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INTRODUCTION 

Actuellement, il est estimé qu’environ 385 000 femmes accouchent par jour dans le 

monde (1). Les soins de la phase postpartum représentent alors une part importante 

de la santé publique mondiale. La récupération après un accouchement est un processus 

complexe et multifactoriel, impliquant des composantes physiques, psychiques, 

sociales, d’interaction entre la mère et son/ses enfant(s). Classiquement, les études 

s’intéressant au devenir des patientes après leur accouchement évaluent différents 

paramètres isolés de la morbidité (e.g., l’intensité de la douleur, la fréquence des 

nausées /vomissements, les délais de réhabilitation, etc.). Ces composantes décrivent 

de manière incomplète et non standardisée la qualité́ de rétablissement des 

parturientes. De plus, l’absence d’échelle standardisée, la diversité des définitions 

utilisées pour la récupération et l’utilisation de scores non validés rendent difficilement 

interprétables, généralisables et comparables les résultats de ces études. Par ailleurs, 

les critères de jugement classiquement utilisés dans cette littérature sont basés sur des 

arguments objectifs évalués par les médecins (e.g., les durées de séjour, la 

consommation totale de certaines thérapeutiques, le recours aux produits sanguins 

labiles, les taux de complication), mais peu d’entre eux mesurent la récupération 

subjective ressentie par les patientes. Les critères centrés et rapportés par les patients, 

basés sur des questionnaires structurés, deviennent de plus en plus répandus pour 

évaluer de tels phénomènes complexes et multifactoriels. 

Cet objectif d’harmonisation et d’apport d’une évaluation subjective a déjà été souligné 

dans le contexte post-opératoire. En effet, plusieurs questionnaires ont été développés 

pour l’évaluation de la qualité de récupération post-chirurgicale (2–4). Depuis, plusieurs 

consensus recommandent l’utilisation de ces échelles dans le contexte post-opératoire 

(notamment le score QoR-15), notament le groupe Step-COMPAC qui souligne son 

utilité en tant que critère de jugement (5), ou bien l’American Society for Enhanced 
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Recovery qui préconise son utilisation pour évaluer les filières de réhabilitation 

améliorée (6).  

Bien que partageant certaines caractéristiques communes avec la phase post-opératoire 

habituelle d’une chirurgie programmée, la récupération en période post-partum possède 

de nombreuses spécificités que les questionnaires précédemment cités n’explorent pas 

(i.e., l’interaction avec le nouveau-né, le ressenti psychologique singulier, ou encore les 

différentes influences des brusques modifications physiques, hormonales et 

psychologiques)(7,8). Jusqu’à récemment, aucun outil de notation validé ne permettait 

d’évaluer le rétablissement après un accouchement (9,10).  Afin de répondre à cette 

nécessité, l’équipe de Ciechanowicz et al. a développé, en 2019, le questionnaire 

ObsQoR-11 (11). Il s’agit d’un questionnaire fiable, sensible, facilement réalisable 

(environ 2 minutes), et permettant de mesurer la récupération des parturientes en 11 

items. Cet outil a premièrement été validé pour les accouchements par césarienne 

programmée (11), puis en urgence (12). Lors de cette deuxième validation, l’équipe de 

Ciechanowicz suggérait un raccourcissement du questionnaire par la fusion des deux 

items « douleur modérée » et « douleur sévère », ces derniers étant trop associés l’un 

à l’autre et pourvoyeurs de confusion pour les patientes. En 2020, l’équipe de Sultan et 

al. a étendu la validation du questionnaire aux accouchements par voie basse, en 

utilisant la version amendée en 10 items précédemment préconisée, le questionnaire 

ObsQoR-10 (13). Cet outil d’évaluation a d’ores et déjà été validé dans plusieurs langues 

telles que le coréen, le portugais, l’hébreux ou l’arabe (14–17), et est en cours de 

validation dans (le chinois et le turc entre autres).  

Le français est la cinquième langue la plus parlée à travers le monde avec environ 280 

millions de personnes l’utilisant régulièrement (18). L’objectif de notre étude est de 

valider la version française du questionnaire ObsQoR-10, le ObsQoR-10F. 
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Abstract  
Background: 

The Obstetric Quality of Recovery-10 scoring tool (ObsQoR-10) is a validated 

questionnaire to assess the quality of postpartum recovery. The objective of this study 

was to validate a French translation of the ObsQoR-10 scale (the ObsQoR-10F). 

Methods: 

After translating the ObsQoR-10, we performed a psychometric validation including 

internal consistency, convergent validity, construct validity, reproducibility, 

responsiveness, scaling properties, acceptability, and feasibility. French adult women 

admitted for spontaneous obstetrical labor or elective caesarean section (C-section)  

were prospectively included. They completed the ObsQoR-10F before delivery and at 24 

hours (H24) and 48 hours (H48) after the delivery.  

Results: 

Among the 500 women included, 431 (86%) filled out the questionnaire at all three 

timepoints. The different delivery ways were assessed with 228 (53%) spontaneous 

labors, 124 (29%) obstetrical inductions, 53 (12%) emergency C-sections and 26 (6%) 

elective C-sections. The instrument demonstrated excellent internal consistency with a 

Cronbach’s coefficient of 0.81, 95%CI[0.78 - 0.84] at H24. The ObsQoR-10F was 

correlated with a 10-items general condition score (p<0.001). Construct validity was 

suitable, including negative correlations with the occurrence of complications, the length 

of labor and hospital stays, the need for a C-section or even the emergency level of the 

C-section. Responsiveness and reproducibility were good with a Cohen effect size of 

0.58 and intra-class coefficient of 0.90 95%CI[0.86 – 0.93] at H24.  

 

Conclusion: 

The ObsQoR-10F is a psychometric reliable questionnaire for evaluating the quality of 

recovery after delivery in a French-speaking population. 
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Introduction 
Recovery after delivery (whether by vaginal way or by caesarean section) is a 

multidimensional process, which carries stress, anxiety, pain, and even minor 

complications (e.g., nausea or vomiting). Unfortunately, the clinical criteria used to 

evaluate peripartum interventions generally address only a few morbidity parameters, 

without looking at the overall recovery (9,10). For several years, the use of patient-

centered, self-completed scales have been assessing the quality of recovery after 

surgery in a more holistic manner (19,20). Nevertheless, these scales don’t take into 

account the obstetrical specificities and are not appropriate to evaluate the postpartum 

recovery. The use of patient’s overall recovery focused criteria in the specific obstetrical 

context had become crucial. In 2019, the Obstetric Quality of Recovery-11 scoring tool 

(ObsQoR-11)  has been developed and validated in English to evaluate the postpartum 

recovery of women after an elective or a non-elective caesarean section (C-section) 

(11,12). The tool was then shortened into a 10 items version (by merging “severe pain” 

and “moderate pain” items) to optimize the completion of the questionnaire, and this 

ObsQoR-10 amended version was validated for vaginal delivery (13). The ObsQoR-10 

questionnaire appeared to be reliable, sensitive, unidimensional and easily achievable 

in clinical practice.  

Different translations have already been validated including Korean, Portuguese, Arabic 

or Israeli versions (14–17). French is the fifth most widely spoken language in the world, 

with approximately 280 million people using it regularly (18). 

Our objective was to validate the French version of the ObsQoR-10 questionnaire 

(ObsQoR-10F) to measure the early quality of postpartum recovery. 
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Methods 
A French Ethical Research Committees accepted this study (Comité de Protection des 

Personnes Est-III - registration ID 2020-A02013-36), and the protocol was registered 

on ClinicalTrials.gov (NCT04489602). We conducted a monocentric prospective cohort 

study at Angers University Hospital (France), from February 03 to July 29, 2021. Written 

consent was waived, but all patients were informed and agreed to the data collection, 

as requested by the French law (21). The methodology for validating this questionnaire 

follows the COSMIN guidelines "Consensus-based standards for the selection of health 

measurement instruments" (22). 

Study population  

All participants had to meet the following inclusion criteria: aged ≥ 18 years; agreeing 

to the use of their data; being French-speaker; being able to understand and complete 

the ObsQoR-10F questionnaire at inclusion (alone or with the help of a third party); 

being admitted to the birth room for elective C-section, spontaneous or induced labor. 

We did not include patients with a significant psychiatric or neurological disorder that 

compromised cooperation in completing the questionnaire, nor women with 

psychological risk related to a particular obstetrical context (e.g., utero fetal death or 

medical abortion). Eligible women were identified when admitted to the birth room. The 

inclusion was carried out either in the induction room (before an elective C-section) or 

after the achievement of the epidural analgesia for the other women. 

Development and pilot testing of the French Obstetrical Quality of 
Recovery-10: ObsQoR-10F 

After obtaining the authorization of S. Ciechanowicz, author of the ObsQoR-11 and 

taking advice from P. Sultan, author of the amended ObsQoR-10 version,  we translated 

the English-language ObsQoR-10 questionnaire according to existing recommendations 

(23). The translation was carried out independently by two French investigators fluent 
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in English and whose native language is French. We compared and merged these two 

translated questionnaires to create a pilot version of the questionnaire in French. This 

pilot version was then translated (French to English) by two independent bilingual 

translators to check the consistency of the translated items (forward 

translation/backward translation method). The pilot questionnaire and the backward 

translation were pooled among the four translators to produce a single version of the 

translated questionnaire. About twenty patients and ten health professionals (midwifes, 

care assistants) with experience in immediate postpartum care completed the 

translated version to evaluate the comprehension of the items. We assessed the validity 

of content (i.e., the degree to which the instrument is an adequate reflection of the 

construct) during this phase, by qualitative interviews. Unlike the original ObsQoR-10 

version and in order to avoid the need for calculation, we kept the inversion of the first 

four items (i.e., an analog gradation from 10 to 0). To clarify the questionnaire and 

optimize the completion, we also kept the emojis that had been added for the validation 

of the ObsQoR-11 questionnaire for the non-elected C-section. 

This phase enabled us to obtain the definitive version of our French version: ObsQoR-

10F Figure S.6 (Supplementary data). The subscales composing the questionnaire are 

physical comfort (n= 3 items), emotional state (n=2 items), pain (n=1 item), physical 

independence (n=2 items) and ability of taking care of the new-born (n=2 items). If 

the woman is not able to read the questionnaire herself, a third person can ask the 

questions orally. Each item is scored from 0 to 10 (except for the first four items, 

graduated from 10 to 0), and the total score is the full sum (i.e., a total score from 0 

to 100, where 0 is the worst recovery score and 100 indicates the best). 

Available data 

Women completed the ObsQoR-10F questionnaire before delivery (baseline status = 

H0), and at 24 (H24) and 48 (H48) hours after delivery. They filled out the questionnaire 

alone if possible, otherwise with the help of an assessor. If the patient had returned 
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home, the assessor interviewed her by phone. Assessments at H24 and H48 were our 

measures of interest. 

We collected the following data at baseline: demographic characteristics (weight, 

height, age), American Society of Anesthesiologists (ASA) status, co-morbidities, 

smoking status, alcohol or drug consumption, number of prior pregnancies, number and 

type of prior deliveries, pathologic obstetrical context (malformation, pre-eclampsia, 

fetal growth restriction), use of assisted reproductive technology and preparation to 

childbirth status. We recorded the duration of labor, the type of delivery, the emergency 

level in case of non-elective C-section, the need for an operative extraction, the type of 

anesthesia, the onset of a delivery complication (hemorrhage, eclampsia, amniotic 

embolism), the number and hospitalization department of the new-borns  (especially 

the need for intensive care).  

At H24 and H48, we noted the postpartum specific complications (post-partum 

psychological disorder, thromboembolic and breastfeeding complications), as well as 

those according to the POMS classification (24). Each woman was also asked to rate 

her general condition at each interval (H0, H24 and H48), measured by a verbal analog 

scale (VAS) ranging from 0 (very poor general condition) to 10 (best general condition). 

We designed this evaluation to enable us making an overall assessment of the criterion 

validity of the ObsQoR-10F scale in the absence of another "Gold-Standard" 

questionnaire.  

At H24, we timed the duration of questionnaire completion and we asked the patients 

to fill in the ObsQoR-10F twice at intervals of 30 to 60 min to assess its repeatability. 

At H24 and H48, patients had to quote their recovery for the last 24 hours on a 7-items 

Likert scale between “really worse”, “worse”, “a bit worse”, “same”, “a bit better”, 

“better” and “really better”. We used the difference of the mean ObsQoR-10F between 

“same” and “a bit better” to determine the clinical minimal difference (CMD) according 

to the anchor-based method (25). Women also had to answer the question “Do you 
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consider having a good recovery?” at H24 and H48. We used these data to determine 

the clinically significant differences (CSD) (26). 

The psychometric validation  

We conducted a complete psychometric evaluation to validate the ObsQoR-10F 

questionnaire (22,27).  

- Content validity: it corresponds to the extent to which the items in the 

questionnaire well represent the concept. We do not discuss the concept of 

postpartum recovery for which the ObsQoR-10 scale has already been 

validated. The translation process has optimized the comprehension and 

interpretation of the items in French. The target population for the ObsQoR-

10F corresponds to the global population of women admitted for obstetrical 

labor or elective caesarean section. 

- Internal consistency represents the homogeneity of items in measuring an 

underlying construct. We also evaluated the unidimensionality of the French 

version of the questionnaire. 

- Criterion validity refers to the association between the measurement 

questionnaire and a "gold standard". In the absence of the latter, we tested 

the convergent validity by comparing the ObsQoR-10F with the general state 

visual analog scale (VAS) at H24 and H48. 

- Construct validity corresponds to the score consistency of the theoretical 

impact of modifications related to the concept. We tested several hypotheses 

for this purpose. As in the original validation of ObsQoR-10 (11), we assumed 

that more than 75% of our assumptions would be confirmed. We assumed 

that ObsQoR-10F score at H24 and at H48 was inversely associated with labor 

duration and length of hospital stay. Women delivered by non-elective C-

section would have lower scores than those delivered by elective ones. Women 

with postpartum complications would have a lower ObsQoR-10F score, as well 
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as those with a restricted contact with their child in the early postpartum 

period (hospitalization in intensive care unit or neonatology). The value of the 

scores would not vary according to the age. We assumed that the scores value 

was positively associated with the number of prior deliveries.  

- Reproducibility implies that repeat testing on stable individuals provides similar 

answers.  The agreement concerns the absolute measurement error, while 

reliability is the degree to which patients can be distinguished from each other, 

despite measurement error. 

- Responsiveness reflects the ability of a questionnaire to detect clinically 

relevant changes over time. 

- We considered floor or ceiling effects if more than 15% of respondents 

achieved the lowest or highest possible score (28).  

- Acceptability and feasibility are measures of user-friendliness: the patient 

recruitment rate, the total participation rate in the three times frames (H0, 

H24 and H48), and the time taken to complete the questionnaire.  

Statistical analysis  

We had set the sample size at 500 patients for our French validation of the ObsQoR-10. 

We aimed to have enough women delivered by C-section to validate the scale in this 

particular population, assuming that it would represent 20% of the total population. 

Furthermore, the threshold of 300 patients seemed to be an acceptable limit for 

studying the dimensions of a measurement scale (29). This threshold must be reached 

even with an assumed 10% lost subjects or missing data.  

We present data as mean ± Standard Deviation (SD), or median [interquartile range] 

for quantitative variables. Qualitative variables are represented with their number of 

women and the respective percentage (%). For comparisons of categorical variables, 

chi-2 tests were used (if numbers did not permit, Fisher exact tests were preferred). 

For comparisons of continuous variables, Student's t tests were used for variables 
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following a normal distribution, otherwise Wilcoxon tests were used. An inter-item 

correlation matrix is proposed and composed of Pearson correlation coefficients. 

Associations between quantitative variables were measured using Pearson correlation 

coefficients. We explored the number of dimensions of the questionnaire by the total 

percentage variance explained by the first factor. To retain the hypothesis of the 

unidimensionality of the scale, our criteria was a total percentage of variance greater 

than 25%. Internal consistency was measured using Cronbach ⍺ (30). The objective 

was to obtain a value between 0.70 and 0.90 (31). Test-retest reliability was measured 

using the agreement intraclass correlation coefficient (agreement ICC) (32). A value of 

0.70 is usually recommended as a minimum standard for reliability (31). The 

measurement error is expressed with the standard error of measurement (SEM), (33) 

including systematic differences (i.e. SEM agreement). Responsiveness is quantified 

using the Cohen effect size (average change score divided by the SD at baseline) (34) 

and Standardized response mean (change scores divided by the SD of the change 

scores) (35). The final MCD corresponded to the average of the MCD obtained by the 

distribution methods (corresponding to 1.96*SME and represented a larger variation 

than the random variation at 5% uncertainty) and anchoring methods.  

The 95% confidence intervals (95%CI) were obtained by bootstrapping. We rejected 

the null hypothesis if p-value < 0.05. No procedure for correcting for the multiplicity of 

statistical tests has been set up, the analyses being carried out for exploratory purposes. 

We performed all statistical analyses using R software (version 3.6.3). 
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Results 

Description of the population 

During the study period, 500 patients were included for the ObsQoR-10F validation. 

Finally, 431 (86.2%) patients completed the questionnaire at H0, H24 and H48. The 

flow chart is depicted in Figure 1. Patient characteristics are summarized in Table I, 

with more data in Table S.I (supplementary data). The patient mean age was 30.2 ± 

5.2 years old with a predominance of ASA 1 population (397 patients, 92.1%). The 

median length of stay from the inclusion to the hospital discharge was 4.0 [3.0 – 4.0] 

days. Different delivery modalities were assessed, including 228 (53%) spontaneous 

labors, 124 (29%) obstetrical inductions, 53 (12%) emergency C-sections and 26 (6%) 

elective C-sections. 
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Table I. Patients characteristics 
(VD: vaginal delivery, CS: caesarean section) 

 

 

Overall Induced VD
Spontaneous 

VD Elective CS
Non-elective 

CS p

Overall 431 124 228 26 53

Age (mean (SD)) 30.1 (5.2) 30.5 (4.8) 29.7 (5.2) 32.6 (5.8) 31.0 (5.0) 0.031
Pre-existing 
medical condition 
(%)

ASA 1 397 ( 92.1) 112 ( 90.3) 215 ( 94.3) 24 ( 92.3) 48 ( 90.6) 0.484

ASA 2 31 (  7.2) 12 (  9.7) 12 (  5.3) 2 (  7.7) 4 (  7.5)

 ASA 3 3 (  0.7) 0 (  0.0) 1 (  0.4) 0 (  0.0) 1 (  1.9)

Cardiovascular 3 (  0.7) 0 (  0.0) 3 (  1.3) 0 (  0.0) 0 (  0.0) 0.442

Respiratory 20 (  4.6) 8 (  6.5) 10 (  4.4) 1 (  3.8) 1 (  1.9) 0.594

Diabetes 23 (  5.3) 8 (  6.5) 5 (  2.2) 1 (  3.8) 9 ( 17.0) <0.001

Tobacco consumption 32 (  7.4) 8 (  6.5) 17 (  7.5) 1 (  3.8) 6 ( 11.3) 0.609

Tobacco consumption 
during pregnancy 20 (  4.6) 7 (  5.6) 11 (  4.8) 0 (  0.0) 2 (  3.8) 0.647

Drug consumption 2 (  0.5) 0 (  0.0) 1 (  0.4) 0 (  0.0) 1 (  1.9) 0.388

Alcohol consumption 
during pregnancy 1 (  0.2) 0 (  0.0) 0 (  0.0) 0 (  0.0) 1 (  1.9) 0.067

Neoplasia 2 (  0.5) 0 (  0.0) 1 (  0.4) 1 (  3.8) 0 (  0.0) 0.064

Opioid consumption 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) NA

Other comorbidity 36 (  8.4) 7 (  5.6) 19 (  8.3) 3 ( 11.5) 7 ( 13.2) 0.367

Obstetrical history 

Fetal malformation 
(%)

6 (  1.4) 1 (  0.8) 3 (  1.3) 2 (  7.7) 0 (  0.0) 0.035

Preeclampsia (%) 9 (  2.1) 4 (  3.2) 1 (  0.4) 1 (  3.8) 3 (  5.7) 0.057
Fetal growth 

restriction (%)
15 (  3.5) 9 (  7.3) 2 (  0.9) 3 ( 11.5) 1 (  1.9) 0.002

Assisted reproductive 
technologies (%) 11 (  2.6) 1 (  0.8) 5 (  2.2) 2 (  7.7) 3 (  5.7) 0.091

Childbirth training 
(%)

194 ( 45.0) 61 ( 49.2) 107 ( 46.9) 5 ( 19.2) 21 ( 39.6) 0.133

Operative delivery 
(%) 

83 ( 19.3) 25 ( 20.2) 41 ( 18.0) 3 ( 11.5) 5 (  9.4) 0.296

Length of labor 
(mean hours (SD))

11.20 (7.41) 10.32 (5.29) 8.99 (5.55) NA 12.47 (7.93) <0.001

Lenght of stay 
(median days [IQ])

4.0 [3.0 - 4.0] 3.5 [3.0 - 4.0] 3.0 [3.0 - 4.0] 6.0 [5.0 - 9.0] 5.0 [4.0 - 6.0] <0.001

Delivery 
complication (%)

Hemorrhage 61 ( 14.2) 20 ( 16.1) 19 (  8.3) 6 ( 23.1) 16 ( 30.2) <0.001

Drug allergy 1 (  0.2) 1 (  0.8) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0.479

Eclampsia 2 (  0.5) 2 (  1.6) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0.174

Amniotic embolism 1 (  0.2) 0 (  0.0) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.827
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Figure 1. The flow chart 

Internal consistency 

The heatmap representation of the inter-item correlations of ObsQoR-10F at H24 is 

represented in Figure 2. The one for the ObsQoR-10F at H48 is proposed in Figure 

S.1 (Supplementary data). Table S.II and S.III (Supplementary data) propose the 

inter-item correlation tables. The overall average inter-item correlation was 0.30 with 

95%CI[0.27 - 0.30] at H24, and 0.33 with 95%CI[0.29 - 0.37] at H48. The exploratory 

analysis confirmed the unidimensionality of the ObsQoR-10F, both at H24 (39.8% 

variance for the first dimension) and H48 (46.9% variance for the first dimension). The 

scree-plot representations are depicted in Figure S.2 and S.3 (Supplementary data). 

Cronbach’s coefficients were 0.81 with 95 %CI[0.78 - 0.84] at H24, and 0.83 with 

95%CI[0.79 - 0.86] at H48. These parameters converged to confirm the excellent 

internal consistency of the ObsQoR-10F questionnaire. 

Flow-chart-ObsQoR-10F
Mazoue Eric  |  October 3, 2022

500 included patients  

494 included patients  

492 patients completly filled out the 
ObsQoR-10F at H0

463 patients completly filled out the 
ObsQoR-10F at H0 and H24

431 patients completly filled out the 
ObsQoR-10F at H0, H24 and H48

6 a posteriori refusals to participate 

2 incomplete questionnaire fillings

9 refusals to fill in the questionnaire
20 incomplete questionnaire fillings

10 refusals to fill in the questionnaire
4 lost questionnaires 

18 incomplete questionnaire fillings

Pre-partum

Post-partum H24

Post-partum H48
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Figure 2. Heatmap of inter-item correlations of the ObsQoR-10F score at 24 hours 

after the delivery 

Convergent validity 

The ObsQoR-10F and general condition scores were correlated with a coefficient of 0.45 

with 95%CI[0.37 - 0.52] at H0, 0.59 with 95%CI[0.53 - 0.65] at H24 and 0.69 with 

95%CI[0.63 - 0.73] at H48. 

Construct validity 

The results of the assumptions tested on the ObsQoR-10F are reported in Table S.IV 

(Supplementary data). In total, we confirmed 81% of our assumptions. All these 

confirmations constructed the validity of the ObsQoR-10F. 

Reproductibility 

Comparing the questionnaires completed with 30 minutes – 1 hour time difference, we 

calculated an agreement ICC of 0.90 with 95%CI[0.86 - 0.93]. The SEM is 4.5 with 

95%CI[4.1 - 4.8]. The ObsQoR-10F confirmed its excellent reliability and acceptable 

SEM. 
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Responsiveness 

Before delivery, the mean ObsQoR-10F score was 85.6 ± 10.8, versus 79.3 ± 15.0 at 

H24, and 89.7 ± 10.5 at H48. The score distribution in the three times depending on 

the delivery modality is illustrated in Figure 3. The change in ObsQoR-10F from 

baseline to H24 and to H48 confirmed the excellent responsiveness of the score. At 

H24, Cohen's effect size for the ObsQoR-10F was 0.58 with a standardized response 

mean of 0.33. All items decreased in value between baseline and H24. Table 2 

summarizes the responsiveness between baseline and H24. The score increased 

between H24 and H48, assuming the dynamics of recovery and confirming 

responsiveness following the obstetrical assault. Responsiveness between baseline and 

H48 are presented in supplementary data in Table S.V. 

 

 

Figure 3. ObsQoR-10F score distributions at the three times depending on the 
delivery modality : A  for induced vaginal delivery, B for spontaneous vaginal delivery, 

C for elective C-section, D for non-elective C-section 
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Table II. Item responsiveness between H0 and H24 

 

Scaling properties 

The ObsQoR-10F had excellent scaling properties both at H24 and H48. We noted no 

ceiling or floor effect. Histograms representing the distribution of ObsQoR-10F score at 

H24 and H48 are provided in the Supplementary data (Figure S.4 and S.5). At H24, 

the 25th, 50th and 75th centiles were 72, 83 and 90. 

 

Acceptability and feasibility 

The flow chart confirmed the acceptability of patients to complete this questionnaire. 

Among the included patients, 99% of women agreed to participate and completed the 

baseline questionnaire entirely, 94% completed the baseline and H24 ObsQoR-10F 

scale, and 87% filled out the questionnaire at all three timelines. The average time to 

fully complete the questionnaire was 3 ± 3 min. 
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Clinical differences  

The MCD at H24 and H48 were 5.0 and 4.5 points respectively. The CSD at H24 and 

H48 were 18.2 and 20.3 points.  
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Discussion 
This study consisted in the development and prospective validation of a French 

translation of the ObsQoR-10, a 10 items questionnaire on postpartum recovery. The 

ObsQoR-10F questionnaire developed by translation and cross-cultural development is 

unidimensional, valid, sensitive, reproductible, with good acceptability, feasibility and 

scaling properties. 

 

Our large cohort included a heterogeneous population, enabling us to validate the 

questionnaire measuring the recovery of all the delivering modalities. Another strength 

of this study was the assessment of the CMD and the SCD that, as far as we know, 

hadn’t been evaluated in the other language validation.  

 

We demonstrated the excellent psychometrics properties of the ObsQoR-10F. 

Nevertheless, we only focused on the postpartum first 48 hours, it could be interesting 

to assess if a low score would have been correlated with an unfavorable evolution in a 

longer term. Such findings were observed for others patient-reported outcome 

measures such as QoR-15 for which a low score is associated with 30 days complications 

(36).  

 

Assessment of ObsQoR-10F convergent validity revealed only a moderate correlation to 

general condition evaluated by a visual analog scale. This result was consistent with the 

original ObsQoR-10 validation in which the correlation was also moderate. Similar 

findings were observed in the Israeli and Portuguese validations. This constatation 

underlies the postpartum recovery specificities, poorly assessed by theses unspecific 

scales. 
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Our responsiveness assessment showed a better ObsQoR-10F mean result at H48 (i.e., 

a mean value of 89.5) than at H0 (i.e., a mean value of 85.4). We explain this difference 

by the fact that most of the inclusions were performed during the obstetrical labor. Even 

though we waited for the epidural anesthesia, the stressful and painful context could 

have pulled down the score, our baseline assessment was thus not representative of a 

“normal” state and was already impacted by the labor.  Unfortunately, we cannot totally 

confirm this assumption because in the initial study validating the ObsQoR-10 score in 

vaginal deliveries (13) , this baseline measurement was not performed, and recent 

translations into other languages have not validated this delivery modality. 

 

As explained in the method, we used an inversion of the score for the four first items 

(e.g., 10 for a low pain score and 0 for a high one). This inversion was implemented in 

the original version to sum the score without calculation. However, this inversion was 

confusing for several patients, used to quote their pain in the other way (i.e., 10 for a 

high pain score). Thus, we recommend for further use not to make this inversion, as it 

was in the amended ObsQoR-10 version (13). A computerized version could be useful 

to make the addition without any miscalculation risk. 

 

Our study also has some limitations. First, our monocentric validation does not allow us 

to certify a generalization of our translated version. Secondly, 69 (13.8%) of the 

patients did not fulfill the questionary at the three endpoints, still the 431 (86.2%) final 

headcount is quite large and enough to qualify the acceptability as good.  Thirdly, we 

did not reach our assumed sub-sample size of 100 C-sections, nevertheless the 

questionnaire showed excellent responsiveness in this population. At last, because the 

inclusion was performed by the anesthesia team, the major part of patients was 

included after achievement of the epidural anesthesia. As a consequence, the proportion 
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of vaginal delivery without any anesthesia is low, what generate a selection bias. It 

could be interesting to evaluate the ObsQoR-10F in this specific population. 

 

The ObsQoR-10 questionnaire is already used as study outcome (37–39), and its use 

will probably become widespread, as it was the case for the QoR-15 or QoR-40 for 

surgery. In addition to this usage, the ObsQoR-10 could be used in a more systematic 

way to monitor the postpartum recovery as part of the practice’s continuous 

improvement or for audits. Besides, the scale is already recommended to evaluate the 

enhanced recovery after C-sections (40). 

 

Conclusion 
Our study validates the ObsQoR-10F questionnaire to assess the postpartum recovery. 

This scale showed excellent psychometrics characteristics. We recommend its use in the 

French population for future clinical studies or to optimize the enhanced recovery after 

delivery.  
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DISCUSSION  

La thématique de la récupération est d’une importance primordiale. En effet, la 

discipline d’anesthésiste-réanimateur, que ce soit lors de la prise en charge 

périopératoire ou dans le cadre des soins intensifs est généralement associée à une 

intervention ponctuelle sur la santé des patients. De ce fait, la difficulté d’évaluation de 

l’impact au long terme de nos soins est souvent mise en avant. En s’intéressant à la 

récupération, l’objectif final de notre questionnaire est justement d’élargir notre point 

de vue en évaluant les conséquences de nos traitements sur l’évolution des patients.  

 

Notre étude a permis le développement et la validation de la version française du 

questionnaire ObsQoR-10 pour l’évaluation de la récupération après un accouchement. 

Les analyses réalisées suivant les recommandations COSMIN ont révélé d’excellentes 

caractéristiques psychométriques de notre version traduite du questionnaire ObsQoR-

10, avec des résultats comparables aux validations précédemment publiées de la 

version originale et des traductions dans d’autres langues.  

 

Notre étude contient certaines limites. Premièrement, du fait de difficultés 

d’organisation pour l’inclusion de césariennes programmées, notre objectif de 100 

patientes accouchées par césariennes n’a pas été atteint (avec un effectif limité à 79). 

Cependant il est à noter que le score initial a été développé spécifiquement pour cette 

population (11), et que les caractéristiques psychométriques du ObsQoR-10F y sont 

excellentes (notamment la sensibilité). Deuxièmement, du fait que la majorité des 

inclusions aient été réalisées par l’équipe d’anesthésie, peu de patientes ayant accouché 

sans anesthésie ont été évaluées éligibles, et donc peu d’entre elles ont été incluses. 

Le biais de sélection induit par la sous-représentation de cette population dans notre 

cohorte rend difficile la généralisation de l’utilisation de notre questionnaire dans cette 

population. Troisièmement, notre étude comporte une part non négligeable de 
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questionnaires non remplis, néanmoins 431 patientes (86%) ont pleinement participés, 

soulignant un niveau d’acceptabilité suffisant, et avec un nombre de sujets supérieur 

au seuil de 300 patients pour la réalisation d’une validation psychométrique de 

questionnaire (29). Enfin, il s’agit d’une étude monocentrique, nous ne pouvons donc 

affirmer que nos résultats soient extrapolables à d’autres centres.  

 

Le questionnaire ObsQoR-10, est validé pour l’évaluation de la récupération des 48 

heures suivant l’accouchement. Cette période est particulièrement cruciale car 

contemporaine des changements physiques, hormonaux et psychologiques. Bien que 

les complications graves du post-partum puissent survenir dans cet intervalle de temps, 

il est important de préciser que leur occurrence est majoritairement retardée au-delà 

des 2 premiers jours (41). Notre suivi ne s’étendant pas au-delà de ce délai, nous 

n’avons pas de données disponibles concernant les parturientes restant hospitalisées 

du fait d’une évolution défavorable. Il pourrait être intéressant de rechercher une 

corrélation entre la valeur initiale du score ObsQoR-10 et l’évolution ultérieure, 

notamment la survenue d’une complication. 

 

La récupération du post-partum, à plus longue échéance, est un enjeu d’une particulière 

importance compte tenu de la large population impliquée au niveau mondial (1). C’est 

un enjeu de santé publique considérable puisqu’une mauvaise récupération peut 

retarder la reprise de l’activité professionnelle dans cette part de plus en plus importante 

de la population active (42). Au-delà des considérations économiques, l’impact sanitaire 

est également au premier plan, il a notamment été montré qu’une mauvaise 

récupération est associée à un défaut de développement psychomoteur du nourrisson 

(43). Bien qu’étant un processus à plus long terme, la récupération débute dès la phase 

du post-partum immédiat. La possibilité de détecter le plus précocement possible les 

patientes à risque de difficultés de récupération pourrait permettre un suivi et une prise 
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en charge spécifique de ces dernières et de leur nourrisson, afin de limiter les 

répercussions d’un mauvais rétablissement. Même s’il se limite à l’évaluation de la 

qualité de récupération lors de la phase du post-partum précoce, le score ObsQoR-10 

s’inscrit dans cette perspective de prévention des conséquences à plus long terme d’une 

mauvaise récupération. Il n’existe pour l’heure aucune échelle d’évaluation standardisée 

de la récupération ambulatoire après l’accouchement (44), il nous semble nécessaire 

d’explorer la dimension prédictive de la valeur précoce du ObsQoR-10 sur l’évolution 

ambulatoire, et le devenir à plus long terme. 

 

CONCLUSION 

Le questionnaire ObsQoR-10F est un outil fiable est validé pour la mesure de la 

récupération post-accouchement. Nous recommandons son utilisation pour l’évaluation 

des interventions péri-partum que ce soit comme critère de jugement dans le cadre 

d’études cliniques, ou comme valeur d’évaluation au cours d’audit dans un but 

d’amélioration continue des pratiques.  
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SUPPLEMENTARY DATA - FIGURES  

 

Figure S.1. Heatmap of inter-item correlations of the ObsQoR-10F score at 48 hours 

after the delivery 

 

 

Figure S.1. Screeplot at H24 
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Figure S.2. Screeplot at H48 

 

 

Figure S.3. Histogram of the ObsQoR-10F distribution at H24 
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Figure S.4. Histogram of the ObsQoR-10F distribution at H48 
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Figure S.5. The Obs-QoR10F questionnaire 

ObsQoR-10F 
PARTIE A  

Comment vous êtes-vous sentie au cours des dernières 24 heures ?  
Veuillez entourer le chiffre qui correspond le mieux à votre ressenti pour chaque item. 

(10 à 0, 10 = Jamais [Excellent] et 0 = Tout le temps [Vraiment faible]) 

1.  J’ai eu des douleurs  Jamais                                                     Tout le temps 

!    10   9   8   7   6   5   4   3   2   1   0       " 

2.  J’ai eu des nausées ou des 
vomissements 

Jamais                                                     Tout le temps 

!    10   9   8   7   6   5   4   3   2   1   0       " 

3.  J’ai eu des vertiges Jamais                                                     Tout le temps 

!    10   9   8   7   6   5   4   3   2   1   0       " 

4.  J’ai eu des frissons Jamais                                                     Tout le temps 

!    10   9   8   7   6   5   4   3   2   1   0       " 

 
PARTIE B 

Comment vous êtes-vous sentie au cours des dernières 24 heures ?  
Veuillez entourer le chiffre qui correspond le mieux à votre ressenti pour chaque item. 

(0 à 10, 0 = Jamais [Vraiment faible] et 10 = Tout le temps [Excellent])  

5.  Je me suis sentie bien Jamais                                                     Tout le temps 

   "   0   1   2   3   4   5   6   7   8   9   10    ! 

6.  J’ai été capable de me 
mobiliser seule 

Jamais                                                     Tout le temps 

  "   0   1   2   3   4   5   6   7   8   9   10    ! 

7.  J’ai pu porter mon bébé sans 
assistance 

Jamais                                                     Tout le temps 

  "   0   1   2   3   4   5   6   7   8   9   10    ! 

8.  J’ai pu nourrir/allaiter mon 
bébé sans assistance 

Jamais                                                     Tout le temps 

  "   0   1   2   3   4   5   6   7   8   9   10    ! 

 9.  J’ai pu faire ma toilette seule Jamais                                                     Tout le temps 

  "   0   1   2   3   4   5   6   7   8   9   10    ! 

10.  Je maitrisais la situation Jamais                                                     Tout le temps 

   "   0   1   2   3   4   5   6   7   8   9   10    ! 
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SUPPLEMENTARY DATA - TABLEAUX 

 
 

Table S.I. Patients characteristics 
(VD: vaginal delivery, CS: caesarean section) 

 

 

  

Overall Induced VD
Spontaneous 

VD Elective CS
Non-elective 

CS p

Overall 431 124 228 26 53

Demographic 
characteristics 

Age (mean (SD)) 30.2 (5.2) 30.5 (4.8) 29.78 (5.28) 32.65 (5.80) 31.00 (5.00) 0.031

Height (mean (SD)) 164 (7) 163 (6) 165 (7) 163 (7) 162 (6) 0.061

Weight (mean (SD)) 70.2 (17.1) 71.3 (16.5) 67.3 (14.5) 70.4 (20.4) 74.2 (19.6) 0.016
Pre-existing medical 
condition (%)

ASA 1 397 ( 92.1) 112 ( 90.3) 215 ( 94.3) 24 ( 92.3) 48 ( 90.6) 0.484

ASA 2 31 (  7.2) 12 (  9.7) 12 (  5.3) 2 (  7.7) 4 (  7.5)

 ASA 3 3 (  0.7) 0 (  0.0) 1 (  0.4) 0 (  0.0) 1 (  1.9)

Cardiovascular 3 (  0.7) 0 (  0.0) 3 (  1.3) 0 (  0.0) 0 (  0.0) 0.442

Respiratory 20 (  4.6) 8 (  6.5) 10 (  4.4) 1 (  3.8) 1 (  1.9) 0.594

Diabetes 23 (  5.3) 8 (  6.5) 5 (  2.2) 1 (  3.8) 9 ( 17.0) <0.001

Tobacco consumption 32 (  7.4) 8 (  6.5) 17 (  7.5) 1 (  3.8) 6 ( 11.3) 0.609

Tobacco consumption 
during pregnancy

20 (  4.6) 7 (  5.6) 11 (  4.8) 0 (  0.0) 2 (  3.8) 0.647

Drug consumption 2 (  0.5) 0 (  0.0) 1 (  0.4) 0 (  0.0) 1 (  1.9) 0.388

Alcohol consumption 
during pregnancy 1 (  0.2) 0 (  0.0) 0 (  0.0) 0 (  0.0) 1 (  1.9) 0.067

Neoplasia 2 (  0.5) 0 (  0.0) 1 (  0.4) 1 (  3.8) 0 (  0.0) 0.064

Opioid consumption 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) NA

Other comorbidity 36 (  8.4) 7 (  5.6) 19 (  8.3) 3 ( 11.5) 7 ( 13.2) 0.367

Number of prior 
pregnancies (%)

1 146 ( 33.9) 35 ( 28.2) 88 ( 38.6) 4 ( 15.4) 19 ( 35.8) <0.001

2 122 ( 28.3) 31 ( 25.0) 66 ( 28.9) 7 ( 26.9) 18 ( 34.0)

3 83 ( 19.3) 26 ( 21.0) 41 ( 18.0) 8 ( 30.8) 8 ( 15.1)

4 40 (  9.3) 14 ( 11.3) 20 (  8.8) 2 (  7.7) 3 (  5.7)

5 25 (  5.8) 13 ( 10.5) 8 (  3.5) 0 (  0.0) 4 (  7.5)

6 4 (  0.9) 2 (  1.6) 0 (  0.0) 2 (  7.7) 0 (  0.0)

7 6 (  1.4) 2 (  1.6) 1 (  0.4) 2 (  7.7) 0 (  0.0)

8 1 (  0.2) 0 (  0.0) 1 (  0.4) 1 (  3.8) 0 (  0.0)

9 4 (  0.9) 1 (  0.8) 3 (  1.3) 0 (  0.0) 1 (  1.9)
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Table S.I. Patients characteristics 

(VD: vaginal delivery, CS: caesarean section) 
 

 

 

 

  

Overall Induced VD
Spontaneous 

VD Elective CS
Non-elective 

CS p

Obstetrical history

Fetal malformation (%) 6 (  1.4) 1 (  0.8) 3 (  1.3) 2 (  7.7) 0 (  0.0) 0.035

Preeclampsia (%) 9 (  2.1) 4 (  3.2) 1 (  0.4) 1 (  3.8) 3 (  5.7) 0.057
Fetal growth restriction 

(%)
15 (  3.5) 9 (  7.3) 2 (  0.9) 3 ( 11.5) 1 (  1.9) 0.002

Assisted reproductive 
technology (%)

11 (  2.6) 1 (  0.8) 5 (  2.2) 2 (  7.7) 3 (  5.7) 0.091

Childbirth training (%) 194 ( 45.0) 61 ( 49.2) 107 ( 46.9) 5 ( 19.2) 21 ( 39.6) 0.133

Operative delivery (%) 83 ( 19.3) 25 ( 20.2) 41 ( 18.0) 3 ( 11.5) 5 (  9.4) 0.296
Length of labor (mean 

hours (SD)) 11.20 (7.41) 10.32 (5.29) 8.99 (5.55) NA 12.47 (7.93) <0.001

Lenght of stay (median 
days [IQ]) 4.0 [3.0 - 4.0] 3.5 [3.0 - 4.0] 3.0 [3.0 - 4.0] 6.0 [5.0 - 9.0] 5.0 [4.0 - 6.0] <0.001

C-Section emergency 
level (%)

< 15min 6 ( 11.3)

< 30 min 27 ( 50.9)

< 1h 20 ( 37.7)

Anesthesia 

No anesthesia 1 (  0.2) 0 (  0.0) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.827

Epidural anesthesia 404 ( 93.7) 124 (100.0) 226 ( 99.1) 3 ( 11.5) 51 ( 96.2) <0.001

Spinal anesthesia  26 (  6.0) 1 (  0.8) 0 (  0.0) 22 ( 84.6) 3 (  5.7) <0.001

General anesthesia 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) NA

Delivery complication

Hemorrhage 61 ( 14.2) 20 ( 16.1) 19 (  8.3) 6 ( 23.1) 16 ( 30.2) <0.001

Drug allergy 1 (  0.2) 1 (  0.8) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0.479

Eclampsia 2 (  0.5) 2 (  1.6) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0.174

Amniotic embolism 1 (  0.2) 0 (  0.0) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.827

New-born data

Weight  (mean (SD)) 3261 (499) 3257 (524) 3274 (432) 3058 (684) 3313 (592) 0.169
Apgar score (mean 

(SD))
9.9 (0.6) 9.9 (0.1) 9.9 (0.6) 10.0 (0.0) 9.79 (0.9) 0.226

Twins (%) 9 (  2.1) 5 (  4.0) 1 (  0.4) 1 (  3.8) 3 (  5.7) 0.045
Neonatology 

hospitalization at H24 
(%)

12 (  2.8) 0 (  0.0) 5 (  2.2) 4 ( 15.4) 3 (  5.7) <0.001

Neonatology 
hospitalization at H48 

(%)
12 (  2.8) 1 (  0.8) 5 (  2.2) 4 ( 15.4) 2 (  3.8) 0.001
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Table S.I. Patients characteristics 
(VD: vaginal delivery, CS: caesarean section) 

 
 

 
 
 
 
 

  

Overall Induced VD
Spontaneous 

VD Elective CS
Non-elective 

CS p

Complications at H24 
(%)

Pulmonary 1 (  0.2) 0 (  0.0) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.827

Infectious 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) NA

Renal 1 (  0.2) 0 (  0.0) 0 (  0.0) 1 (  3.8) 0 (  0.0) 0.001

Digestive 1 (  0.2) 0 (  0.0) 0 (  0.0) 0 (  0.0) 1 (  1.9) 0.067

Cardio-vascular 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Neurologic 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Hematologic 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA
Operative site 
complication

0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Pain requiring opioids or 
LRA

1 (  0.2) 0 (  0.0) 0 (  0.0) 1 (  3.8) 0 (  0.0) 0.001

Psychiatric 3 (  0.7) 2 (  1.6) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.516

Breastfeeding 3 (  0.7) 2 (  1.6) 0 (  0.0) 0 (  0.0) 1 (  1.9) 0.224

Thrombo-embolic 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Complications at H48 
(%)

Pulmonary 1 (  0.2) 0 (  0.0) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.827

Infectious 3 (  0.7) 2 (  1.6) 1 (  0.4) 0 (  0.0) 0 (  0.0) 0.516

Renal 1 (  0.2) 0 (  0.0) 0 (  0.0) 1 (  3.8) 0 (  0.0) 0.001

Digestive 1 (  0.2) 0 (  0.0) 0 (  0.0) 0 (  0.0) 1 (  1.9) 0.067

Cardio-vascular 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Neurologic 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Hematologic 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA
Operative site 
complication

0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0 (  0.0) NA

Pain requiring opioids or 
LRA

1 (  0.2) 0 (  0.0) 0 (  0.0) 1 (  3.8) 0 (  0.0) 0.001

Psychiatric 6 (  1.4) 2 (  1.6) 2 (  0.9) 0 (  0.0) 2 (  3.8) 0.385

Thrombo-embolic 1 (  0.2) 1 (  0.8) 0 (  0.0) 0 (  0.0) 0 (  0.0) 0.479
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Table S.II. Inter-item correlation at H24 

 

 

Table S.III. Inter-item correlation at H48 
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Traduction et validation de la version française du questionnaire ObsQoR-10 pour 

l’évaluation de la récupération après un accouchement : le questionnaire ObsQoR-10F 
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Translation and validation of the French version of the ObsQoR-10 questionnaire for 
the evaluation of recovery after delivery: ObsQoR-10F questionnaire 

 

 Keywords: Anesthesia, Obstetric, Delivery, Caesarean Section, Patient Health Questionnaire, 
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R
ÉS

U
M

É Contexte :  
L'outil de cotation ObsQoR-10 (Obstetric Quality of Recovery-10) est un questionnaire validé pour 
évaluer la qualité du rétablissement post-partum. L'objectif de cette étude était de valider une 
traduction française de l'échelle ObsQoR-10 (l'ObsQoR-10F). 
Méthodes :  
Après avoir traduit l'ObsQoR-10, nous avons effectué une validation psychométrique incluant la 
cohérence interne, la validité convergente, la validité construite, la reproductibilité, la sensibilité, 
les propriétés d'échelle, l'acceptabilité et la faisabilité. Des femmes adultes françaises admises 
pour un travail obstétrical spontané ou une césarienne élective ont été incluses de manière 
prospective. Elles ont rempli l'ObsQoR-10F avant l'accouchement et à 24 heures (H24) et 48 
heures (H48) après l'accouchement.  
Résultats :  
Parmi les 500 femmes incluses, 431 (86%) ont rempli le questionnaire aux trois échéances. Les 
différents modes d'accouchement ont été évalués : 228 (53%) mises en travail spontanées, 124 
(29%) déclenchements obstétricaux, 53 (12%) césariennes en urgence et 26 (6%) césariennes 
programmées. L'instrument a démontré une excellente cohérence interne avec un coefficient de 
Cronbach de 0,81, 95%CI [0,78 - 0,84] à H24. L'ObsQoR-10F était corrélé avec un score d'état 
général en 10 items (p<0,001). La validité construite était convenable, incluant des corrélations 
négatives avec la survenue de complications, la durée de travail et de séjours hospitalier, la 
nécessité d'une césarienne ou encore le niveau d'urgence de la césarienne. La sensibilité et la 
reproductibilité étaient bonnes avec un effet de taille de Cohen de 0,58 et un coefficient intra-
classe de 0,90, 95%CI [0,86 - 0,93] à H24.  
Conclusion : 
L'ObsQoR-10F est un questionnaire psychométrique fiable pour évaluer la qualité de la 
récupération après l'accouchement dans une population francophone. 

 

A
B

S
TR

A
C

T Background:  
The Obstetric Quality of Recovery-10 scoring tool (ObsQoR-10) is a validated questionnaire to 
assess the quality of postpartum recovery. The objective of this study was to validate a French 
translation of the ObsQoR-10 scale (the ObsQoR-10F). 
Methods:  
After translating the ObsQoR-10, we performed a psychometric validation including internal 
consistency, convergent validity, construct validity, reproducibility, responsiveness, scaling 
properties, acceptability, and feasibility. French adult women admitted for spontaneous obstetrical 
labor or elective caesarean section (C-section)  were prospectively included. They completed the 
ObsQoR-10F before delivery and at 24 hours (H24) and 48 hours (H48) after the delivery.  
Results:  
Among the 500 women included, 431 (86%) filled out the questionnaire at all three timepoints. 
The different delivery ways were assessed with 228 (53%) spontaneous labors, 124 (29%) 
obstetrical inductions, 53 (12%) emergency C-sections and 26 (6%) elective C-sections. The 
instrument demonstrated excellent internal consistency with a Cronbach’s coefficient of 0.81, 
95%CI[0.78 - 0.84] at H24. The ObsQoR-10F was correlated with a 10-item general condition 
score (p<0.001). Construct validity was suitable, including negative correlations with the 
occurrence of complications, the length of labor and hospital stays, the need for a C-section or 
even the emergency level of the C-section. Responsiveness and reproducibility were good with a 
Cohen effect size of 0.58 and intra-class coefficient of 0.90 95%CI[0.86 – 0.93] at H24.  
Conclusion: 
The ObsQoR-10F is a psychometric reliable questionnaire for evaluating the quality of recovery 
after delivery in a French-speaking population. 
 
 

 



 

 


