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VERSION 1 - REVIEW 

REVIEWER Jane Henderson 
National Perinatal Epidemiology Unit,  
Nuffield Department of Population Health,  
University of Oxford,  
UK 

REVIEW RETURNED 15-Feb-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review this interesting paper. I have 
a few comments and concerns:  
 
Major concerns  
1. There are no limitations mentioned in the Discussion section or in 
the Strengths and limitations section at the end. A clear limitation 
which needs to be addressed is the convenience sample. The 
reader needs more information about how women were approached 
(ie on the postnatal ward), how many women were approached, how 
many agreed to participate, how many declined. If possible, it would 
be useful to have some information about the sociodemographic 
characteristics of each group. If that is not possible, a comparison 
against the national or regional population of childbearing women.  
2. The questionnaire was the modified WOMBLSQ. Please indicate 
why the statements about 'Home assessment' and 'Continuity' were 
dropped. Does 'Continuity' refer to 'knowing labour carers'? That is 
really a different concept! Please also justify having a 4 point Likert 
scale rather than the original 7 points.  
3. Setting - To understand this study fully, we really need to know 
more about the maternity care system in Spain. Is it mixed 
state/independent public/private provision? Do women generally go 
to the nearest maternity unit or do they have choice in this? Do 
midwives generally have autonomy in their clinical practice?  
4. The results suggest that women attending Hospital A have 
substantially better outcomes. Are the 2 groups of women 
comparable, eg at similar risk of complications? I am wondering if 
Hospital A is a midwife-led unit or birth centre? Were women 
excluded if they had complications such as preterm labour?  
5. Asking women to complete questionnaires during their postpartum 
stay is a major limitation as women may be experiencing the 'halo' 
effect or be keen to appease any staff/researcher who may influence 
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their care.  
 
Minor comments  
1. p4, line 57 - not so much 'university-affiliated' as tertiary referral 
centre.  
2. p5, line 7 - 'common labour, delivery and postpartum rooms'. 
Better to simply refer to a lack of privacy.  
3. p6, line 3 - Please explain why women were excluded who could 
not understand English.  
4. p9, 2nd para, p10 1st & 2nd paras - put in respective tables.  
5. p10, line 29 - 'highest scores' - it should be mentioned in the 
Methods if questionnaires were scored.  
6. p10, line 48 - Tables 3 and 4 (not 4 and 5).  
7. p11, line 12 - Several studies have found considerable differences 
in satisfaction by ethnicity (see refs below). This should be 
acknowledged.  
8. Table 1 - What happened to 'Other' ethnicity? 'Labour situation' is 
a confusing term in this context; better to say 'Employment'.  
9. Table 2 - Please add General anaesthesia and Postpartum length 
of stay to Table 2. 'Augmentation' is not associated with Beginning of 
labour. Put it separately. Length of labour 0-4 hrs is very high. How 
is the start of labour defined?  
10. Table 3 & 4 - This should be one table not two. Under 
'Expectations', 'My labour went totally normally' and 'My labour was 
just about the right length'; these statements are not phrased as 
expectations - maybe something odd in the translation?  
 
References  
Henderson J, Gao H, Redshaw M. Experiencing maternity care: the 
care received and perceptions of women from different ethnic 
groups. BMC Pregnancy and Childbirth 2013; 13: 196.  
Raleigh VS, Hussey D, Seccombe I, Hallt K: Ethnic and social 
inequalities in women's experience of maternity care in England: 
results of a national survey. Journal of the Royal Society of Medicine 
2010, 103(5):188-198.  
Jomeen J, Redshaw M: Ethnic minority women's experience of 
maternity services in England. Ethnicity and Health 2012. 

 

REVIEWER Stephen Abbott 
City University London,  
United Kingdom 

REVIEW RETURNED 17-Feb-2016 

 

GENERAL COMMENTS I enjoyed reading this article. I do have some suggestions which I 
think should be addressed before recommending publication.  
Ethics. I have ticked No above because it is not fully explicit that 
participating mothers agreed not only to complete the questionnaire 
but also to the use of their hospital records. There is no mention in 
the text of approval by a Research Ethics Committee.  
The limitations of the research are not discussed.  
The title is misleading in that it does not include obstetric outcomes, 
which represent a significant proportion of the research and results.  
There needs to be a more complete discussion of Hospital A and 
how mothers are admitted into humanized care there. Do they have 
a choice between humanized and biomedical care? How are high-
risk mothers dealt with? And the discussion needs to reflect whether 
the answers to these questions may have affected the results.  
I am not statistically competent to adequately judge the analysis. 
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However, it does strike me reading the results that if the answers to 
the questionnaire were dichotomized, there might well be fewer 
statistically significant differences between the two models of care. It 
is quite hard to interpret with confidence the differences between 
'totally agree' and 'agree' in questions such as these, which I 
understand is one reason why such results are sometimes 
dichotomized.  
Some details. Page 6, line 3. I assume that women participating had 
to understand either Spanish or English, not both.  
Page 6, line 48: please explain why the two dimensions had to be 
avoided.  
Page 8, line 44: repetition of 'routine'.  
The details of missing data on pp. 9 and 10 might be better 
appended to the relevant tables, rather than in the text.   

 

REVIEWER Josefina Goberna-Tricas 
University of Barcelona. Spain 

REVIEW RETURNED 25-Feb-2016 

 

GENERAL COMMENTS The article presents a topic of great interest in the Spanish context 
of healthcare delivery. I appreciate the opportunity to review that 
article; but some aspects should be expanded or clarified. This 
would, certainly, improve the quality of work and its contextualization 
and understanding,  
 
Background  
The term "humanized" was widely used a couple of decades ago, 
especially by user's organizations. The groups based on the 
humanization criticized the medicalization and the use of technology 
during childbirth, in this sense it was considered that the use of 
technology on childbirth removed women's empower. In that position 
was a mix of feminist arguments and a critique of industrial society. 
Other feminists, however, refused to be trapped in reference to 
nature, which was used, in its view, to promote an essentialist model 
of sexual division and considered technology as a potential means 
that the woman has greater force.  
Although an international conference in Brazil, with the participation 
of WHO and UNICEF was conducted in 2000 to define what should 
be humanized care at birth, current use of the term "humanization" 
on reference to "birth care" has been limited among militants to 
countries like Brazil and Portugal. In Spain this term is widely used 
among professionals, but has been abandoned by user's 
associations and practically disappeared in institutional documents. 
These aspects should be better explained in the submitted paper  
It must also be explained better because there are different models 
of care between hospital A relative to hospital B. It should be 
explained the institutional policies resulting from the application of 
the "Strategy for assistance at normal childbirth", promoted by the 
Spanish Health Minister and because some hospitals have applied it 
and some not.  
 
Methods  
The authors don't explain why they choose WOMBLSQ scale, of all 
existing, they should clarify it. Authors clearly explain the process of 
validation of the modified version of the scale, but it is unclear 
whether they have previously performed a cultural adaptation (with 
translation and back translation) of the original scale in English or if it 
was not needed and why. Not specify the reason for removing some 
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of items in the Spanish version of the scale.  
The authors did not mention whether the study has been approved 
by ethics committee.  
 
Findings:  
In the results section some of the items consigned as contributing 
more "to the discrimination of the two models of maternity care" do 
not correspond to the results showed in Tables 3 and 4; we can see 
that the subscales "support professional " and "environment "are 
those with have more differences in statistical significance.  
 
Discussion:  
Some results attract attention and are not discussed in this section  
Although there is an increased number of epidurals in medicalized 
model group, women in this group have high punctuation in "More 
pain relief would Have Made Easier my labor." Do you have 
information about the time when the epidural is offered in the two 
models? It may relate this with the highest number of 
augmentations?  
Not too many differences are observed, in the subscale "control" 
between the two groups; this result should be discussed  
At the end of the discussion the authors discuss items related to 
"respect for privacy" and "comfort" to have single room, facing 
common rooms, but it does not follow from results contained in the 
satisfaction scale. Did authors use another type of questionnaire? 
Did they use open questions? 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Jane Henderson  

Institution and Country: National Perinatal Epidemiology Unit, University of Oxford, UK  

Competing Interests: None declared  

 

Thank you for the opportunity to review this interesting paper. I have a few comments and concerns:  

 

Major concerns  

1. There are no limitations mentioned in the Discussion section or in the Strengths and limitations 

section at the end. A clear limitation which needs to be addressed is the convenience sample. The 

reader needs more information about how women were approached (ie on the postnatal ward), how 

many women were approached, how many agreed to participate, how many declined. If possible, it 

would be useful to have some information about the sociodemographic characteristics of each group. 

If that is not possible, a comparison against the national or regional population of childbearing women.  

***1. First of all, thank you very much for your revision and your comments on my manuscript. Clearly 

a limitation for my study is that the sample is a convenience one. I have added some more 

information about the women who were approached and sociodemographic data can be found in 

table 1.  

“Home assessment” and “Continuity” were dropped from the questionnaire because here in Spain 

there is not any carer that visit pregnant women at home and check their state. For that reason, 

women could not assess these subscales.  

 

2. The questionnaire was the modified WOMBLSQ. Please indicate why the statements about 'Home 

assessment' and 'Continuity' were dropped. Does 'Continuity' refer to 'knowing labour carers'? That is 

really a different concept! Please also justify having a 4 point Likert scale rather than the original 7 

points.  
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***2. In the study, a four-point scale was used, rather than the seven-point scale, in order to obtain 

answers less dispersed. Our statistician recommended us doing it that way.  

 

3. Setting - To understand this study fully, we really need to know more about the maternity care 

system in Spain. Is it mixed state/independent public/private provision? Do women generally go to the 

nearest maternity unit or do they have choice in this? Do midwives generally have autonomy in their 

clinical practice?  

***3. More information about the setting has been added, as it has been requested.  

 

4. The results suggest that women attending Hospital A have substantially better outcomes. Are the 2 

groups of women comparable, eg at similar risk of complications? I am wondering if Hospital A is a 

midwife-led unit or birth centre? Were women excluded if they had complications such as preterm 

labour?  

***4. The 2 groups of women were at similar risk of complications, and none of the hospitals was a 

midwife-led unit or a birth centre. Women were not excluded for having complications during labour 

process. In Hospital A there were 6 preterm births, while in Hospital B, there were 8. This information 

was not included because there was not a huge difference between the two groups analysed, and this 

factor did not affect women’s satisfaction.  

 

5. Asking women to complete questionnaires during their postpartum stay is a major limitation as 

women may be experiencing the 'halo' effect or be keen to appease any staff/researcher who may 

influence their care.  

***5. It is true that the “halo” effect is a result of the woman’s relief at having come through the 

experience safely, with a healthy baby. However, we are comparing two groups located in the same 

period of time.According to Hodnett’s review (2002), “There is insufficient evidence on which to base 

conclusions about the impact of timing of assessment of childbirthsatisfaction.There may be no 

optimum time; it may be dependent on the purpose of the study”. We chose this concrete moment of 

time to make sure that women had in mind all the little details of their assistance.Women had no 

contact with childbirth caregivers in the postpartum ward and they were therefore less likely to give 

socially desirable responses. In Spain, there are no midwives in postpartum wards, only nurses. The 

researchers currently working in the hospitals compared in the study are midwives.  

 

Minor comments  

1. p4, line 57 - not so much 'university-affiliated' as tertiary referral centre.  

***1. Behruzi et al. (2010; 2011) used that term in their study.  

 

2. p5, line 7 - 'common labour, delivery and postpartum rooms'. Better to simply refer to a lack of 

privacy.  

***2. I have used the same terms as in the original researches (Behruzi et al., 2010; 2011).  

 

3. p6, line 3 - Please explain why women were excluded who could not understand English.  

***3. I have rectified that part.  

 

4. p9, 2nd para, p10 1st & 2nd paras - put in respective tables.  

***4. I have changed it.  

 

5. p10, line 29 - 'highest scores' - it should be mentioned in the Methods if questionnaires were 

scored.  

***5. Some more information on the questionnaires’ score has also been added in “Method’s” section.  

 

6. p10, line 48 - Tables 3 and 4 (not 4 and 5).  

***6. I have corrected it.  
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7. p11, line 12 - Several studies have found considerable differences in satisfaction by ethnicity (see 

refs below). This should be acknowledged.  

***7. I have included the references suggested.  

 

8. Table 1 - What happened to 'Other' ethnicity? 'Labour situation' is a confusing term in this context; 

better to say 'Employment'.  

***8. There is not any other ethnicity, there have been included those of the women who participated 

in the study. I have substituted 'Labour situation' by ‘Employment status’.  

 

9. Table 2 - Please add General anaesthesia and Postpartum length of stay to Table 2. 

'Augmentation' is not associated with Beginning of labour. Put it separately. Length of labour 0-4 hrs 

is very high. How is the start of labour defined?  

***9. Postpartum length of stay is always 2 days for women with vaginal birth and 3 days for women 

with caesarean birth. Regarding General anaesthesia, it was not used in any of the women of the 

sample.  

Length of labour is measured since women go into the birth room and until she gives birth.  

Regarding the term “Augmentation”, in Spain the beginning of birth is registered in the partogram as 

spontaneous, induction or stimulation (Acién, 1998). I have replaced the term “Augmentation” by 

“stimulation” in the main manuscript.  

 

10. Table 3 & 4 - This should be one table not two. Under 'Expectations', 'My labour went totally 

normally' and 'My labour was just about the right length'; these statements are not phrased as 

expectations - maybe something odd in the translation?  

***10. We have renamed these tables as ‘3a’ and ‘3b’.  

These items used in section ‘Expectations’ have been taken directly from the English version of 

WOMBLSQ4 questionnaire (Smith, 2001).  

 

References  

Henderson J, Gao H, Redshaw M. Experiencing maternity care: the care received and perceptions of 

women from different ethnic groups. BMC Pregnancy and Childbirth 2013; 13: 196.  

Raleigh VS, Hussey D, Seccombe I, Hallt K: Ethnic and social inequalities in women's experience of 

maternity care in England: results of a national survey. Journal of the Royal Society of Medicine 2010, 

103(5):188-198.  

Jomeen J, Redshaw M: Ethnic minority women's experience of maternity services in England. 

Ethnicity and Health 2012.  

 

*** Please do not hesitate to contact me should you require any further information.  

 

 

Reviewer: 2  

Reviewer Name: Stephen Abbott  

Institution and Country: City University London, United Kingdom  

Competing Interests: None declared  

 

I enjoyed reading this article. I do have some suggestions which I think should be addressed before 

recommending publication.  

 

Ethics. I have ticked No above because it is not fully explicit that participating mothers agreed not only 

to complete the questionnaire but also to the use of their hospital records. There is no mention in the 

text of approval by a Research Ethics Committee.  

***First of all, thank you very much for your revision and your comments on my manuscript.  
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The approval of the Research Ethics Committee from the two hospitals of the study was obtained. I 

have specified it in the manuscript as requested.  

 

The limitations of the research are not discussed.  

***I have added some more limitations and I have discussed them in the manuscript.  

 

The title is misleading in that it does not include obstetric outcomes, which represent a significant 

proportion of the research and results.  

***This has also been corrected and the obstetric outcomes have been included in the title of the 

article.  

 

There needs to be a more complete discussion of Hospital A and how mothers are admitted into 

humanized care there. Do they have a choice between humanized and biomedical care? How are 

high-risk mothers dealt with? And the discussion needs to reflect whether the answers to these 

questions may have affected the results.  

***In Spain, women normally go to the nearest maternity unit, but if they want, they may be attended 

at any other hospital. Each hospital offers its own model of maternity care: the biomedical or the 

humanized one. Most hospitals in Spain offer the biomedical one.  

 

High-risks mothers were also included in the study. In Hospital A there were 6 preterm births, while in 

Hospital B, there were 8. This information was not included because there was not a huge difference 

between the two groups analysed, and this factor did not affect women’s satisfaction.  

I am not statistically competent to adequately judge the analysis. However, it does strike me reading 

the results that if the answers to the questionnaire were dichotomized, there might well be fewer 

statistically significant differences between the two models of care. It is quite hard to interpret with 

confidence the differences between 'totally agree' and 'agree' in questions such as these, which I 

understand is one reason why such results are sometimes dichotomized.  

***The difference between ‘Totally agree’ and ‘Agree’ is possible because the size of the sample is big 

enough to explain these two values. The answer ‘Totally agree’ shows the excellence of care, while 

the answer ‘Agree’ shows just a good care.  

 

Some details. Page 6, line 3. I assume that women participating had to understand either Spanish or 

English, not both.  

***I have changed this by replacing ‘and’ by ‘or’.  

 

Page 6, line 48: please explain why the two dimensions had to be avoided.  

***“Home assessment” and “Continuity” were dropped from the questionnaire because here in Spain 

there is not any carer that visit pregnant women at home and check their state. For that reason, 

women could not assess these subscales.  

 

Page 8, line 44: repetition of 'routine'.  

***This has been solved.  

 

The details of missing data on pp. 9 and 10 might be better appended to the relevant tables, rather 

than in the text.  

***This has been located under each table.  

 

*** Please do not hesitate to contact me should you require any further information.  

 

Reviewer: 3  

Reviewer Name: Josefina Goberna-Tricas  

Institution and Country: University of Barcelona. Spain  
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Competing Interests: I haven't competing interests  

 

Please leave your comments for the authors below  

The article presents a topic of great interest in the Spanish context of healthcare delivery. I appreciate 

the opportunity to review that article; but some aspects should be expanded or clarified. This would, 

certainly, improve the quality of work and its contextualization and understanding,  

 

Background  

The term "humanized" was widely used a couple of decades ago, especially by user's organizations. 

The groups based on the humanization criticized the medicalization and the use of technology during 

childbirth, in this sense it was considered that the use of technology on childbirth removed women's 

empower. In that position was a mix of feminist arguments and a critique of industrial society. Other 

feminists, however, refused to be trapped in reference to nature, which was used, in its view, to 

promote an essentialist model of sexual division and considered technology as a potential means that 

the woman has greater force.  

Although an international conference in Brazil, with the participation of WHO and UNICEF was 

conducted in 2000 to define what should be humanized care at birth, current use of the term 

"humanization" on reference to "birth care" has been limited among militants to countries like Brazil 

and Portugal. In Spain this term is widely used among professionals, but has been abandoned by 

user's associations and practically disappeared in institutional documents. These aspects should be 

better explained in the submitted paper.  

It must also be explained better because there are different models of care between hospital A 

relative to hospital B. It should be explained the institutional policies resulting from the application of 

the "Strategy for assistance at normal childbirth", promoted by the Spanish Health Minister and 

because some hospitals have applied it and some not.  

***First of all, thank you very much for your revision and your comments on my manuscript.  

In “Background” section, we have included the origin of the term “humanization” and the Spanish 

main documents about normal childbirth assistance to explain how these documents have changed, 

over the years, maternity care in Spain.  

Likewise, some differences between Hospital A and Hospital B has been included in “Settings” 

section.  

 

Methods  

The authors don't explain why they choose WOMBLSQ scale, of all existing, they should clarify it. 

Authors clearly explain the process of validation of the modified version of the scale, but it is unclear 

whether they have previously performed a cultural adaptation (with translation and back translation) of 

the original scale in English or if it was not needed and why. Not specify the reason for removing 

some of items in the Spanish version of the scale.  

The authors did not mention whether the study has been approved by ethics committee.  

***From 20 questionnaires validated and reviewed, we chose The Women’s Views of Birth Labour 

Satisfaction Questionnaire (WOMBLSQ), due to its simple language and because it assesses all 

factors involved in women satisfaction.  

This questionnaire was translated by a Spanish professional translator and when half of the sample 

had been recollected, an orthogonal (varimax) rotation was conducted to check that the modified 

version of the questionnaire identified all factors involved. The eight factors accounted for 68.482 % of 

the total of the variance. The factors identified were: professional support (26.87%), expectations 

(9.85%), pain in labour (6.95%), holding baby (6.16%), control (5.25%), support from husband 

(5.046%), pain after delivery (4.319%), and environment (4.030%). These results are very similar to 

the original ones of the questionnaire.  

The reason for what some items have been removed has been added in the main document too.  

The approval of the Research Ethics Committee from the two hospitals of the study was obtained. I 

have specified it in the manuscript as requested.  
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Findings:  

In the results section some of the items consigned as contributing more "to the discrimination of the 

two models of maternity care" do not correspond to the results showed in Tables 3 and 4; we can see 

that the subscales "support professional " and "environment "are those with have more differences in 

statistical significance.  

***The discriminant analysis reduced to the minimum the number of items to compare the two groups. 

However, as you have suggested we can see that there are more factors that present differences 

statistically significant between the two groups, these differences are shown in tables 3a and 3b.  

 

Discussion:  

Some results attract attention and are not discussed in this section  

Although there is an increased number of epidurals in medicalized model group, women in this group 

have high punctuation in "More pain relief would Have Made Easier my labor." Do you have 

information about the time when the epidural is offered in the two models? It may relate this with the 

highest number of augmentations?  

Not too many differences are observed, in the subscale "control" between the two groups; this result 

should be discussed  

At the end of the discussion the authors discuss items related to "respect for privacy" and "comfort" to 

have single room, facing common rooms, but it does not follow from results contained in the 

satisfaction scale. Did authors use another type of questionnaire? Did they use open questions?  

***I have added in “Discussion” section the difference regarding the use of epidural analgesia in the 

two models. Personally, I think that the use of oxytocin produces more pain in women, but that fact 

has not been measured in the present study.  

About the subscale “control”, we have added the results andit has been discussed in the main 

manuscript as required.  

Regarding the subscale “Environment”, women only assessed the two items in the questionnaire. The 

item “The area where I gave birth was very pleasant and relaxing” referred to humanized model 

rooms, which are characterised by being individual, pleasant and relaxing. The item “My birth room 

was a little impersonal and clinical” referred to biomedical model rooms, which are characterised by 

being common, clinic and impersonal. And, as we can see in tables 3a and 3b, better results were 

obtained in the humanized model and, because of that, we thought that we could conclude that 

women preferred humanized model rooms.  

 

*** Please do not hesitate to contact me should you require any further information. 

 

VERSION 2 – REVIEW 

REVIEWER Jane Henderson 
NPEU, University of Oxford, UK 

REVIEW RETURNED 30-Mar-2016 

 

GENERAL COMMENTS Revised version – 30/3/16  
1. Strengths and limitations – This needs to be reorganised into 
Strengths (1,2,3,5) and Limitations (3.5, 4,6).  
2. The dropping of Continuity from the WOMBLSQ is still 
unexplained.  
3. I’m still not clear that the women attending Hospitals A and B 
were at similar risk of complications. Preterm birth was merely an 
example. Please add a few examples to Table 1 of anything that you 
have which could cast light on this, eg previous caesarean delivery, 
antenatal hospital admission, etc.  
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4. Tables 3a and 3b – this needs to be a single table unless there is 
a compelling case for separating the data.  
5. Please add postpartum length of stay to Table 2. It may be that it 
is always 2 days following vaginal deliveries and 3 days following CS 
(without exception?!) but it needs to be in there.  
6. p11, line 21 – Student t-test. 

 

REVIEWER Stephen Abbott 
City University London  
UK 

REVIEW RETURNED 26-Mar-2016 

 

GENERAL COMMENTS The revision has addressed many of the reviewers' concerns. There 
are still two of mine that I think could be more fully addressed, 
though I agree that these are relatively minor points.  
There is an issue about the selection of mothers in the hospitals and 
therefore the study. On page 37, lines 15-17, you write that women 
normally go to the nearest maternity unit, but can attend another. It 
therefore seems likely that some women attending hospital A will 
have chosen a humanized model, and perhaps some women 
attending hospital B chose a biomedical model. On the assumption 
that you have no evidence about this, it would at least be worth 
mentioning the possibility of self-selection bias (if you want one 
model, you are more likely to be satisfied if that is the care you 
receive). Alternatively, if there is any reason why this assumption is 
not plausible in this particular context, then this should be explained.  
As I pointed out in the first review, if you re-present the data in tables 
2 and 3 as either satisfied or not, the differences between those 
groups generally become very small. Thus the difference between 
the hospitals appears to be in the intensity of satisfaction, rather 
than the simple fact of it. I am not for a moment suggesting that 
intensity of satisfaction is unimportant. But as most women in 
Hospital B indicated satisfaction rather than dissatisfaction with most 
aspects of care, I think this point should be made briefly in the text.  
There are a few minor errors of English which should be corrected.   

 

REVIEWER Josefina Goberna-Tricas 
Universitat de Barcelona 

REVIEW RETURNED 10-Apr-2016 

 

GENERAL COMMENTS Introduction:  
The authors have improved their description of the Spanish Health 
System, but they should better explain the territorial organization in 
"autonomous communities" and competencies in Health Policies of 
those communities in relation to the central administration; and they 
should also explain why there may be large differences between two 
hospitals if both are with public funding.  
 
Methods:  
The authors have better explained the translation process of the 
scale. I am not an expert in the scale validation process, but I'm not 
sure if the procedures are sufficient to justify reducing the number of 
possible answers until 4, in the original scale the number of 
possibilities were 7. An expert in scale validation should carefully 
evaluate this aspect, since it is crucial to assess the outcome of the 
work.  
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Results  
The authors did not clearly explain why application of epidural 
anaesthesia produces undesirable effects on the biomedical model 
regarding the humanized model.  
 
The rest of suggested aspects have been properly corrected by the 
authors  

 

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Jane Henderson  

Institution and Country: NPEU, University of Oxford, UK  

Competing Interests: None declared  

***First of all, we want to thank you for having recommended publication.  

 

Revised version – 30/3/16  

1. Strengths and limitations – This needs to be reorganised into Strengths (1,2,3,5) and Limitations 

(3.5, 4,6).  

***We have reorganized Strengths and Limitations as requested.  

 

2. The dropping of Continuity from the WOMBLSQ is still unexplained.  

***We have explained the dropping of the subscale “Continuity” from the WOMBLSQ in the main 

manuscript.  

 

3. I’m still not clear that the women attending Hospitals A and B were at similar risk of complications. 

Preterm birth was merely an example. Please add a few examples to Table 1 of anything that you 

have which could cast light on this, eg previous caesarean delivery, antenatal hospital admission, etc.  

***We have added two examples in tables 1 and 2 to show that women attending both hospitals were 

at similar risk of complications.  

 

4. Tables 3a and 3b – this needs to be a single table unless there is a compelling case for separating 

the data.  

***Tables 3a and 3b need to be a double table since they gather the results of different subscales. I 

have changed the tittle of both tables so that they include the name of these subscales.  

 

5. Please add postpartum length of stay to Table 2. It may be that it is always 2 days following vaginal 

deliveries and 3 days following CS (without exception?!) but it needs to be in there.  

***We have added postpartum length of stay to Table 2 as you have requested. In this sample, 

postpartum length of stay was always 2 days in vaginal deliveries and 3 days following emergency 

cesarean.  

 

6. p11, line 21 – Student t-test.  

***We have changed this mistake. Thank you very much for pointing that out, I hadn’t realized it.  

 

Reviewer: 2  

Reviewer Name: Stephen Abbott  

Institution and Country: City University London, UK  

Competing Interests: None declared  

***To start with, we would like to thank you for having recommended publication.  
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The revision has addressed many of the reviewers' concerns. There are still two of mine that I think 

could be more fully addressed, though I agree that these are relatively minor points.  

There is an issue about the selection of mothers in the hospitals and therefore the study. On page 37, 

lines 15-17, you write that women normally go to the nearest maternity unit, but can attend another. It 

therefore seems likely that some women attending hospital A will have chosen a humanized model, 

and perhaps some women attending hospital B chose a biomedical model. On the assumption that 

you have no evidence about this, it would at least be worth mentioning the possibility of self-selection 

bias (if you want one model, you are more likely to be satisfied if that is the care you receive). 

Alternatively, if there is any reason why this assumption is not plausible in this particular context, then 

this should be explained.  

***I have corrected the sentence about the choice of hospitals by mothers because I expressed 

myself in a wrong way. Normally, mothers cannot choose the hospital, but if there is an emergency 

(e.g. mother is in the active phase of labour) a pregnant mother is going to be attended at any 

hospital. Hence, mothers cannot choose the model of maternity care.  

 

As I pointed out in the first review, if you re-present the data in tables 2 and 3 as either satisfied or 

not, the differences between those groups generally become very small. Thus the difference between 

the hospitals appears to be in the intensity of satisfaction, rather than the simple fact of it. I am not for 

a moment suggesting that intensity of satisfaction is unimportant. But as most women in Hospital B 

indicated satisfaction rather than dissatisfaction with most aspects of care, I think this point should be 

made briefly in the text.  

There are a few minor errors of English which should be corrected.  

***I have added that most women in Hospital B indicated satisfaction with most aspects of care in 

main manuscript as you have recommended.  

 

 

Reviewer: 3  

Reviewer Name: Josefina Goberna-Tricas  

Institution and Country: Universitat de Barcelona, Spain  

Competing Interests: I haven't any competing interests  

***First of all, we want to thank you for having recommended publication.  

 

Introduction:  

The authors have improved their description of the Spanish Health System, but they should better 

explain the territorial organization in "autonomous communities" and competencies in Health Policies 

of those communities in relation to the central administration; and they should also explain why there 

may be large differences between two hospitals if both are with public funding.  

***The description of the Spanish Health System and the territorial organization in “autonomous 

communities” has been added to the introduction as you required.  

The large differences between the two hospitals are due to the fact that these hospitals have distinct 

protocols of birth assistance. Protocols of Hospital A are based on the recommendations on normal 

birth assistance of WHO and the Spanish National Healthcare System (Care Strategy for Normal 

Childbirth and Clinical Practice Guidelines to assist normal birth). Hospital A protocols were made by 

gynecologists and midwives. The reason of these large differences between the two hospitals has 

been included in section “Settings”.  

 

Methods:  

The authors have better explained the translation process of the scale. I am not an expert in the scale 

validation process, but I'm not sure if the procedures are sufficient to justify reducing the number of 

possible answers until 4, in the original scale the number of possibilities were 7. An expert in scale 

validation should carefully evaluate this aspect, since it is crucial to assess the outcome of the work.  
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***We have included the validation process of the modified version of the scale in section “Methods” 

in main manuscript. In our study, a four-point scale was used, rather than the original seven-point 

scale, in order to obtain answers less dispersed. The Professor of Statistics in the Department of 

Biostatistics at the Faculty of Medicine (Murcia University) recommended us doing it that way. Then 

he assessed the validity of the questionnaire with the four-point Likert scale.  

 

Results:  

The authors did not clearly explain why application of epidural anaesthesia produces undesirable 

effects on the biomedical model regarding the humanized model.  

***In Hospital A, it is used an epidural analgesia with a lower-than-usual dose of local anaesthesia 

and this has shown to produce less motor block in women. We have further explained this in section 

“Settings” as recommended. 

 

VERSION 3 – REVIEW 

REVIEWER Stephen Abbott 
City University London, UK 

REVIEW RETURNED 01-May-2016 

 

GENERAL COMMENTS The only minor revision I suggest is at the top of page 10 (pdf 
version): 'midwives/carers are not the same on primary-care and 
secondary-care of attendance', the meaning of which is not clear.   

 

REVIEWER Josefina Goberna-Tricas 
Universitat de Barcelona  
Spain 

REVIEW RETURNED 07-May-2016 

 

GENERAL COMMENTS Authors have made all changes suggested and/or they have justified 
the requested clarifications 

 

 

VERSION 3 – AUTHOR RESPONSE 

Reviewer: 2  

Reviewer Name: Stephen Abbott  

Institution and Country: City University London, UK  

Competing Interests: None declared  

 

The only minor revision I suggest is at the top of page 10 (pdf version): 'midwives/carers are not the 

same on primary-care and secondary-care of attendance', the meaning of which is not clear.  

***We have changed the sentence as you suggested. 
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