0) 

20.59±3.62 

20.18±3.39 

t=0.927 

p=0.355 

21.14±2.74 

21.22±2.88 

t=-0.198 

p=0.843 

Gestational week  

28-36 w 

≥37 w 

 

218(42.4) 

296(57.6) 

 

20.75±3.51 

19.85±3.31 

 

t=2.985 

p=0.003 

 

21.33±2.84 

21.12±2.87 

 

t=-0.821 

p=0.412 
Number of pregnancies 

1-2 pregnancy  

≥3 pregnancy 

279(54.3) 

235(45.7) 

20.08±3.65 

20.40±3.12 

t=-1.052 

p=0.293 

21.06±2.99 

21.39±2.69 

t=-1.290 

p=0.197 

Miscarriage/curettage status  

Yes  
No 

142(27.6) 
372(72.4) 

20.83±3.01 
20.00±3.54 

t=-2.447 
p=0.015 

21.36±2.72 
21.15±2.91 

t=-0.744 
p=0.457 

Pregnancy planning status 

Yes  

No 

403(78.4) 

111(21.6) 

20.30±3.45 

19.99±3.31 

t=0.849 

p=0.396 

21.55±2.87 

21.06±2.81 

t=-0.627 

p=0.531 

Number of controls during pregnancy 
≤3 controls 

≥4 controls 

53(10.3) 

461(89.7) 

18.13±3.48 

20.47±3.33 

t=-4.664 

p=0.000 

21.33±2.80 

21.19±2.87 

t=0.344 

p=0.512 
 *Independent samples t-test, aAnalysis of Variance (ANOVA) 
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The comparison of some birth outcomes of women and the mean 

NPBS and MPBS scores are presented in Table 2. The difference 

between the mean scores of the administration of amniotomy, 

administration of labour induction and the mean NPBS score was 

statistically significant (p<0.05). In contrast, the difference between 

the type of delivery, having problems at birth, abdominal 

compression, administration of episiotomy and the mean NPBS 

score was not statistically significant (p>0.05). The difference 

between only having problems at birth and the mean MPBS score 

was statistically significant (p<0.05). In contrast, the difference 

between the administration of amniotomy, administration of labour 

induction, abdominal compression, administration of episiotomy 

and the mean MPBS score was not statistically significant (p>0.05; 

Table 2). 

 

Table 2. The comparison of some birth outcomes of women and Natural Process Belief and Medical Process Belief mean scores (n=514) 

Variables 
 Natural Process Belief Medical Process Belief 

n (%) Mean±SD Test Mean±SD Test 

Type of delivery      

Vaginal  

Cesarean section 

274(53.3) 

240(46.7) 

20.01±3.60 

20.48±3.19 

t=-1.564 

p=0.118 

21.14±2.77 

21.29±2.96 

t=-0.606 

p=0.545 

Having problems at birth* 

Yes  

No 

45(8.8) 

469(91.2) 

20.86±3.58 

20.17±3.40 

t=1.295 

p=0.196 

22.46±2.80 

21.09±2.84 

t=3.098 

p=0.002 

Administration of amniotomy* 

Yes  

No 

272(52.9) 

242(47.1) 

19.95±3.33 

20.55±3.50 

t=-1.993 

p=0.047 

21.22±2.95 

21.19±2.76 

t=0.117 

p=0.907 

Administration of labor induction* 

Yes  

No 

202(39.3) 

312(69.7) 

19.59±3.35 

20.65±3.41 

t=-3.452 

p=0.001 

21.07±2.92 

21.30±2.82 

t=-0.859 

p=0.391 

Abdominal compression* 

Yes  

No 

103(20.0) 

411(80.0) 

19.87±3.56 

20.32±3.38 

t=-1.199 

p=0.231 

21.44±2.95 

21.15±2.84 

t=0.922 

p=0.357 

Administration of episiotomy* 

Yes  

No 

214(41.6) 

300(58.4) 

20.07±3.35 

20.35±3.47 

t=-0.924 

p=0.356 

21.18±2.88 

21.23±2.85 

t=-0.212 

p=0.832 

 *Based on women's verbal statements. 

The correlation coefficients between BBS subscales and STCP and EPDS are presented in Table 3. There was a relationship between NPBS 

and STCP; however, this relationship was not statistically significant (p>0.05). There was a positive relationship with EPDS, which was 

statistically significant (p<0.05). There was a relationship between MPBS, STCP, and EPDS; however, this relationship was not statistically 

significant (Table 3; p>0.05). 

 

Table 3. The correlation coefficients between BBS subscales and STCP and EPDS 

 NPBS MPBS STCP EPDS 

 r* p-value r* p-value r* p-value r* p-value 

NPBS 1        

MPBS  0.301** 0.000 1      

STCP       0.083 0.062 0.053 0.230 1    

EPDS  0.116** 0.009 0.016 0.722 0.056 0.205 1  

 r*: Pearson Correlation Analysis, NPBS: Natural Process Belief Scale, MPBS: Medical Process Belief Scale, STCP: The Scale of Traumatic Childbirth Perception, EPDS: Edinburgh 

Postnatal Depression Scale

 

The regression analysis results on natural birth beliefs of pregnant 

women (Stepwise) are presented in Table 4. The regression model 

created between the natural birth beliefs of pregnant women and  

 

 

 

EPDS was found to be statistically significant (F=6.944, p=0.009). 

A one-unit increase in EPDS causes an increase of 0.078 in 

pregnant women's natural birth belief levels (Table 4; p=0.009). 
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Table 4. The regression analysis results on natural birth beliefs of 

pregnant women (Stepwise) 

 
B  

(%95 CI) 
Beta t 

p-

value 

Zero-

order 
Partial 

(Constant) 

19.772 

(19.318-
20.226) 

- 85.516 0.000 - - 

EPDS 0.078 0.116 2.635 0.009 0.116 0.116 

B: Non-standardized coefficient; Beta: Standardized coefficient, F=6.944, p=0,009 

Adj.R2=0.011, SE=3.405  

 

4. Discussion 

It is considered that determining the factors related to birth beliefs 

for women to have a healthy pregnancy and a positive birth 

experience may contribute positively to women's perception of birth 

and birth outcomes (12, 16). Therefore, this study aimed to 

determine birth beliefs, traumatic birth perception levels, birth 

outcomes, and postpartum depression in pregnant women.  

In the study, while there was no difference between the mean NPBS 

scores in terms of demographic characteristics (age, education, 

income level, employment status, and place of living), women who 

were 28-36 weeks pregnant, who had miscarriage/curettage, and 

who had ≥4 controls during their pregnancy considered birth as a 

natural process (Table 1; p<0.05). Informing the expectant mother 

about the birth may cause her to perceive the birth as normal (17). 

According to the study results, the fact that those who went to more 

than four check-ups during their pregnancy saw the birth as natural 

may result from getting more information about birth during the 

visits. Women may prefer normal delivery to avoid surgery and 

interventional procedures (18). This may explain the perception of 

birth as natural by those who had miscarriages and curettage in the 

study. In the literature, there are studies with different results about 

birth beliefs. In a study, it was reported that profession and 

educational status were not effective in the choice of mode of 

delivery (19). In the study conducted by Sönmez and Sivaslıoğlu, 

the relationship between the education of pregnant women and their 

choice of mode of delivery was examined, and it was reported that 

there was no significant difference between the education level of 

pregnant women and their choice of mode of delivery (20). In their 

study, Alp Yılmaz and Durgun Ozan determined the factors 

affecting natural birth beliefs in primiparous women and stated that 

age, education, and income level affected the birth beliefs (21). In 

the study by Preis et al., it was stated that age did not affect birth 

beliefs, while education and income level affected birth beliefs (22). 

It was considered that the similar and opposite study results 

compared with our results in terms of demographic characteristics 

were because the studied groups were different in terms of obstetric 

and demographic characteristics such as the number of gravidae.  

In the study, women who did not undergo amniotomy and were not 

given labour induction perceived birth as natural during pregnancy, 

and those with higher mean medical birth belief scores in their 

pregnancies were higher than those who had problems at birth 

(Table 2; p<0.05). Accordingly, women with problems at birth were 

more likely to consider birth as a medical process. There was no 

difference in the subscales of the birth belief scale in terms of 

episiotomy and mode of delivery characteristics. Women who 

consider birth as natural consider pregnancy as the peak point of a 

feminine experience (23).  In the study by Hainess et al., the beliefs 

and attitudes toward birth were evaluated with different parameters. 

It was reported that “women who indicated a preference for vaginal 

birth showed higher levels of agreement with ‘Birth as a Natural 

Event’ compared with preferring cesarean”.2 Although no study in 

Turkey reports the relationship between birth beliefs during 

pregnancy and birth outcomes, a study was conducted to determine 

the factors affecting birth beliefs. In the related study, although 

78.5% of women had a positive attitude towards normal birth, 

41.2% of them had a cesarean section (24). Therefore, the results of 

our study support the knowledge that women can have both beliefs. 

The relationship between the subscales of the birth belief scale and 

the STCP and EPDS was evaluated by Pearson’s correlation 

analysis. Accordingly, there was a relationship between NPBS and 

STCP; however, this relationship was not statistically significant 

(Table 3; p>0.05). There was a positive relationship with EPDS, 

which was statistically significant (p<0.05). There was a 

relationship between MPBS, STCP, and EPDS; however, this 

relationship was not statistically significant (p>0.05). In the 

stepwise regression between pregnant women's natural birth beliefs 

and EPDS, birth belief was a natural predictor of postpartum 

depression (Table 4; p=0.009). Although women consider vaginal 

delivery ideal, they may prefer medical delivery to ensure safe 

delivery. Women may be affected by either one of the beliefs or 

both simultaneously (12). Therefore, psychologist’s separate beliefs 

from attitudes (25). Normal birth is well-received by society. 

Therefore, women may force themselves to have a normal birth. 

They may have to have a cesarean section, although they have fear 

and anxiety about normal birth. False birth beliefs may lead to 

consequences that adversely affect maternal health after birth (2, 

26, 27). In this study, the positive and significant relationship 

between natural birth belief and postpartum depression may be the 

result of it. Various studies have reported that inconsistency 

between birth preferences and mode of delivery results in low birth 

satisfaction and may even increase the risk of postpartum trauma 

stress disorder (28, 29). Many cultural and health system-specific 
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factors affect women's birth beliefs (21). The lack of a statistically 

significant relationship between traumatic birth perception and 

birth beliefs may be explained by this.  

 

5. Conclusion 

In conclusion, there was a positive relationship between NPBS and 

EPDS, and EPDS predicted natural birth belief, and this 

relationship was statistically significant. The fact that birth is a 

physiological process supports the idea that normal birth is natural 

and safe. So, it may be recommended to provide training in 

antenatal care and birth preparation classes. Unnecessary 

(inappropriate or unnecessary amniotomy, etc.) interventions that 

may cause negative birth beliefs should be avoided.  

 

5.1. Limitations of the Study 

This study has some limitations. In cross-sectional studies, there are 

difficulties in establishing causality between independent and 

dependent variables, which is also true for our study. There were 

some limitations regarding the data collection process. Although 

women's birth beliefs are collected close to birth (28-41 weeks), 

beliefs may change until birth. This may affect the relationship 

between birth beliefs and birth outcomes and the risk of postpartum 

depression. Therefore, it may be recommended to further investigate 

the factors related to the realization of birth preferences and their 

relationship with birth outcomes and postpartum depression. 

Furthermore, the results of the study cannot be generalized since the 

study was conducted in a single centre with 28-41 weeks pregnant 

women. There are differences in the results of our study compared 

to the results of the studies in the literature, which may contribute to 

the expansion of the relevant results. Furthermore, due to the limited 

number of relevant studies in our country, it is considered that the 

study will contribute to the literature. 
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