
Introduction
Fear of childbirth (FOC) is a well-known problem in 
women’s lives that affects the outcome of pregnancy (1). 
It is estimated that one out of 5 pregnant women has FOC 
and about 6%-13% of pregnant women are seized by a 
severe and disabling fear which is associated with labor (2). 
The factors affecting the FOC include women’s personal, 
internal and external conditions (i.e., poor mental health, 
anxiety disorders, and previous experiences of trauma and 
abuse), as well as social circumstances such as insufficient 
social support, unemployment and economic problems 
which are of importance in FOC (3). In addition, FOC 
makes the physiological flow childbirth abnormal (4). 
Mothers who are afraid of having a childbirth have 
problems with mother-child compliance (5,6). Other 
possible complications of fears include abnormal fetal heart 
rate, low Apgar score in the infant, increased mortality 
during birth, low birth weight due to maternal anxiety, 
increased resistance of the uterine arteries in addition to 
the increased pain in the mother due to hypoxia because 
of decreased blood flow to the pelvic muscles in response 
to increased catecholamines and serum cortisol (7).

Further, FOC can lead to posttraumatic stress disorders 

that are considered as responses to negative birth 
experiences and influence women not only following 
pregnancies but also during and after birth. Posttraumatic 
stress disorders can affect the relationship between the 
mother and the baby in postpartum stages as well (8).

The fear of pain and feeling of the mother’s inability 
to tolerate the delivery process are the reasons for 
increasing the cesarean section, which tends to reduce 
maternal delivery pain by accepting delivery via cesarean 
section. Different methods, including psychological 
counseling, musical use, cognitive-behavioral therapy, 
and communication with people who have previously 
been under the same conditions (9), are used to reduce 
the FOC. In recent years, more emphasis has been placed 
on the positive and constructive role of a person in the 
creation, maintenance, and promotion of health, as well 
as the fact that a significant part of health behaviors is 
the result of learning from others, and in particular, the 
effects of peer groups. Thus, the use of a peer education 
approach, which is considered a behavior change strategy, 
can be applied in this regard (10). In a peer education 
approach, the peers communicate with other peers and 
transfer the information effectively thus affecting their 
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counterparts (11).
In the peer education process, individuals’ empowerment 

for taking over responsibility and protecting their health is 
considered a target in addition to developing their level 
of knowledge, attitude, beliefs, and skills (10-12). In peer 
education, the peer and patient’s membership in a group 
strengthens the sense of empathy and social identity and 
leads to increased knowledge (13). In this case, patients 
find their peers more comfortable and share their secrets 
with them (14). Considering the high prevalence of 
childbirth fear in pregnant women in Iran and an increase 
in the choice of unnecessary cesarean delivery, the need 
for new, easy, and low-cost educational interventions, 
including the effect of education through peers on the 
FOC, seems necessary.

Materials and Methods
Participants
The sample included 108 pregnant women who were 
randomly assigned to 3 groups. The inclusion criteria were 
being in the age range of 18-35 years old and the gestational 
age of 24-34 weeks, having a low-risk pregnancy, obtaining 
a score of less than 85 for FOC before entering the study, 
not having the history of dystocia, postpartum bleeding 
and fetal abnormalities, showing the willingness for 
participation in the study, having reading and writing skills 
in Persian, lacking any physical and mental illness, and 
not having indicators for cesarean section in accordance 
with the Mothers’ Electronic-Health Record.

The exclusion criteria were the absence or irregular 
presence in the sessions, the incidence of any complications 
of pregnancy (e.g., preeclampsia, bleeding, diabetes, 
intrauterine death, and preterm delivery), history of 
physical injury caused by accidents, beatings, violence, 
along with falling from a height in person or in his family. 
Moreover, mothers who were not willing to continue with 
the study at any stage were free to leave the study.

Design
This randomized controlled clinical trial study included 
all pregnant women with an electronic health record in 
community health centers affiliated to Gonabad University 
of Medical Sciences during 2017-2018.

Sample Size
According to Ghazaie et al (15), the sample size was 
calculated as 36 in each group considering a drop 
probability of 15% (α = 0.05 and β = 0.1). The samples 
were randomly assigned to 3 groups using a blocking 
method.

Data Collection Tool
The data collection tools included:

1. A demographic questionnaire: The first part 
contained personal, social, and general information 
and the second part included selecting the type of 

delivery and pregnancy information.
2. Widget’s Maternity Fear Awareness Questionnaire: 

This questionnaire contained 33 questions based on a 
5-point Likert-type scale ranging from “completely” 
to “at all” (0-5). A minimum score of zero and a 
maximum score of 165 were calculated in which 
the scores less than or equal to 37, 38-65, and 84-66 
indicated mild, average, and severe fear, respectively. 
In addition, the cutting score was 85, namely, the 
scores above 85 proved clinical scrutiny. Mortazavi in 
Iran estimated the Cronbach α as 0.91 (16).

Intervention
The pregnant mothers willing to participate in the study 
completed a checklist of inclusion criteria, and they were 
selected accordingly. The mothers who possessed the 
inclusion criteria were invited, the research objectives 
were briefed to them, followed by obtaining the informed 
consent forms. The 2-stage sampling was used in this 
study. First, a convenient sampling method was performed 
to determine the research population. Then, they were 
randomly assigned to 3 groups using a quadruple blocking 
method. Research blindness was done by placing pregnant 
mothers in peer education, discussion, and control 
groups based on the list of blocking with the researcher’s 
assistance. A flow chart of the study is shown in Figure 1.

Based on the method of plan execution, the pregnant 
mothers were divided into 3 groups (2 intervention 
groups and one control group). The intervention groups 
in this study included:
1. Peer teaching group: The training lasted for 4 two-

hour sessions during 4 days for a period of 4 weeks 
and in the peer group meeting with the attendance of 
an eligible trainee counterpart;

2. Group discussion group: The training sessions were 
conducted with the presence of a specialist for 4 two-
hour sessions for 4 days for a period of 4 weeks.

The content of the training included the nature of 
delivery, labor pain, and the methods for reducing FOC 
(Table 1). The sample selection criteria for the peer 
educator encompassed having a history of at least one 
physiological delivery during the past year, passing the 
training courses, and gaining a passing grade. It should be 
noted that all peers completed training courses under the 
supervision of an expert. To select the trained counterpart, 
the following procedure was carried out.
1. Calling for co-sponsoring qualified mothers;
2. Registering 20 eligible mothers;
3. Holding training courses (Table 2);
4. Giving the test;
5. Selecting eight mothers as educator counterparts.

Results
Five pregnant women were excluded from the study, 
therefore, 103 pregnant women were evaluated in the 
current study, most of whom were within the age range of 
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19-28 years old. The maximum education was a diploma, 
the data normalization was confirmed by using the Shapiro 
statistical test, and finally, demographic and pregnancy 
data were matched in 3 groups (Table 3). At the beginning, 
there was no significant difference between the scores of 
fear in the 3 groups (P = 0.551), but the fear scores were 
compared in 3 groups and the obtained results displayed a 
significant difference among the 3 groups (P = 0.007) after 

4 weeks of intervention (Table 4).
Further, the Scheffe test showed a significant difference 

between the peer education and control groups (P = 0.04), 
as well as the training and discussion groups with the 
peer education group (P = 0.013). However, no significant 
difference was observed in choosing the type of delivery 
in the 3 groups before intervention (P = 0.620) and after 
the intervention (P = 0.122).

Figure 1. The Flow Diagram of Study (17).

Table 1. Training Session Group Discussion and Peer Education

Session Educational Contents

1 Getting familiar with the other peers, aims, and objectives, the general FOC, and overview;

2 The care pregnancy, the mechanism and stages of delivery with questions and answers and the presentation of the film of childbirth;

3 The mechanism of labor pain and its reduction methods and the advantages of normal delivery compared with the cesarean section 
with questions and answers;

4 Answering women’s questions, discussion, evaluation of knowledge, and providing the training manual.

Table 2. Training Session Trained Counterpart

Session Educational Contents

1 Welcoming, emphasizing the importance of peer education and communication skills such as non-verbal behaviors, the ability to 
receive and send clear communication messages, and active listening;

2 The mechanism and stages of delivery, obstetric care and pregnancy, questions and answers, the use of supplements in pregnancy, 
and nutrition in pregnancy;

3 The mechanism of labor pain and its reduction methods, the advantages of normal delivery compared with the cesarean section with 
questions and answers, and the provision of educational booklets;

4 Examination and role play in the presence of a researcher and the selection of eligible mothers as a trainer’s counterpart.
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Assessed for 
eligibility (n=149) 

Allocated to control group (n=36) 
• Received allocated intervention 

(n=0)
• Did not received allocated 

intervention (n=36)

Allocated to peer education (n=36) 
• Received allocated intervention 

(n=36)
• Did not receive allocated 

intervention (n=0)

Allocated to discussion group (n=36) 
• Received allocated intervention 

(n=36)
• Did not receive allocated 

intervention (n=0)

Analyzed (n=31) 
Excluded from analysis 
(n=0) 

Analyzed (n=36) 
Excluded from analysis 
 (n=0) 

Analyzed (n=36) 
Excluded from analysis 
 (n=0) 

Loss of follow-up (n=5)
Discontinued intervention 
(n=5)

Loss of follow-up (n=0)
Discontinued intervention 
(n=0)

Loss of follow-up (n=0)
Discontinued intervention 
(n=0)

Excluded (n=41) 
• Not meeting the inclusion

criteria (n=35)
• Declined to participate (n=6)
• Other reasons (n=0)

Randomized (n=108)
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Discussion
The results of this study showed that peer education 
has an effect on reducing the FOC in pregnant women. 
Moreover, the peer education program was more effective 
in comparison with the discussion group. The mean 
scores of mothers’ fear in the peer education group after 
the intervention decreased compared to their mean scores 
before the intervention. Furthermore, the fear of delivery 
in the discussion group reduced after the implementation 
of the educational program. However, the scores of the 
FOC in the peer education group decreased more than 
those of the discussion group. Women’s fear of their health 
under unknown circumstances is the result of lack of 
awareness and education can reduce it (18).

In a study conducted by Mortazavi et al, childbirth fear 
and its associated factors were investigated in a sample of 
pregnant Iranian women. The results indicated a relatively 
high prevalence of childbirth fear in pregnant women in 
Iran (19).

The results of the study by Godarzi et al (20) 
demonstrated that lactation training through peer support 
increased lactation self-efficacy in nulliparous women.

Molazem et al (21) also found that using peer education 
is effective for reducing fear and anxiety in patients 
undergoing coronary angiography.

In another study, peer education was compared with 
nursing education on patients and the results showed that 
patients receiving peer education had higher self-efficacy 
compared to those who received nursing education (22).

In sum, most studies in the field of peer group indicate 
the positive and beneficial effects of this educational 
method are consistent with those of the present study. 
Moreover, the positive impact of this approach is probably 
due to the fact that the peer group transmits their 
experiences in a simple and effective manner and thus the 
pregnant women are more likely to be more confident in 
the experiences of those who have the same conditions as 
their own.

Table 3. Demographic Characteristics of Participants of the Study

Peer Education Discussion Group Control Group P Valuec

Age (y)
0.121

18-35 24.4 (4.14) 26.52a (4.6)b 25.6 (4.35)
Education

High school 14 (38.9) 14 (38.9) 11 (45.5)
0.08Diploma 18 (50) 14 (38.9) 13 (41.9)

Academic 4 (11.1) 8 (22.2) 7 (22.6)
Job

Housewife 34 (94.4)d 31 (86.1) 26 (83.87)
0.51Employee 0 5 (13.88) 5 (16.12)

Others 2 (5.55) 0 0
Location

City 29 (88.55) 26 (72.22) 22 (70.96)
0.667

Village 7 (19.45) 10 (27.78) 9 (29.04)
Gravida

Primi-gravid 16 (44.44) 20 (55.55) 16 (51.61)
0.77

Multi-gravid 20 (55.56) 16 (44.45) 15 (48.39)
Abortion

No 30 (83.34) 33 (91.67) 28 (90.33)
0.5

Yes 6 (16.67) 3 (8.33) 3 (9.68)
Infertility

Yes 1 (2.77) 3 (8.34) 3 (9.67)
0.78

No 35 (97.23) 33 (91.67) 28 (90.33)
Pregnancy condition

Wanted 29 (80.55) 32 (88.88) 27 (87/09)
0.72

Unwanted 7 (19.45) 4 (11.12) 4 (12.91)

Note. a Mean; b Standard deviation (SD); c P < 0.05 was considered significant; d Values are expressed as frequency (%).

Table 4. Comparison of Mean Fear Scores of Pregnant Women in Peer Education, Discussion, and Control Groupsa

Severity of Fear Peer Education Group Discussion Group Control Group P Value

Before education 81.95 (13.7) 78.8 (20.9) 77.1 (20.72) 0.551

Four weeks after education 68.2 (22.5) 69.9 (15.1) 80.23 (10.63) 0.007

Note. a Values are expressed as mean (SD).
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In the present study, there was no significant correlation 
between the degree of fear among nulliparous women 
and multiparity. Nevertheless, the frequency of fear of 
childbirth was higher in multiparous women in a study 
conducted in Iran (23) while the results of a study abroad 
(24) demonstrated more fears in nulliparous women. 
The contradictions in these studies can be attributed to 
the difference in the female experience of childbirth, 
pregnancy training, and various social, as well as cultural 
and personality conditions.

Several studies have focused on group discussions. For 
instance, Tofighi Niaki et al (25) evaluated the effect of 
group training during pregnancy on knowledge and 
attitude of choosing the type of delivery in primiparous 
women. The results showed that there is a significant 
difference between women’s knowledge and attitudes 
after training than before. Considering that people are 
in close interaction with each other and freely mention 
their positive or negative experiences in relation to 
their common theme in the group discussion method, 
those at the risk of injury can gain more social support. 
Additionally, they can make better decisions under certain 
conditions with the help of the experiences of women who 
are more or less like themselves. In the present study, the 
effect of counterparts on the fear of delivery had a more 
positive effect in comparison with education through 
group discussion. The greater impact of peer education 
can be due to the fact that the peers are a homogeneous 
group, all of whom almost share similar experiences about 
childbirth thus they understand each other better and 
state their problems more comfortably.

Based on the results of the present study, peer education 
group and discussion group had no positive effect on 
the choice of normal delivery by pregnant women. This 
can be attributed to the contribution of several factors 
such as social, cultural, psychosocial, and personality 
conditions, as well as the impact of family and community 
on the choice of delivery type, which are not controlled by 
scoring but require multi-dimensional interventions. The 
limitations of this research include the personality type of 
the individuals, their personality traits in the acceptance 
of teaching, and the accountability of individuals for 
their health, all of which should be taken into account in 
generalizing the results.

Conclusions
To the best of our knowledge, no studies have so far 
focused on the effect of peer education during pregnancy 
and childbirth. Therefore, more studies are suggested in 
this area. In addition, peer support models are a flexible, 
low-cost, and complementary supplement to health care, 
therefore, it is highly recommended to use such models 
in women’s health policies and programs in the country.
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