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Abstract 

Background The fear of childbirth (FOC) harms maternal and fetal health, however it has been little studied in Brazil. 
This research aimed to determine the prevalence of FOC in a maternity hospital in southern Brazil and identify its 
associated factors.

Methods The Wijma Delivery Expectancy Questionnaire – W-DEQ(A) was used to assess the prevalence of FOC, 
and its relationship with sociodemographic variables, gestational history, aspects of the current pregnancy, knowl-
edge about childbirth, anxiety symptoms (Beck Anxiety Inventory), depressive symptoms (Edinburgh Postnatal 
Depression Scale), and perception of social support (Multidimensional Scale of Perceived Social Support) was investi-
gated. Questionnaires about the content of FOC and information sources regarding childbirth were also applied.

Results We interviewed 125 pregnant women between 28 and 36 weeks of pregnancy between July and September 
of 2021, and 12% of them scored ≥ 85 on the W-DEQ(A), indicating severe FOC. There was a significant correlation 
between FOC and anxiety symptoms (r = 0.50, p < 0.001), depressive symptoms (r = 0.34, p < 0.001), and poor social 
support (r = -0.23, p = 0.008). FOC was lower in pregnant women with complete elementary education when com-
pared to those with higher education (p = 0.003), however, those with negative experiences in previous deliveries had 
more FOC than those who had had positive experiences (p = 0.001). More than 85% of them fear fetal distress.

Conclusions FOC is a prevalent condition that impacts the mental health of pregnant women. Therefore, health pro-
fessionals should recognize and address it during prenatal care to provide integral maternal–fetal care and improve 
the childbirth experience.
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Background
For women who become mothers, childbirth is a remark-
able experience, permeated by expectations and changes 
that can generate concern and insecurity [1]. Therefore, 
fear of childbirth (FOC) tends to be present during preg-
nancy, however, at higher levels, it impairs the quality of 
life of pregnant women [2]. When FOC becomes severe 
and an avoidant attitude towards childbirth is under-
taken, it is called tokophobia, which can be classified as 
primary, when it occurs in nulliparous women, or sec-
ondary, in multiparous women, due to negative experi-
ences in previous births [3, 4].

The content of the fear is diverse and includes physio-
logical, psychological, and social aspects related to child-
birth, These aspects include maternal–fetal risk, pain, a 
lack of emotional capacity to experience childbirth, med-
ical interventions, body changes during or after child-
birth, and a lack of economic or social support [5–8].

The W-DEQ-The Wijma Delivery Expectancy/Expe-
rience Questionnaire was the first and most used tool 
to rate FOC during pregnancy [9, 10]. It is divided into 
versions A and B. The W-DEQ(A) assesses the cogni-
tive antepartum expectations, and the WDEQ(B) evalu-
ates the postpartum experience [2, 4, 10]. It has an 
α-Cronbach of 0.93 and has not yet been validated for 
Brazilian Portuguese [6, 9].

Another well-studied tool, more promising for clinical 
use than research, is the FOBS-Fear of Birth Scale. It con-
sists of the question “How do you feel right now about 
the approaching birth?” and two responses with the 
extremes “calm/worried” and “no fear/intense fear” [2, 
10–13]. Other developed tools that are less used are the 
Delivery Fear Scale (DFS) and the Childbirth Attitudes 
Questionnaire (CAQ) [14, 15].

A study conducted with 7200 pregnant European 
women between 2008 and 2010 evaluated the preva-
lence of FOC using the W-DEQ(A). The mean preva-
lence of FOC was 11%, but there was significant variation 
between the countries evaluated. For nulliparous women, 
this variation ranged from 4.5% to 15.6% and, for multip-
arous women, from 7.6% to 15.2% [16, 17]. Nilsson et al. 
[2], in a systematic review, showed that the global preva-
lence of FOC is between 6.3% and 14.8%.

Some pregnant women are more prone to FOC than 
others. Ryding et  al. [18] demonstrated the associations 
between personality traits and FOC: women with higher 
socialization tend to feel less fear, whereas those with 
somatic anxiety, irritability, impulsivity, and distrust have 
more fear. In addition, other factors associated with FOC 
have already been described: presence of depressive and/
or anxious symptoms, lack of social support, negative 
experience in previous childbirth, preference for elective 
cesarean section, and others [19–21].

One of the negative implications of FOC is the need for 
more analgesia during labor [22, 23]. In this regard, Hur-
tado et al. [24] demonstrated that fear and anxiety during 
childbirth lead to muscle contraction, which may hinder 
pelvic dilatation during vaginal delivery and worsen pain, 
resulting in a cycle of fear, tension, and pain.

In terms of interventions for FOC management, some 
studies have shown positive outcomes. Hosseini, Nazar-
zadeh, and Jahanfar [1] demonstrated that giving qual-
ity information and providing psychological support to 
pregnant women during prenatal care can relieve FOC, 
in addition to reducing the request for cesarean without 
medical indication, as well as the experience of pain dur-
ing childbirth [25, 26]. During labor, breathing exercises, 
massages, and a safe environment can help normalize 
physiological reactions and promote the release of endor-
phins, reducing fear and pain [27].

Therefore, this study aims to assess the prevalence 
of FOC in pregnant women in a maternity hospital in 
southern Brazil using the W-DEQ(A) scale and identify 
its associated factors. The content of the fears of pregnant 
women and their sources of information about childbirth 
were also investigated. It is expected that the results will 
optimize the approach of FOC during prenatal care by 
demystifying beliefs and conviction limitations.

Methods
Participants and procedures
This cross-sectional study was conducted in a maternity 
hospital of the public health system that preferentially 
attends high-risk pregnancies, located in the state of Par-
aná in Brazil. For data collection, printed self-adminis-
tered questionnaires in Brazilian Portuguese were used: 
(a) WDEQ(A) [9], (b) Beck Anxiety Inventory (BAI) [28–
31], (c) Edinburgh Postnatal Depression Scale (EPDS) 
[32, 33], (d) Multidimensional Scale of Perceived Social 
Support (MSPSS) [34, 35] and (e) the Psychosocial Pro-
file Assessment (PPA). The inclusion criteria were: Bra-
zilian pregnant women over 18 years of age and between 
the 28th and 36th week of gestational age, undergoing 
prenatal care at a high-risk maternity hospital, and able 
to read and understand written and spoken Portuguese. 
The third trimester of pregnancy was adopted because 
previous studies were also carried out at this time of 
pregnancy, which is the closest to the delivery date. The 
participants were invited to participate in this study while 
waiting for their prenatal or emergency appointments at 
the Maternity hospital, as well as in the inpatient units, 
between July and September 2021.

To calculate the sample size, a confidence level of 95% 
was adopted with a margin of error of 6%, and, based 
on previous studies, an estimated prevalence of 11% 
was expected [2, 16, 17]. Thus, the sample size should 
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have at least 105 participants. The sample selection was 
made in a non-probabilistic way. During collection days, 
all scheduled patients who met the inclusion criteria 
were invited to participate. One hundred and fifty-three 
pregnant women were recruited, and 28 were excluded, 
13 for dropping out of the study and 15 for leaving the 
W-DEQ(A) incomplete. Participants who left other ran-
domly missing items were not excluded, and only the 
variable in question was disregarded from their specific 
analysis, as shown in Fig.  1. Among the 125 pregnant 
women included, 109 were approached while waiting for 
prenatal appointments, three in the emergency room, 
and 13 were hospitalized in the inpatient unit. After each 
day of collection, the collaborators referred pregnant 
women with positive screening for FOC, depression, or 
anxiety to the Psychiatry outpatient clinic.

Measures
Demographic data
The PPA was created by the authors to identify sociode-
mographic data and psychosocial aspects of the partici-
pants. The sociodemographic characteristics collected 

were: social class according to the New Brazilian Socio-
economic Classification Criteria [36], education, marital 
status, and history of sexual and/or physical violence. The 
age of the participants and the gestational age were iden-
tified in the chart.

Fear of childbirth
To measure FOC the 33-item W-DEQ(A) was adopted 
[9]. Responses are distributed on a Likert scale, with the 
extremes being zero to “never/not at all” and five to “very 
often/extremely”. Values ≥ 85 were considered “intense 
FOC” and ≥ 100, “very intense FOC” or “tokophobia” [2, 
10]. No study known to the authors applied this scale to 
Brazilian pregnant women. The translation of the scale 
was carried out by the researchers, one of whom trans-
lated it from English to Portuguese, and then another 
translated it from Portuguese to English. The English ver-
sion was then compared to the original. Internal consist-
ency was calculated using α-Cronbach.

In the PPA, the FOC content was evaluated by the 
question “Are you afraid of?”, listed for 13 FOC aspects 
with dichotomous answers (yes or no).

Fig. 1 Flowchart for the Study Population 1153 eligible pregnant women accepted to participate in the research; of these, 13 withdrew. 2Among 
the 140 pregnant women who responded to the survey, 15 were excluded for leaving the W-DEQ(A) scale incomplete. 3Among the 125 participants 
who completed the W-DEQ(A) scale, 12 were excluded from analyses of specific variables because they left incomplete data. Analysis of anxiety 
symptoms (n = 123), social support (n = 124), social class (n = 123), pregnancy planning (n = 120), and abortion history (n = 123). 4Among the 125 
participants who completed the W-DEQ(A) scale, 79 were multiparous, and 78 answered the question about previous childbirth experience. 
5Other topics (depressive symptoms, marital status, education, gestational history, desired mode of delivery, gestational risk, history of physical 
and/or sexual violence, content of fear of childbirth, knowledge about modes of delivery, and knowledge of pregnant women’s rights) had 
no incomplete data and excluded participants (n = 125). Created with Google Drawings
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Obstetric history
The obstetric history was addressed in three PPA items: 
parity, previous childbirth experience(s), and abortion 
history.

Current pregnancy
The current pregnancy was addressed in three PPA items: 
pregnancy planning, desired mode of delivery, and gesta-
tional risk.

Knowledge about childbirth
Two aspects of childbirth knowledge were assessed by 
the PPA. First, the two main sources of information used 
by pregnant women to acquire knowledge about deliv-
ery methods. Second, the participants’ level of knowl-
edge about childbirth is assessed through five statements 
based on Brazilian laws that protect pregnant women 
and address the rights of parturients, with dichotomous 
answers (true or false) [37]. The median value of cor-
rect answers was adopted as a cutoff point to determine 
whether the level of knowledge was adequate or not.

Anxiety symptoms
The Beck Anxiety Inventory (BAI) scale, consisting of 21 
items, assessed anxiety symptoms [28]. Each item has a 
Likert scale ranging from zero, which means "not at all" 
to three, which means "severely". The total score ranges 
from zero to 63, and the higher the score, the more symp-
toms the woman has. We performed the validated Bra-
zilian version [29–31]. The classification of anxiety levels 
adopted was: minimal symptoms (0–10), mild (11–19), 
moderate (20–30) and severe (31–63) [31].

Depressive symptoms
Depressive symptoms were measured by the Edinburgh 
Postnatal Depression Scale (EPDS), which is also valid for 
investigation in pregnancy [32, 33]. It has ten questions, 
whose answers are distributed into four Likert points 
regarding the frequency of symptoms. The total score 
ranges from zero to 30. The version validated in Portu-
guese by Santos et al. [33] was used, considering a cut-off 
point ≥ 10 [38].

Perceived social support
Perceived social support was measured using the Multi-
dimensional Scale of Perceived Social Support question-
naire (MSPSS), validated for use in Brazil, which assesses 
the support received from friends, family, and partners 
[34, 35]. It has 12 statements with Likert responses rang-
ing from one (very strongly disagree) to seven (very 
strongly agree), with a total score ranging from one to 

seven. Values between 1 and 2.9 are considered low 
social support, between 3 and 5, moderate support, and 
between 5.1 and 7, high support [39].

Statistical analysis
For categorical variables, absolute and relative frequen-
cies were calculated, while for numerical variables, medi-
ans and minimum and maximum values (min–max) 
were calculated. In this study, statistical significance was 
adopted at p < 0.05. Data normality was verified by the 
Shapiro–Wilk test. Thus, the non-parametric Mann–
Whitney, Spearman, and Kruskal–Wallis correlation 
tests were applied, followed by a multiple comparison 
test with Bonferroni correction. Finally, data analysis was 
performed using the statistical software R [40], version 
4.1.2.

Results
Sociodemographic data
The sociodemographic data are described in Table 1. The 
age of the participants ranged from 18 to 48 years, with a 
mean of 29.25 years. Most of them were married (74.4%), 
60% studied up to high school, and 88.6% belonged to 
classes B or C.

Fear of childbirth
The mean score obtained in the W-DEQ(A) was 57.1, and 
12% of the participants scored ≥ 85. Of these, 6.4% scored 
between 85 and 99 points, indicating intense FOC, while 
5.6% reached values ≥ 100, indicating very intense FOC 
or tokophobia. The α-Cronbach of the version translated 
by the authors was 0.92 (95% CI = 0.896–0.937).

There was no statistical difference in the W-DEQ(A) 
score in relation to age, marital status, social class, and 
history of sexual and/or physical violence—Tables  2 
and 3. Regarding education, there was a significant dif-
ference, in the Kruskal–Wallis test (p = 0.013) and, later, 
in the multiple comparisons test, between the scores 
obtained by pregnant women with Primary education 
(median = 38 min–max = 6–102) compared to those with 
Tertiary education (median = 69  min–max = 16–136 
p = 0.009)—Table 3.

Table 4 shows FOC´s content. The most marked state-
ments were: "that my child suffers in some way" (85.48%), 
"being attended by a rude medical team" (83.87%), and 
"having a very long delivery" (82.25%).

Fear of childbirth and obstetric history
63.2% of the participants were multiparous, of whom 
67.9% classified their previous childbirth experiences 
as positive, 15.4% as regular, 16.7% as negative, and 
22.8% had a history of abortion. There was no statisti-
cal difference in the W-DEQ(A) score in relation to 
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parity and abortion history—Table  3. Regarding the 
experience of previous births, a significant difference 
was observed, using the Kruskal–Wallis test (p = 0.001) 
and, later, the multiple comparisons test, between 
the scores of pregnant women with negative experi-
ences (median = 73  min–max = 36–119) compared to 
those with positive experiences (median = 46  min–
max = 6–136 p = 0.002)—Table 3.

Fear of childbirth and current pregnancy
Most pregnant women had planned the pregnancy 
(64.1%) and were at high risk (79.2%). Regarding to the 
mode of delivery, 37.6% wanted to perform a vaginal 
delivery and 41.6% wanted a cesarean. There was no sta-
tistical difference in the W-DEQ(A) score in relation to 
pregnancy planning, desired mode of delivery, and gesta-
tional risk—Table 3.

Knowledge about childbirth
Figures  2 and 3 show, respectively, the first and second 
main sources of information about the delivery meth-
ods. Assessing the level of knowledge about childbirth, 
the statements with the fewest correct answers referred 
to episiotomy (60%) and Kristeller’s maneuver (52.8%)—
Table 5. There was no significant difference between ade-
quate (4–5 correct answers) or inadequate (0–3 correct 
answers) knowledge about childbirth and FOC—Table 3. 
Four correct answers were adopted as cutoff points for 
adequate knowledge because they were the median value 
of correct answers.

Fear of childbirth and anxiety
The average BAI score was 15.3. Among the participants, 
25.9% had moderate or severe anxiety symptoms. There 
was a moderately positive correlation between anxiety 
symptoms and FOC (r = 0.5, p < 0.001)—Table 2.

Fear of childbirth and depressive symptoms
The mean EPDS score was 9.2, and 37.6% reached 
the cutoff ≥ 10. There was a weak positive correla-
tion between depressive symptoms and FOC (r = 0.34, 
p < 0.001)—Table 2.

Fear of childbirth and perception of social support
The average MSPSS score was 5.64. Among the partici-
pants, 69.3% had high social support. There was a weak 
negative correlation between perceived social support 
and FOC (r = -0.23, p = 0.008)—Table 2.

Discussion
In this study, data collected through self-adminis-
tered questionnaires was used to assess the preva-
lence of FOC and its associated factors in Brazilian 

Table 1 Sample characteristics

Table 2 Correlation between W-DEQ(A) total score and age, anxiety symptoms, depressive symptoms, and perceived social support

* p ≤ 0.01; ** p ≤ 0.001
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pregnant women. The prevalence of intense fear of 
childbirth (W-DEQ(A) ≥ 85), including tokophobia 
(W-DEQ(A) ≥ 100) was 12%, similar to the findings 
of Lukasse et  al. [16], Nilsson et  al. [2] and O’Connell 
et  al. [41]. The internal consistency of the W-DEQ(A) 

translated by the researchers was adequate 
(α-Cronbach = 0.92) and very close to that of the original 
version (α-Cronbach = 0.93) [9].

Although only 12% of the participants had an intense 
fear of childbirth, when asked about specific fears, they 

Table 3 Correlation between W-DEQ(A) scores and sociodemographic, gestacional, and psychosocial variables

SD Standard deviation, min minimum value, max maximum value
* p ≤ 0.01; ** p ≤ 0.001
a  For dichotomous variables, the Mann–Whitney test was applied
b  For qualitative variables, the Kruskall-Wallis test was applied
c  The analysis on previous childbirth experience just involved the multiparas (N = 78)
d  In the multiple comparison test, there was a significant difference when negative experiences were compared with positive ones (p = 0.002)
e  In the multiple comparison test, there was a significant difference when Primary education was compared with Tertiary education (p = 0.009)
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referred to several situations. More than 80% of them 
confirmed that they were afraid that their child would 
suffer in some way, such as being attended by a rude 
medical team or having a very long delivery, reiterating 
previous studies [42, 43].

The main source of information on delivery modes 
was the experience of previous deliveries, demonstrat-
ing that the experience of previous deliveries influences 
the expectations of pregnant women regarding the cur-
rent delivery. Furthermore, pregnant women who had 

positive experiences in previous deliveries had less FOC 
(median = 46 min–max = 6–136) compared to those with 
negative experiences (median = 73  min–max = 36–119 
p = 0.002), corroborating the results of Dencker et  al. 
[20] and Størksen et al. [44]. The second main source of 
information was family and friends, evidencing the influ-
ence of people close to the pregnant woman, as previous 
studies suggest [42, 45, 46]. Visual media were the least 
mentioned option as a source of information. However, 
qualitative studies highlight that the representation of 
pregnancy in the media contributes to the construction 
of beliefs and a mental image of childbirth [47, 48].

As for the pregnant women’s knowledge about child-
birth, the two statements about medical interventions 
(episiotomy and Kristeller’s maneuver) had the lowest hit 
rates. Possibly, this was observed because information of 
this kind is less addressed during medical appointments. 
However, knowledge of such information provides pro-
tection to pregnant women as it facilitates the recogni-
tion of behaviors classified as obstetric violence [49].

There was no significant difference between the preg-
nant women’s level of knowledge about childbirth, meas-
ured by the median of correct answers in a "true or false" 
question, and FOC. However, the difference in schooling 
among the participants and the objective nature of the 
assessment adopted may have led to random hits and 
misses. Therefore, a more adequate alternative would be 
to adopt a scale of perception of informative support, 
that also considers the subjective aspects of the par-
ticipants – whether they feel well informed or not. In a 
cross-sectional study, O’Connell et al. [50] used a scale of 
perception of informative support about the puerperium 
and found a significant association between low support 

Table 4 Fear of childbirth’s content: affirmative answers

Fig. 2 Main source of knowledge about delivery methods. 30% of pregnant women reported that their knowledge about the delivery methods 
(vaginal, normal, or cesarean) was acquired in the first place through information from family members and friends. 29% through previous 
childbirth experience(s). 16% with an explanation from the gynecologist. 18% internet. 7% other sources of information Created with MSOffice
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and higher levels of FOC. Therefore, in future studies, the 
authors suggest the elaboration of a scale of perception of 
informative support specific to childbirth.

In this study, there was a weak correlation between 
FOC and depressive symptoms (r = 0.34, p < 0.001), as 
well as between FOC and perception of social support 
(r = -0.23, p = 0.008), and a moderately positive cor-
relation between anxiety symptoms and FOC (r = 0.5, 
p < 0.001), reiterating previous studies [14, 19, 20]. There 
was also a significant difference between FOC and 

education (p = 0.013), however, unlike previous studies, 
higher levels of education implied higher FOC [20].

Pregnant women with a history of sexual and/or physi-
cal violence had a higher median (median = 68  min–
max = 33–119) than those without this history 
(median = 53.5  min–max = 6–136). However, this dif-
ference was not significant (p = 0.07), differing from 
previous studies [17, 51, 52]. This divergence probably 
occurred due to the smaller sample size used in the pre-
sent study.

Fig. 3 Second main source of knowledge about delivery methods. 24% of pregnant women reported that their knowledge about the delivery 
methods (vaginal, normal, or cesarean) was acquired, secondly, through information from family members and friends. 23% through previous 
childbirth experience(s). 21%with an explanation from the gynecologist. 18% internet. 7% visual media. 7% other sources of information Created 
with MSOffice

Table 5 Knowledge about childbirth and rights of parturients
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There was no significant correlation between FOC and 
abortion history, age, and marital status, corroborating 
previous studies [20, 21, 53–55]. There was also no asso-
ciation between pregnancy planning and FOC, unlike 
Dencker et al. [20].

Quantitatively, the pregnant woman’s social class did 
not influence the FOC, but Roosevelt and Low [43] quali-
tatively demonstrated that perceptions of race, class, gen-
der, and sexual orientation affect the experience within 
the health system, especially in periods of greater vulner-
ability, such as pregnancy.

There was no association between FOC and prefer-
ence for cesarean delivery, contrary to previous stud-
ies [8, 19]. Most pregnant women included in this study 
were at high obstetric risk (79.2%), having an indication 
for cesarean section, a fact that may have interfered with 
the responses, as pregnant women who are confident that 
they will undergo cesarean section may have their FOC 
“masked” and not detectable by the W-DEQ(A) [14]. 
There was also no difference between gestational risk and 
FOC. This result agrees with the study by Mohamamdi-
rizi, Mohamadirizi, and Mohamadirizi [56] and diverges 
from Ben-Ari, Chasson, and Abu-Sharkia [57].

Evidence regarding the association between parity and 
FOC is contradictory [11, 22, 58]. In this study, it was not 
observed. Dencker et al. [20] suggest that nulliparous and 
multiparous women have similar levels of fear, but for 
different reasons, and that it would be more appropriate 
to differentiate “fear of childbirth” from “fear after child-
birth”. This corroborates the concepts of primary and 
secondary tokophobia, and agrees with the distinction 
between WDEQ(A) and W-DEQ(B).

The sample of this study is representative of a southern 
Brazilian maternity, but not of the Brazilian population. 
Brazil is a large country in terms of territory and socio-
cultural diversity, which interferes with the psychoso-
cial aspects related to FOC. Therefore, in the future, it 
is important that larger samples be adopted, including 
pregnant women from different regions of the country, 
both in the public and private health systems.

This study was carried out in Paraná, which is the only 
state in Brazil that allows women to choose their mode of 
delivery. In January 2020 [59], the law nº 9.394/1996, nº 
20,127 was approved in the state, providing for the right 
of women to choose between vaginal delivery and cesar-
ean delivery. Until then, the public health system only 
released elective cesareans in cases of fetal or maternal 
risk. Otherwise, delivery should be vaginal. This context 
may influence the results of the present study.

Data collection was conducted during the COVID-
19 pandemic. A study conducted with Polish pregnant 
women showed that fear of COVID-19 was a significant 
mediator in the relationship between stress and FOC 

[60]. Another study involving Italian pregnant women 
showed that many of them were afraid that Sars-CoV-2 
could induce fetal structural anomalies, fetal growth 
restrictions, or premature birth and demonstrated, pro-
spectively, that the lockdown led to a significant increase 
in the levels of anxiety of pregnant women [61]. Taubman 
– Ben-Ari, Chasson, and Abu-Sharkia [57] also high-
lighted that social isolation weakened the pregnant wom-
an’s support network. Furthermore, Brazilian qualitative 
studies have suggested that the prohibition of a compan-
ion during childbirth and the absolute restriction of visi-
tors may have generated feelings such as fear and anxiety 
[62, 63].

Although there is evidence regarding the impact of the 
pandemic on the mental health of pregnant women, it is 
not possible to conclude whether this context promoted 
an increase in the prevalence of intense FOC detectable 
by the W-DEQ(A), since the results obtained here were 
very close to those of international studies carried out 
before the pandemic. Therefore, conducting studies that 
evaluate the FOC of Brazilian pregnant women after the 
pandemic will help to clarify this question.

The strength of this study was the translation of a 
tool that measures FOC, the W-DEQ(A), and exhibits 
adequate internal consistency. Additionally, this study 
was a pioneer in researching FOC in Brazilian pregnant 
women. The primary limitations of this study were the 
small sample size and the COVID-19 pandemic. The high 
percentage of high-risk pregnant women included in this 
study may also have influenced some results. Finally, the 
wide sociocultural diversity of Brazil does not allow for 
the generalization of the results presented here to other 
regions of the country.

Conclusion
The pregnant women in this study had FOC detectable 
by the W-DEQ(A), including tocophobia. The content 
of FOC is diverse and can involve fear of fetal distress, 
rude medical staff, and the duration of delivery. Anxi-
ety symptoms, depressive symptoms, social support, 
and education level were associated with FOC. Experi-
ences from previous pregnancies, as well as information 
obtained from family members and friends, were impor-
tant sources of knowledge and influenced expectations 
regarding childbirth. FOC is still little researched in Bra-
zil. Therefore, the results presented here highlight the 
need to discuss this issue during antenatal appointments, 
contributing to high-standard maternal–fetal care.
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