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Abstract

promote a more natural birth.

The dominant model of childbirth in most Western countries is medicalized childbirth. Women'’s beliefs about
whether childbirth should be a medicalized process to a greater or lesser degree may be related, in addition to con-
textual factors, to internal factors. The objective of the study is to find out if women’s locus of control (LC) and stress
coping strategies (CS) are related to having a more favourable or less favourable attitude towards medicalization
(ATMQ). A cross-sectional study was carried out with the participation of 248 women recruited in primary care centres
by their midwives. All the women filled in answers on a mobile phone app with various different measurement instru-
ments: the questionnaire created by Benyamini to evaluate their ATMC; the Spanish version of the Wallston MLC to
evaluate their LC; and the Spanish adaptation of the “Revised Prenatal Coping Inventory (NuPCl)" scale for the assess-
ment of their CS. The women presented a favourable attitude towards medicalization, with a mean ATMC score of
3.42.Both the LC and the CS of women during pregnancy are related to this attitude. Specifically, having an internal
LC and using preparative CS both lower the probability of presenting a favourable attitude towards medicalization,
while the lack of a paid job raises the probability. For each point in internal locus and preparatory coping, the ATMC
score decreased by 0.02 and 0.23 points, respectively, while it increased by 0.18 for not having a paid job. The influ-
ence of these psychological factors must be taken into account in the development of content and interventions that
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Background

The dominant model of childbirth in most Western
countries is medicalized childbirth [1]. In 2007, the
Spanish Ministry of Health and Consumer Affairs drew
up the “Strategy for care of normal childbirth in the
National Health System”. With broad institutional partic-
ipation, scientific societies, experts, citizens’ associations
and representatives of the Autonomous Communities,
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the aim was offering multidisciplinary care to women,
newborns and families during labour and birth, guar-
anteeing adequate conditions of safety, quality and effi-
ciency in the management of hospital maternity. For
more than a decade, the National Sexual and Repro-
ductive Health Strategy of the Spanish NHS (ENSSR)
has been promoting a model of care for childbirth,
based on scientific evidence and, therefore, attentive
to the needs of the labouring woman and the newborn
human being (NB), respectful of the physiology of labour
and birth, advocating the least possible intervention-
ism, the personalisation of care, as well as the princi-
ple of women’s autonomy. In 2018, of the total number
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of births attended, 81.1% took place in the NHS. With
regard to the type of delivery, while in 2018 NHS net-
work hospitals had 21.8% of deliveries by caesarean sec-
tion, in private hospitals this rate was 36.5%. Caesarean
section rates persist above the World Health Organisa-
tion (WHO) reference standards (less than 15%). The
percentage of amniotomy was 13% and the percentage
of induced deliveries was 34.2%, compared to the WHO
recommendation of 10%. Epidural anaesthesia was used
in 62.9% of deliveries, an episiotomy was performed in
27.5%, and 17.5% of deliveries were instrumental. These
data are some of the conclusions of the descriptive anal-
ysis of the data related to perinatal care in the period
2010-2018, focusing on hospital health services. The
sources of information are the databases of the Special-
ised Care Information Systems (SIAE), Minimum Basic
Data Set (CMBD) (2010-2015) and Specialised Health-
care Activity Register (RAE-CMBD) (2016-2018) [2].

Medicalization begins at pregnancy, with prenatal care
that transforms pregnancy into a condition of permanent
risk, which requires medical monitoring [3]. Although
medical and technological advances in maternity care
have drastically reduced maternal and infant mortality,
the danger of introducing the routine use of technology
in birth is that it can cause what has been called in the lit-
erature ‘a cascade of intervention, where one intervention
leads to another [4].

The concept of medicalization emerged in the 1970s,
and most of the literature on this topic still comes
from the social sciences [5-7], although there are
some authors in medical academia who address this
topic [8, 9]. Kishore’s Dictionary of Public Health [10]
defines medicalization as “the way in which the field
of modern medicine encompasses many problems that
were not previously considered medical entities”, and
adds that it includes a wide variety of manifestations,
such as the normal phases of the reproductive and
vital cycle of women (menstruation, pregnancy, child-
birth and menopause), among others.

The medicalization of pregnancy and childbirth ben-
efited, in its genesis, from the emergence of biomedi-
cine and evidence-based medicine, the development
of obstetrics and the generalization of surgery, and the
development of the preventive approach and the explo-
sion of new technologies applied to biomedicine. The
generalization of the phenomenon was favoured by eco-
nomic, political, social and cultural factors [11-13].

Health professionals necessarily function as agents of
this medicalization, but we should consider their situ-
ation with respect to social expectations and demands
[11] and review in what way a greater participation by
patients in decision-making would influence the deliv-
ery process. It could be the case that patients contribute
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to medicalization through their “desire and demand”- in
relation to both contextual factors (advertising, media,
social networks and the Internet), and psychological vari-
ables [13—17]- or on the contrary, that they are influenced
by the numerous initiatives that advocate a more natural
birth or greater control of the process [18, 19]. This last
choice would mean distancing themselves from the dom-
inant medical model [20, 21] and assuming responsibility
for the outcome of the delivery [22].

The fact that a woman has a more favourable or less
favourable attitude towards medicalization will influence
the choices she will make in relation to labour, the degree
of planning for it, and finally the outcome and experi-
ence of childbirth [22-24]; hence it is important to know
what factors, in addition to contextual ones, influence
or are related to attitudes towards medicalization. Beny-
amini et al. [1] found that, in Israel, the attitude was more
favourable among young women, with less education,
who were immigrants or had a complicated obstetric his-
tory. These attitudes, measured during pregnancy, were
related to a greater fear of childbirth and a greater prob-
ability of having a more medicalized delivery. Continuing
with the factors related to or underlying these attitudes
or beliefs and the choices they make, a cohort of Swedish
and Australian women were categorized into three atti-
tudinal profiles:’Self determiners, “Iuke it as it comes’ and
‘Fearful’ [24]. Comparison between these groups revealed
that the “fearful” group was more likely to have poorer
self-assessed emotional health than the “self determin-
ers” group, to prefer a caesarean section, to show less
positive feelings towards the pregnancy, and to choose
an epidural delivery etc.; the “take it as it comes” group
was more likely to accept obstetric interventions when
expressed as being for the well-being of the child, and
the “self determiners” group was more inclined towards a
more natural birth and assuming greater control over it.
These three attitudinal profiles described by Haines could
be related to different types of locus.

The locus of control (LOC), which was first used by
Rotter in social learning theory (SLT) and served as
the basis for the Wallston scale [25, 26], is one of the
concepts used in understanding health behaviours and
beliefs. This concept is defined as the degree to which
people believe their health is controlled by internal
or external factors [26]. According to this idea, indi-
viduals can be classified as internal or external. People
with internal LOC are convinced that they can control
their own destiny, they feel responsible for their lives
and their behaviour, and they are capable of internal
growth and improvement through effort and the devel-
opment of their abilities. These people assume that
their health results are a function of the behaviours
they have, and they use the information provided to
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improve and take control of their own health [27-31].
On the contrary, the external LOC is typical of those
individuals with a tendency to consider that their
health outcomes, or what happens to them, is under
the control of other people, or is predetermined, or
uncontrollable, since it depends on external factors
outside their control, such as luck, destiny, chance or
the supernatural [32]. The locus of control has been
seen to influence the choices women make at the
time of childbirth; for example, a woman with inter-
nal locus of control, or external luck, is more likely to
attempt a vaginal birth after a caesarean section than
a woman with an external locus of control—powerful
others [33]. The identification of the type of locus of
control has proven to be useful, therefore, for predict-
ing trends in health behaviours and could predict what
type of attitude towards childbirth —medicalized to a
greater or lesser degree— the woman will have.

Another important factor to consider is the evalua-
tion that the woman makes of the future childbirth as
a potentially stressful event, and the coping strategies
that she is going to use in that situation. Stress can be
defined as a demand appraised as taxing or exceeding
the resources of the individual [34]. Coping styles are
the stable tendencies to respond to the stressing event
with a certain type of strategy, and strategies are spe-
cific ways to cope with stress. Some authors describe
3 types of coping strategies: 1) coping considered posi-
tive, based on preparation, planning strategies and
focuses on the problem to be solved; 2) a style, in this
case negative or of avoidance, focused on the emo-
tion generated and used to escape from the distressing
situation; and 3) a “spiritual” style that faces the situ-
ation by trusting in a higher power [35-37]. Knowing
if the type of coping strategies used by women during
pregnancy are related to having a more favourable or
less favourable attitude towards medicalization is of
interest, so that this variable can be taken into account
in the development of interventions. For example,
if it is seen that the use of preparatory strategies can
influence having an unfavourable attitude towards a
medicalized delivery, use of such strategies could be
encouraged during pregnancy. Moreover, if we see that
adopting an avoidance strategy during pregnancy is
related to medicalization, we will have to be alert and
work on the use of other more adaptive strategies.

The objective of this paper is therefore to evalu-
ate whether women’s locus of control and stress cop-
ing strategies are related to having a more favourable
or less favourable attitude towards medicalization in
childbirth, and if so, what type of locus of control and
what type of coping strategy would be more related.
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Methods

Design and selection of participants

The study data is part of a larger investigation into the
development of two instruments designed to detect
the needs of women during pregnancy, childbirth and
postpartum. The study protocol has been published
previously [38].

This is a cross-sectional study, collecting data in the
Basque Health Service between 2019 and early 2020. The
Osakidetza-Basque Health Service is the public health-
care system of the Basque Country, a region located in
the north of Spain with a population of just over two mil-
lion inhabitants. Osakidetza was created by the Health
Department of the Basque Government in 1983, and
all the public hospitals and primary care centres of the
Basque region come under this organization, structured
into 13 Integrated Health Organizations (IHO) spread
throughout the Basque country. An OSI is a network
consisting of several primary care centres, dispensaries
for sparsely populated rural areas, and a referral hospi-
tal. More than 30,000 professionals work for Osakidetza,
which could be considered the largest health organiza-
tion in the Basque Country. For pregnancy, delivery and
postpartum follow-up, each hospital coordinates with
a set of primary care centres. On average, one midwife
works in each primary care health centre.

The women were recruited from primary care centres,
under the management of several IHOs, by their mid-
wives during a pregnancy check-up, and also through
snowball sampling. The midwife informed women over
18 years of age with a good knowledge of the Spanish
about the study and, if the women wished to partici-
pate, the research team provided them with a link to the
questionnaires on their mobile phone. The profile of the
woman who goes to the midwife for pregnancy control
is that of a woman whose pregnancy is low risk, as high-
risk pregnancies are supervised by the obstetrician. Addi-
tionally, the women were able to share the link with other
pregnant women. In the same app, an informed consent
request was made which, once accepted, gave access to
the questionnaires (the measurement instruments and a
formulary of sociodemographic and clinical questions).
The study was approved by the Basque Clinical Research
Ethics Committee (P12019110).

Measurement instruments

To assess Attitudes towards the Medicalization of Child-
birth (ATMC) among pregnant women, a question-
naire of the same name created by Benyamini et al. [1]
was used. The questionnaire consists of 15 items aimed
at measuring women’s inclination to use medical tech-
nology and interventions during childbirth. Seven items
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expressed a positive ATMC and eight items expressed
a negative attitude, and women were asked to rate their
level of agreement with each statement on 1-5 Likert
scales. The negative items were reversed and then a sum-
mary score was calculated as the average of all responses.
A high score indicates a positive attitude towards
medicalization.

To assess the locus of control style of the participants,
the Spanish version of the Wallston Form ‘A Multidimen-
sional Locus of Control’ was used, adapted by Tomads-
Sébado and Montes-Hidalgo in 2016 [32]. It consists of
18 items, with 6 response possibilities for each of them,
scoring from 1=completely agree, to 6 =completely dis-
agree. The scale provides 3 relatively independent scores
corresponding to the 3 factors considered: internality
(items 1, 6, 8, 12, 13 and 17), which expresses beliefs that
health depends on one’s own behaviour; and chance/luck
(2, 4,9, 11, 15 and 16) and other relevant people 3, 5, 7,
10, 14, 18] which both express beliefs in externality, that
is, they consider that health depends on chance/luck or
on the actions of other competent people, respectively.

To evaluate the coping strategies of the women, the
Spanish adaptation by Lorén-Guerrero [37] of the scale
called “Revised Prenatal Coping Inventory (NuPCI)”
developed for the assessment of coping strategies over
the course of pregnancy [36] was used. The scale con-
sists of 42 items. Women are asked to report how often
they used each method of coping “to try to manage the
strains and challenges of being pregnant” during a given
time frame on a scale ranging from 0 (never) to 4 (almost
always). The items refer to general coping strategies
along with others that are specific to pregnancy, and are
divided into 3 scales or types of coping: a) the prepara-
tory scale, with 15 questions [37], b) the avoidant coping
scale, with 11 questions and c) the spiritual coping scale,
with 6 questions.

Fear of childbirth was also evaluated, since some
studies relate it to ATMC, using a Spanish version
of Wijma’s 33-item questionnaire from 2005 [39],
adapted by Ortega-Cejas et al. [40], which maintained
the one-dimensional structure proposed by the author
of the original test. The answers to each question
appear as a 6-point Likert scale, the answers being
(0 and 5 respectively) the opposite extremes of a cer-
tain feeling or thought when the woman imagines her
labour and delivery. The minimum score is 0 and the
maximum is 165. Scores above 85 indicate severe fear
of childbirth [40, 41].

The possible confounding effect and modifier of the
effect of other variables that could be related to both
ATMC and the locus of control and coping have been
considered. These variables were collected through
an introductory form, composed of 22 items, on
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sociodemographic and clinical data completed in the
app: age, parity, nationality (Spanish/immigrant), educa-
tional level (low/middle /high), paid work (yes/no) and
the presence of certain prior risk factors (such as obesity,
toxic habits, high age, history of prematurity or low birth
weight, high birth weight, previous miscarriage or still-
birth, illness requiring periodic medical monitoring, reg-
ular medication, family history of births, etc.) with two
possibilities of answering yes/no.

An analysis of the tests used was carried out to see if
they presented adequate psychometric properties in
our sample. All the tests used showed appropriate psy-
chometric properties. In the case of ATMC, the origi-
nal one-dimensional structure showed an appropriate
adjustment in the adaptation made for our linguistic
and cultural context (x*=402.49, gl=90, x*/gl=4.47,
CFI=0.94, TLI=0.93, SRMR=0.09). Internal reliabil-
ity was high (omega index=0.85, ordinal alpha=0.80).
In the Locus of Control Multidimensional Scale, the
internality factor items formed a single dimension in
our sample (X2=28.92, df=9, x2/g1=3.21, CFI=0.98,
TLI=097, SRMR=0.06) which presented acceptable
internal consistency (omega=0.75, ordinal alpha=0.70).
The chance/luck factor also showed a good fit between
the one-dimensional solution and the data (X2=42.26,
df=9, x*/gl=4.69, CF1=0.98, TLI=0.96, SRMR=0.07)
and presented high internal consistency (omega=0.76,
ordinal alpha=0.75). The same was so with the factor
“Other relevant people” (X2=37.82, df=9, Xz/g1=4.20,
CFI=0.90, TLI=0.91, SRMR=0.08, omega=0.75,
ordinal alpha=0.52). Regarding the NuPCI scale, a
good fit was found in a) the preparatory coping scale
(x*=323.32, gl=90, x*/gl=3.59, CFI=0.95, TLI=0.94,
SRMR =0.08, omega=0.85, ordinal alpha=0.85), b) the
avoidant coping scale, (x*=79.35, gl=44, x*/gl=1.80,
CFI=0.97, TLI=0.96, SRMR=0.07, omega=0.74,
ordinal alpha=0.79) and c) the spiritual coping scale,
(x*=9.76, gl=9, x*/gl=1.08, CFI=0.99, TLI=0.99,
SRMR=0.05, omega=0.81, ordinal alpha=0.83).
Finally, the W-DEC questionnaire also showed a good
fit with our data (x*=1315.53, df=495, x*/df=2.66,
CFI=0.91, TLI=0.90, SRMR=0.11, omega =0.92, ordi-
nal alpha=0.92.

Statistical analysis
For the descriptive analyses, means and standard devia-
tions were used for the continuous variables, and abso-
lute and relative frequencies for the categorical variables.
For the analysis of the dimensional structure of the
measurement instruments, confirmatory factor analyses
were carried out and for the evaluation of their internal
consistency, the McDonald’s omega and ordinal alpha
indices were calculated.



Espinosa et al. BMC Pregnancy and Childbirth (2022) 22:529

To analyse the relationship between the possible
predictor variables (sociodemographic factors, locus,
NuPCI, and fear) and ATMC, bivariate analyses were
performed using linear regression for continuous vari-
ables and ANOVA for categorical variables. Multivariate
ANCOVA models were built with all the predictor vari-
ables, obtaining the estimators and their 95% confidence
intervals. The best model was chosen following a step-
wise backward strategy using likelihood ratio tests (with
a significance criteria of P<0.05).

All analyses were performed with SAS 9.4 and R.

Results

Participation in the study was offered to 301 women in 28
primary care centres, under the management of 6 IHO,
by 25 midwives; in addition, the women were allowed to
facilitate the link to other pregnant women. The number
of women contacted by other women is not quantifiable,
but we did know how many of them accessed the link and
signed the consent form. Of the 341 women in total who
accessed the mobile app and gave their consent to par-
ticipate, 279 completed at least one questionnaire, and
248 of them completed all the questionnaires between
weeks 8 and 41 of gestation (Fig. 1). Participants’ soci-
odemographic characteristics are presented in Table 1.
Their mean age was 33.4 (£4.74). They were recruited on
average at 29.6 (8.0) weeks of gestation and 71.3% were
primiparous.
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Table 1 Scores obtained in attitude towards medicalization,
locus of control, coping style and main characteristics of the
sample

Results
Medicalization
Mean (SD) 3.42 (0.51)
Internality (locus of
control)

Mean (SD) 231 (3.69)
Chance externality
Mean (SD) 15.72 (4.12)
Powerful other externality
Mean (SD) 19.57 (3.27)
Avoidant Coping
Mean (SD) Al (0.53)
Preparatory Coping
Mean (SD) 2.02 (0.58)
Spiritual coping
Mean (SD) 1.02 (0.74)
Age
n (%) <30 40 (16.1)
30-34 106 (42.7)
35-39 74 (29.8)
>=40 28 (11.3)
W-DEC
Mean (SD) 54.7 (20.17)
Weeks of gestation
n (%) <28 92 (37.1)
2837 114 (46.0)
>37 42 (16.9)
Parity
n (%) Primiparous 176 (71.3)
Multiparous 71 (28.7)
Nacionality
n (%) National 217 (87.5)
Foreign national 31 (12.5)
Educational level
n (%) Elementary school 25 (10.2)
HighSchool studies 86 (35.1)
Higher education studies 134 (54.7)
Paid work
n (%) Yes 176 (73.5)
No 63 (26.4)
Risk factors
n (%) Yes 140 (56.5)
No 108 (43.5)

MIDWIFE
CONSULTATION

To 301 women was offered
participation (link)

Give their Consent to
participate (in app)

INFORMAL
RECRUITMENT

(snowball sampling N=
Unknown)

Fig. 1 Flow of participants throughout the study

183 of Midwife
consultation

181 of Midwife
consultation

questionnaire
completed

At least one complete
All of questionnaires

67 of informal
recruitment

96 of informal
recruitment
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Items linked to positive attitude toward medicalization
3. Fetal heart rate monitoring throughou;elillnsour is essential to follow the status of the Strongly agree+agree 91,6%
7. Most birthing women are calmer when they are under professional medical R
supervision —
13. At every birth, there should be emergency services available (such as an operating
room) =
2. Epidural anesthesia is generally safe and should be used 64,8%
12. Nowadays, women who choose homebirth are placing themselves and their babies 38 4%
in danger —
8. It isimportant that the birthing position is convenient for the medical staff 36,8%
11. Every childbirth should be managed by an obstetrician 30,8%
0 50 100 150 200 250 N
Strongly agree  m Agree Neither agree nor disagree Disagree Strongly disagree
Items linked to negative attitude toward medicalization
10.Epidural anesthesia can have potentially adverse effects on a woman’s child
T B ongly agree+agree3
birthing experience
14. Most deliveries do not require any medical intervention
6. A normal birth is best attended by a midwife and not an obstetrician (physician) | 24% |
4. Nowadays, physicians are too involved in the labour process | 23% |
1. Non-pharmacological pain relief in labour (e.g., reflexology, aromatherapy) is
preferable to pharmacological pain relief L 22%
15. Medical interventions in childbirth could be dangerous
9. Most birthing women are calmer when they are in their natural surroundings
5. Ina ‘normal’ (low-risk) pregnancy, home birth is safer than hospital birth  [EZA
0 50 100 150 200 250 N
Strongly agree M Agree Neither agree nor disagree Disagree Strongly disagree
Fig. 2 Medicalization of Childbirth questionnaire: frequency and percentage of agreement on items linked to a positive attitude towards medicalization
(above) vs agreement on items linked to a negative attitude towards medicalization (below). (N = 250)

The average ATMC score, as can be seen in Table 1, is
3.42; that is, favourable to medicalization in childbirth.
In the present sample the mean scores ranged from 1.66
to 5 points. As in the original version of the question-
naire, no cut-off points were established for its use in our
study. A summary score, after reversing negative items,
was calculated as the mean of all responses. A high score
indicates a positive attitude towards medicalization, with
1 being the lowest possible score and 5 the highest. Fig-
ure 2 shows the frequency of the items related to having
a favourable attitude towards medicalization in childbirth
vs. the frequency of items favourable to a less medical-
ized delivery. The issues that present a higher frequency
of agreement (>80%) are those about continuous foetal
monitoring, medical supervision and the availability of
emergency services; 64.8% consider the epidural a safe

method and agree with its use. Other questions present a
lower frequency of agreement (Fig. 2).

The mean score for the Internal locus of control was
23.1 (SD: 3.69); 15.72 (SD: 4.12) for Chance external
locus; and 19.57 (SD: 3.27) for Powerful other external-
ity. The mean score for the preparatory-scale questions
of the Revised Prenatal Coping Inventory was 2.02 (SD:
0.58); 1.1 (SD: 0.53) for the avoidant scale; and 1.02 (SD:
0.74) for the spiritual scale. The mean score for W-DEC
was 54.7 (SD: 20.17) (Table 1).

The univariate and multivariate analysis of the vari-
ables under study are shown in Table 2. Initially Locus of
control (Internality and Chance externality), preparatory
and spiritual coping, educational level and having a paid
job (work for which economic remuneration is received, as
opposed to work performed in the domestic sphere) appear
to be significantly related to the ATMC score, but when
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Table 2 Univariate and multivariate analysis of the attitude towards medicalization and its relationship with other variables
Univariate Multivariate
Estimator 1C(95%) p-valor Estimator 1C(95%) p-valor
Intercept 3.75 3.06 to 4.45 <0.001
Internality -0.022 -0.039 to -0.005 0.012 -0.021 -0.04 to -0.003 0.025
Chance externality 0.023 0.008 to 0.039 0.003 0.014 -0.006 to 0.035 0.168
Powerful other ext. 0.019 -0.001 to 0.039 0.052 0.014 -0.01 to 0.038 0.239
Avoidant coping -0.064 -0.184 to 0.057 0.298 -0.098 -0.252 to 0.055 0.209
Preparatory coping -0.218 -0.325 to -0.111 <0.001 -0.224 -0.352 to -0.096 <0.001
Spiritual coping 0.045 -0.041 to 0.131 0.308 0.119 0.008 to 0.231 0.036
Age 0.666 0.696
<30 ref ref
30-34 -0.011 -0.197 to 0.176 0.911 -0.008 -0.214 to 0.198 0.939
35-39 0.08 -0.117 to 0.277 0.422 0.086 -0.146 to 0.318 0.465
>=40 0.054 -0.194 to 0.301 0.67 0.021 -0.269 to 0.31 0.888
W-DEC 0.002 -0.002 to 0.005 0.334 0.003 -0.001 to 0.006 0.216
Weeks of gestation to 0.886
<28 ref ref
28-37 -0.056 -0.196 to 0.085 0.436 0.027 -0.116 to 0.17 0.713
>37 -0.124 -0.31 to 0.062 0.191 -0.013 -0.21 to 0.183 0.896
Parity 0.998 0.201
Primiparous ref ref
Multiparous 0.001 -0.141 to 0.141 -0.102 -0.26 to 0.055
Nationality 0.58 0.091
National ref ref
Foreigner -0.054 -0.246 to 0.138 -0.202 -0.436 to 0.033
Educational level 0.018 0.138
Elementary ref ref
High School -0.098 -0.323 to 0.128 0.395 -0.029 -0.271 to 0.213 0.814
Highered. -0.252 -0.468 to -0.036 0.022 -0.163 -0.406 to 0.08 0.187
Paid work 0.027 0.011
Yes ref ref
No 0.167 0.019 to 0.314 0.193 0.045 to 0.341
Risk factors 0.255 0.511
No ref ref
Yes 0.074 -0.054 to 0.202 0.046 -0.091 to 0.182

Table 3 Final multivariate model of attitude towards medicalization and its relationship with other variables

Multivariate
Estimator IC(95%) p-valor
Intercept 3.73 3.18 to 4.27 <0.001
Internality -0.021 -0.039 to -0.004 0.017
Chance externality 0.017 -0.003 to 0.036 0.088
Powerful other ext. 0.017 -0.006 to 0.04 0.148
Avoidant coping -0.062 -0.192 to 0.068 0.349
Preparatory coping -0.226 -0.342 to -0.11 <0.001
Spiritual coping 0.063 -0.026 to 0.153 0.166
Paid work 0.013
Yes ref
No 0.179 0.038 to 0.32

we adjust for all the variables and select the best model
(Table 3), only Internal locus (Fig. 3), preparatory coping
(Fig. 4) and going out to work (Fig. 5) show an effect on
ATMC. Table 3 presents the Final multivariate model of

the ATMC and its relationship with other variables after
eliminating the sociodemographic variables with lesser
contribution to the model. For each point in “Internal
locus” and “Preparatory Coping’, the ATMC score was
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Fig. 3 Relationship between the locus of control (“Internality’, “Chance externality”and “Powerful other externality” scores) and the score in attitude

reduced by 0.02 and 0.23 points, respectively, while it
increased by 0.18 with not having a paid job.

Discussion

In light of the results of this study, it seems that women
in our region prefer a medical delivery. The fact of giv-
ing birth in a hospital environment, with the availability
of a professional at their disposal, emergency services in
case something happens and continuous monitoring of
the baby’s health seems to provide them with security.
Only a minority consider that medical interventions in
childbirth could be dangerous or affect the childbirth
experience.

Women’s attitudes toward childbirth may be shaped
by their backgrounds, experiences, beliefs, values, and
needs, which in turn may reflect the social and politi-
cal environment (in terms of resources) of childbirth
and the dominant discourse of childbirth in a culture,
or particular country [41]. Nevertheless, every inter-
vention presents the possibility of untoward effects and

additional risks that engender the need for more inter-
ventions with their own inherent risks. Unintended
consequences to intrapartum interventions make it
necessary to promote natural childbirth processes and
advocate for policies that focus on education, ensuring
informed consent and shared decision-making [4]. It is
also essential to know what psychological factors influ-
ence or are related to having a more favourable or less
favourable attitude towards the medicalization of child-
birth, not only because of its influence on childbirth
choices and satisfaction with the experience [22-24],
but also because they give us the possibility of propos-
ing education that is better adapted to the woman’s
needs.

The results of the present study show that both the
locus of control and the coping strategies normally
used to deal with stress, in general, could be related to
their attitude towards medicalization in childbirth; spe-
cifically, presenting an internal locus of control can be
linked to a more unfavourable ATMC, as is adopting
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preparatory stress coping strategies. Moreover, these
relationships are seen independently of all the soci-
odemographic variables studied, with the exception of
work. In this case, not having a paid job is associated
with a more favourable attitude toward medicaliza-
tion, and conversely, working outside is associated with
a less favourable attitude toward medicalization. We
have not found anything in the literature on this issue,
but, perhaps the fact of working outside the home and
having to solve the usual problems that arise in any job
could somehow “empower” these women and make
them feel more prepared to face new challenges, such
as a natural childbirth.

Not surprisingly, women with an internal locus of con-
trol are less amenable to medicalization. Studies already
published have related having an internal locus of control
with the desire to actively participate in the childbirth
process [33, 42], with the desire for information [31, 42]
and with presenting more behaviour of preparation and
self-care of health during pregnancy [28, 30]. According

to some authors, the health locus of control may be an
important pathway through which education, or health
literacy, influences health behaviour [43, 44]. The internal
locus of control has also been associated with the use of
coping strategies focused on the problem, and are more
adaptive than those strategies usually used by people
with an external locus of control, which are more focused
on emotions [45].

Moreover, a recent study concludes that pregnant
women who use more adaptive coping strategies, espe-
cially planning-preparing coping, reported lower levels of
anxiety/depression and engaged more in healthy behav-
iour. The study also suggests that obstetricians and health
care providers should pay more attention to the roles
of coping strategies, especially planning-preparation
and avoidance coping, in improving health-promotion/
health-harming behaviour patterns of pregnant women
[46]. In the present study, it is seen that the majority of
adopting preparatory coping strategies against stress
are related to having a less favourable attitude towards
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medicalization, which could indicate that preparatory
strategies could potentially be good for reducing the
stress of future childbirth, making the woman feel more
prepared to face it without the need for high technology
or medical aid. Given that childbirth is an isolated event,
adaptation strategies for dealing with the future situation
are therefore be of a variable nature [34, 37] and, there-
fore, could be susceptible to modification if they turned
out not to be useful for dealing with the delivery process.

In view of these results, the interaction between locus
of control, coping strategies and attitude towards the
medicalization of childbirth could be considered when
proposing educational interventions, for example to pro-
mote a more natural delivery, ensure informed consent
and shared decision making. Identifying the type of locus
that the woman presents can be useful for offering the
most appropriate strategy. The professional can repre-
sent a source of authority and be motivational [47] in the
case of women who present an external “powerful others”
locus, and therefore work could be done to encourage

them to use preparatory coping strategies, if one wants
to encourage a less favourable attitude towards medicali-
zation in childbirth. If the woman presents an internal
locus of control, the influence of the professional would
be less, and the intervention perhaps less necessary. In
this case, it might be more appropriate for them to self-
manage their own resources. Both the consultation with
the midwife and the group sessions of Maternal Educa-
tion could be an appropriate space to start working on
this type of intervention, but more research is needed on
the most appropriate type of intervention and its imple-
mentation in clinical practice.

Limitations

As this is an observational study, causality cannot be
established with any of the associations. On the other
hand, a longitudinal study would have allowed us to
observe the changes that occur throughout pregnancy in
each of the study variables.
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Another limitation could derive from the self-selec-
tion of the sample, although measures have been taken
to avoid introducing bias: the women were selected by
25 midwives belonging to 28 primary health care cen-
tres located in various population centres, both rural
and urban, and of different socioeconomic and social
characteristics. These 28 centres are part of 6 different
Integrated Health Organizations. In light of the soci-
odemographic data, it can be said that the women in our
study are representative of the study population.

Conclusion

The results of this study suggest that women have a
favourable attitude towards medicalization of childbirth.
Both the Locus of Control (LC) and the Coping Strate-
gies (CS) of women during pregnancy are related to this
attitude. Specifically, having an internal LC and using
preparative CS both lower the probability of presenting
a favourable attitude towards medicalization, while the
lack of a paid job raises the probability. The influence of
these psychological factors must be taken into account in
the development of content and interventions that pro-
mote a more natural birth.
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