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Abstract

Objective: To explore women’s experience of anxiety in pregnancy and views on the use of anxiety
instruments in antenatal care.

Background: Anxiety in pregnancy is associated with adverse birth outcomes, developmental and
behavioural problems in infants and postnatal depression. Despite recommendations for routine
psychological assessment in pregnancy the optimal methods to identify anxiety in pregnancy have
not been confirmed.

Methods: A qualitative study using two focus group discussions was undertaken. Focus group one
included women in a community setting and focus group two included women in a hospital clinic
setting who had received additional support for anxiety in pregnancy. Participants were women who
had given birth within the past nine months and considered themselves to have been anxious during
their pregnancy.

Results: Three main themes were identified using template analysis: sources of support,
administration of anxiety instruments and the use of instruments to prompt discussion. Women
stated anxiety instruments could help them to identify their anxious feelings and prompt a
discussion around those feelings. However they expressed concerns surrounding the administration
of anxiety instruments and questioned how useful they would be in helping women access help and
support.

Conclusions: The introduction of anxiety instruments in antenatal care may present an opportunity
to discuss women’s emotional health and anxieties. Providing women with sufficient time to discuss
their anxious feelings, identified by such instruments, could facilitate access to additional support.
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Introduction

Pregnant and non-pregnant women have similar symptoms of anxiety (National Institute for Health
and Care Excellence (NICE), 2014), however in pregnancy, concerns over the wellbeing of the baby,
the birth or parenting may present as predominant features (Staneva et al., 2015, Vythilingum,
2009). Symptoms may include feeling overwhelmed, angry and scared, ruminating thoughts,
irritability and being unable to relax (Highet et al., 2014; Staneva et al., 2015).

Anxiety in pregnancy can be exacerbated by previous experience of pregnancy and birth problems,
including painful labour (Staneva et al., 2015). Women have reported feeling a loss of control over
their bodies, confused by ambiguous information and lacking knowledge and understanding of
pregnancy and labour (Highet et al., 2014; Keeton et al., 2008; Staneva et al., 2015). Women may
delay disclosure of the pregnancy due to fear of miscarriage, especially following assisted conception
or previous pregnancy loss (Armstrong & Hutti, 1998; Armstrong, 2004; C6té-Arsenault & Donato,
2011; Rowe & Fisher, 2015; Staneva et al., 2015). Women may feel isolated if they think they are not
having a ‘perfect pregnancy’, resulting in an increased sense of inadequacy, vulnerability and
guestioning of their ability to be a ‘good mother’ (Highet et al., 2014; Rowe & Fisher, 2015; Staneva
et al., 2015).

Anxiety in pregnancy is associated with low birthweight for gestational age, prematurity, pregnancy
induced hypertension and in children increased anxiety, negative temperament, behavioural and
developmental problems (Blair et al., 2011; Cardwell, 2013; Davis & Sandman, 2012; Ding et al.,
2014; Glover, 2014; Littleton et al., 2007; Stein et al., 2014). However the current evidence



surrounding the effects of anxiety in pregnancy is inconsistent (Stein et al. 2014). The effects of
anxiety are often studied alongside depression because of the strong co-morbidity (Glover, 2014).
Postnatal depression is often preceded by antenatal depression and anxiety (Coelho et al., 2011;
Dunkel Schetter & Tanner, 2012; Heron et al., 2004; Larsson et al., 2004). Some of the effects on the
child formerly attributed to postnatal depression may originate in antenatal anxiety (Evans et al.,
2001).

Fetal overexposure to maternal cortisol, downregulation of placental barrier enzymes, increased
fetal serotonin exposure and epigenetic changes due to increased maternal anxiety may be factors
in fetal programming leading to adverse fetal and infant outcomes (Bonnin et al., 2011; Glover,
2014; Herbert et al., 2006; Mairesse et al., 2007; Mueller & Bale, 2008; Radtke et al., 2011).
However, the underlying causal mechanisms are not yet established (Glover, 2014).

Identification of Anxiety in Pregnancy

The prevalence of self-reported anxiety symptoms in pregnancy of 14-15% has been reported (Heron
et al., 2004; Rubertsson et al., 2014). The association between maternal anxiety and adverse health
outcomes is not inevitable and in order to provide early prevention and treatment strategies it is
important to identify women who are at an increased risk of adverse outcomes (Stein et al., 2014).
‘Saving Lives, Improving Mothers’ Care’ (Knight et al. 2015) states that screening for the risk of, or
presence of mental disorders is the responsibility of all health professionals in contact with pregnant
women. For at least 11% of pregnant and postnatal women who died by suicide there was either no
enquiry or inadequate enquiry about mental health at the antenatal booking appointment.
Psychological assessments are recommended as part of routine antenatal care to provide
opportunities to offer support and identify women who require urgent psychiatric assessment
(Austin et al., 2005, 2008; Austin, 2003; Buist et al., 2006; Knight et al., 2015; NICE, 2014).
Psychological instruments used alongside a general discussion about a woman's mental wellbeing
may help midwives recognise mental health problems in pregnancy (NICE 2014, O’Hara, 2009; Oates,
2003). However, there is insufficient evidence to support the use of any single method of
identification (Austin et al., 2008). Many of the instruments used during pregnancy are adapted from
general health questionnaires and require validation in perinatal populations (Alderdice et al., 2012;
Meades & Ayers, 2011). Four recent literature reviews (Alderdice et al., 2012; Evans et al., 2015;
Meades & Ayers, 2011; Morrell et al., 2013) have highlighted the limited research investigating
psychometric properties of pregnancy-specific anxiety measures.

Women may not fully acknowledge their level of anxiety and use ‘emotional cushioning’ and other
self-protective mechanisms to cope during stressful pregnancies, suggesting that women’s anxiety in
pregnancy might be underreported and underestimated (Coté-Arsenault & Donato, 2011).

There is a paucity of research exploring women’s views on anxiety instruments in pregnancy. It is
important to develop methods to identify the symptoms of anxiety which pregnant women find
relevant and acceptable. The aim of the study was to explore women’s experience of anxiety in
pregnancy and their views on the use of anxiety instruments in antenatal care.

Methods

A qualitative methodology using focus group discussions (FGDs) was employed. FGDs rather than
individual interviews were selected to encourage interaction and discussion of the topic (Freeman,



2006). The sharing of experiences enables participants to realise commonalities and generate
consensus on the most important issues (Morgan & Kreuger, 1993). However it should be
acknowledged that when discussing sensitive topics within a specific context and culture, individuals
may not express their own definitive view (Gibbs, 1997).

Ethical permissions and research governance

Permission to conduct the research was given in April 2013 by the East Midlands NHS Research
Ethics Committee and the Research and Innovation Department of the local NHS Trust who also
sponsored the study.

Recruitment and selection

Local healthcare professionals (HCPs) were contacted and provided with details of the study. The
HCPs were asked to introduce the researcher to eligible women and obtain permission for the
researcher to make contact to provide further information. Once permission was received, women
were sent written information outlining the study and had an opportunity to consider their
involvement and ask any questions. Written consent was obtained prior to group commencement.

Participants

To be included in the study women had to be at least 18 years of age and have given birth within the
previous nine months to a healthy full-term infant. The researcher asked women if they considered
themselves to have felt anxious during their pregnancy. Women who provided a positive answer and
met the inclusion criteria were invited to participate. Women were included regardless of obstetric
or medical conditions during pregnancy. Women were excluded from the study if they had received
treatment for a severe and enduring mental health condition; did not speak, understand, read and
write in the English language or were pregnant.

Data collection and analysis

During the FGDs women were shown three anxiety instruments used in pregnancy: the Edinburgh
Postnatal Depression Scale (EPDS, Cox et al., 1987), the Hospital Anxiety and Depression Scale
(HADS, Zigmond & Snaith, 1983) and the Pregnancy Related Anxiety Questionnaire (PRAQ, Van den
Bergh, 1990) and were asked to comment on the relevance and acceptability of all three.

The topic guide for the FGDs facilitated the discussion (Figure 1). The FGDs were audio-recorded and
transcribed verbatim. Transcribed data were checked against fieldnotes for accuracy and to remind
the researcher of the context of and interactions within discussions. All data were anonymised.
Template analysis (King, 2004) was employed to enable an investigation of the data to identify new
concepts but also to interrogate the data for themes identified in the literature. An initial template
was developed which combined the pre-specified headings from the topic guide and themes
resulting from the analysis of the focus group one transcript (King 2004). Focus group two data were
coded with respect to the initial template, which was then modified to include the themes from
focus group two and then the themes were reapplied to the focus group one transcript. The
template was further refined to ensure the template adequately fitted the data.

Findings
Two groups of women participated in the study. Detailed demographic data were not collected but
there were primiparous and multiparous women of different ages and ethnicities in both FGDs.



Focus group one included fifteen women who were part of an established community postnatal
group and who had not received any additional treatment for anxiety during pregnancy. Focus group
two included four women who had been referred by their community midwife or obstetrician to a
specialist midwife for support with anxiety in pregnancy. The midwife had spent time talking with
the women, provided support and advice and helped them to plan their care.

Both FGDs lasted for one and a half hours. A facilitator (KE) ran both groups, supported by co-
facilitator (JM) who took contemporaneous fieldnotes. Ground rules were agreed prior to group
commencement which included asking participants to respect each other’s confidentiality. Common
and group specific themes and sub themes identified within the final template are compared for the
two groups (Table 1).

Quotations from 15 participants in focus group one were coded as [G1/P1-P15]. Quotations from
four participants in focus group two were coded as [G2/P1-P4]. The themes and subthemes are
presented below with women’s quotations in figures 2-5.

Women from both groups discussed anxieties surrounding miscarriage and fetal loss, loss of control
and complications during labour. Women revealed anxieties related to maintaining their pregnancies
and the responsibility they felt to keep their unborn babies alive. These concerns were strongly
expressed by women who had experienced previous pregnancy loss, who found it difficult to
prepare for the baby whilst protecting themselves against further emotional distress. Fears
surrounding the pain of labour, loss of control and not knowing what to expect were strongly
expressed by primiparous women in both groups. Women who had previously experienced
complications during labour and birth were afraid of going through a similar situation.

Theme one: Sources of support

Women were not able to share their feelings of anxiety with others and felt isolated

Barriers to disclosing their feelings included not wanting to burden or cause concern to family
members. Although supportive, husbands and partners found it difficult to sympathise with their
situations. When asked who they talked to about feeling anxious, no participants in focus group one
mentioned their midwife. Some participants identified a lack of continuity of carer and midwives’
busy schedules as reasons they had not been able to develop a good relationship with their
community midwife. Women in focus group two had tried to disclose their anxieties but felt that
their midwife did not understand or tried to minimise their feelings. Difficulty in discussing feelings
resulted in women from both groups expressing a sense of isolation. Focus group two participants
described how they had often struggled with identifying why they were anxious. They knew other
women who had been through worse situations and this left them feeling foolish and embarrassed
about their own feelings. Women from focus group one found the pressure to conform to the image
of a happy, healthy pregnancy led them to feel they were abnormal and made them more reluctant
to share their true feelings.

Women felt that connecting with others with similar feelings would help
Many participants would have liked to talk to others who were going through similar experiences;
peer support would have encouraged them to share mutual experiences and therefore feel less



isolated. Having someone who could empathise with them would have helped them to accept it was
normal to feel the way they did, and that other people understood those feelings.

Women received additional support at a time of crisis

Women in focus group two who had access to support for anxiety in pregnancy, described how they
found it impossible to hide their feelings. Some had tried to discuss their feelings with GPs and
midwives but found them dismissive or unable to signpost them to additional support. Meeting
different midwives at each appointment meant they had to repeatedly explain their situation and
feelings which made them feel frustrated. All found the additional support to be helpful, however
they were concerned that this had happened at a time of crisis or by chance.

Theme two: Administration of anxiety instruments

Concerns that instruments would be a tick box exercise

Both groups highlighted that they would only have been happy to complete an anxiety instrument if
they knew the scores would have been used to indicate additional support was needed. None of the
participants had been presented with an anxiety instrument in their pregnancy. They considered it
could have raised important issues and they were concerned about the administration of an
instrument without a supportive discussion. They questioned whether anyone would actually care
about their responses, rendering assessment an arbitrary and pointless exercise. Women from focus
group one envisaged that anxiety instruments could result in being advised ‘not to worry’ by way of
reassurance, however such advice would again minimise their feelings and lead to greater
frustration.

Concerns about providing honest answers

Concerns about anxiety instruments being a ‘tick box’ exercise led to discussions in both groups
about the willingness to provide honest answers. Some women from focus group one referred to the
EPDS (Cox et al. 1987) question ‘the thought of harming myself has occurred to me’ and could not
imagine women wanting to admit that. They expressed concerns about confidentiality and how this
information might be used if it was recorded in their medical records, especially whether it could
lead to questions about their ability to care for their baby.

Theme three: Instruments prompting discussion

Relevance and wording of questions

When presented with examples of anxiety instruments, participants thought some items could be
beneficial in helping women express their feelings, although other items appeared to minimise their
feelings or were considered irrelevant in pregnancy. Some EPDS questions (Cox et al. 1987) have a
response option of ‘for no good reason’ (e.g. | have been anxious or worried for no good reason).
Participants did not like this wording as they felt they had good reasons for their fears and anxieties.

For some women in focus group one the PRAQ pregnancy specific instrument (Van den Bergh, 1990)
was considered helpful to women experiencing severe symptoms but did not reflect their own
feelings. They thought women who identified with the PRAQ statements must be ‘really struggling’
[G1/P5], although they acknowledged that statements such as ‘I am afraid the baby will be stillborn
or die’ could help women feeling these emotions to express their fears honestly. A number of



participants from focus group one and all focus group two participants could identify with the
statements and suggested that it reflected anxieties specific to pregnancy.

Helping to clarify and discuss anxious feelings

Participants in group two identified with the concepts in the HADS (Zigmond & Snaith 1983) and
liked the way the sentences were presented (e.g. ‘Worrying thoughts constantly go through my
mind’) in that it separated their anxiety into individual topics. They said it was easier to talk about
their feelings if they could identify with the statements. Reading the individual statements in the
anxiety instruments prompted discussions in both groups about the nature of anxious feelings.

Helping to identify what would help

The discussion of anxiety instruments led to participants identifying aspects of additional support
which may have been welcomed. Women in focus group one found their ongoing postnatal group to
be a good source of support and recognised that peer group support would have helped them feel
less isolated and would have provided reassurance during pregnancy. They suggested that midwives
could facilitate group meetings with women who were experiencing similar feelings.

Women from focus group two also placed importance on meeting others in similar situations,
although this would have been preferred alongside individual support. They felt that some pregnant
women may have been willing to self refer to additional services if information about access had
been available. However, women considered that the amount of support for women experiencing
mild or moderate symptoms of anxiety was limited.

Discussion

Women often lacked the professional support they needed to discuss their anxieties and would have
welcomed a greater focus on their emotional health in pregnancy. They attributed inadequacy of
emotional support to constraints on midwives’ time due to heavy workloads, a lack of awareness of
supportive services and problems with continuity of care. Previous studies have reported that
midwives have similar concerns which they identified as barriers to providing effective care for
pregnant women with mental health problems (Jarrett et al., 2009). To facilitate an effective
discussion of women’s emotional health, midwives need sufficient time to build a relationship with
the woman to enable her to discuss her feelings and access professional support. Women in this
study considered that the use of anxiety instruments would have helped to prompt an open
discussion with their midwife. Improving midwives” awareness and knowledge through training and
an understanding of referral processes and support services, can empower midwives to support
women with perinatal mental health problems (Jomeen et al., 2012).

The women were reluctant to share their anxieties with family members, to avoid causing emotional
burden. They felt they had to conform to having a positive pregnancy experience. Participants
identified additional support that would have been helpful to them. Other studies have described
how pregnant women often turn to informal support to meet their emotional needs (Raymond et
al., 2014). Women in both groups concluded that peer support would have allowed them to talk
openly without burdening or upsetting family members and would have confirmed that they were
not unique in their experience. Observing that others have similar feelings has been described as a



key component of group therapy which reduces stigma around anxiety (Whitfield, 2010; Yalom,
1995).

Both groups discussed the use of anxiety instruments; the most positive comments related to the
pregnancy specific questionnaire (PRAQ-R, Van den Bergh, 1990). Participants confirmed that some
of the questions surrounding the health of the baby reflected their emotions at the time. During
pregnancy the women’s difficulty discussing their feelings meant they welcomed the anxiety
guestionnaires which presented the items in the first person and present tense, ‘ | feel..., | get... |
am afraid...”.

Women's concerns about the use of anxiety instruments in pregnancy related to three areas: the
information being used to highlight child protection concerns; completion of anxiety instruments as
a tick box exercise without realistic support and referral options; a positive professional relationship
would be required to enable the women to provide honest answers. Clinicians should be aware that
women’s worries and discomfort in disclosing details could affect the utility of anxiety instruments
(Coté-Arsenault & Donato, 2011). Providing a supportive context for the administration of anxiety
instruments may help women disclose their true feelings and seek support without concern about
being misunderstood (Coté-Arsenault & Donato, 2011). In the UK, it is a midwife’s duty of care to
report concerns if they believe someone may be at risk of harm to themselves or others (Nursing
and Midwifery Council, 2015). However it should be made clear that the primary aim of instruments
is to highlight when women may benefit from further support. It is important that midwives are fully
aware of the implications of administering anxiety instruments in pregnancy. This includes providing
women with the opportunity to discuss any concerns and signposting to appropriate support.
Darwin et al. (2013) identified that psychosocial assessment during pregnancy helped to raise
women’s own awareness of their emotional distress, encouraged self-management strategies and
provided reassurance from having their experiences validated. In line with the findings of the
present study, there were no positive benefits from psychosocial assessment when women
perceived the assessment as having little importance to the assessor (Darwin et al., 2013)

Strengths and Limitations

This study makes a novel contribution to understanding pregnant women’s experiences of anxiety.
The strength of the study is in its unique exploration amongst women of the use of instruments to
identify anxiety in pregnancy. Although one group of 15 women was larger than expected, the
disadvantages of facilitating the large FGD were off-set by the benefits. An advantage of working
with pre-existing groups is that participants with prior knowledge of other group members can take
less time to feel secure when contributing to discussions (Bloor et al., 2001). Interaction within pre-
existing groups allows the facilitator to access contexts where group ideas and understandings are
formed (Kitzinger & Barbour, 1999).

Another potential limitation was the size of focus group two. However the benefit was that the small
group size enabled the women to feel safe in discussing potentially sensitive topics with strangers
(Kreuger & Casey, 2000).

Whilst we acknowledge that not inviting pregnant women or those with a premature or ill baby to
the FGDs may have excluded women who experienced high levels of anxiety during pregnancy, we
wished to avoid the risk of causing unnecessary further anxiety. It was considered that women in the
postnatal period would provide valuable insights into their experiences during their recent



pregnancies and may have felt more confident discussing these experiences following the birth of
their baby. Although it could be argued that asking postnatal women to reflect on events and their
feelings during pregnancy may be subject to imprecise recall and interpretation, postnatal women
provide valuable insights into their experiences during their recent pregnancies. Simkin (1991)
highlighted that women held precise and detailed memories about their birth experiences when
interviewed even 15-20 years afterwards. Further studies including FGDs with different women may
elicit further issues. This study provides a useful foundation for further research into the use of
anxiety instruments in pregnancy.

Conclusion

The introduction of routine psychosocial assessment including the use of anxiety instruments may
offer an opportunity to prompt a discussion around women’s emotional health in pregnancy and
facilitate the offer of support to women who may benefit. All three instruments explored in this
study were acceptable but women preferred the style of questions and concepts in the pregnancy
specific instrument. This research found that women would welcome an opportunity to discuss their
anxieties with their midwife and with other women with similar concerns. To create the right
context for discussion women must feel understood and midwives must have enough the time to
discuss any issues revealed. Midwives may benefit from further training to highlight the importance
of discussing emotional health in pregnancy, acknowledge the difficulty women may have when
expressing their concerns and develop the skills to sensitively address them. Pre-registration
midwifery education programmes in England are now required to include a perinatal mental health
module, with further provision for post-registration training (Department of Health, 2014).
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