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Abstrac t t 

Objective:Objective: Valuations may be sensitive to biases especially if elicited alongside ran-
domizedd clinical trials. We investigated the construction of valuations assigned by 
womenn who entered a randomized clinical trial and were allocated to in-hospital or 
domiciliaryy monitoring. 

Methods:Methods: Women assigned valuations (o-io visual analogue scale) to the strategy 
theyy had been allocated to and to the alternative strategy. Valuations were expressed 
ass a between-subject difference (assigned by the women allocated to the respective 
strategies),, and as within-subject differences (assigned by all women). 

Results:Results: Domiciliary monitoring was valued higher by the women allocated to that 
strategyy (p=o.io). In-hospital monitoring was valued higher by the women allocated to 
thatt strategy (p=o.02). The average within-subject differences differed by allocated 
strategyy (p < o.oi). The within-subject valuation differences showed large variability 
betweenn and within groups. 

Discussion:Discussion: An overrepresentation of women favoring domiciliary monitoring and 
asymmetricc treatment experience inflated the average within-subject difference in the 
domiciliaryy group but deflated that difference in the in-hospital group. 

Conclusion:Conclusion: Neither the average between-subject difference nor the average within-
subjectt differences are free of bias. Within-subject compared to between-subject dif-
ferencess are instructive if patients have free choice or if they are aware of an alternative 
strategy. . 
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Introductio n n 

Patients'' valuations are increasingly applied in health care decisions. Recorded either 
ass trade-offs, utilities, or direct valuations, they may be used to support the allocation 
off resources from the societal perspective. They may also be used to guide individual-
izedd decision making in a clinical setting.1,2 

Patients'' valuations assigned to mutually exclusive treatment strategies may be 
sensitivee to several biases. For example, patients'valuations may be influenced by clin-
icallyy irrelevant information or by information that is irrelevant for decision making.3 

Valuationss may also be affected by past experience or existing knowledge, or how they 
aree subjectively processed.4 This might result in malformed judgements or mistaken 
beliefs.5-77 Patients may hold 'labile'valuations that may be 'constructed' during the val-
uationn elicitation procedure (stimulus presentation, response mode, context effects).8 

Moreover,, prior experience or treatment experience may not only affect treatment valu-
ationss but also induce a preference shift. Women who antenatally and post partum pre-
ferredd avoiding pain to avoiding anesthesia shifted preferences during labor. The shift 
differedd significantly between experienced and non-experienced women.9 Others have 
foundd stable preferences after treatment,10-11 particularly if patients were treated 
accordingg to the preferred strategy. For example, Henshaw found that treatment expe-
riencee influenced preferences as 81% of the women who were indifferent between two 
optionss and subsequently allocated randomly, preferred the allocated treatment a pos-
teriori.122 Other studies indicate that patients generally report higher valuations than 
non-patients.13,14 4 

Biasedd valuations may be particularly relevant to decision making if treatment val-
uationss are elicited alongside a randomized clinical trial. Randomized clinical trials are 
consideredd the gold standard in treatment effectiveness research. Patients are 
informedd on multiple strategies at trial entry and they may hold a prior preference for 
onee strategy. As only one treatment is assigned and experienced, patients eventually 
receivee asymmetric information (or asymmetric experience). 

Twoo alternative approaches exist to compare patient's valuations of mutually exclu-
sivee treatment strategies. One approach is similar to the comparison of treatment 
strategiess in randomized clinical trials. Patients' valuations are taken as an outcome 
measuree comparable to measures of disease activity, morbidity, or health-related qual-
ityy of life. Patients who have entered the trial are asked to assign valuations a posteri-
orii to the strategy they had been allocated to randomly, which is the strategy they have 
experienced.. The distributions of valuation scores in both groups are then compared to 
producee the average between-subject difference. 

Inn the second approach, individual patients are asked to assign valuations to mul-
tiplee treatment strategies,15 whether or not they actually have experienced those strate-
gies.. In this approach, patients' valuations can be obtained as individual within-subject 
differencess in valuations, that may be used in individualized decision making or, if aver-
aged,, in societal decision making. 

WfëlÊÊÊÊmÈÈÊÊÊÊk WfëlÊÊÊÊmÈÈÊÊÊÊk 



Wee investigated the effect of asymmetric treatment experience on treatment valuations 
assignedd by high-risk pregnant women who had entered a randomized clinical trial com-
paringg in-hospital and domiciliary antenatal fetal monitoring. All women had experi-
encedd one of the monitoring strategies. All women were asked to assign valuations to 
thee strategy allocated and to the strategy not allocated. We compared their valuations 
bothh as an average between-subject valuation difference and as average within-subject 
valuationn differences. 

Patient ss and method s 

Setting Setting 
Thee valuation study was conducted alongside a randomized clinical trial. Between Sep-
temberr 1992 and June 1994,150 consecutive high-risk pregnant women were allocated 
randomlyy to either conventional in-hospital monitoring (electronic antenatal fetal mon-
itoringg by unstressed cardiotocography) (n=74) or domiciliary monitoring (n=76). 
Womenn allocated to in-hospital monitoring were hospitalized and monitored daily 
accordingg to the hospital's conventional treatment practice as long as they were at high 
risk.. Women allocated to domiciliary monitoring were monitored daily at their homes by 
aa midwife using portable equipment. Once a week they visited the hospital's antenatal 
clinicc for a monitoring session and a routine antenatal visit. Domiciliary monitored 
womenn stayed at home unless clinical or social reasons required hospitalization. 
Regardlesss of the allocated strategy, all women were to deliver in the hospital. 

Patients Patients 
Off the 150 high-risk women who entered the clinical trial, 20 women were excluded 
fromm the valuation study because of language problems or because they delivered 
beforee the first monitoring session. The questionnaire was distributed to 61 women in 
thee in-hospital monitoring group and 69 women in the domiciliary monitoring group. 
Twenty-twoo women in the in-hospital monitoring group and 16 women in the domiciliary 
monitoringg group did not respond to the questionnaire. Two incomplete questionnaires, 
onee in each group, were excluded from analysis. Eventually the valuations of 38 women 
inn the in-hospital monitoring group and 52 women in the domiciliary monitoring group 
weree analyzed (response rates: 62% vs. 75%, p=o.io7). Nulliparous women and Cau-
casiann women were slightly overrepresented in the group that responded (Table 1). 

Procedure Procedure 
Att trial entry, women were informed extensively on both monitoring strategies, the 
potentiall consequences, and on the scientific aim of the trial. Seven weeks after the 
delivery,, women with sufficient knowledge of Dutch who had actually experienced one 
off the monitoring strategies were requested by written questionnaire to assign two val-
uations,, one valuation to each monitoring strategy. 



COMPARINGG TREATMENT VALUATIONS BETWEEN AND WITHIN SUBJECTS IN CLINICAL TRIALS 

Respondent'ss characteristic 

Meann materna l age (years ) (SD) 

Caucasia nn origi n 

Educationa ll  leve l 

Primaryy school 

Secondary/highh school 

College/university y 

Meann gestationa l age (weeks ) (SD) 

Parit y y 

0 0 

> i i 

Spontaneou ss abortio n in histor y 

Abortio nn in histor y 

Ectopi cc  pregnanc y in histor y 

AdverseAdverse  neonata l outcom e in history * 

Response e 

ln-hospital l 

(n=38) ) 

31.11 (44) 

277 (71%) 

0 ( 0 % ) ) 

300 (79%) 
88 (21%) 

38.55 (3.2) 

266 (68%) 

122 (32%) 

88 (21%) 

133 (34%) 

i ( 3 % ) ) 

44 ("%) 

(n=9o) ) 

Domiciliary y 

(n=52) ) 

29.99 (5.4) 

266 (50%) 

2 ( 4 % ) ) 

400 (77%) 
100 (19%) 

38.33 (3.2) 

300 (58%) 

222 (42%) 

111 (21%) 

188 (35%) 

11 (2%) 

55 (10%) 

Non-responsee (n=zjo) 

ln-hospital l 

(n=23) ) 

30.22 (7.4) 

9(39%) ) 

55 (22%) 

122 (52%) 

66 (26%) 

37-66 (2.9) 

99 (39%) 
144 (61%) 

66 (26%) 

100 (43%) 

11 (4%) 

44 (17%) 

Domiciliary y 

(n=i7) ) 

30.44 (7.0) 

55 (29%) 

0 ( 0 % ) ) 

166 (94%) 
1 (6%) ) 

38.77 (2.7) 

77 (41%) 
100 (59%) 

44 (24%) 

88 (47%) 
1 (6%) ) 

22 (12%) 

** Hospitalized at NICU, handicapped, or neonatal mortality. 

Tablee 1. Women's characteristics at entry 

Thee questionnaire (see Appendix A) was phrased in Dutch. Both monitoring strategies 
andd their consequences were described concisely. At the time of the valuation study, 
thee clinical outcomes were expected to be equal for both monitoring strategies. This 
expectationn was mentioned explicitly in the questionnaire. 

Eachh woman was asked to assign two valuations by putting a mark on each of two 
uncalibratedd 100mm visual analogue scales (VAS). The left side anchor was labelled 
"valuedd extremely negative", the right one was labelled "valued extremely positive". 
Thee first valuation referred to the allocated monitoring strategy, i.e. the strategy that 
thee women had actually experienced. The second valuation referred to the alternative, 
nott allocated, monitoring strategy. The hypothetical nature of the valuation assigned to 
thee alternative strategy was acknowledged in the phrasing of the question. Both visual 
analoguee scales were identical in all other respects. 

Analysis Analysis 
Onn each VAS, the distance from the left anchor to the mark was measured and trans-
formedd into a 0-10 valuation score, a higher score implying a higher valuation. The valu-
ationss of the in-hospital and domiciliary monitoring strategies as recorded by each group 
weree summarized using descriptive statistics. The average between-subject valuation 
differencedifference was calculated as the difference between the average valuation of domiciliary 
monitoringg as recorded by the domiciliary monitoring group, and the average valuation 
off in-hospital monitoring as recorded by the in-hospital monitoring group. 



Valuationss were also compared within subjects. The individual within-subject valuation 
differencedifference was calculated as the difference between the valuation that each individual 
womann assigned to domiciliary monitoring and her valuation of in-hospital monitoring. 
AA positive difference implied that domiciliary monitoring was valued higher than in-
hospitall monitoring. For each monitoring group as well as for the group as a whole, the 
averagee within-subject valuation differences were calculated. Individual variability in 
valuationn differences was examined. 

Thee average between-subject valuation difference and the difference between the 
averagee within-subject valuation differences were tested for significance using Stu-
dent'ss two sample f-test. The effect of obstetric history, maternal characteristics, allo-
catedd monitoring strategy, antenatal care characteristics, mode of delivery, and neona-
tall outcomes, on the within-subject and between-subject valuation differences were 
investigatedd by stepwise regression analysis. Log transformation was used to correct 
forr skewness. A two-tailed p < 0.05 was considered statistically significant. 

Result s s 

Valuedd strategy 

Domiciliar yy  monitorin g 
In-hospita ll  monitorin g 
Averag ee within-subjec t valuatio n differenc e 

** Values are mean (SD) valuation scores 

tt p values obtained using Student's two 

Allocatedd monitoring strategy 

Domiciliary y 

(n-52) ) 

7.99 (2.2) 

4-77 (2.7) 

3-22 (3.2) 

In-hospital l 
(11=38) ) 

7.11 (2.4) 

6.22 (2.9) 

0.99 (4-o) 

Bothh groups 
(n=9o) ) 

7-55 (2.3) 

5-33 (2.8) 

2.22 (3.7) 

pp valuet 

0.097 7 

0.015 5 

0.004 4 

recordedd on a o-io visual analogue scale; a higher score implies a higher valuation, 

samplee f-test. 

Tablee 2. Average valuations per allocated monitoring strategy* 

Valuations Valuations 
Tablee 2 shows for each group the average valuations of the in-hospital and domiciliary 
monitoringg strategies recorded at approximately 7 weeks after the delivery. In both 
groups,, women on average assigned higher valuations to domiciliary monitoring than 
too in-hospital monitoring. The women allocated to domiciliary monitoring and those 
allocatedd to in-hospital monitoring did not record significantly different valuations to 
domiciliaryy monitoring. In contrast, the in-hospital monitoring strategy was valued sig-
nificantlyy lower on average by the domiciliary monitoring group than by the women 
actuallyy allocated to that strategy. 
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Between-subjectBetween-subject versus within-subject valuation difference 
Thee difference between the average valuation of domiciliary monitoring as recorded by 
thee domiciliary monitoring group (7.9), and the average valuation of in-hospital moni-
toringg as assigned by the in-hospital monitoring group (6.2), resulted in an average 
between-subjectt valuation difference of 1.7 in favor of domiciliary monitoring (95% con-
fidencee interval (CI): 0.67 to 2.77). 

Thee average within-subject valuation difference was 2.2 in favor of domiciliary mon-
itoringg (95% CI: 1.44 to 2.99). The average within-subject valuation difference and the 
averagee between-subject valuation difference were not statistically significant (1.7 vs 
2.2,, p=o.2i). The average within-subject valuation difference differed by allocated mon-
itoringg strategy. In the domiciliary monitoring group, the average within-subject valua-
tionn difference was 3.2 (95% CI: 2.28 to 4.08) in favor of domiciliary monitoring, versus 
0.99 (95% CI: 0.41 to 2.23) in favor of domiciliary monitoring in the in-hospital monitor-
ingg group. This difference was highly significant (p < 0.01). 

BetweenBetween and within-group variability 
Figuree 1 and figure 2 depict the individual pairs of valuations obtained from the in-hos-
pitall monitoring group and the domiciliary monitoring group, respectively. In total, 67% 
off the women valued domiciliary monitoring higher than in-hospital monitoring. This 
proportionn was higher in the domiciliary monitoring group (77%) than in the in-hospi-
tall monitoring group (53%). A minority (28%) of the women (42% in the in-hospital 
monitoringg group and 17% in the domiciliary monitoring group) valued in-hospital mon-
itoringg higher than domiciliary monitoring. The valuations were not only more concen-
tratedd in the upper left triangle, they were also significantly more 'distant' from the 
diagonall (mean valuation difference: 3.0 (SD 1.9)) than the valuations in the lower tri-
anglee (mean valuation difference: 1.5 (SD 1.5)) (p=o.ooi). 

PrognosticPrognostic model 
Threee variables in favor of domiciliary monitoring were prognostic of the within-subject 
valuationn difference: allocated to domiciliary monitoring (p < 0.001), Caucasian origin 
(p=o.ooi)) and an adverse neonatal outcome in a previous pregnancy (admitted to 
NICU,, handicapped, or neonatal mortality) (p=o.oi4).This model explained 18% of total 
variance.. Allocated monitoring strategy was the only significant predictor (p=o.oi4) of 
thee between-subject valuation difference, explaining 6% of total variance. Maternal and 
neonatall outcomes, e.g. mode of delivery, Apgar scores, Prechtl's neurologic optimality 
scoree and admitted to NICU or the neonatology ward, were not prognostic in either 
model,, suggesting that hindsight bias was absent. 

££;*U. . 
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Figuree 1. Paired valuations 

Discussio n n 

Wee compared the treatment valuations of two monitoring strategies obtained from 
womenn who were randomized to one of these strategies. Women assigned valuations 
bothh to the allocated strategy and the alternative strategy. Both groups valued domicil-
iaryy monitoring higher on average than in-hospital monitoring. The within-subject valu-
ationss differed significantly depending on the strategy that women actually had experi-
enced. . 

Att least four effects have to be considered in interpreting the results: the visual 

134 4 
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Figuree 2. Paired valuations 

analoguee scale used to elicit valuations, selective participation, selective response, and 
treatmentt experience. First, a VAS is supposed to be a continuous linear interval-mea-
surementt scale to rank outcomes in order of preference. The distance from the mark to 
onee of its anchors represents the strength of preference.16'17 VAS scores, or the differ-
encee between them, are comparable if the scale is linear and each anchor is perceived 
ass identical across patients.18 If these properties are not satisfied, the between-subject 
andd within-subject valuations may not be validly averaged.18,19 However, the impact of 
non-linearityy is smaller if the average within-subject valuation difference is used as the 
deviationn from linearity will equally affect both valuations. 



Second,, prior preferences may have induced a selective participation bias: women who 
refusedd participation and those who participated were probably not indifferent 
betweenn the strategies.12*20-23 A woman who preferred in-hospital monitoring a priori 
mayy have refused study participation as refusal assured her of the preferred strategy. A 
womann who preferred domiciliary monitoring a priori was likely to participate as refusal 
wouldd have resulted with certainty in the non-preferred strategy. Therefore, women who 
preferr domiciliary monitoring are probably overrepresented among the trial partici-
pants.. Selective participation might partially explain the relatively high - possibly 
inflatedd - valuations of domiciliary monitoring, and the relatively low - possibly 
deflatedd - valuations of in-hospital monitoring in both groups. 

Third,, in addition, less than perfect response rates may hamper the interpretation 
off our findings. Only 75% of the women in the domiciliary group - presumably the 
groupp that obtained the preferred strategy - responded. More important, the response 
ratee in the in-hospital group (62%) was lower than in the domiciliary group, suggesting 
aa selective response bias. In our study, Caucasian and nulliparous women had slightly 
higherr response rates. Among the responders, Caucasian women on average assigned 
higherr within-subject valuation differences to domiciliary monitoring. Parity, a potential 
confounderr as multiparous women have prior experience, only affected valuations in 
womenn who had previously experienced an adverse neonatal outcome. 

Fourth,, women allocated to in-hospital monitoring assigned significantly higher val-
uationss to that strategy than the women allocated to domiciliary monitoring. Moreover, 
mostt women preferred the strategy allocated. These results suggest that the valuations 
obtainedd may also have been influenced by treatment experience. A treatment experi-
encee effect may be either the result of learning (gathering strategy-specific information 
mayy adjust prior preferences), or the result of cognitive dissonance reduction and 
'acclamation',, or both. If participation was selective, then the in-hospital monitoring 
groupp had been allocated to the non-preferred strategy. Their valuations may have been 
subjectt to cognitive dissonance reduction: retrospectively, patients tend to emphasize 
opinionss and experiences that are consistent with their actual behavior or the final out-
come,, and de-emphasize opinions and experiences that contradict them.4 This might 
havee induced inflated valuations of in-hospital monitoring and possibly deflated valua-
tionss of domiciliary monitoring. Similarly, if the domiciliary monitoring group was allo-
catedd to the preferred strategy, 'acclamation' might have inflated their valuations of 
domiciliaryy monitoring and possibly deflated their valuations of in-hospital monitoring. 

Onn balance, selective participation and treatment experience produce different out-
comess depending on the strategy initially allocated. In the domiciliary group, selective 
participation,, learning, and 'acclamation' might have inflated the valuation of domicil-
iaryy monitoring but also have deflated the valuation of in-hospital monitoring. Both 
effectss inflate the average within-subject valuation difference in that group. However, in 
thee in-hospital monitoring group, the average within-subject valuation difference might 
havee been inflated by selective participation but also deflated by learning or cognitive 
dissonancee reduction. These opposite effects tend to mitigate the average within-sub-
jectt valuation difference in that group. 



COMPARINGG TREATMENT VALUATIONS BETWEEN AND WITHIN SUBJECTS IN CLINICAL TRIALS 

Selectivee participation bias and asymmetric treatment experience are typical of ran-
domizedd clinical trials in which patients hold prior preferences and the preferred strat-
egyy can only be obtained through trial participation.12'22'2*-27 It is questionable whether 
aa change of study design can prevent selective participation and inflated or deflated 
valuationss due to asymmetric treatment experience, without jeopardizing the estima-
tionn of clinical effectiveness. 

Inn a cross-over design, patients are allocated to ordered multiple strategies. Selec-
tivee participation is prevented since alt patients experience both strategies. As the val-
uationss assigned may be subject to a sequence order effect, valuation differences may 
dependd on the allocated treatment ordering. More important, a cross-over design is not 
alwayss suitable to compare clinical effectiveness validly. 

Inn a Zelen-design, patients are randomized before informed consent is obtained.28 

Iff the conventional strategy is allocated, no consent is sought and patients are not 
informedd on the existence of an alternative strategy. If the experimental strategy is allo-
cated,, informed consent must be obtained and patients are informed on the existence 
off the conventional strategy. In our case, a Zelen-design might have prevented selective 
participationn and cognitive dissonance reduction in the in-hospital monitoring group 
only.. Selective participation and 'acclamation' might still exist in the domiciliary moni-
toringg group. 

Inn the partially randomized design, patients are assigned to the strategy for which 
theyy express a strong prior preference.2* Only patients who are indifferent a priori 
betweenn the strategies are randomized. Selective participation is prevented but valua-
tionss assigned a posteriori may still be inflated or deflated due to asymmetric treatment 
experience.. Henshaw found that the majority of women who selected the preferred 
strategyy a priori, also preferred that strategy a posteriori. Moreover, the majority of 
womenn who were indifferent and allocated randomly, preferred that strategy a posteri-
ori.12 2 

Alternatively,, one may fully concentrate on valuations elicited before treatment 
assignment.. Inflated or deflated valuations due to 'acclamation' or cognitive disso-
nancee are avoided but so is learning by experience. Prior preferences may still exist and 
priorr experience or prior information collected from other sources than experience may 
bee asymmetrically distributed across patients. Moreover, patients and non-patients 
mayy assign different valuations.13 

Wee found that the average within-subject valuation differences differed signifi-
cantlyy by allocated strategy. Although the overall average within-subject valuation dif-
ferencee did not differ significantly from the average between-subject valuation differ-
ence,, calculating average within-subject valuation differences alongside average 
between-subjectt valuation differences can be instructive. 

First,, each valuation difference captures different information regarding the strat-
egyy not allocated. In the between-subject approach, the comparison of valuations 
comess close to a blinded outcomes comparison analogous to the comparison of treat-
mentt effectiveness. In the within-subject approach, patients are asked explicitly to 



valuee the alternative strategy that they did not or will not experience. This can be rele-
vantt if both strategies will co-exist in the future, e.g. in case of variation in treatment 
practice.. Generally, patients who are aware of the existence of an alternative will value 
multiplee strategies accordingly. 

Second,, valuations varied widely between and within groups and a considerable 
minorityy of women favored in-hospital to domiciliary monitoring. Hence, to conclude 
thatt domiciliary monitoring is the preferred strategy because both groups assigned 
higherr valuations to that strategy, may be unjustified. To avoid a "tyranny of the major-
ity"-policy299 as enforced by the average between-subject difference only,30 analysis of 
within-subjectt valuation differences could support individualized decision making, e.g. 
incorporatingg patients' preferences into flexible practice guidelines.31-34 

Ourr results do not justify any strong recommendation on what approach should be 
followedd in future projects. Neither the average between-subject valuation difference 
norr the average within-subject valuation differences are likely to be free of bias. 
Anotherr study design probably cannot prevent bias. As no gold standard for 'true' unbi-
asedd valuation can be defined, it is unlikely that empirical evidence can answer which 
methodd should be used. We feel that measuring both between-subject and within-sub-
jectt valuations may be instructive. Eventually, the approach that is chosen should be 
basedd on the valuation problem at hand and the decision problem that it is supposed 
too guide. 
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COMPARINGG TREATMENT VALUATIONS BETWEEN AND WITHIN SUBJECTS IN CLINICAL TRIALS 

Appendi xx A. The valuatio n questionnair e 

Inn this questionnaire, we ask YOUR OPINION about two types of monitoring a high-risk 
pregnantt woman in this trial may acquire: domiciliary fetal monitoring and in-hospital 
fetall monitoring. Although it is expected that domiciliary fetal monitoring and in-hospi-
tall fetal monitoring are equal in clinical outcome, we would like to learn your opinion 
onn this. 

Domiciliaryy fetal monitoring and in-hospital fetal monitoring have the following 
characteristics: : 

DOMICILIARYDOMICILIARY FETAL MONITORING 
 The pregnant woman keeps bedrest at home but delivers in the hospital; 
 To guarantee that the pregnant woman complies to bedrest at home, the partner, 

family,, neighbours, friends and/or acquaintances should take over part of the 
householdd activities. In some cases professional home help may be enlisted to take 
overr the other part of the household activities; 

 A research-midwife visits the pregnant woman daily at home to monitor the baby by 
CTGG ('heart film'). She will inform the pregnant woman on her pregnancy and 
answerss her questions, if any; 

 In case of complications, the pregnant woman will be admitted to the hospital; 
 In case the pregnant woman suspects any complications, she must always contact 

thee hospital's medical staff; 
 The pregnant woman visits the hospital's antenatal clinic once a week for routine 

antenatall surveillance. 

IN-HOSPITALIN-HOSPITAL FETAL MONITORING 
 The pregnant woman keeps bedrest in the hospital, and delivers in hospital; 
 The pregnant woman will be nursed and cared for by the nursing staff. The pregnant 

womann should manage the transfer of the household activities; 
 The baby is daily monitored by CTG ('heart film') in the obstetrical ward. The physi-

ciann in charge or the nursing staff will inform the pregnant woman on her pregnancy 
andd answer her questions, if any; 

 In case of (suspected) complications the pregnant woman must always contact the 
ward'ss medical staff; 

 Routine antenatal surveillance takes place while being in hospital. 

Inn the following questions,, we ask you to record your overall-valuation for IN-HOSPITAL 
FETALL MONITORING and DOMICILIARY FETAL MONITORING. Please do record your val-
uationn by putting a mark on the line and between both extremes, on the position were 
youu feel it is most appropriate. 



First,, we provide an example how you may record your valuation. 

EXAMPLE E 

valuedd valued 
extremelyy X extremely 
negativee positive 

(Note:: the next two questions were posed to the women allocated to domiciliary moni-
toring.) ) 

1.. Record your overall-valuation of domiciliary monitoring as you have experienced in 
thee antenatal period. Please give an answer by putting a mark on the line on the 
positionn where you feel it is most appropriate. 

valuedd valued 
extremelyy extremely 
negativee positive 

2.. Imagine that you had not been monitored domiciliary, but instead had been moni-
toredd in the hospital. What would your overall-valuation of in-hospital monitoring 
be,, if you imagine this type of monitoring ? 

valuedd valued 
extremelyy extremely 
negativee positive 

ENDD OF QUESTIONNAIRE 


