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Abstract 

Background. To give birth can be a stressful experience and women cope with this 

stress in many different ways and have different personal outcomes. Self-efficacy or 

confidence in ability to cope with labour can be considered as an important factor 

affecting pregnant women’s motivation of normal childbirth and their interpretation of 

the childbirth event. 

The aim. The purpose of this study was to test the Chinese short form of the 

instrument Childbirth self-efficacy instrument (CBSEI) in Tanzania, that measure 

pregnant women’s self-confidence and coping abilities during childbirth. 

Method. The Chinese short form of the CBSEI was used to pilot test the pregnant 

women’s confidence of childbirth to see if the questions were understood in the 

Tanzanian culture. Besides this instrument socio-demographic data was collected 

together with two open questions asking about attitudes and experiences of childbirth. 

The instrument was translated into Kiswahili. A  sample of 60 pregnant women who 

were visiting antenatal clinic (ANC) regularly were asked to participate and with help 

from midwifes at two ANC places the questionnaires were filled out. 

 Result. The result shows that the validity and reliability of the two subscales OE-16 

and EE-16 were established. The internal consistency reliability of the two subscales 

were high, suggesting that each of the subscale mean score provides a good overview 

of self- reported belief in coping ability for childbirth. 

The results further show that the instrument, CBSEI in this pilot study is not able to 

identify women who need extra support during childbirth. 

Conclusion. The reliability and validity of information presented in this pilot study 

support the use of the Chinese short form of the CBSEI as a research instrument in the 

Tanzania culture. Further studies are recommended to get a wider understanding 

about women’s coping abilities in a culture like Tanzania. 

 

Keywords: childbirth, coping, midwifery, self-confidence, self-efficacy, Tanzania. 
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Sammanfattning 

Bakgrund. Att föda barn kan vara en upplevelse full av stress och oro och kvinnor 

hanterar detta på olika sätt och med olika personliga resultat av situationen. Self-

efficacy eller självförtroende i de möjligheter man har att hantera sin förlossning är 

viktiga faktorer som påverkar kvinnans motivation till normal födsel och hennes 

upplevelse av händelsen. 

Syftet.  Syftet med studien var att testa instrumentet från den kinesiska korta 

versionen av ”Childbirth self-efficacy Instrument” (CBSEI) på gravida kvinnor i 

Tanzania.        

Metod. Den kinesiska korta versionen av CBSEI pilottestades på gravida kvinnor för 

att se om frågorna skulle förstås i den Afrikanska kulturen. Förutom instrumentet 

fanns även socio-demografiska data med samt två öppna frågor angående attityder och 

erfarenheter av tidigare födslar. 

Instrumentet översattes till Kiswahili och 60 gravida kvinnor som besökte ANC 

regelbundet tillfrågades att delta i studien med hjälp från barnmorskor. Studien 

gjordes på två ANC-kliniker. 

Resultat. Resultatet visar att validiteten och reliabiliteten i de två subskalorna OE-16 

och EE-16 etablerades. Den interna reliabiliteten mellan frågorna var hög, och visar 

på att varje del av de två skalorna ger en bra överblick över självförtroende i 

barnafödande. 

Resultatet visar vidare att instrumentet CBSEI i den här pilotstudien inte kan 

identifiera kvinnor som kan vara i behov av extra stöd under sin graviditet. 

Slutsats. Reliabiliteten och validiteten som presenterats i denna pilotstudie stödjer 

användandet av den kinesiska korta versionen av CBSEI som ett instrument i den 

tanzaniska kulturen. Fortsatta studien rekommenderas för att få en större förståelse för 

kvinnors möjligheter att hantera sina upplevelser i barnafödandet i en kultur som 

Tanzania. 

 

Nyckelord: childbirth, coping, midwifery, self-confidence, self-efficacy, 

Tanzania.
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Abbreviations: 

 

 

 CBSEI Childbirth self-efficacy instrument 

 ANC Antenatal clinic 

 OE Outcome expectancy 

EE Efficacy expectancy 

GDP Gross Domestic product 
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Introduction 

Childbirth is a stressful experience and women cope with this stress in many different 

ways and with varying degrees of personal satisfaction. Self-efficacy or confidence in 

ability to cope with labour can be considered as an important factor affecting pregnant 

women’s motivation of normal childbirth and their interpretation of childbirth 

outcomes (Lowe, 1993). 

 

Giving birth is the most common reason to visit a hospital for women in fertile year. It 

is important for the midwife to have the competence to decide the right help and care 

for the woman during birth. Four main factors have risen that was more important 

than others; the women’s expectations, support from surroundings, the relation with 

the midwife and the women’s involvement in decision making about the labour 

(Hodnett, 2002). 

 

One important purpose of midwifery care is to give childbearing women as positive 

experience of giving birth as possible. Pain relief during labour is a matter for every 

single woman, and she has the right to require what kind of pain relief she needs 

(Sjögren, 2005). 

 

A study in low income country like Tanzania showed that women preferred to deliver 

at home for reasons like staff attitudes, and lack of privacy among other reasons as 

limit transport to hospital, and lack of money (Mrisho, et al., 2007). Another study 

from Nigeria confirms that lack of privacy is one important reason for women not 

delivering in hospitals (Ekele & Tunau, 2007). 

 

In low income countries pain relief during labour that is available is limited, and may 

not be that effective to relieve labour pain. The women have to rely on their own 

ability to cope with labour pain. How women experience their situation during labour 

is important knowledge for every midwife in order to support the labouring woman. 

What high income countries can learn from women who give birth with small 

resources is of great importance since the knowledge how to cope in normal childbirth 

in high income countries seem to be diminishing (Love, 1989). 
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Background 

The study context 

The United Republic of Tanzania is located on the East coast of Africa.  

 

  

                 Fig 1. Tanzania 

                                                                Source: The World Fact book Tanzania, 2007 

 

Population; The population has more than tripled in less than four decades from 12 

million in 1967 to 39, 4 million in 2007. The population is comprised of native 

Africans from more than 120 different tribal groups. Each tribal group has its own 

language, but the national language is Kiswahili, a Bantu language with strong Arabic 

and English borrowings. The main religions are Christian 30 %, Muslim 35 % and 

Indigenous belief 35 %. 

 

Tanzania’s Social and economic situation; Tanzania is one of the poorest countries in 

the world. Overall, the economy has performed fairly well since the mid-1990s. Gross 

Domestic Product (GDP) were in 2006 nearly 6 %. Still, the economy depends 

heavily on agriculture, accounting for 50 % GDP, as it provides 85 % of exports and 

employs 80 % of the workforce. Despite the economic growth in recent years, it is not 

enough to improve the lives of average Tanzanians. Tanzania maintains 36 % of its 

population below the poverty line.  
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Health and health services in Tanzania; Health care in Tanzania is provided by a 

mixture of governmental and private not-for-profit (mission hospitals) and private for-

profit company-based health services and traditional healers (National Bureau of 

Statistics, Tanzania; Macro International Inc. 2004). 

 

Tanzanian official statistics show that almost all pregnant women (94%) receive 

antenatal care. Some women attend MCH (16%) and doctors (2%). A small number of 

women also receive some kind of antenatal care from people who are not medical 

professionals, such as trained and traditional birth attendants, relatives, and village 

health workers (3%).  In Tanzania pregnant women are advised to start antenatal visits 

before 16th weeks of gestation and make about four visits during pregnancy.  About 

47 % of pregnant women deliver at a health facility and overall 36 % of the births are 

assisted by highly qualified staff, such as nurse, midwives and doctors. Home 

deliveries are about (53%). Only 3 percent of babies born in Tanzania are delivered by 

caesarean section. Half (52 %) of all new mothers receive postpartum care within the 

critical two-day period.  A big problem to get access to health care was reported with 

a majority of women as lack of money, distance to health care facility and transport 

difficulties (National Bureau of Statistics, Tanzania; Macro International Inc. 2004). 

 

Tanzania’s maternal mortality rate is still unacceptably high. The rate is roughly 

estimated to between 7 500-15 000 women and girls who dies every year due to 

pregnancy-related complications such as haemorrhages, infections, hypertensive 

disorders and obstructed labour. Additionally, another 150 000-450 000 Tanzanian 

women and girls will suffer from disabilities caused by complications during 

pregnancy and childbirth each year, such as obstetric fistula, a ruptured uterus, or 

pelvic inflammatory disease. More than half of all births in Tanzania occur at home 

and contributes to the elevated maternal mortality rate. Abortion is prohibited, or 

permitted only to save a woman’s life, and unsafe abortion is also one of the 

explanations to the high rate of mortality. 

The average Tanzanian woman gives birth to about 5 children in her lifetime. The 

under five mortality rate was 112 deaths/1000 in 2005. Infant mortality rate was 68 

deaths/1000 in 2005. Tanzania has in the past few years experienced a reduction in 

child mortality, but still one of nine children die before their fifth birthday (The World 
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fact book, 2007; Maternal and Neonatal Program Effort Index, 2007; Thaxton, 2007; 

WHO, 2007,; National Bureau of Statistics, Tanzania; Macro International Inc. 2000). 

 

Literature review 

Childbirth is a developmental event, the successful mastery of which is closely tied to 

a woman’s perception of her ability to maintain control during labour and birth. Pain 

during labour is one of the stressors that may affect a woman’s perception of control.  

Nursing and medical management of pain are important things in the birth 

environment that may positively or negatively influence the women´s perceived 

experience of the childbirth event (Lowe, 1989). 

 

Labour pain occurs in the context of an individual woman’s physiology and 

psychology, and the sociology of the culture surrounding her. That culture not only 

includes the beliefs, mores, and standards of her family and community, but also those 

of the health care system and its providers (Lowe, 2002). 

 

Individuals’ experience of pain is a function of culture, as well as previous exposure. 

Being aware of the range of culturally dependent responses to childbirth pain is 

important for the providers of care and support to women in labour. The idea that a 

person’s coping history, cultural background, race or religious belief can influence 

their responses to coping with pain and anxiety is important knowledge in helping to 

prepare women appropriately for labour. Such an individualised model would provide 

greater opportunity for women to understand their own personal coping requirements, 

and for midwives to provide appropriate support (Escott, 2004).  

 

In a study from Nigeria it showed that labour pain was something that the woman 

accepted and pain relief was therefore not important. In the study it emerge that more 

than 86 % of the labouring women had wanted pain relief and 68, 3 % thought that 

their labour was hard. Pain relief should be an important part of the care for labouring 

women in low income countries (Kuti, 2006). Women want to have a professional and 

obligated care; that means good encounters with kind treatment. Understanding staff 

with good attitudes is also an important part during labour (D´Ambruoso, 2005). 
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A woman’s self confidence has been shown to be important in influencing how the 

birth is perceived and coped with. Pregnant women’s perception may influence the 

meaning and consequences of childbirth. One way to investigate a woman’s per-

ception about childbirth may be to study thought a woman’s self-efficacy (Ip, 2007).  

 

Self-efficacy is concerned with a person´s judgment of her own capabilities.  

Successful performance of an experience leads to higher level of self-efficacy and 

influence to hold on to that behaviour.  Experience of failure lower the perception of 

self-efficacy and constrain the behaviour. The concepts focus on one´s belief in the 

ability to use a desired behaviour (Kear, 2000). 

 

A person with high self-efficacy is also more willing to pursue an activity in spite of 

difficulties, than a person with lower self-efficacy. As a person judges that she is able to 

perform behaviour, she uses the behaviour with increasing confidence (Kear, 2000).   

Therefore, self-efficacy provides a mechanism which may explain individual 

behaviour and may be defined as a person’s perceived capability to perform 

behaviour. A high level of personal self-efficacy may be associated with a positive 

self-concept and a self-appraisal of personal control (Kear, 2000).  

 

Albert Bandura   developed and tested this concept. The notion of perceived self-

efficacy was first proposed by him and refers to a personal judgement of one’s own 

ability to cope in a specific situation (Bandura, 1977). He argued that possessing the 

skills and knowledge to carry out a situation is not sufficient to ensure its successful 

end, and that self-evaluation of one´s owns competence can make a change in 

behaviour. Self-efficacy is not just about how good knowledge a person has it´s also 

about how the person can use the behaviour. A person might believe that a specific 

coping behaviour could be helpful, but might not feel personally capable of carrying it 

out (Bandura, 1977). 

 

In order to o promote the conceptual development of childbirth confidence and guide 

effective nursing interventions, Lowe (1993) developed an instrument The Childbirth 

Self-Efficacy Inventory (CBSEI) to measure maternal confidence in coping abilities 
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for labour. The original CBSEI is a self-administered diagnostic tool for evaluating 

women’s coping ability with childbirth. 

 

 

 

Through understanding the effect of a personal perception of self-efficacy and how it 

influence different health behaviours, important knowledge is gained to develop 

effective strategies for health education interventions (Kear, 2000).  Sinclair & 

O`Boyle (1999) recommends the utility of the CBSEI in midwifery practice as a tool 

for the identification of women who will require extra support in labour and 

pregnancy. Apart from extra support the person have the opportunity to change a 

given health behaviour and with support continue in that new behaviour (Kear, 2000). 

 

 The CBSEI is the only instrument in the childbearing literature that addressed 

measuring women’s perceived self-efficacy (Ip, 2007). The instrument “The 

Childbirth Self-Efficacy Inventory (CBSEI) has been translated and tested in several 

countries, Australia, Northern Ireland and in China to test its reliability and validity 

among different groups of pregnant women. These studies have raised concern about 

the use of two repetitive sets of scales (Drummond & Rickwood, 1996; Sinclair & 

O’Boyle, 1999; Ip, 2005).  

 

In view of the repetitive items of the original CBSEI, Ip (2007) developed a short 

form that was examined in a clinical Chinese pregnant population. The reliability and 

validity information presented supports the use of the short form of the Childbirth 

Self-Efficacy Inventory as a research instrument in measuring the childbirth self-

efficacy. 

 

The authors of this study think that confidence in ability to handle childbirth and 

particularly labour pain is of great importance for any woman in the world and 

therefore to test the child birth self-efficacy instrument in a Tanzanian environment 

would contribute to a wider understanding about what women go through when 

giving birth. Hopefully the study will inspire other students and midwives to think of 

how care for women in labour can improve. It’s of great value for midwives and 

midwife students to learn about how women in labour perceive their own capacity to 
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give birth. It will also benefit the women in labour who will meet a midwife that 

better understand how women cope in labour. With the new knowledge gained, it will 

also be possible to identify women with high level of anxiety who need extra support 

from the midwife.  

 

Aim 

The aim of the study is to test the short form of the instrument CBSEI in Tanzania, for 

measuring maternal confidence in coping abilities for normal labour among 

Tanzanian women.  

 

 

Research questions 

• Is the short form of CBSEI a valid and reliable measure for pregnant 

Tanzanian woman? 

• Could CBSEI identify women in Tanzania who need extra support during 

childbirth?  
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Method 

Design 

This research is a quantitative small-scale pilot study done in preparation for an 

eventually prospective major study to measure an instrument for childbirth self-

efficacy confidence in women approaching the birth event in Tanzania.  

 

Sample and settings 

The study was carried out in two settings in Dar es Salaam, Tanzania. The first setting 

was in a small district hospital in Temeke, and the second one was at the largest 

hospital Muhumbili National Hospital (MNH) in antenatal clinics. The study was first 

introduced by the local supervisor in both settings.  

 
A sample of 60 pregnant women who were visiting antenatal clinic (ANC) regularly 

was informed by the midwife in-charge about the study. Those who accepted to 

participate were asked to answer the questionnaire with help from a midwife who read 

the questions and confirmed that the respondents had understood the questions; the 

short form of Childbirth self-efficacy inventory (CBSEI). Two questionnaires were 

excluded due to low frequency of answers. Most of the women (56 of 58) were in 

their last trimester of their pregnancy.  

 

The instrument  

The Chinese short form of CBSEI was used to pilot test the pregnant women’s 

confidence of childbirth. The instrument measures individual confidence in childbirth 

and women’s expectations is explored about the outcome of adopting the coping 

behaviour and their personal ability to perform the required behaviour. The two 

parallel subscales: outcome expectancy (OE-16) and efficacy expectancy (EE-16) 

consisting of 16 items was used. Each subscale that measure the coping behaviour for 

childbirth, such as breathing exercise, distraction and relaxation were adopted for 

measuring the women’s perceived coping ability on the whole labour process rather 

than the two separate stages as indicated in previous version of the original CBSEI. 

 

The Chinese short version of CBSEI was translated in Kiswahili from English by a 

native professional midwife and was proofread by a linguistic scientist in Dar es 
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Salaam. The instrument was also checked by a professional midwife to guarantee that 

both the subscales were adapted to the Swahili culture. 

 

Besides this instrument socio-demographic data was collected together with two open 

questions asking about attitudes and experiences of childbirth. The two open 

questions were asked to encourage the women to spontaneously share their thoughts, 

feelings and experiences of previous birth. The questions were asked to get an wider 

understanding about women’s situation in labour in Tanzania. 

 

Data analysis 

In order to answering the research questions several interferential statistical methods 

were used. The statistical method was factor analysis for measuring the construct 

validity of the two subscales. Pearson’s correlation coefficients were used for 

concurrent validity and for the internal consistency reliability the Cronbach`s 

coefficient alpha statistical procedure was used together with Guttman`s split half. 

Two statistical program has been used, SPSS, 13th version and Statview 5th version.  

 

Ethical consideration 

All participants was assured confidentiality and informed that participation was 

voluntary. The study has been ethical examined and approved by the University of 

Dalarna and also approved by the local supervisor in Tanzania.  

 

Collaboration 

The study was carried out in collaboration between representatives from Högskolan 

Dalarna and Muhumbili National Hospital in Dar es Salaam, Tanzania. 
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Result 

To address the research questions, the results will be presented in a consistent order. 
 

Sample characteristics 

The questionnaires were distributed to 60 eligible women; two questionnaires were 

excluded due to low frequency of answers. A total of 58 completed questionnaires 

were obtained for data analyses, giving a response rate of 97% 

Table 1. Socio-demographic characteristics of samples (n=58) 

  f % 
Age in years   

18-22 5 19,3 
23-27 15 26,3 
28-33 17 30,0 
34-38 5 8,8 
39  > 9 15,8 

Marital status   
Married 35 64,8 
Unmarried 8 14,8 
Common law wife 9 16,7 
Divorced 1 1,9 
Widow 1 1,9 

Parity   
Nullipara 6 10,4 
Primipara 10 17,3 
Multipara (>2 deliveries)  35 60,3 
Number of deliveries not known 7 12,0 

Mode of delivery   

Normal delivery 40 78,4 
Complications 11 21,6 

Antenatal health care attendance   
Yes 48 82,7 
No - - 
Missing data 10 17,3 

Gestational age in weeks   

< 29 weeks 6 11,8 
≥ 29 weeks 45 88,2 

Parental education   

yes 24 42,1 
No 33 57,9 

Educational level   

Primary standard 4 4 7,0 
Primary standard 7 36 63,1 
Secondary  17 29,9 
High school - - 
University - - 

 

Table 1 shows the socio-demographic characteristics of the 58 pregnant women who 

were recruited from the two settings. Women’s age ranged from 18-42 years and a 

majority of the women were married. Six (10%) women were pregnant for the first 
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time and the most women had given birth to at least 3 children. Almost 80 % had had 

a normal delivery and about 90 % were in their last trimester for this present 

pregnancy. Less than half of the women had attended parental education and most 

women had completed primary school. 

 
 

Women’s experience and their own views about childbirth   

 

Open questions were included among the background data  

The women were asked what they remembered from previous birth that will influence 

how they think and feel during this coming delivery. In the questionnaires there were 

frequent answers about the strong pain.  

 

“Only strong labour pain, I said I don’t want to give birth again.” 

”I remember strong labour pain.” 

“I had very much pain in the back and stomach it was pain that took a long time.” 

“I was so surprised to see the baby that was so big.” 

“I am now even more afraid of labour pain.” 

“I am afraid of pain when pushing the baby out.” 

“I got dizziness because of hunger.” 

“I remember the pain went away because I relaxed my body and every time it      

would be like this.” 

“I am even more afraid, because I remember the peak of labour pain that has 

past.” 

“I did not have much pain, just a little.” 

“Labour pain did hurt me in a special way and I had no choice but than to give 

birth and I wanted to be a mother.” 

“Strong labour pain and the baby came with the buttock first. I stayed and rested 

for three days and I don’t know how it would be for those who give birth at 

home.” 

“I got very strong labour pain but I manage until I delivered but I was very tired 

and said I won’t give birth again.” 

“I lost children, they died in the stomach.” 
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When asked about giving birth in general the women’s thoughts reflect their culture 

and religion. 

 

 “Not bad, it would be nice to have if possible pain relive to give birth in the                      

normal way is very painful.” 

      “To give birth is hard, because you don’t know if you will be alright or die.” 

“I am afraid to hear people cry out of labour pain.” 

“I am very afraid. I don’t know if I shall deliver without problem.” 

“Very strong pain I pray for those who help us to continue with the same heart 

because it is a very tough job.” 

“Not bad if I do my best and I need to be strong.” 

“It is really a job. You need to be strong and you need to cooperate with the 

person helping you.” 

“I pray to God to help me to give birth without problems.” 

“If I deliver without problem I will thank God for giving me a baby without 

problem.” 

“I am happy for having this planed baby, I have asked from God.” 

“I am pleading those who give care to love their patients.” 

“If I deliver without problem, the pain is short I shall forgot.” 

“The nurses are few and the mothers are many.” 

“To give birth is good because I did not get any problem, what I remember that 

spoiled my birth channel.” 

“Labour did hurt me much. Wish it was possible to get medicine to remove the 

pain, to give birth without pain.” 

“Not bad to give birth, you need courage and to pray to God. To give birth is not 

a joke, it is hard work.” 

“To give birth in general is good, because the pain goes off and finish in short 

time.” 
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The quality of the instrument 

To validate the instrument a factor analysis were performed and the result shows 2 

factors for the OE-16 and the EE-16 subscales with a loading of 0.40 and above. 

Differences between the two subscales are evident.  Some items loaded only on 

factors higher than 2 and are therefore not included in table 2. Those items are 

shadowed for identification. 

Table 2. Confirmatory factor analysis loadings for principal components  

Item 
Item 
no 

Scale F1 F2 

To relax my body 
1 
1 

OE-16 
EE-16   

Knowing that contractions are there and 
be ready for them 

2 
2 

OE-16 
EE-16 

0.77 
 

 
0.51 

Use breathing during contraction 
3 
3 

OE-16 
EE-16 

0.65  
0.43 

Keep myself in control 
4 
4 

OE-16 
EE-16 

0.53 
 

Think about relaxing 
5 
5 

OE-16 
EE-16 

 
0.73 

Concentrate on an object in the room to 
distract myself 

6 
6 

OE-16 
EE-16 

0.40 
0.70 

 
 

Keep myself calm 
7 
7 

OE-16 
EE-16 

0.85  
0.77 

Focus on thinking about the baby 
8 
8 

OE-16 
EE-16 

0.65 
0.46 

 

Stay on top of each contraction 
9 
9 

OE-16 
EE-16 

 
 

0.80 

Think positively 
10 
10 

OE-16 
EE-16 

 
0.33 

0.88 

Not to think about the pain 
11 
11 

OE-16 
EE-16 

 
 

0.60 

Tell myself that I can do it 
12 
12 

OE-16 
EE-16 

0.83  
0.39 

Think about others in my family 
13 
13 

OE-16 
EE-16 

0.45  
0.67 

Focus on getting through one contraction 
at a time 

14 
14 

OE-16 
EE-16 

0.84 
0.73 

 
 

Focus on the person helping me in 
labour 

15 
15 

OE-16 
EE-16 

0.90 
0.67 

 
 

Listen to encouragement from the person 
helping me 

16 
16 

OE-16 
EE-16 

0.61 
0.63 

 
 

 

A factor analysis helps to detect an item that does not fit in the scale by identifying 

clusters of related variables. Each cluster called a factor represents unitary attribute 

that is expected to measure the same thing (Polit & Beck, 2004).  An Item that is not 

loading or loads with a low score may not fit in and will probably measure something 

else or belong to another dimension of the scale.  According to Ip (2005) the two 



14 

scales of CBSEI instrument is a one-dimensional scale but it needs to be confirmed 

from further studies.   

In order to measure the instrument’s validity and to compare it to the Chinese short 

form the subscales were summarised and the result is shown in table 3. 

 

Table 3. Difference in mean scores of outcome expectancy (OE-16) and efficacy expectancy 
(EE-16) Present study and The short form of the Chinese childbirth self-efficacy 

 Outcome expectancy (OE-16) Efficacy- expectancy (EE-16) 

 Mean SD Mean SD 
Present study (2008) 115,7 28,06 115,4 17,21 
     
Chinese childbirth  
self-efficacy (2007) 

106,46 24,35 103,08 23,08 

 
 

A reliability analysis of the two subscales OE-16 and EE-16 was computed to ensure 

that the measures satisfied the criteria for the internal consistency.  The internal 

reliability of the OE-16 and EE-16 were well established with the Cronbach’s alpha 

and Guttmann’s split half as shown in table 4. 

Table 4. Reliabilities of outcome expectancy (OE-16) and efficacy 
expectancy (EE-16)  
 OE-16 EE-16 Total 
Cronbach’s Alpha 0,9 0,6 0,8 
Guttman’s split half   0,8 

 
 
 

The measure of self-efficacy for childbirth 
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Fig 1.  Total scores for the two subscales  
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Figure 1 shows the median score and percentiles for the subscales and the median for 

OE-16 is 121, 5 and for EE-16 118.  The scales maximums are 160. The results 

indicate a good childbirth confidence for the women in the study.  

 
The correlation between outcome expectancy (OE-16) and efficacy expectancy (EE-

16) from the 58 women shows good correlation between the two subscales and Table 

5 shows the different items of the instrument. 

 

Table 5. Correlation between the two sub-scales (OE-16) and  (EE-16)   

Items 
Pearson’s 

Correlation = r 
Mean 
OE-16 

SD
± 

Mean 
EE-16 

SD 
± 

1. To relax my body 0,7 3,9 3,6 3,6 3,3 

2.  Knowing that contractions are there and be ready  
     for them 

0,4 8,6 2,7 8,7 2,3 

3.  Use breathing during contraction 0,4 8,5 2,7 8,3 2,7 

4.  Keep myself in control  0,5 7,0 3,4 6,9 3,5 

5.  Think about relaxing 0,8 4,7 3,2 4,8 3,4 

6.  Concentrate on an object in the room to distract  
      myself 

0,7 6,1 3,6 5,6 3,7 

7.  Keep myself calm 0,6 8,5 2,8 8,6 2,6 

8.  Focus on thinking about the baby 0,7 8,5 3,1 8,3 2,9 

9.  Stay on top of each contraction 0,6 6,2 3,7 7,1 3,2 

10.Think positively  0,7 5,8 3,8 5,4 3,6 

11. Not to think about the pain 0,7 5,0 3,7 5,3 3,8 

12. Tell myself that I can do it 0,3 8,9 2,5 8,5 2,7 

13. Think about others in my family 0,8 6,3 3,6 6,2 3,8 

14. Focus on getting through one contraction at a 
       time 

0,5 8,5 2,7 8,4 2,7 

15. Focus on the person helping me in labour 0,3 9,5 1,4 9,7 1,2 

16. Listen to encouragement from the person  
       helping me 

0,4 9,5 1,8 9,9 0,4 

All items above 0, 5 were significant at .01 level. Items scoring 0,4 were significant at .05  level 

 
 

Predictors of childbirth confidence 
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Fig 2. Difference in median scores of outcome expectancy (OE-16) and efficacy expectancy 
(EE-16) and education. 
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Fig 2 shows a box plot to find out if education had any influences on childbirth 

confidence. This plot display the median and with help of five horizontal lines present 

10th, 25th, 50th, 75th, and 90th quartiles of a variable, and a dot representing an outliner. 

Education does not affect confidence for childbirth in any particular way in this 

present study. 
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Fig 3. Difference in median scores of outcome expectancy (OE-16) and efficacy expectancy 
(EE-16) and split by parity. 
 
Another box plot showing if parity would increase childbirth confidence makes no 

difference between a nullipara and a primipara. It is a little difference with multipara 

but a conclusion can not bee drawn. 
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Fig 4. Difference in median scores of outcome expectancy (OE-16) and efficacy expectancy 
(EE-16) and split by age 
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Could age have any influences on childbirth confidence?  With age come experience 

and the box plots to the right looks as if age could make a difference to childbirth 

confidence.  
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Fig 5. Difference in median scores of outcome expectancy (OE-16) and efficacy expectancy 
(EE-16) and split by parental education. 

 

The last box plot shows that parental education has, as the most of the other socio-

demographic data, no effect on childbirth self-efficacy in this study.   
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Discussion 

Summery of result  

The purpose of this study was to investigate the usefulness of the CBSI in Tanzanian 

culture for measuring maternal confidence in coping abilities for normal labour 

among Tanzanian women. The instrument has also been compared to the Chinese 

version. 

The result shows that the validity and reliability of the two subscales OE-16 and EE-

16 were established. The internal consistency reliability of the two subscales were 

high, suggesting that each of the subscale mean score provides a good overview of 

self- reported belief in coping ability for childbirth. 

The result further shows, that the instrument CBSEI, in this pilot study is not able to 

identify women who need extra support during childbirth.  

 

Discussion of result 

 
The validity and the reliability of the Chinese short form of the instrument CBSEI 

Using the descriptive statistics this study demonstrates that the CBSEI can be used in 

a new setting from what it was originally developed. Data in table 3 shows a 

comparison with the Chinese short form (Ip, 2007). The mean scores from the both 

studies are quite similar, only that the Chinese short form is slightly lower. This 

indicates that the instrument can also function in Tanzania. An earlier Chinese study 

also shows that Chinese women scored lower than women in the West (Ip, 2005). The 

women in the present study scored equal to an English study which has scored highest 

(Lowe, 1993).  

 

The instrument indicates that the validity for OE-16 is good since in the factor 

analysis loaded all items except one item (1) for the scale and almost all scores are 

rather high, above 0,5. The second scale EE-16 did not show the same result when 6 

items did not load, but have loaded in higher factors. The reason for this could be 

some missing data in the questionnaires for subscale EE-16 or that this pilot study has 

a small group of participants (n=58) compared to earlier studies (Lowe, 1993; Sinclair 

& O’Boyle, 1999; Drummond & Rickwood, 1997; Ip, Chan, Chien, 2005; Ip, Chung, 

Tang, 2007).  
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In order to measure the instrument’s reliability Cronbach´s Alpha and Guttman´s split 

half shows a reliable result in table 4. For OE-16 Cronbach´s Alpha are as high as 0,9. 

For EE-16 the result are at an acceptable level. This suggests that each of the two 

subscales mean score provides a good overview of self reported belief in coping 

ability for childbirth.   

Guttman’s split half summaries the total score for the questionnaire and shows that the 

reliability is established. 

 

The two CBSEI subscales were found to inter-correlate with each other. Women who 

were higher on OE-16 were also higher on the EE-16, which is shown in table 5. This 

result coincides with the result from the Chinese Short form (Ip, 2007). According to 

the self-efficacy theory (Bandura, 1977), there are a relation between OE and EE. The 

outcome expectancies are related to efficacy beliefs because these beliefs determine 

the expectations. 

 

The Instruments possibilities to identify women who need extra support during 

childbirth 

In this pilot study our result shows a high mean score, which indicate that the 

participated women had a high level of self-efficacy as visible in Fig 2. Because of the 

low sample no conclusions can be drawn from this. Neither in the socio-demographic 

data nor in the CBSEI-questionnaires could women identifies that may need extra 

support. No different in education, parity or parental education could be shown. Only 

a slight different in age could be seen in Fig. 5.  

 

When the women in this study were asked what they remembered from previous birth 

that would influence how they think and feel during this coming delivery, the women 

reviled that they had great pain and was very afraid during labour. The possibilities 

for pain relief in Tanzania are negligible small, therefore there are important to find 

those women who need extra support during labour.  

 

When asked about giving birth in general the woman’s thoughts reflect their culture 

and religion. Many of the women answers were that they pray and thank God for 
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helping them. They are afraid of dieing, they think that labour is a hard work that 

needs to be done and they think there are too few midwifes. 

To identify women who need extra support it’s not sufficient to know what possessing 

skills and knowledge the women have it´s also important to know how well they are 

aware of and can handle this knowledge.  It’s a significant difference to believe that a 

specific coping behaviour could be helpful and another to feel personally capable of 

caring it out when needed (Bandura, 1977). The instrument CBSEI that Lowe 

developed 1989 is a useful guide to measure confidence and also to develop effective 

nursing interventions. The two subscales make it possible to get a wider 

understanding about the particular woman’s thoughts and what she may need help 

with.   

 

This study couldn´t find those women with special needs but nevertheless the authors 

think that the tool that Bandura, Lowe and others have developed and tested in many 

different cultures are an important part of helping women in their pregnancy. The 

instrument can be useful in ANC-clinics for individual help through interaction 

between the midwife and the pregnant woman. With help from this instrument the 

midwife could discover women who may need extra support during her pregnancy 

through her answers in the questionnaire.  

 

Sinclair & O´Boyle (1999) has recommended the utility of the CBSEI in midwifery 

practice as a tool for the identification of women who will require extra support in 

labour and pregnancy. The instrument has also been recommended of Ip (2007) to be 

a possible practical tool in antenatal care. 

 

Discussion of the Method 

A weakness in this study was how the data collection was carried out. As the 

midwives helped us with the questionnaires, the reliability could be lower than if we 

had been alone with the pregnant women. There was no other way that we could have 

done it in this situation and we think that it didn’t affect the result too much. In the 

open question’s we see that they spoke open and free. The two last questioners are 

however slightly uncertain thought they refers to the midwives work with the woman.  
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Since this was a pilot study and the aim was to investigate if the questions could be 

useful in this culture no special group of pregnant women were collected. In a further 

study it would be recommended that to take in consideration which trimester the 

women are in and also parity. 

One of the questions was found to get an unexpected low result, to relax the body. It 

could be due to differences in culture. The women in Tanzania have through the open 

questions mentioned that they may not think that they should relax; instead they may 

think that this is a hard work they have to go through. Strong correlation, r = 0,7,  in 

table 5 shows that the women understood the questions. The factor analysis didn´t 

load this item and the reason could be that this question does not fit in the Tanzanian 

culture. 

 

Conclusion 

The reliability and validity of information presented in this pilot study support the use 

of the Chinese short form of the CBSEI as a research instrument in the Tanzania 

culture. Further studies are recommended to get a wider understanding about 

women´s coping abilities in a culture like Tanzania.  

 

It is maybe possible to use the short form of the CBSEI in antenatal health care for 

identifying women with low Self-efficacy who are in extra need of support during 

labour. It is important that the midwife individually discuss the questions with the 

woman and really listening and have time for her.  
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DODOSO JUU YA KUSAIDIA MAUMIVU WAKATI WA KUJIFUNGUA   Code no____ 

Questionnaire about labour pains and delivery 

Maelezo binafsi ya mshiriki kuhusu uzazi  

Personal information about delivery 

1.Una umri gani?   ............... 
      How old are you? 

 

 

2.Una familia gani?  

      What is your family 
 nimeolewa 

      maried 
 sijaolewa 

      unmarried 
 mjane 

      widow  
  tumetalakiana 

     divorced 

 tunakaa pamoja bila arusi 
       common law wife 

3. Umeisha kujifungua?    
    Have you been given birth before?          

 ndiyo  

         Yes 
  hapana 
       No 

    Ikiwa ndiyo,  ni mara ngapi? ............   
     If the answer is yes, how many times? 

  

 
4. Unakumbuka nini toka ulipojifungua, je hii itakuathiri vipi   
     utakapojifungua mara hii?  
     What do you remember from previous birth that  will influence how you think and feel  
       during this delivery? 
   
  ...................................................................................................................................... 
     
 ....................................................................................................................................... 
 
5. Ujauzito huo umepima kwa kawaida?    

     Have you been checking this pregnancy regulary? 

 ndiyo   
        Yes 

 hapana   

       No 

 
6. Ujauzito huo umepita wiki ngapi?.................................... 
     Your pregnancy is how many weeks?  
  

      
 
  

 

 

7. Mimba ya awali umejifungua 
vipi? 
Previous pregnancies how did you deliver?                   

 ya kawaida 
Normal   

 ya matatizo 

with complications 

 
8. Je, ume hudhuria semina ya 
wazazi kliniki? Have you attended 

antenatal classes? 

 
 ndiyo  

     Yes 

 
 hapana   

         No 

   

9. Umesoma shuleni mpaka darasa  
    la ngapi?  

 Darasa la 4      Darasa la 7 
 

     How many years have you been to school?  Form 4      Form 6 

  Chuo kikuu  

   

10. Kuna mtu yeyote rafiki, mume 
au jamaa ambaye atakusindikiza 
hospitalini na kuningia kizambani 
wakati wa kujifungia? 
     Will somebody escort you to the hospital, a 
friend, husband or relative and stay with you in 
the deliveryroom? 

 
 ndiyo  

       Yes 

 
 hapana  

        No 
 

 
11. Je unasemaje juu ya hali ya kujifungua kwa ujumla? ......... 
 What can you say about giving birth in general

?............................................ 
       
……………………………………………………………………….. 
 
……………………………………………………………………….. 

Appendix 1 



 

2. Labour pain and pushing –Outcome Expectancy subscale (OE-16) Uchungu na kujifungua. Kipimo cha mategemeo ya uzazi salama. 

                               (Very helpful) 

                                                (Not at all helpful ) haiwezi kusaidia hata kidogo       inaweza kusaidia sana 

 1. Kulegeza mwili 
     To relax the body 

1 2 3 4 5 6 7 8 9 10 

 2. Kujiweka tayari wakati wa uchungu 
     Knowing that contractions are there and be ready for them 

1 2 3 4 5 6 7 8 9 10 

 3. Kupumua wakati wa uchungu 
     Use breathing during contraction 

1 2 3 4 5 6 7 8 9 10 

 4. Kuweza kijidhibiti mwenyewe 
     Keep myself in control 

1 2 3 4 5 6 7 8 9 10 

 5. Kujiweka katika hali ya kujilegeza 
     Think about relaxing 

1 2 3 4 5 6 7 8 9 10 

 6. Wazia juu ya kifaa chochote kwenye chumba ili  
     kutofikiria sana uchungu na kuondoa mawazo katika uchungu 
     Concentrate on an object in the room to distract myself 

1 2 3 4 5 6 7 8 9 10 

 7. Kujituliza  
     Keep myself calm 

1 2 3 4 5 6 7 8 9 10 

 8. Wazia kuhusu mtoto atakayezaliwa 
     Focus on thinking about the baby 

1 2 3 4 5 6 7 8 9 10 

 9. Jiweke katika kilele kila uchungu unapokuja 
     Stay on top of each contraction 

1 2 3 4 5 6 7 8 9 10 

10.Waza mambo kuwezekana kila uchungu unapokuja 
      Think positively 

1 2 3 4 5 6 7 8 9 10 

11.Usifikiri kuhusu maumivu 
      Not to think about the pain 

1 2 3 4 5 6 7 8 9 10 

12. Kujitia moyo kwamba naweza 
      Tell myself that I can do it 

1 2 3 4 5 6 7 8 9 10 

13. Kufikiria watu wengine katika familia yangu 
      Think about others in my family 

1 2 3 4 5 6 7 8 9 10 

14. Wazia katika kumaliza kila mzunguko mmoja wa uchungu 
      Focus on getting through one contraction at a time 

1 2 3 4 5 6 7 8 9 10 

15. Mtazame mtu anayekusaidia wakati wa kujifungua 
      Focus on the person helping me in labour   

1 2 3 4 5 6 7 8 9 10 

16 Kukubali kutiwa moyo na mtu anayenisaidia 
      Listen to encouragement from the person helping me 

1 2 3 4 5 6 7 8 9 10 

*The Childbirth self-efficacy Inventory Part I. Think about how you imagine labour will be and feel when you are having frequent and strong contractions and when you are 
pushing.  For each of the following behaviours, indicate how helpful you feel the behaviour could be in helping you cope with this part of labour by encircling a number between 1-

10. 1 = not at all helpful, 10 = very helpful. I therefore request you to encircle a number according to what you think is right for you. 



 

3. Labour pain and pushing - Efficacy Expectancy (EE-16) Matendo ya kufanya wakati wa uchungu na kujifungua.                                                      

  (Completely sure)    

(Not at all sure) Sina uhakika hata kidogo       Nina hakika Kabisa 
1. Kulegeza muili 
      To relax the body 

1 2 3 4 5 6 7 8 9 10 

2. Kujiweka tayari wakati wa uchungu 
      Knowing that contractions are there and be ready for them 

1 2 3 4 5 6 7 8 9 10 

3. Kupumua wakati wa uchungu 
      Use breathing during contraction 

1 2 3 4 5 6 7 8 9 10 

4. Kuweza kijidhibiti mwenyewe 
      Keep myself in control 

1 2 3 4 5 6 7 8 9 10 

5. Kujiweka katika hali ya kujilegeza 
      Think about relaxing 

1 2 3 4 5 6 7 8 9 10 

6. Wazia juu ya kifaa chochote kwenye chumba ili kutofikiria sana uchungu 
       kuondoa mawazo katika uchungu 
      Concentrate on an object in the room to distract myself 

1 2 3 4 5 6 7 8 9 10 

7. Kujituliza 
      Keep myself calm 

1 2 3 4 5 6 7 8 9 10 

8. Wazia kuhusu mtoto atakayezaliwa 
       Focus on thinking about the baby 

1 2 3 4 5 6 7 8 9 10 

9. Jiweke katika kilele cha kila uchungu unapokuja 
      Stay on top of each contraction 

1 2 3 4 5 6 7 8 9 10 

10. Waza mambo kuwezekana kila uchungu unapokuja 
       Think positively 

1 2 3 4 5 6 7 8 9 10 

11. Usifikiri kuhusu maumivu 
       Not to think about the pain 

1 2 3 4 5 6 7 8 9 10 

12. Kujitia moyo kwamba naweza 
       Tell myself that I can do it 

1 2 3 4 5 6 7 8 9 10 

13. Kufikiria watu wengine katika familia yangu 
       Think about others in my family 

1 2 3 4 5 6 7 8 9 10 

14. Wazia katika kumaliza kila mzunguko mmoja wa uchungu 
       Focus on getting through one contraction at a time 

1 2 3 4 5 6 7 8 9 10 

15. Mtazame mtu anayekusaidia wakati wa kujifungua 
      Focus on the person helping me in labour   

1 2 3 4 5 6 7 8 9 10 

16. Kubali kutiwa moyo na mtu anayenisaidia 
      Listen to encouragement from the person helping me 

1 2 3 4 5 6 7 8 9 10 

Part II.Imagine what to do during labour with strong frequent contractions and while pushing. For each behaviours, indicate how certain of your 
ability to use the behaviour to help you cope with the whole labour process by circling a number between1-10. 1 = not at all sure, 10 = completely 
sure. Please encircle your ability to use the following behavioural items in coping with the situation.  AHSANTE SANA KUJIBU MASWALI 

 


