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SUMMARY

Background: Perinatal period is a stressful time in the life of a woman, where she is
vulnerable to develop mental health problems owing to the social change in her role,
increased responsibilities, fear of unknown and changes in her body. Various
neurobiological reasons have also been implicated for the same. Poor perinatal mental
health has adverse effects on the mother affecting her experience of the pregnancy
and her quality of life. It has also found to be associated with preterm birth, low birth
weight, developmental delay and poor child mental health among others, thus
affecting the health of the child. Perceived social support has been hypothesized to
alter emotional reactivity, such that high levels of perceived social support can
normalize the affective response. It has also found to be consistently associated with
perinatal anxiety. However, due to the unique socio-cultural milieu of the Indian
subcontinent, the results of the studies done in western countries might not apply here.
Understanding the various predictive factors for anxiety among pregnant females will
not only help in the early identification and adequate care for the mothers, but may

also lead to the birth of healthier babies.

Aims: The primary aim of this thesis is to assess the relationship between pregnancy
related anxiety with perceived social support in third trimester antenatal females.
Methodology: A third trimester pregnant woman without any psychiatric illness or
very high-risk pregnancy, who met the selection criteria, was explained about the
objective and methodology of the study, and written informed consent was taken.
Socio-demographic data and clinical details were recorded in a semi structured
interview. Pregnancy specific anxiety was assessed using the Perinatal anxiety
screening scale (PASS), and the Pregnancy related anxiety questionnaire revised 2
(PRAQ R2) Hindi or English versions, which the patients rated themselves.
Multidimensional scale for perceived social support (MSPSS) was used to assess the
perceived social support, a self-rated questionnaire. Depression was screened using
the Patient health questionnaire 9 (PHQ 9) self-rated questionnaire. Hindi scales for
MSPSS and PHQ 9 were used and PRAQ R2 scales and PASS scales were translated
to Hindi using the WHO method.

Results: A total of 124 respondents participated in the study. The mean age of the
sample was 27.2 + 4.054 years. Out of 124 study participants 50 screened positive on
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the PASS scale. Frequency of anxiety in the study population was found to be 40.3 %.
Frequency of depression in the study population was found to be 28.2%. Anxiety was
not associated with any socio-demographic variables, except anxious group had
significantly higher graduates or above compared to non-graduates (p = 0.028).
Except for significantly higher ANC visits in the anxious group (p = 0.031), no other
clinical variable or laboratory parameter was associated with anxiety. The total PRAQ
R 2 scale correlated significantly with total ANC visit (p = .016), the fear regarding
childbirth domain correlated significantly with ANC visits (p = 0.010) and age of
gestation (p = 0.010). Total MSPSS scores were found to be significantly negatively
correlated with the number of times the respondent was pregnant (p = 0.046), and
significantly positively associated with the age at which the respondent got married (p
=0.012) and her education status (p = 0.022). The significant other domain of MSPSS
was found to be positively correlated with the age of marriage (p = 0.034). The
MSPSS domain concerning perceived social support from family was found to be
significantly negatively correlated with the number of pregnancy (p = 0.022), and
significantly positively associated with the number of females in the family (p =
0.021), and the age of marriage (p = 0.037). Perceived social support from friends was
found to be significantly positively correlated with the age of marriage(p = 0.021),
and education status (p = 0.011). Working respondents have significantly more
perceived social support from significant other compared to housewives (p = 0.022).
Respondents who were in a joint family had significantly more perceived social
support from their family compared to those living in nuclear families (p = 0.039).
Those who planned their pregnancy (p = 0.036) had significantly more perceived
social support from their friends. The total MSPSS scores and all its domains were
significantly lower in the anxious group (Total p =0.002, Significant other p = 0.006,
Family p = 0.031 and friends p = 0.004). Significant negative correlations were found
between the total MSPSS scores and the total PRAQ R2 scores and all the domains of
PRAQ R2. The significant other and the family domains of SPSS were found to be
significantly negatively associated with the total score, the body image domain and
the child domain. The friends domain was found to be significantly negatively
correlated with the total PRAQ R2 scores, and the body image domains. Depression

was also found to be significantly higher in anxious group (p < 0.001).
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Conclusion: In this cross-sectional study, around 40% of the women were found to
have anxiety during third trimester pregnancy. Higher education was found to be
associated with higher anxiety. Anxiety also significantly associated with perceived
social support. The findings of this study suggest that low perceived social support
leads to increased risk of anxiety in pregnancy. Findings of this study also give an
insight into the socio-cultural milieu in Westernn India surrounding a pregnant
female. Findings like decrease of a social support with increase in the number of
pregnancy, point towards unique stigma women in India have to face possibly around
the birth of female children. Increase in social support with increase in age of
marriage and education point towards a better support among educated women. The
prevalence of pregnancy related anxiety is high, proper screening of anxiety among
pregnant females might be necessary. Reassuring them, educating them and
enhancing their social support, might be the key to decreasing anxiety, improving

their quality of life and also preventing adverse effects on the unborn baby.
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INTRODUCTION

Pregnancy is a unique time in a woman’s life and one that is expected to be a joyous
and delightful. It is a stage that most women go through at least once in their life. A
lot of a country’s resources go into the care of reproductive health care of women, and
as per the United Nations Children’s Fund (UNICEF), Maternal Mortality is one of
the key health indicators of a country'. Despite the large resources of every country
going to the care of pregnant women, maternal mental illness was not talked about

until the past few years.

In 2007, World Health Organization (WHO) defined the term Maternal Mental health
as ‘A state of well-being in which a mother realizes her own abilities, can cope with
the normal stresses of life, can work productively and fruitfully, and is able to make a

. . )
contribution to her community’

During the perinatal period, the mother is vulnerable for developing mental health
problems due to a wide variety of reasons, which may include adjusting to the new

role of becoming a mother, financial reasons, physical and relationship stresses.’

Various neurobiological mechanisms have been implicated for the development of
maternal depression as well as maternal anxiety. These include endocrinological
changes like increase in reproductive hormones including, among others, estrogen and
progesterone and neuro-steroids. Some immune system changes have also been
implicated with growing evidence for IL-6, IL-1p, and TNF-a. In addition, there is
emerging data for some network level changes in the brain. Most of these studies,
however, are in their earlier phases and need more research.” Other psychological and
social mechanisms have also been proposed, which include, changes in the body,
changes in the social role of the lady, and apprehensions regarding motherhood and

the newborn baby.’

Some psychoanalytic theories try to explain the psychology as well as
psychopathology during pregnancy. As per a theory, the first trimester’s food craving,
nausea and vomiting are understood by the oral dominance of this phase, due to the
attachment of the fetus inside the uterus. In the second trimester, anal trends become
prominent as the fetus shows greater personhood which corresponds to the period of
increased separation. Finally, the third trimester is predominated by the phallic-

aggressive wishes, associated with urethral issues and the woman’s increased fears
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that she or the baby may die. Ego regression distorts the woman’s perception of
reality, induces irrational beliefs and fears due to magical thinking associated with the

primary process.”

The incidence of mental health problems including stress, anxiety and depression are
more common during pregnancy than in the general population. The women who do
not receive treatment may continue to have these symptoms postnatally and may even
stay through their child’s early years of life.® Poor perinatal mental health may have
adverse consequences not only on the mother, but also on the baby, including effects
like preterm birth, low birth weight, developmental delay and poor child mental health

7-10
among others.

Pregnancy related anxiety

Diagnostic and Statistical Manual for Mental Disorders, 5™ edition (DSM 5) has no
category for the diagnosis of pregnancy related anxiety, not even a ‘peripartum onset’
specifier, which has been included for depressive disorders and bipolar disorder. '
Such a diagnostic entity, however, has been included in International Classification of
Diseases, 11" edition (ICD 11). If the diagnosis of a neurotic disorder has been made
during the pregnancy or within 6 weeks of post-partum, a diagnosis of code 6E20
‘Mental or behavioural disorders associated with pregnancy, child birth and the
puerperium, without psychotic symptoms’ along with the code of the disorder can be
made. However even in ICD 11 emphasis is on depression during pregnancy or post-
partum and not on anxiety.'” The symptoms do not differ significantly from anxiety
disorders in general, however, the main focus of the worry is usually the outcome of

the pregnancy.’

Pregnancy related anxiety has been found to have affective, cognitive and somatic
attributes. The affective attribute consists of the fear of unknown. The cognitive
attribute mainly consists of the fetal and maternal well-being, the body image, child
birth, parenting, financial aspects about having the baby. The somatic attribute mainly
includes, among others, sleep problems fatigue tremors, sweating, palpitation and
breathlessness.'” Studies in the west have shown that women who belong to ethnic

minorities are at a higher risk for experiencing poor mental health.’
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Prevalence of pregnancy related anxiety

As per a meta-analysis done in 2017, the pooled prevalence of self-reported anxiety
symptoms during pregnancy was found to be 18.2% (95% CI 13.6-22.8, 10 studies, n
= 10,577), for the first trimester, 19.1% (95% CI 15.9-22.4, 17 studies, n = 24,499)
for the second trimester and 24.6% (95% CI 21.2-28.0, 33 studies, n = 116,720) for

the third trimester. '*
Perceived social support

As described by Lin et al. 1986, social support is “the perceived or the actual
instrumental and expressive provisions provided by the community, social networks

» 15 Perceived social support has been described by House et al.

and confiding partners
1988, as the subjective availability of care and assistance received from social
relationships and it is characterized by emotional support, instrumental support, and
informational support that can be provided from various sources, such as friends or
family.'° It has also been described as the psychological perspective of social support
emphasizes on the perceived availability of social support rather than the actual

. . 1
received social support’.

The difference between the received social support and the perceived social support is
that the received social support measures the actual quality and quantity of social
support received form the various sources, whereas the perceived social support is the
availability and adequacy of support received from society. 8 Lower levels of
perceived social support is strongly associated with adverse mental health outcomes
compared to the received social support, and both of them only have a modest

. 19,20
correlation.

Perceived social support has been hypothesized to alter emotional reactivity, such that
high levels of perceived social support can normalize the affective response. Nyman
et al. 2020 tried to test it at the neuronal level by measuring the late positive potential
(LPP), a neural index of reactivity to emotional information and measuring it against
the perceived social support. In the third trimester of pregnancy, lower perceived

social support was associated with an absence of a traditional LPP effect.”!

. . . . . . .20

Perceived social support is a protective factor against anxiety as well as depression

23 . . . . . .
.Low levels of perceived social support is associated with worse outcomes in

depression and some preliminary evidence suggests, that it might be true for anxiety
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disorders as well.** It is hypothesized that the social support may act as a buffer in
stressful situations and against the adverse events of that high stress environment.”
Becoming pregnant and preparing for parenthood is a life changing event in a
woman’s life and hence a stressful time which may induce some mental health

problems.”
Rationale behind the study

Social support has been found to be consistently associated with anxiety in pregnant
females. However, the literature studying these aspects specifically in the third
trimester of pregnancy is sparse. Moreover, the evidence gained from western studies
might not apply to the expectant Indian mothers, as there is a vast difference in the
socio-cultural practices. It has also been established that the mental state of the mother
may have a significant impact on the foetus. Hence, this study was planned to assess
the relationship of perceived social support, socio-demographic variables, clinical
variables, and anxiety among third trimester pregnant females. This study will add to
the existing literature and pave the way for further studies regarding maternal mental
health. Furthermore, understanding the various predictive factors for anxiety and
depression among pregnant females will not only help in the early identification and

adequate care for the mothers, but may also lead to the birth of healthier babies.
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REVIEW OF LITERATURE

The existing literature demonstrates a wide range of prevalence of anxiety during
pregnancy. It has been studied in multiple studies across the globe and a few Indian
studies. In addition, the relationship between pregnancy related anxiety and social
support have also been reported in various studies, however, few Indian studies are

present for the same.

Various cross-sectional studies, prospective studies, meta-analyses, and systemic
reviews have been included in this literature review. The current literature review
aimed to examine the association of anxiety with various socio-demographic factors,
obstetric factors and perceived social support in antenatal females. In addition, studies
on the prevalence of anxiety in antenatal females have been included to make the

literature review comprehensive.
Global data on prevalence of anxiety in pregnant females

As per a multivariate Bayesian meta-analysis done by Fawcett et al. 2019, which
included 26 prevalence estimates, the prevalence of having at least one anxiety
disorder during pregnancy or the postpartum period is estimated to be 20.7%, with a

trend towards greater prevalence in pregnancy versus the postpartum period.*’

As per a meta-analysis done by Dennis et al. 2018, the prevalence of self-reported
anxiety symptoms was 18.2% (95% CI 13.6-22.8, 10 studies, n = 10,577) for the first
trimester, 19.1% (95% CI 15.9-22.4, 17 studies, n = 24,499) for the second trimester
and 24.6% (95% CI 21.2-28.0, 33 studies, n = 116,720) for the third trimester. The
overall pooled prevalence for self-reported anxiety symptoms across the three

trimesters was 22.9% (95% CI 20.5-25.2, 52 studies, n = 142 833)."

According to a rapid review and meta-analysis done by Tomfohr-Madsen in 2021,
which assessed Depression and Anxiety in pregnancy during COVID-19, it was found
that the pooled prevalence of anxiety, as assessed in 34 studies with a total sample of
42,773, was 30.5%. Prevalence of anxiety was found to be higher in studies

conducted later in the pandemic.?®

As per a systematic review done by Sun et al. 2020 which assessed the impact of
COVID-19 on anxiety and depression in pregnant women, eight studies for anxiety

during pregnancy were included with a total of 7,589 participants and the overall
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prevalence of anxiety was found to be 34%. The rate of anxiety in the pregnant and

delivery women reported ranged from 18% to 56%.%

Another meta-analysis done by Falah-Hassani et al. in 2017, assessed the prevalence
of antenatal and postnatal co-morbid anxiety and depression in a total sample of n =
25,592. It was found that the prevalence of co-morbid anxiety symptoms and mild to
severe depressive symptoms were 11.6% for the 1st trimester, 10.6% for the 2nd
trimester, and 9.5% for the 3rd trimester. The overall pooled prevalence for co-morbid
anxiety symptoms and mild to severe depressive symptoms across the three trimesters

was 9.5%. *°

Prevalence of anxiety among antenatal females in lower and middle income

countries

Most of the meta-analysis mentioned above have pointed towards a high prevalence

of anxiety in low and middle income countries.

A cross-sectional study was conducted in Pakistan by Ali et al. 2012, in which a total
of 167 pregnant women participated. Anxiety and depression were measured using the
Hospital Anxiety and Depression Scale and 70.1% women were found to be either
anxious or depressed or both (95% CI: 63.1, 77.0), 32.9% were both anxious and
depressed, 53.3% women were anxious and 49.7% of the women were found to be

depressed. *'

Another cross-sectional study was done in Pakistan by Waqas et al. in 2015. In the
study the authors used Hospital Anxiety and Depression Scale to measure anxiety and
depression, they found that 49% of women were found to be anxious in a sample of

500 respondents. (32)

A prospective cohort study was initiated by the National Natural Science Foundation
of China, in which participants were recruited from hospitals in Chongqing, a
provincial city in south-western China. The authors measured relationship between
anxiety and stress in early pregnancy. Anxiety was measured using the Hamilton
Anxiety Rating Scale and the prevalence of anxiety (<15 weeks period of gestation)

was found to be 15.04%.*
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As per a cross sectional study conducted at a community based clinic in Cape Town,
South Africa, in which a total of 376 women were included, the anxiety was found to

be 23% as assessed by the Mini-International Neuropsychiatric Interview (MINI). **

As per another a prospective cohort study conducted in Soweto, South Africa (2014-
2016) by Redinger et al. 2020, it was found that rates of anxiety in early and late
pregnancy were 15% and 17%, respectively as assessed by the State Trait Anxiety
Index (STAI). **

Hence, prevalence of anxiety and depression in the prenatal period is more common

in the lower and middle income countries (World bank data) of which India is a part.
Socio-demographic factors and anxiety

As per a systematic review by Biaggi et al. 2016 it was found that young age at the
time of pregnancy was associated with depression and anxiety and adolescents were
more prone to developing these ailments. Older age of the pregnant female was also
positively associated with anxiety and depression. More anxiety and depression was
also prevalent in low educational achievements. However in studies in Malawi and
Pakistan, the opposite was found to be true. It was also found that unemployed
women were found to be more depressed and women whose partners were

unemployed were also found to be more depressed. *°

A cohort study was done by Loo et al. 2018, in which 2897 women participated.
Hospital Anxiety and Depression scale (HADS) was used to assess the presence of
anxiety and depression. It was found that among the who participated in the study, the
prevalence of anxiety was found to be 17.9% in early pregnancy and 14.2% in late
pregnancy. The prevalence of depression was found to be 5.4% in early pregnancy
and 10.0% in late pregnancy. Women aged less than 30 years, with an intermediate
level of education and a non- Dutch background were found to have significantly
higher rates of probable anxiety and women with age more than 35 years, with a low
education level and those from a non-Dutch origin were more likely to have probable

.37
depression.

In a study done by Silva et al. 2017 in which 209 pregnant women were included and
they used HADS to assess depression and anxiety in pregnancy. 26.8% of the
pregnant women were found to be anxious. Anxiety was also found to be more

frequent in the final trimester of pregnancy (42.9%) although the results were not
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significant. This study also concluded that women who were housewives had a greater

chance of developing anxiety than women who were working (p = 0.046).38

As per a cross sectional study done during the COVID 19 pandemic in China by
Shangguan et al. 2021 in which 2,120 Chinese pregnant women who were attending a
self-help crisis intervention participated the prevalence of anxiety symptom was
found to be 21.7%. It was also found that the anxiety group had significantly more
number of women with annual family income of <80,000 Yuan compared the non-
anxiety group. Women suffering from chronic illness during or prior to pregnancy and
taking oral medication on chronic illness were more in the anxious group than in the

: 39
non-anxious group.

A cross sectional study was done by Faramarzi et al. 2020, done in five private and
public obstetrics clinics of Babol city of Iran with 176 participants, which studied
prevalence and factors related to psychiatric symptoms in low risk pregnancy. It
measured depression using the Edinburgh Postnatal Depression Scale (EPDS) and
anxiety using the Symptoms Checklist 25 (SCL-25) which is a briefer version of
Symptoms Checklist 90 (SCL 90), it found that anxiety symptoms were present in
25.8% of the participants. In this study the mean scores of anxiety were significantly
higher in mothers who were younger (18-30 years) compared to those who were > 30

years old (p = 0.050).*

As per a cross sectional study done in Nigeria in which 456 women participated and
anxiety was screened using the Depression Anxiety and Stress Scale-21 (DASS 21),
the prevalence of anxiety was found to be 37.5%. Of these mild-to-moderate anxiety
was reported by 26.5% of participants. Severe and extremely severe anxiety were
reported by 3.3% and 7.7% of the study participants, respectively. Age of 38—45 years
(P< 0.001), para 5 and above (P < 0.001), urban residence (P=0.008), tertiary
education (P < 0.001), and working as a trader (P < 0.001) were significantly

associated with anxiety symptorns.41

Another cross-sectional study was conducted in Turkey by Gonzélez-Mesa et al.
2019, in which 250 Turkish and 264 Spanish low obstetric-risk pregnant women
participated. It was found that in state anxiety mild, moderate and severe was
observed in 56.8%, 14.7% and 20.5% of participants, respectively About one third of

the women (31.4%) scored more than the cut-off score for mild trait anxiety while
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19.7% and 20.2% scored for moderate and severe anxiety, respectively. State anxiety
scores were found to be significantly higher in women worried about economic issues
and about the relationship with their partners ( p < 0.0001). In the same study
multivariate analysis showed that the best predictor variables for state anxiety were
religion, family planning and partner’s excitement and interest for the pregnancy, and
for state anxiety they were unplanned pregnancies among Muslim women whose

partners were not excited and interested about.*

As per a cross-sectional study conducted during the COVID-19 pandemic by Effati-
Daryan et al. 2020, in which 205 women participated in which anxiety was assessed
using the DASS-21 scale, it was found that by adjusting other variables, the four
variables of spouse’s educational level, spouse’s support, marital life satisfaction and
number of pregnancies were significantly associated with the anxiety score (P <0.05)

and were able to predict 19.0% of anxiety score variance.
Obstetric history and pregnancy related factors and anxiety

As per the systematic review done by Biaggi et al. 2016, it was found that depression
and anxiety were associated with unplanned and unwanted pregnancies especially in
the first trimester, with its importance decreasing over time. Fear of childbirth and
negative thoughts about the upcoming delivery have been associated with increased

risk of antenatal anxiety and depression.*

As per the study by Loo et al. 2018 mentioned above, multiparity was related to more
depressive symptoms in late pregnancy (p < 0.01). The study also concluded that
anxiety symptoms during early pregnancy were more in women who took >12 months
to become pregnant (p < 0.01). Women with an unplanned pregnancy (p < 0.01) and
nausea reported more depressive symptoms (p < 0.01). Women who had an infection
during pregnancy reported slightly more depressive symptoms in early pregnancy and
anxiety symptoms in late pregnancy. Nausea was associated more depressive
symptoms in early pregnancy whereas, extreme fatigue was associated with more
depressive and anxiety symptoms. Exercising 150 minutes or more per week was

associated with less depressive and anxiety symptoms.>’

In the study discussed earlier by Silva et al. 2017 it was found that anxiety was

significantly associated with history of abortion/ premature birth in the previous
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pregnancy, maternal desire for pregnancy and presence of complications in the

. 38
previous pregnancy.

As per a cross sectional study in Iran, conducted by Shakarami et al. 2021, which
assessed fear, anxiety and self-efficacy of childbirth among primiparous and
multiparous women, in which 200 women participated, 100 primipara and 100
multipara, and anxiety was measured using the state and trait anxiety scale, it was
found that there was no significant difference between the primipara and multipara
with regards to the STAI scores, however significant difference was seen in the two
groups in the delivery fear scale (mean scores more in primipara women) (p < 0.001),
and significantly higher total self-efficacy, outcome expectancies, self-efficacy

expectancies in the multipara group.44

As per a case-control and cross-sectional study done by Sinaci et al. 2020, during the
COVID 19 pandemic, which used STAI, Spielberger State-Trait Anxiety Scale
questionnaire (STAI-T) and Beck Anxiety Inventory (BAI), and in which 446 women
participated it was found that there was a significant difference in anxiety scores

among those with a risk factor in pregnancy and those not (p <0.05).%
Psychological factors associated with anxiety

As per a systematic review done by Biaggi et al. 2016 it concluded a high comorbidity
of depression and anxiety during the antenatal period, and high anxiety during
pregnancy was one of the strongest risk factors for prenatal depression. A previous
history of anxiety and depression and a history of psychiatric treatment during a
previous pregnancy or at any time during the lifetime, is also found to be an important
risk factor in the development of antenatal anxiety and depression. Substance use like
alcohol and smoking were also found to be associated with anxiety and depression
during pregnancy in some studies. Quality of attachment with parents and past history
of childhood sexual abuse also predicts anxiety and depression during pregnancy. A
family history of psychiatric illness during the lifespan has been observed as another

important risk factor for antenatal depression.*

As per a cohort study done by Loo et al. 2018, mentioned previously, it was found
that women who experienced negative life events reported more depressive and
anxiety symptoms throughout pregnancy. Women with a history of depression

reported more depressive and anxiety symptoms in early (P < 0.01 and P < 0.01) and
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late pregnancy (P < 0.01 and P < 0.01). A family history of depression only

influenced anxiety symptoms in early pregnancy (P < 0.01).37

In a study by Silva et al. 2017, mentioned earlier, it was also found that women who
smoked more than 10 cigarettes per day had a significantly more chance of having
anxiety compared to women who did not and women who consumed illicit substances

were at a significantly higher chance of developing anxiety.®

As per a meta-analysis done by Abrar et al. 2020, which included 5 case-control
studies comparing the anxiety levels among women with and without a medically
complicated pregnancy, it was concluded that anxiety symptoms were significantly
higher among women experiencing a medically complicated pregnancy compared

with women experiencing a medically uncomplicated pregnancy.*®
Association between Anxiety and Social support

As per a prospective longitudinal study by Martini et al. 2015 assessing the maternal
anxiety in relation to infant development where 306 expectant women were recruited,
they measured maternal anxiety using the Composite International Diagnostic
Interview V and they measured social support using the Social Support Questionnaire
and found a significant relationship between maternal anxiety and social support (OR

0.44; CI- 0.27-0.70; p=0.001).’

A cross sectional study that used the data from the Prenatal Health Project authored
by Akiki et al. 2016, and was conducted in Ontario, Canada and it included 2,357
participants. This study included females who were carrying a singleton fetus of 10—
22 weeks gestation. To evaluate anxiety State Trait Anxiety Inventory was used, and
social support was measured using the three Social Support Scales developed by
Turner and Marino (1994).47 As per the results of the multiple linear regression
models, the study found that women receiving greater social support from their family
reported feeling significantly less anxious and a one SD increase in social support
from the family was associated with a 0.044 SD decrease in anxiety (p = 0.029). A
relationship was also found between anxiety and partner support, a one SD increase in
social support from the husband/partner was associated with a 0.033 SD decrease in

STAI-State scores (p=0.0051).**
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As per a multicentric study conducted in Montreal, Canada, which included 5,271
women in 24-26 weeks of gestation pregnancy anxiety was found to be lower in
women with better psychosocial resources, however, high anxiety was associated with

high social support. **

As per a cross-sectional study done by Waqas et al. in 2015, in Lahore Pakistan,
where they recruited 500 pregnant females and used Hospital Anxiety and Depression
scale (HADS) and Social Provision scale (SPS) to assess depression and anxiety and
social support, respectively, found a significant negative correlation between anxiety
and social support (r = —.433, P <.001) and between depression and social support (r
=—.453,P<.001).*

In a cross sectional study done by Shaefaei et al. 2017, which included 372 women in
the third trimester of pregnancy. They used the Depression Anxiety and Stress Scale
(DASS-21) for depression and anxiety and data on the perceived social support was
assessed using the Personal Resource Questionnaire (PRS-85). The study was
conducted in Tabriz city of Iran. There was a significant negative correlation between
depression and social support as per the Spearman test, (p < .001, = -.642), and also

between anxiety and social support (p < .001, r= -.456).%°

A prospective cohort study initiated by the National Natural Science Foundation of
China. In this study, participants were recruited from hospitals in Chongqing, a
provincial city in south-western China and they measured relationship between
anxiety and stress in early pregnancy (<15 weeks). Anxiety was measured using the
Hamilton Anxiety Rating Scale and social support using the Social Support rating
scale. The authors found that on multiple logistic regression a significant association
between perinatal anxiety and social support (p= <0.0001 OR= 5.097 (2.410-
10.779), 95% CI).*

As per a longitudinal study conducted in Hong Kong, China, where they included a
sample of 423 women and measured anxiety and depression in the 3 trimesters of
pregnancy and 6 weeks post-partum, they found that anxiety was more prevalent than
depression and both anxiety and depression decreased in the second trimester. The
prevalence of antenatal anxiety was 36.3% (95% CI 33.7-38.9%) during the first
trimester. It decreased to 32.3% (95% CI 29.7-34.9%) during the second trimester but
increased again to 35.8% (95% CI 33.2-38.4%) during the third trimester.”’
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As per a cross sectional study conducted at a community based clinic in Cape Town,
South Africa, by Heynigen et al. 2017, in which a total of 376 women were included,
and the scales used were MINI to assess the presence of psychiatric disorders and
MSPSS to assess the social support, the prevalence of any anxiety disorder was found
to be 23%. Prevalence of individual disorders were, generalised anxiety disorder, 2%,
social phobia, 7% , agoraphobia, 0.3%, specific phobia, 6% and panic disorder, 3%.
Eleven percent of the women were diagnosed with Post Traumatic Stress Disorder
and 4% with Obsessive Compulsive Disorder. The diagnostic prevalence of current
Major Depressive Episode was 22% and 18% of women had current suicidal ideation
and behaviour. Higher levels of perceived social support from friends decreased the

odds for diagnosis with anxiety, although perceived support from family did not.*

As per a study by Wang et al. 2021, which assessed psychological distress and social
support in 2,232 participants across 3 cities in China, Wuhan, Beijing and Lanzhou.
GAD-7 scale was used to assess the anxiety among the study participants and social
support was assessed using the Social Support Rating Scale (SSRS). In the study it
was found that women having high family support had significantly low anxiety.

Among women who had low social support 31.1% reported anxiety.**

As per a study conducted during the COVID 19 pandemic in China by Shangguan et
al. 2021, in which 2,120 Chinese pregnant women participated (as mentioned
previously) it was found that pregnant women were 1.81 times more likely to be
anxious, as measured by the GAD-7 scale, when there was nobody providing
everyday life support (as assessed by clinical interview) (OR = 1.81, 95% CI = 1.18—
2.77).%

Indian Literature

A cross sectional study was conducted by Nath et al. 2019 in Bengaluru, which
included 380 pregnant women less than 24 weeks pregnant. It measured anxiety using
the Pregnancy Related Thoughts Scale and measured social support using the
Multidimensional Scale for Perceived Social Support, and screened for depression
using the 10-item Edinburgh Postnatal Depression Scale (EPDS). As per the study,

55.7% of all women who participated in the study were found to be anxious. Upon
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analysis, it was found that the odds of having anxiety were more than twice as higher
among women belonging to the lower middle class (p = 0.009). The Odds of anxiety
was significantly higher among women with low social support on univariate as well
as multivariate analysis (COR 1.733). Anxiety was found to be statistically associated
with marital discord (p = 0.051) and spousal violence. Anxiety and depression were to
be strongly and significantly associated with each other. As per the study, The Odds

of anxiety was significantly higher among women with low social support.™

According to Saving Children, Improving Lives (SCIL) project data, a quasi-
experimental study conducted among rural, pregnant women in Mysore district of
Karnataka, done by Bushan et al. in 2020, where they studied the association between
the social support provided by the Asha worker and antenatal anxiety, it was found
that in a sample of 480 women, the prevalence of anxiety as measured by the three
item sub-scale of the Edinburgh Postnatal Depression Scale (EPDS) known as EPDS-
3A was 26.8%. ASHA support was also found to be negatively correlated with

antenatal anxiety.53

As per a cross-sectional, observational study done by Dere et al. 2019, in a tertiary
hospital in rural India, anxiety symptoms as per PRAQR scale, were found to be
present in 52% of the 100 primigravida participants. On the PRAQR scale, maximum
score was for the subscale of fear of giving birth, and especially high on the domain
of “fear of giving birth” and increased with trimester. Depressive symptoms were

reported by 23% of the women as per the Whooley’s Questions.>*

As per a multicentric study done in India during the COVID 19 pandemic, which
included 620 pregnant women with a gestational age of <36 weeks, and assessed
pregnancy based on the GAD-7 (Generalized Anxiety Disorder-7) scale and social
support was measured using the Psychosocial Risk Evaluation in Pregnancy- Maternal
version (PREP-M), anxiety was found to be prevalent in 35.8% of women out of
which 24.7%, 8.5% and 2.6% had mild, moderate and severe anxiety, respectively.
Upon analysis, women belonging to Islam religion, those who were employed,
semiurban dwelling, presence of financial loss, presence of complications in present
and previous pregnancies, presence of general medical or psychiatric illness, positive
and recovered COVID status, and women having lower perceived social support

were found to be significantly associated with pregnancy related anxiety.”
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As per a study by Goyal et al. 2020, which included 281 perinatal women (both
antenatal and postnatal), as measured by MINI, 10.3% of perinatal women had a
current psychiatric diagnosis. The commonest diagnosis was Major Depressive
Disorder, which was present in 7.12% women and anxiety disorder in 1.41% of
population. Psychosocial stressors (P < 0.01), marital discord (P < 0.01), and a past
history of psychiatric illness (P < 0.01) were significantly more in perinatal women

with psychiatric morbidity. *°

A community-based cross-sectional study was conducted in 28 villages of rural
Haryana in 2016, done by Jha et al, in which they included 457 pregnant women with
period of gestation 25-34 weeks. Enrolment in this study was done in 2 phases
including Patient Health Questionnaire for screening and Mini International
Neuropsychiatric Interview (MINI) for diagnosis of common mental disorders. It was
found that CMDs (Common Mental Disorders) was 15.3% (95% CI, 12.0-18.6). Of
these, major depression was 2.8% (95% CI, 1.4— 4.4), and Generalized Anxiety
Disorder was 15.1%. No statistically significant association between CMDs during
pregnancy with any obstetric and sociodemographic determinants was found as per

this study.”’

In Indian studies, the prevalence of anxiety is variable ranging from 1.41 % to 55.7%
in pregnant women. Most studies have shown significant association with low social
support, low socio-economic status, marital discord, unemployed, having
complications in pregnancy. Understanding that pregnancy might be different in each
trimester of the pregnancy, none of the studies have tried to study pregnancy related

anxiety exclusively in third trimester females.
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AIMS AND OBJECTIVES
Aim
The aim of the present study was to assess pregnancy related anxiety and its
association with perceived social support in third trimester antenatal females.
Objectives
Primary:

1. To assess the relationship between pregnancy related anxiety with perceived

social support in third trimester antenatal females.
Secondary:

1. To assess the relationship between socio-demographic factors, clinical
variables and pregnancy related anxiety in third trimester antenatal females.
2. To assess the relationship between socio-demographic factors, clinical

variables and perceived social support in third trimester antenatal females.
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MATERIAL AND METHODS

Study setting

Antenatal females from the antenatal clinic of Department of Obstetrics and

Gynaecology, All India Institute of Medical Sciences, Jodhpur, Rajasthan were

recruited for the study.

Study design

Cross-sectional study

Study Participants

Inclusion criteria: -

1.

Antenatal females enrolled in the antenatal clinic of Department of Obstetrics
and Gynecology between 28th week of pregnancy till term.
Those who were able to read Hindi or English Language

Those willing to participate in the study and signed the informed consent.

Exclusion criteria: -

Previous history of Psychiatric disorder

Antenatal women on any psychotropic medications

Antenatal women with history of profound hearing or visual loss, mental
retardation, significant neurological or chronic illness.

Antenatal women with high risk pregnancy including Severe Pre-eclampsia,
Fetal Growth Restriction, Gestational Diabetes on Insulin

Any woman who does not provide consent.

Those who are in active labour.
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Sampling and sample size

Shafaie et al found a negative correlation of r=-0.355 between perceived social

support and anxiety. Using this for calculation, we estimated a sample size of 123

antenatal women at alpha value of 0.01, beta value of 0.10 and 10% contingency.

50, 58

Calculation steps:

Total sample size, n = [(Za+Z[3)/C]2 +3=111

Where,

Z,: The standard normal deviate for a = 2.5758
Zg: The standard normal deviate for p = 1.2816

C = 0.5 * In[(1+r)/(1-1)] = 0.3712

A total of 124 participants were included in the study

Study duration

After approval by the Ethics committee to 30" June 2021

Data tools

1i.

111

Clinical profile sheet Socio-demographic and clinical information

Perinatal Anxiety Screening Scale (PASS) The results suggest that the
PASS is an acceptable and psychometrically sound measure that performed
well in screening for anxiety disorders in the perinatal period. It has a four-
factor structure described as (1) acute anxiety and adjustment, (2) general
worry and specific fears, (3) perfectionism, control and trauma and (4) social
anxiety. the PASS had a screening accuracy of 68 %, sensitivity and
specificity of 0.7 to 0.3. The correlation for the PASS global scores was 0.74,
indicative of adequate test—retest reliability(59) Severity of anxiety can also be
measured using the scale and have been divided into minimal anxiety, mild-
moderate anxiety and severe anxiety.60

Pregnancy anxiety questionnaire- Revised 2: It is a 10-item self-rated Likert
scale (1. Absolutely not relevant 2. Hardly ever relevant 3. Sometimes relevant
4. Reasonably relevant 5. Very relevant). It consists of 3 domains fear of

giving birth, worries about bearing a handicapped child, concern about own
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1v.

appearance. For both nulliparous and parous women, the scale showed an
acceptable to good fit to the data (¥2 (32)=114.28, p<0.01, CFI=0.97,
TLI=0.96, RMSEA=0.07 for nulliparous, and %2 (32)=118.39, p<0.01,
CFI1=0.97, TLI=0.96, RMSEA=0.07 for parous Women).61

Multidimensional scale for perceived social support (MSPSS) (Zimet et al.
1998): The Multidimensional scale for perceived social support is a self-report
measure and contains 12 items designed to measure perceived social support
from three sources: Family, Friends, and a Significant Other. In a study
conducted by Zimet et al, The MSPSS was found to have good internal
reliability across subject groups as well as strong factorial validity. MSPSS is
available freely in public domain.*®

Patient Health Questionnaire-9 (PHQ-9) The self-administered nine item
scale. Critical to the diagnosis of MDD is the patient’s endorsement of either
items (1), (2) or both. Each item is rated on a 4-point scale from 0 to 3 (0 —
Never; 1 — Several days; 2 —More than half the time; and 3 — Nearly every
day) during the two weeks prior to and including the day of survey
completion. The total score ranges from 0 to 27. It is found that PHQ-9 with a
cut-off score 7 had the best overall screening performance with sensitivity of
83%.% PHQ-9 is available freely in public domain and can be used without

author’s permission.

Hindi versions of PHQ-9 and MSPSS scales were used. PASS and PRAQ R2 scales

were translated into Hindi by the WHO method of forward and backward translation

of scales.

Data Collection

1.

If a patient met the selection criteria, she was explained about the objective

and methodology of the study, and written informed consent was be taken.

Socio-demographic data and clinical details were recorded in a semi structured

interview

Screening as well as rating of pregnancy specific anxiety symptoms was be
done using Perinatal anxiety screening scale (PASS), which the patients rated

themselves.

4. PRAQ R2 scale was also given to the patients to be rated on their own
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5. PHQ 9 self-rated questionnaire for the screening for depression was given to

the patients to be rated on their own

6. Multidimensional scale for perceived social support was then applied to assess
the perceived social support.

7. If the scores on PASS are > 26, confirmation of diagnosis of Anxiety was
done with detailed psychiatric interview and psychiatric diagnosis were
recorded, as per ICD-11 Diagnostic criteria for Research.

8. If PHQ 9 scores are > 7, confirmation of diagnosis of depression will be done
with detailed psychiatric interview and psychiatric diagnosis were recorded, as

per ICD-11 Diagnostic criteria for Research.
Ethical Consideration

Data collection was started after obtaining ethical clearance (certificate number:
AIIMS/IEC/2020/3348) from the institute's ethics committee. Study participants were

recruited after seeking written informed consent.

Any patient who was found to have anxiety or depression were referred to the

psychiatry OPD for further evaluation and management
Statistical Analysis

Descriptive analysis of the socio-demographic variables, clinical factors, perceived
social support, and coping strategies scores was done. The prevalence of anxiety and

depression among the study participants was calculated.

Fisher exact test was used to test the association between anxiety and categorical

socio-demographic and clinical variables.

Man U whitney test was applied to assess the relationship between anxiety and

continuous variables.

Spearman’s correlation was used to assess the correlation between PRAQR2 and

MSPSS scores with continuous variables, age, gestational age, number of pregnancy,
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RESULTS

Descriptive statistics

A total of 124 respondents took part in the study, socio-demographic and clinical data
was collected, and scores on Pregnancy Anxiety Screening Scale (PASS), Pregnancy
Related Anxiety Questionnaire Revised 2 (PRAQ R2), PHQ 9 scale and MSPSS was

collected.
Socio-demographic variables
Age

The mean age of the study population was 27.2 & 4.1 years with a maximum age of 40
years and a minimum age of 19 years. The maximum number of participants was in

the age group 26-30 years. (Table 1, Figure 1)

Number

B Number

16-20 21-25 26-30 31-35 36-40
Age

Figure 1: Age group of study participants
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Education status of respondents and their husbands

Majority of respondents (30.6%) (figure 2) studied till their post graduate level, with
mean years of education being 14.9 + 3.9 years. Most of the participants were

housewives (77.40%). (figure 3)

= Primary
school

= Middle
school

= High school = Housewife

= Sr secondary = Working

school
= Graduate

= Post

Graduate
= Higher

Figure 2: Education status of the respondents Figure 3: Occupation of the respondents

The average years of the respondents’ husbands’ education were 14.9 + 3.6 years
(Table 1), with majority of husbands (41.9%) (figure 4) completed their graduation,
and most of the husbands were semi-skilled professionals (38.2%) (figure 5).

0,
3.2% 4.0% = Illiterate = Professionals

= Primary school = Semi-
professional
= Middle school = Skilled

= High school = Semi-skilled

= Sr secondary = Unskilled

school

= Graduate = Unemployed

Figure 4: Education status of the respondents’ husbands Figure 5: Occupation of the respondents’ husbands
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Family characteristics

Most of the respondents lived in a joint family (86.3%), remaining lived in a nuclear
family, the median (IQR) of family members being 6 (4) and the median (IQR) of
female members in the families were 3 (1). The income median (IQR) of the sample
was Rs 60,000 (1,25,000). Maximum number of respondents (96.0%) belonged to
upper class as per the BG prasad scale, and maximum were in the income group of >

Rs 80,000 (Figure 7).

= <20,000
= 20,000-40,000

. £
= Joint E
E = 40,000-60,000
= Nuclear |4
% = 60,000-80,000
’ = > 80,000
81%
Figure 6: Type of family Figure 7: Family income

Marriage

The mean age of marriage of the respondents was 23.2 + 4.1 years with minimum
being the age of 4 years (one patient was married as a child) and maximum being the
age of 39 years. The median (IQR) of the years of marriage of the respondents was 3
(4) years, with the minimum being 0.6 years (around 7 months) and maximum being

15 years.
Religion

96% of the respondents were Hindus, 3.2% were Muslims, and 0.8% of the

respondents were Sikhs. (Figure 8)

3.29%0.8%

= Hindu
= Muslim

= Sikhs

Figure 8: Religion of the respondents
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Obstetric history

The average gestation of the respondents was 239.3 + 24.4 days. Around half of the
respondents (50.8%) of the respondents were primigravida and 32.3% were second
gravida (Figure 9). Most of the respondents (56.5%) had a period of gestation of > 34
weeks (Figure 10). Majority of the respondents (22.4%) had a history of abortion
(Figure 12), and 35.3% had children previously (Figure 11). Around half of the
respondents (53.2%) had planned their pregnancy (Figure 13). Around half of the
women (46%) expected a male child out of the pregnancy, 35.5% a female child and
18.5% were indifferent to sex of the baby (Figure 14). The number of ANC visits in
the sample varied from 1 to 20 with the median of the ANC visits 7 (6). 36.1% of the
respondents had a risk factor in pregnancy, with the most common risk factor being
gestational diabetes mellitus on dietary modification. 4% respondents had a past
history of medical illness, the most common being hypothyroidism. 13.5% of the
respondents reported a family history of medical illness, the most common being
diabetes mellitus, and 1.6% of the respondents reported a family history of psychiatric
illnesses, the most common being depressive disorder. None of the respondents in the

sample reported using any substances.

_ . £ :
= Primigravida £ /|

= Multigravida %

m < 34 weeks

= > 34 weeks

v

Figure 9: Number of times the woman got pregnant Figure 10: Period of gestation

= No abortion
= Live issues

= No live issues = Abortion
present
Figure 11: Presence of children Figure 12: History of abortion
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= Male

= Planned
= Female
= Unplanned
= Any
Figure 13: Planning of pregnancy Figure 14: Expected sex of the baby

Laboratory parameters

Table 2 provides the mean and range of information on the investigations. 12.9 % of
the respondents had gestational diabetes mellitus on either modified diet, or on oral
hypoglycemic agents. 6.3% of the study population in the sample had anemia, and
2.1% of the had hypothyroidism. 7.3% of the respondents in the sample had an Rh-
negative pregnancy (Figure 16), most of the respondents had B+ blood group and
7.4% of the respondents in the sample had fetal USG abnormalities. (Figure 15)

= Normal = Positive
= Abnormal = Negative
Figure 15: Fetal USG findings Figure 16: Rh factor

Perinatal anxiety screening scale (PASS)

Out of 124 study participants 50 had a score of 26 or more on the PASS scale and
hence they screened positive for the same. The minimum PASS score was 0 and the

maximum was 71. The mean PASS score in the study population was found to be

23.1 £ 16.1.

The frequency of pregnancy related anxiety for the study population was calculated

using the following formula:
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Frequency (P) = (Number of participants who had pregnancy related anxiety +
Number of participants in the sample) x 100

Frequency = % * 100 = 40.3 %

Hence, the frequency of pregnancy related anxiety among the third trimester antenatal

females in our study is 40.3%.
Pregnancy related anxiety questionnaire revised 2 (PRAQ R2) in the study
population

The mean PRAQ R2 scale and the subscale scores of the 124 respondents are
provided in table 3. The maximum scores on the PRAQ R2 scales was 50 and the

minimum score was 10.

Table 1: Mean scores of PRAQ R 2 scale and its subdomains in the study population

PRAQ R2 Mean £+ SD
PRAQ R2 total 224+9.1
Subscales

Fear of giving birth, 9.2+38
Concern about own appearance 6.6+3.7
Worries about bearing a handicapped child 6.5+3.7

PRAQ R2 = Pregnancy Related Anxiety Questionnaire Revised 2; SD = Standard deviation

Anxiety disorders in the study sample

As per ICD 11, the code 6E20 codes for Mental and behavioural disorders associated
with pregnancy, childbirth and the puerperium, without psychotic symptoms. Based
on a clinical interview, diagnosis of anxiety disorder were made based on ICD 11 and

the following diagnosis were made.

Among those who screened positive for anxiety on PASS scale (n = 50) majority of
the respondents had other specified anxiety or fear related disorders (40%), followed
by panic disorder (14%), GAD(14%), specific phobia (12%), social anxiety disorder
(10%), OCD (6%) and Agoraphobia (4%).
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Perceived social support in the study population

As shown in Table 4, the mean total score of perceived social support of 124
respondents was 66.8 + 16.4. Out of the three sub-domains, family, friends and
significant other, significant other (24.4 + 5.7) was found to have the highest mean
score, followed by family (23.8 £+ 6.1) and the least was the friends sub-domain score
(18.6 = 8.1). Hence, the respondents reported receiving the maximum perceived social

support from their partners.

Table 2: Perceived social support (as measured in MSPSS)

MSPSS Mean + SD
Total score 66.8 £16.4
Family score 23.8+6.1
Friend score 18.6 £ 8.1
Significant other score 244 +5.7

MSPSS: Multidimensional Scale For Perceived Social Support; SD = Standard deviation

Frequency of depression in the study population

PHQ 9 scale was used to screen for depression. In the study population, the minimum
scores were 0 and the maximum scores were 23. Out of 124 study participants, 35

screened positive for depressive disorders as per the PHQ 9 (i.e. they had a score > 7)
The frequency of depression was calculated using the following formula:

Frequency (P) = (Number of participants with depression ~ Number of participants in

the sample) x 100
35
Frequency = — * 100 = 28.2 %
124
Hence, the frequency of depression among the third trimester antenatal females in our
study is 28.2 %.

Inferential statistics

Comparison of socio-demographic profile between anxious and non-anxious

group
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Independent T test was used to compare the mean age between the anxious and non-
anxious groups as shown in table 3. There was no significant age difference that was

found in both the groups. (p = 0.545)

Table 3: Comparison of mean of age between the anxious and non-anxious groups

N Anxiety present Anxiety absent p (2 tailed significance)
(Mean = SD) (Mean = SD)
Age 124 275445 27.0+£3.8 0.545

(years)

Independent T test applied; N= total respondents; SD = Standard deviation

Table 4: Comparison of socio-demographic between the anxious and non-anxious groups

N Anxiety present N= Anxiety absent N=74 p (2 tailed

50 Median (IQR) Median (IQR) significance)
Family members 124 54 6(2) 0.099
Female family members 124 2.5(1) 3(2) 0.076
Income per month 124 70,000 (10,5000) 55,000 (131000) 0.491
(Rs)
Age of marriage 124 23.5(5) 23 (5) 0.551
Years of marriage 124 3 (4.4) 3(4) 0.949

Mann Whitney U test applied; N= Total respondents; IQR= Interquartile range; Rs =. Rupees
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Table 5: Comparison of socio-demographic profile between the anxious and non-anxious groups

Socio-demographic N (%) Anxiety present N= 50 Anxiety absent N = p (two
factors (Total=124)  (40.3%) 74 (59.7%) tailed)
Occupation

Working 28 (22.6%) 13 (46.4%) 15 (53.6%) 0.514
Housewife 96 (77.4%) 37 (38.5%) 59 (61.5%)

Education status

*

Less than graduate 36 (29.0%) 9 (25.0%) 27 (75.0%) 0.028
Graduate or higher 88 (71.0%) 41 (46.6%) 47 (53.4%)

Husband’s education

Not graduate 27 (21.8%) 10 (37.0%) 17 (63.0%) 0.825
Graduate or higher 97 (78.2%) 40 (41.2%) 57 (58.8%)

Husband’s

occupation

Professional 98 (79%) 41 (41.8%) 57 (58.2%) 0.654

semi-professional

Others 26 (21%) 9 (34.6%) 17 (65.4%)

Family type

Nuclear 17 (13.7%) 8 (47.1%) 9 (52.9%) 0.796
Joint/Extended 107 (86.3%) 42 (39.3%) 65 (62.7%)

Fischer exact test applied; N= total respondents; %= percentage, Percentages are row wise

Mann Whitney U test was used to compare the income between the anxious group and
the non-anxious group. There was no significant association between the two groups
(Table 4). Similarly, there was no significant difference between the number of family
members, the number of female family members, the age of marriage and the years of

marriage in the anxious and non-anxious groups.

Variables like the occupation of the respondent, her education status, occupation of
her husband, her husband’s education and the type of family were compared using the
Fischer exact test between the anxious and non- anxious groups. It was found that
there was no significant association was found between the anxious and non-anxious

groups except for the respondent’s education status. There were significantly more
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graduates or above in the anxious group than in the non-anxious group (p = 0.028).

(Table 5)

Comparison of clinical profile between anxious and non-anxious group

For comparing the variables like the parity of women (primigravida or multigravida),

planning of pregnancy, presence of risk factors in pregnancy, expected sex of the

baby, history of an abortion and live issues were compared with the anxious and non-

anxious group using the Fischer Exact test and it was found that there was no

significant difference between the two groups. (Table 6)

Table 6: Comparison of clinical profile between anxious and non-anxious group

Clinical variables N (%)

(Total=124)

Anxiety present N =

50 (40.3%)

Anxiety absent N

74 (59.7%)

= P (two tailed)

Gravida
Primigravida 63 (50.8%)
Multigravida 61 (49.2%)

Expected sex of the baby

Boy 57 (46.0%)
Girl 44 (35. 5%)
Any 23 (18.5%)

Planning of pregnancy
Planned 66 (53.2%)
Unplanned 58 (46.8%)

Associated risk with pregnancy

Present 46 (37.1%)
Absent 78 (62.9%)
History of abortion

No 96 (77.4%)
Yes 28 (22.6%)

History of an issue
No 79 (63.7 %)
Yes 45 (36.3%)

28 (44.4%)
22 (36.1%)

23 (40.4%)
15 (34.1%)
12 (52.2%)

24 (36.4%)
26 (44.2%)

21 (45.6%)
49 (62.8%)

40 (41.7%)
10 (35.7%)

33 (41.8%)
17 (37.8%)

35 (55.6%)
39 (63.9%)

34 (59.6%)
29 (65.9%)
11 (47.8%)

42 (63.6%)
32 (55.8%)

25 (54.4%)
29 (37.2%)

56 (58.3%)
18 (64.3%)

46 (58.2%)
28 (62.2%)

0.365

0.380

0.364

0.229

0.664

0.707

Fischer exact applied; N= total respondents; % percentage value; Percentages are row wise
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Table 7: Comparison of clinical profile between anxious and non-anxious group

N Anxiety present N = 50 Anxiety absent N = 74 p (2 tailed)
Median (IQR) Median (IQR)
POG (days) 124 243.5(34.5) 241 (42.25) 0.735
Number of 124 8(3) 6.5 (6) 0.031°

antenatal visits

Mann Whitney U test applied; N= Total respondents; IQR= Interquartile range

Mann-Whitney U test was used to compare variables like the period of gestation and
number of antenatal visits between the anxious and non-anxious groups and it was
found that there was no significant difference between the two groups in the matter of
their POG, however anxious group had significantly more number of antenatal visits.

(Table 7)

Table 8: Comparison of laboratory parameters between anxious and non-anxious group

Investigations N (100%) Anxiety present N Anxiety absent N p
(Total=124) =50 (40.3%) =74 (59.7%)

USG abnormalities

Normal 114 (8.1%) 46 (40.4%) 68 (59.6%) 1.000 (two sided)
Abnormal 10 (91.9%) 4 (40%) 6 (60%)

RH factor

Positive 115 (92.7%) 47 (40.9%) 68 (59.1%) 0.739 (two sided)
Negative 9 (7.3%) 3 (33.3%) 6 (66.7%)

Blood group

A 20 (16.1%) 9 (45.0%) 11 (55.0%) 0.693 (2 sided)

B 54 (43.5%) 23 (42.6%) 31 (57.4%)

AB 13 (10.5%) 6 (46.2%) 7 (53.8%)

o 37 (29.8%) 12 (32.4%) 25 (67.6%)

Fischer exact test applied; Fischer exact applied; N= total respondents; % percentage value; Percentages are row
wise
Comparison of laboratory parameters between the anxious and non-anxious

groups

Fischer exact test was used to compare lab parameters like blood group, rhesus factor
and USG abnormalities in the anxious and non-anxious groups. As shown in the table,

no significant difference was found between both the groups. (Table 8)
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Correlation between Pregnancy Related Anxiety Questionnaire Revised 2 and

socio-demographic and clinical variables

Table 9 shows the Spearman’s correlation between various continuous socio-
demographic and clinical variables with PRAQR2 scores and also with the three
PRAQR?2 subdomains. Total PRAQ-2 scores were found to be significantly positively
correlated with the total number of ANC visits (p = 0.016). The fear regarding
childbirth was found to be significantly positively correlated with the age of gestation
(p = 0.010) and with total number of ANC visits (p = 0.010). The concern about
appearance nearly significantly negatively correlated with the number of females in

the family (p = 0.052).

Table 9: Correlations between PRAQ R2 scores and its domains with socio-demographic and clinical profile

PRAQ R2
Total Childbirth Appearance Child’s health

p(p) p(p) p(p) p(p)

age -0.99 -1.28 -1.01 0.45
(0.276) (0.155) (0.267) (0.617)

Age of gestation 0.148 0.232 0.091 -0.052
(0.100) (0.010)" (0.316) (0.313)

Number of -.042 -0.138 -0.018 0.080
pregnancy (.643) (.126) (.844) (0.377)
Family Members -0.027 -0.039 -0.072 0.030
(.764) (.668) (.426) (0.742)

Females in family -0.160 -0.151 -0.175 -0.045
(.077) (.095) (.052) (0.621)

Total ANC visits 0.216 0.229 0.166 0.072
0.016)° (0.010)° (.066) (0.425)

Age of marriage -0.068 -0.043 -0.108 0.013
(:454) (.635) (:231) (0.888)

Number abortions -0.036 -0.076 -0.018 0.056
(.692) (.404) (.846) (0.537)

Live issues -0.042 -0.126 -0.032 0.094
(.641) (.164) (.722) (0.299)

Education -0.033 0.024 -0.067 -0.035
(.718) (.790) (.457) (0.703)

Husband’s -0.088 -0.079 -0.056 -0.068
education (.329) (.386) (.537) (0.455)

Spearman Correlation applied, p = Spearman correlation coefficient; ANC: antenatal clinic
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Correlation between the MSPSS scores with socio-demographic and clinical

variables

Table 10 shows the Spearman correlation between MSPSS scores and various socio-
occupational and clinical variables. Total MSPSS scores were found to be
significantly negatively correlated with the number of times the respondent was
pregnant (p = 0.046), and significantly positively associated with the age at which the
respondent got married (p = 0.012) and her education status (p = 0.022). The
significant other domain of MSPSS was found to be positively correlated with the age
of marriage (p = 0.034). The MSPSS domain concerning perceived social support
from family was found to be significantly negatively correlated with the number of
pregnancy (p = 0.022) and nearly significantly negatively correlated the number of
abortions (p = 0.055), and significantly positively associated with the number of
females in the family (p = 0.021), and the age of marriage (p = 0.037). Perceived
social support from friends was found to be significantly positively correlated with the
age of marriage(p = 0.021), education status (p = 0.011) and nearly significantly
positively correlated with husband’s education (p= 0.052).

Mann Whitney U test was used to compare the scores of MSPSS with categorical
socio-demographic and clinical variables. It was found that, working respondents
have significantly more perceived social support from significant other compared to
housewives (p = 0.022) (table 11). Respondents who were in a joint family had
significantly more perceived social support from their family compared to those living
in nuclear families (p = 0.039) (Table 12). Those who planned their pregnancy (p =
0.036) had significantly more perceived social support from their friends (Table 13)
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Table 10: MSPSS scores and various socio-occupational and clinical variables

MSPSS
Total PSS SO FAM FRI
p(p) p(p) p(p) p(p)
age 0.119 0.084 0.062 0.151
(0.190) (0.353) (0.497) (0.093)
Age of gestation 0.037 0.030 0.052 0.027
(0.683) (0.737) (0.564) (0.764)
Gravida -0.180 -0.016 -0.206 -0.150
(0.046)* (0.857) (0.022)* (0.095)
Family Members -0.033 -0.068 0.038 -0.086
(0.720) (0.453) (0.674) (0.344)
Females in family 0.126 0.000 0.207 0.080
(0.165) (0.998) (0.021)* (0.376)
Total ANC visits -0.019 0.065 -0.047 0.007
(.835) (0.476) (0.607) (0.936)
Age of marriage 0.224 0.191 0.188 0.208
(0.012)* (0.034)* (0.037)* (0.021)*
Number abortions -0.154 -0.084 -0.173 -0.088
(0.088) (0.352) (0.055) (0.334)
Live issues -0.096 0.049 -0.119 0.99
(0.287) (0.587) (0.188) (0.274)
Education 0.206 0.172 1.06 0.229
(0.022) (0.056) 0.241 (0.011)*
Husband’s education 0.128 0.128 0.063 0.175
(0.156) (0.156) (0.488) (0.052)

Spearman Correlation applied, p = Spearman correlation coefficient; SO: significant other; FAM: family; FRI:

friends, ANC: antenatal clinic

Table 11: Mann Whitney U test to compare the scores of total MSPSS and its various domains with occupation

Housewife (N= 96 (77.4%)) Working (N= 28 (22.6%)) P (two

Median (IQR) Median (IQR) tailed)
Total 69.5 (24) 75 (55) 0.101

MSPSS SO 26 (6) 28 (1) 0.002*
FAM 26.5(5) 26.5 (6) 0.624

FRI 20 (13) 22.5(11) 0.176

Mann Whitney U test applied; N=number, MSPSS: Multidimensional scale for perceived social support; SO:
significant other; FAM: family; FRI: friends; SD: standard deviation; IQR: Interquartile range
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Table 12: Man Whitney U test to compare the scores of total MSPSS and its various domains with family type

Joint family (N=107 (86.3%)) Nuclear family (N= 17 P (two tailed)
Median (IQR) (13.7%)) Median (IQR)
Total 71 (21) 68 (26) 0.455
SO 27 (4) 28 (4) 0.519
MSPSS  FAM 27 (4) 24 (14) 0.039*
FRI 20 (13) 21 (10) 0.745

Mann Whitney U test applied; N= number, MSPSS: Multidimensional scale for perceived social support; SO:

significant other; FAM: family; FRI: friends; SD: standard deviation, IQR: Interquartile range

Table 13: Mann Whitney U test to compare the scores of total MSPSS and its various domains with planning of
pregnancy

Planned pregnancy  Unplanned pregnancy P (two tailed)
(N= 66 (53.2%)) (N=58(46.8%))

Median (IQR) Median (IQR)
Total 73.5 (24) 68 (20) 0.081
SO 27.5 (4) 27 (7) 0.380
MSPSS FAM 27 (4) 25.5(6) 0.297
FRI 22 (13) 19.5 (14) 0.036*

Mann Whitney U test applied; N=number, MSPSS: Multidimensional scale for perceived social support; SO:
significant other; FAM: family; FRI: friends; IQR: Interquartile range

Association of perceived social support and anxiety

As shown in the table 14, Man Whitney U test was applied to compare mean scores of
MSPSS scale and all its domains between the anxious and non-anxious groups. It was
found that anxious group had significantly low total MSPSS scores (p = 0.002) and
the scores of all their subdomains, significant other, friends and family (p = 0.006,

0.031 and 0.004 respectively)

Table 14: Comparison of MSPSS scale sores and its subdomains between the anxious and non-anxious groups

Anxiety present Anxiety absent p (two tailed)
Median (IQR) (N =50 Median (IQR) N =74 (59.7%)
(40.3%))
MSPSS  Total 66 (24) 73 (20) 0.002*
SO 25 (8) 28 (3) 0.006*
FAM 25(11) 27 (4) 0.031*
FRI  18.5(15) 22 (13) 0.004*

Mann Whitney U test applied; N=number, MSPSS: Multidimensional scale for perceived social support; SO:
significant other; FAM: family; FRI: friends; IQR: Interquartile range
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Association of perceived social support with pregnancy related anxiety.

Table 15 shows the spearman correlation between PRAQ R2 scale, its various
domains and MSPSS scale, and various domains. Significant negative correlations
were found between the total MSPSS scores and the total PRAQ R2 scores and all the
domains of PRAQ R2.

The significant other and the family domains of SPSS were found to be significantly
negatively associated with the total score, the concerns about own appearance scores
and the fear of bearing a handicapped baby scores. The friends domain was found to
be significantly negatively correlated with the total PRAQ R2 scores, and the

concerns regarding appearance scores and the fear regarding childbirth scores.

Table 15: Correlation of MSPSS scale scored and subdomains with PRAQ R2 scale scores and subdomains.

PRAQ R2
Total Childbirth Appearance Child’s health
p(p) p(p) P (p) p(p)
Total PSS -.293 -.185 -.294 -0.197
(.001)* (.040)* (.001)* (0.028)*
SO -.209 -.144 -179 -0.251
(.020)* (.109) (.047)* (0.005)*
FAM -.257 -.108 =297 -0.231
(004)* (:231) (.001)* (0.010)*
FRI -.268 -.208 -.265 -0.85
(.003)* (.020)* (.003)* (0.350)

Spearman correlation applied; p = Pearson’s correlation co-efficient

Comparison of the depression between the anxious and non-anxious groups

Table 16: Comparison of the depression between the anxious and non-anxious groups

Depression N (%) Anxiety present N = Anxiety absent N = P (two tailed)
(Total=124) 50 (40.3%) 74 (59.7%)

Present 35 (28.2%) 26 (74.3%) 9(12.2 %) <0.001"

Absent 89 (71.8%) 24 (27.0%) 65 (73.0%)

Fischer exact test applied; N = number; %= percentage

Fischer exact test was used to compare the presence or absence of depression in the
anxious and non- anxious groups. It was found that those who had pregnancy related

anxiety had significantly more depression.(p < 0.001) (Table 16)
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Comparison of perceived social support between the depressed and non-

depressed groups

The Table 17 shows a that respondents with depression had significantly low total
MSPSS scores (p = 0.010) and significantly low scores on the significant other (p =
<0.001) and family domains (p = 0.012), but no significant difference in the scores of

friends domain.

Table 17: Comparison of MSPSS scores and all their subdomains in the depressed and non-depressed groups

Depression present Median Depression absent Median P (two tailed)
(IQR) (N=35(28.2%)) (IQR) (N=189 (71.8%))
Total 73 (20) 64 (36) .010*
MSPSS SO 24 (11) 28 (3) <.001*
FAM 24 (12) 27 (4) 012%
FRI 18 (15) 21 (14) 0.098

Mann Whitney U test applied; N = number; MSPSS: Multidimensional scale for perceived social support; SO:
significant other; FAM: family; FRI: friends; IQR: Interquartile range
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DISCUSSION

Discussion

The aim of the study was to assess the relationship of various socio-demographic
variables, clinical variables and perceived social support with pregnancy related

anxiety in third trimester antenatal females.
Prevalence of pregnancy related anxiety

In the present study, the frequency of pregnancy related anxiety in third trimester
females is found to be 40.332%. The prevalence of anxiety in antenatal females is
highly variable in existing literature. This may be due to differences in socio-
demographic characteristics of study participants, diagnostic criteria, instruments used
and the differences in the study population i.e. phase of the pregnancy. The global
prevalence of anxiety disorder in pregnancy is found to be 20.7% as per a meta-
analysis.”” Prevalence during the third trimester was found to be 24.5%.'* Higher
prevalence was found in the studies conducted during the COVID 19 pandemic

ranging from 30.5% to 34%. 28,29

In the existing Indian literature too, the prevalence of anxiety was found to be highly
variable ranging from 1.41% to 55.7%.°*> In the Indian study, conducted by Nath et
al. 2019, in a tertiary care hospital in Bangalore, a higher prevalence was found
around 55.7%. Pregnancy related thoughts scale was used to screen for pregnancy
related anxiety. In this study, the authors report a disproportionately higher prevalence
rates compared to rest of the Indian studies. The authors speculate the reason for such
a high prevalence of anxiety is the screening tool they used.” In another study done
by Goyal et al, in North India, anxiety disorders were diagnosed with the help of
MINTI structured interview. It was found that 1.41% of the women suffered from
anxiety unspecified. Other anxiety disorders were not mentioned in the study, and
pregnancy related anxiety was not assessed. The assessment of anxiety using MINI
and not assessing for the pregnancy related anxiety might have led to the low
prevalence of anxiety in this s‘[udy.56 In a multicentric study done by Tikka et al.
2021, it was found that the prevalence of moderate to severe anxiety as measured by
GAD 7 scale was found to be 11.1% and that of mild anxiety was found to be
24.5%.> Hence the reason for high variability might be due to difference in the scales

used for assessment of anxiety. It is also important to note that pregnancy specific
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anxiety scales are not used in many studies, which might lead to a decreased
prevalence of pregnancy specific anxiety. Another reason for the same might be

differences in the study sample e.g. the phase of pregnancy.

The present study was not powered to calculate the prevalence of pregnancy related
anxiety, hence this finding is not generalizable. Higher frequency than the global data
for anxiety in pregnancy was found among our study participants. The reason for
higher frequency might be due to the study being conducted during the COVID 19
pandemic when the hospital in consideration was taking patients on the basis of
appointments and booking an appointment in the hospital for routine antenatal check-
up was difficult. Another reason for high prevalence in the present study might be that

we included only the third trimester antenatal females in the study.
Anxiety during pregnancy

It was found that the women were significantly more worried about the process of
childbirth than worrying about the changes in the body, which was significantly
higher than worries regarding bearing of a handicapped child.

In a study by Brunton et al. 2020, done in Australia, it was found that the body image
concerns scored the highest on pregnancy anxiety scale, followed by childbirth related
concerns, which was followed by the baby concerns. Whether the difference between
them was significant or not, it was not mentioned in the study.®* The study points out
how in the first world nations, body image issues are matters of major concerns for

the pregnant lady.

In another study done in Turkey by Ozan et al. 2020, and it was found that the highest
score for PRAQ R 2 in the study population was about fear of giving birth which was
in line with our study. Hence in low to middle income countries, worries regarding the
process of childbirth are higher. However, in this study, it was found that worries
regarding bearing a handicapped child ranked next which was followed by the
concern about own appearance.  This is in contrast to the present study in which

worries regarding own appearance was more than bearing a handicapped baby.

The reason for this conflicting finding, lies in the socio-cultural milieu of the study
population. In this region there is belief that whatever is thought about, read, listened
to or dealt with during the pregnancy, affects the baby. Hence women in this region

during pregnancy start reading religious texts and listen to devotional songs so that
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the child has born with good values. Women do not want to think or speak about the
baby’s ill health because as per the beliefs, these thoughts might actually affect the
unborn baby.

Socio-demographic factors and anxiety

As per the existing literature, multiple socio-demographic variables are associated
with anxiety. However, findings in most studies are not consistent. The inconsistency
can be explained by the difference in the study population (phase of the pregnancy),
the difference in the method of diagnosis, i.e., interview-based or questionnaire-based,
the difference in the instruments used, i.e., self-reported or clinician-reported, and the

socio-cultural-economic differences among various populations.

Our study also found that anxious group had significantly higher individuals with
higher education (graduates or higher) (p = 0.028). This is in line with a few

.36, 41, 45
studies,”™ "

the proposed reasons for the same being that women with higher
education have worries regarding their career, and caring for the baby and career
simultaneously might be difficult to manage in the future. Another reason is that
educated and working women live in smaller families, which would decrease their
support from family members, due to which they are more anxious. These findings
are however, in contrast to other studies, where it was found that respondents with
low education levels were found to be significantly more anxious compared to highly
educated women.”® *” ® This was also concluded in a systematic review, done by
Nisar et al. in which high education was found to be a protective factor against
perinatal depression.®” The hypothesized reasons for the same include that less
educated women do not have the necessary knowledge regarding the pregnancy,
delivery and child-care which may lead them to be more anxious. The reason for this
unusual finding might be that the majority of participants in the study were highly
educated. The reason for this might be that the study was conducted at the height of

COVID 19 lockdown, and taking an appointment for a regular antenatal checkup was

difficult and hence might have been difficult for less educated population.

In the present study, the age of the anxious group was slightly higher than the non-
anxious group, however, there was no significant difference between both the groups.

In some studies, however, anxious group was significantly younger than the non-

37, 44

anxious groups and in some studies, anxious group was significantly older
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compared to the non-anxious group.41 The hypothesized reasons for the same are that
younger woman especially adolescents are more prone to developing anxiety during
pregnancy because of their unpreparedness with their pregnancy and higher age group
might be more anxious due to probable complications in their pregnancy associated

with age.

In the present study, the rest of the socio-demographic variables like number of family
members, number of female family member, income, age of marriage and years of
marriage were not significantly different in the anxious and non-anxious groups. It is
in contrast to a few studies, which found that those belonging to a minority population

33,38 .
°% were found to be more in

group, > ** low socio-economic status®” °* housewives
the anxious group than the non-anxious groups. As per a study done in Nigeria,
women working as traders and those living in urban setting had significantly more
anxiety. *' As per a study by Effati-Daryan et al. 2020, it was found that, spouse’s
educational level, spouse’s support, marital life satisfaction and number of

pregnancies were significantly associated with the anxiety score.*’

The number of female members of the family nearly significantly and negatively
correlated (p = 0.052) with the worries regarding the body changes associated with
the pregnancy. This finding might be explained by the concept that females seeing
other females going through the similar process of child bearing, might feel less
worried about the changes in their own body. Existing literature does not comment on
this finding and more literature needs to be done to understand the role of female

family members in reducing the anxiety of pregnant women.
Clinical variables and laboratory parameters

In our study, there was no significant difference between the POG, between the
anxious and non-anxious groups. However, worries regarding the process of
childbirth correlated significantly with period of gestation. This is in line with the
study by Silva et al. 2017, it was found that anxiety in pregnancy increased with
increase in gestation, and anxiety was more in third trimester compared to the first
and second trimester, however, the result was not significant. *® The explanation for
this finding is that with the advancement of pregnancy and the approaching childbirth
and the anticipation of increasing responsibility, anxiety might increase. In contrast to

this, as per a study done in Australia, it was found that anxiety levels were higher in
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both the first trimester and the last trimester of pregnancy and were significantly
lower in the middle of the pregnancy.69 The possible explanation of this finding is that

women are unprepared and unsure of their pregnancy, hence are more anxious.

In the present study, the reason for no significance may be that only third trimester
females have been included in the study, hence significant difference was not seen
with gestation. However, in our study it was found that worries regarding the process
of childbirth correlated significantly with period of gestation. This implies that
worries regarding process of childbirth increases with the increase in period of

gestation, hence approaching childbirth increases the fears associated with it.

In the present study, no significant association was found between the anxiety and
whether the respondent is primigravida or multigravida. Studies in this sphere have
given varied results. As per a study by Fisher et al. 2013, it was found that primiparity
was significantly associated with common mental disorders in early pregnancy.70 As
per a study by Faisal-Cury the findings were similar to the present study and there
was no significant difference between the two groups.”' In yet another study,
multiparity was significantly associated with depressive symptoms.’’ The
hypothesized reasons for more anxiety in primiparous women is that women who are
experiencing pregnancy for the first time may be anxious about it. The possible
reasons for experiencing more anxiety in multiparous women might be bad
experience in the previous pregnancy, or in lower- and middle-income countries,

pressure of delivering at least one male child.

In our study, no significant difference between the anxious and non-anxious group
and respondents having a history of abortion. This is in contrast with the study by
Silva et al. 2017, in which there was a significantly higher number of women who had
previous bad obstetric history in the anxious group.3 ¥ A similar finding was found in a
study done in Brazil, anxiety was significantly associated with previous abortions, ’'
similar findings were also seen in a study done in Vietnam.”® Similar conclusion was
also made in a systematic review.’® However there has been a study in literature
which found no significant association between previous pregnancy loss and
anxiety.”> Reason for this finding might be that very high risk pregnancies were

removed from the study and the women were attending a tertiary care hospital hence

more reassured about a better treatment.
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There was no significant difference in planning of pregnancy and associated risk with
pregnancy between the anxious and non-anxious groups. This is also in contrast with
the findings in the previous studies, which found that anxious women were
significantly more likely to have an unwanted pregnancy than non-anxious women.””
3% 7 However, it has also been mentioned in literature that these symptoms are more
prominent in early pregnancy and decrease in late pregnancy.’’ The reason that has
been quoted in existing literature is that in the first trimester, women with an
unplanned pregnancy are unsure about having a baby in the first trimester, however,
by the third trimester, they are more accepting of their pregnancy and the child. This
finding was not found to be significant in our study as we have included only the third
trimester antenatal females.

High risk pregnancies are also found to be significantly associated with anxiety in

. 13, 36, 45
literature. > >

High risk pregnancies were not found to be significantly associated
with anxiety in our study since we excluded very high-risk pregnancies from the study
like severe pre-eclampsia, eclampsia, gestational diabetes mellitus on insulin or

women with chronic illnesses.

The number of times, the respondent came for antenatal checkup was significantly
higher in the anxious compared to the non-anxious groups. In addition, the total ANC
visits also significantly correlated with the total PRAQ R2 scores and the worries
fears related to childbirth on the PRAQ R2 scale. Similar findings were found in a
study done by Andersson et al. in 2004 it was found that antenatal depression and
anxiety increased the number of antenatal visits.”* In another study, it was found that
low risk pregnant women who were advised less number of antenatal visits were
found to have higher worries about their pregnancy.” In another study it was found
that women having higher neuroticism had higher healthcare utilization during their
pregnancy than those who did not.”® The reasons for these findings might be
bidirectional, on one hand, women who are not able to visit their obstetricians as
frequently might be anxious and on the other hand, women who are anxious may visit
more frequently for antenatal checkups. Also women who have risk factors during

pregnancy may have to visit more frequently and hence are more anxous.

In the present study, anxious and non-anxious groups did not have any significant
difference between the number of respondents with abnormal USG findings. This is in

line with the study done by Larsson et al. 2009, which found that there was no
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significant difference in anxiety as measured by the State Trait Anxiety inventory
between women who had and had not have choroid plexus found in their USG
findings.”” This is in contrast with the study done by Hoskovek et al. 2008 in Turkey
which found that soft signs on USG were significantly higher levels of state anxiety as
measured by the State trait anxiety form Y.”® In another study in the USA,
indeterminate findings on the USG was associated with higher pretest and post-test

anxiety compared to normal antenatal ultrasound.”

The reason for different findings across studies might be due to the various socio-
cultural differences between the groups and the understanding of the perinatal
ultrasound findings in antenatal females. In the Indian setting, women due to lower
education status might not understand the meaning and importance of an antenatal
scan. Sometimes, in the Indian setting, less educated or illiterate women may not be
able understand abnormal findings in their antenatal scan and hence not feel worried

about the same.

In the present study ABO blood group, RH negative blood group had no significant
difference between the anxious and non-anxious women. Similar studies were not

found in literature.
Sociodemographic and clinical variables with the perceived social support

In the present study, the total perceived social support significantly positively
correlated with the age of marriage and also with the respondent’s education levels.
Existing literature does not comment on similar findings. The probable reason for this
finding is that with increased with higher age of marriage, the education status of the
women also increases and hence, those around her view her as an asset and support

her more.

The total social support significantly negatively correlated with the number of times
the women had got pregnant. It was also found that social support from the family
nearly significantly negatively correlated with the number of times the women had got

pregnant and the number of abortions the woman had previously.

The possible reason for this finding is that those around her care for a woman more
during her first pregnancy, and the care decreases with subsequent pregnancies.
Another reason might be that in low and middle-income countries, higher number of

pregnancies is associated with higher female children, and there is a pressure on the
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women to give birth to at least one male child, hence the perceived social support
declines. Also, women in India have to face stigma associated with birth of a female
child and recurrent abortions, which might cause a decline in their social support.

Existing literature does not comment on these factors, and further studies are needed.

Social support from significant other significantly positively correlated with the age
of marriage. Support from family was also found to be significantly correlated with
age of marriage and number of females in the family. In addition to this, working
women were also found to have significantly more perceived support from their
significant others. Education levels might be associated with age of marriage. Women
who are either working or educated might receive more support from their partners as
they would be viewed as an equal by the spouse and an asset to the household. In
existing literature, similar studies are scarce and more research needs to be done on

the same.

As expected, women who were living in joint families were found to have
significantly more support from family members compared to women who were

living in nuclear families.

Social support from friends significantly correlated with age of marriage, education,
and husband’s education. In addition to this, support from friends was found to be
significantly higher in respondents who had planned their pregnancy. The probable
reason for this finding is that women who have support from friends are often more
educated, married late, probably had a career, and were generally from a higher social
stratum pertaining to their husband’s education. Also, these women had more control
over when they wanted to start their families. Similar studies were found in literature
that studied the role of social support and undesired pregnancies. As per a study, done
by Moseson et al. 2018 in United states of America, it was found that those who
reported low social support had nearly seven times the odds of an undesired
pregnancy as compared to women who reported higher social support among white
women. No relation was found between undesired pregnancy and social support in
black women.*® In another study done by Feld et al. 2021, in a low-income population
in the United States, it was found that for every 1 unit increase of tangible social
support, women were 14% less likely to have an unintended pregnancy.®' In the

Indian setting, where women usually live in joint families, where support from family
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is usually high, social support from friends stand out in empowering a woman to have

desired pregnancies.

It can thus be concluded that women who married late, had higher education, working
women, those who had less number of pregnancies and less number of previous

abortions had more social support from one or more sources.
Anxiety and perceived social support

In the present study, we found that perceived social support and all its domains was
significantly lower in the anxious group compared to the non-anxious group. This
finding is in line with most studies conducted in the high-income nations, as well as
the low- and middle-income nations. Studies done in high income countries like a
study done by Akiki et al. 2016 it was found that feeling unsure about the pregnancy,
having a low self-esteem and low social support from significant other and family
were significantly associated with state-anxiety during the second trimester.*®
Similarly, a study done in Germany by Martini et al. in 2015 it was found that
psychosocial and interpersonal factors like partnership satisfaction, social support,

maternal education were associated with anxiety significantly. K

These findings have also been replicated in the low- and middle-income countries like
a study done by Shafaie et al. 2018 among 372 Iranian participants, it was found that
significant negative correlation between perceived social support with anxiety. *°
Similar results were found in a study done in Paksitan by Waqas et al. 2015 found that
relationship between the total number of children, gender of previous children and

anxiety and depression was mediated by social support. **

Studies done in China by Tang et al. 2019, it was found that low to moderate level of
social support is a risk factor for the development of perinatal stress.”> In another
study done by Shangguan et al. 2021, it was found that no one providing everyday

support is associated with mild anxiety.*

Similar findings have also been found in a study done in India in Bangalore by Nath
et al. 2019, which included 380 women found that lower socioeconomic status, low
social support and depression emerged as significant determinants of anxiety.’>

.. . . . . 24. 82
Similar conclusions were also drawn in two a systematic reviews.””

However, one study from Canada, done by Dunkel Schetter et al. 2016 did not have

similar results. It was a cohort study including 5217 pregnant women, it was found
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that higher anxiety was associated with higher social support.*” The reason for the

same might be difference in the study population characteristics.

It must however, be borne in mind that perceived social support is deeply seated in the
social interaction and culture of a population. In our study, we found that anxiety due
to worries regarding child birth did not significantly correlate with social support from
significant other and family, however, it significantly correlated with social support
from friends. The reason for this finding might be due to the social convention that
women do not talk about issues of childbirth with their husbands or family members,
except possibly the mother or mother-in-law, while it is socially appropriate for
women to discuss these matters with their friends. Similarly, the anxiety regarding the
birth of a handicapped baby did not significantly correlate with the friends domain,
but did so with the significant other and family domain. The reason for this might be
that significant other and family support may prove useful in case of the birth of a

handicapped baby, while support from friends might not.

In a study from Iran, which studied 270 nulliparous women, it was found that the total
perceived social support correlated significantly with fear of childbirth,* in another
study in Malawi however, social support did not differ between women who were
afraid or not afraid of childbirth.* Similarly it has been found in a African study, that
anxiety did not correlate significantly with social support of family, however it did so
with the social support from friends.>* In another study conducted in Icelandic
women, it was found that distressed pregnant women had significantly low family and
friends’ support, but not partner support®. Depending upon the country and their
social and cultural milieu, social support from different sources is negatively
associated with anxiety. In collectivistic cultures like Eastern nations, support from
family might be more important. In Western nations, having individualistic cultures,
social support from significant others might be more important. More research is
needed in this area comparing social support from various sources and anxiety during

pregnancy in different regions of the world.
Prevalence of Depression

Frequency of depression in our study during the third trimester in antenatal females is
found to be 28.3%. In comparison to the world literature which included 173 studies

and 182 reports was the prevalence of anxiety was found to be 20.7%.% As per a
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meta-analysis done in South East Asia, which included 13,087 pregnant women
across thirty-three studies, it was found that pooled prevalence of antenatal depression
was 24.3 %. With lower prevalence rates for India and Sri Lanka and higher rates for

Pakistan and Nepal."’

The prevalence was found to be slightly higher during the COVID 19 pandemic
depression was assessed in 37 studies (N = 47,677) and a pooled prevalence of 25.6%

28
was found.

In our study, prevalence of depression is found to be similar to that of studies done

during the COVID 19 pandemic.
Anxiety and depression

In our study it was found that anxiety has been significantly associated with
depression. Anxious third trimester pregnant females have a significantly higher rate
of depression compared to non-anxious females. Similar findings have been found in
most of the studies across countries, including the higher as well as the lower income
countries. A study done in India by Nath et al. 2019 in India, it was found that anxiety
and depression appeared to be strongly and significantly associated.”® In another study
done in Pakistan by Waqas et al. 2015, similar results were found.*” Similar findings
were found in a study done by Gonzalez-Mesa et al. 2019 done among Turkish and
Spanish women in Turkey.** The reason for this may pertain to the similar neuro-

biological mechanisms that mediate anxiety and depression.88
Depression and perceived social support

In the present study, the depressed group had a significantly low levels of perceived
social support than the non-depressed group. Not only that, social support from
significant other and family domain were significantly lower in the depressed group
than in the non-depressed group however, there was no significant difference between

the social support from the friends in both the groups.

Association of low social support is in line with various studies done in the past which
also conclude that low social support is associated with depression.’® **! As per a
meta-analysis done for assessing social support and post-partum depression among
Indian post-partum females concluded that a lack of support from husband was

significantly associated with depression.”? A study done in China also found a similar
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finding of high influence of partner and parental support on perinatal depression

compared to support from friends which is similar to our study.”

As per a study done in Australia it was found that social support in the form of
reassurance of worth and a reliable alliance during their pregnancy significantly
associated with depression, however, social support in the form of guidance did not
associate significantly with depression during pregnancy. This may point towards a

. . . . 90
less importance of peers in perinatal depression.

The possible reason for significant association between depression and partner and
family support in pregnant females might be due to the Indian cultural setting where
the women is usually living with their partners in a joint family. The possible reason
for not finding a significant association between the depression and social support
from friends might also lie in the peculiar Indian social setting where the female after

her marriage goes to her husband’s home, leaving her own family and friends behind.
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CONCLUSION

In this cross-sectional study, around 40% of the women were found to have anxiety
during third trimester pregnant females. Higher education was found to be associated
with higher anxiety. Anxiety also significantly associated with perceived social
support. The findings of this study suggest that low perceived social leads to increased

risk of anxiety in pregnancy.

Findings of this study also give an insight into the socio-cultural milieu in Western
India surrounding a pregnant female. Findings like decrease in the social support with
increase in the number of pregnancy, point towards unique stigma women in India
have to face possibly around the birth of female children. Increase in social support
with increase in age of marriage and education point towards a better support among

educated women.

The prevalence of pregnancy related anxiety is high, proper screening of anxiety
among pregnant females might be necessary. Reassuring them, educating them and
enhancing their social support, might be the key to decreasing anxiety and improving

their quality of life and also preventing adverse effects on the unborn baby.
Strengths of the study:-

1. The study highlights pregnancy related anxiety in pregnancy and its association
with the perceived social support.

2. It was done during the COVID 19 pandemic, hence found a unique opportunity to
study anxiety among pregnant women amidst global health crisis.

3. The study was done in Indian setting, where social support holds great importance
owing to the collectivistic eastern culture and close family bonding.

4. The study provides an insight to the Indian social and cultural milieu surrounding
a pregnant female.

5. The study sheds light on the various domains of perceived social support and
pregnancy related anxiety and their relation with each other, which helps us
understand the various types of worries during pregnancy and the possible areas of

social support women have in our country, and their interplay with each other.
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Limitations of the study:-

1. Small sample size is the major limitation of the study.

2. Sample drawn from a tertiary care center and not from the community.

3. The study was a cross - sectional study, hence does not comment upon the course
of anxiety during pregnancy.

4. Since the study is done in the COVID 19 pandemic, it may not be generalizable to
the population.

Clinical implications of the study:-

1. Prevalence of pregnancy related anxiety is high.

2. Proper screening of pregnancy related anxiety must be done in the antenatal
clinics in India

3. Capacity building for proper screening and referral must be done for obstetricians
across the country

4. Building up referral system for proper mental health care of distressed pregnant
woman needs to be done

5. Capacity building for basic counselling services for obstetricians must be done

6. Reducing stigma associated with mental illnesses specifically among pregnant
women, so that there is a better utilization of psychiatric services wherever they
are needed

7. Enhancing social support must be considered as an important method for reducing

pregnancy related anxiety.
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PATIENT INFORMATION SHEET

Study conducted by: Dr Isha Kaur Arora

Name of Participant:

Date:

Title: A cross- sectional study to assess the relationship between pregnancy
related anxiety and perceived social support in third trimester antenatal females.
Aim of study: The aim of the present study is to assess the relationship between
pregnancy related anxiety with perceived social support in third trimester antenatal
females.

Centre: Study will be carried in patients antenatal clinic of the Obstetrics and
Gynaecology department of All India Institute of Medical Sciences, Jodhpur,
Rajasthan under the supervision of Dr Pratibha Gehlawat

Study procedure: The patient will be one of the multiple patients recruited in this
study. After taking written informed consent, socio-demographic and -clinical
information will be collected. Patient will be given questionnaire booklet to fill self-
administered questionnaire. Detailed psychiatric interview will be taken for all
patients for confirmation of diagnosis of anxiety and other psychiatric disorders.
Confidentiality: The identity of each patient will be kept confidential.

Risk: Enrolment in the study will not pose any risk to the patient. Patient can
withdraw from the study at any time without offering reasons. Not participating in
study will not lead to any treatment being denied

For further information or questions, the following personnel can be contacted:

Dr Isha Kaur Arora, Junior Resident, Department of Psychiatry, All India Institute
of Medical

Sciences, Jodhpur, Rajasthan.

Phone number: 7568372224, email address: ishaaroral 050@gmail.com

Dr Pratibha Gehlawat

Assistant Professor

Dept. of Psychiatry,

All India Institute of Medical Sciences,

Jodhpur, Rajasthan.
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All India Institute of Medical Sciences
Jodhpur, Rajasthan

Informed Consent Form

Title of Thesis/Dissertation : A cross- sectional study to assess the
relationship between pregnancy related anxiety and perceived social support in

third trimester antenatal females.

Name of PG Student : Dr. Isha Kaur Aroa  Tel. No. 7568372224
Patient/Volunteer Identification No.

I, , S/o
or D/o, R/o give my full, free, voluntary

consent to be a part of the study “A cross- sectional study to assess the relationship
between pregnancy related anxiety with perceived social support in third
trimester antenatal females.” the procedure and nature of which has been explained
to me in my own language to my full satisfaction. I confirm that I have had the
opportunity to ask questions.

I understand that my participation is voluntary and am aware of my right to opt out of
the study at any time without giving any reason.

I understand that the information collected about me and any of my medical records
may be looked at by responsible individual from AIIMS Jodhpur or from regulatory
authorities. I give permission for these individuals to have access to my records.

Date:

Place: Signature/Left thumb impression

This to certify that the above consent has been obtained in my presence.

Date:

Place: Signature of PG Student
1. Witness 1 2. Witness 2

Signature Signature

Name: Name:

Address: Address:
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Patient Information sheet (Hindi)
TG GIAHTITT b [T F=T I

SIIReIey: S ST PR IRIST

PICIRIRCARGIEE

feTa:

i T [AATE! & gqaqd AfRarsil § Hiord ArHfors aHei= & 1
hIF—TIITT e |

AL BT I Al fTWE & yoagd el # &fda amfoe
foT0 U hiA—31 I 37egy |

D5 S T EdEad @ ERE H 3l 3 SWiee difw Afsdha
AR, YR, 99 9 S T & MU 9T | e arel ARl |
eI fhar SITeT |

g ufsear: ufaaf 9 s § o Al § 9 e g | falkag
god |gAld o & 918, ARhId SIFeRI A DI Sl | IR Bl
TI—INRIT TeTdell 9= & foTU yeATge < SITeify | gArdell § WhR &
MR TR, AR BT AhR fHar STum |

MYRIAr: gd@ 00 & g8ar= MU= G STy |

I b AYIfad s Ife fed 7N &1 Ao wu 9 Rifad orn
S 8, A dEN 6 gdgd & oY HARMT Harsll & foly Sugth NhRe
ETIT SITQTT |

SiRaw: areggs d AMihd ¥ I BT BIs Wax B s8R | I AT
foel dRUT & fHA I T eTIT W B FhdAl © | JWIH H 9N T8l
o9 9 BT ff SUAR 9 SR T8l fhar S

Jfd BRI AT U1 & forg, fF=ferRad o 9 Wud fHar <1 dadar
2

Sf 39T DR IRTST

HIF HeR: 7568372224, éﬁa UdT: ishaaroral 050@gmail.com

SF i1 Tgetrad

HE—D B

A= BT I,

3Rae WRATT JMYATT HeIT,
SEYR, TSTRAT
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Informed Consent form- Hindi
3ol SEAT 3T¥ecYe 3HTH HBhd ASSHH
SR, ISTEATH
GIERISESISECEE

AN/ 2nie yaer &1 Mo TR [THIET & oRIayd Afetall § Hid Amioe
JHIT B AT THIGRAT ¥ FdfSd f=ar & 9 GaeT &7 3MMbol B & folv U
P II—3THIIT eI |

dIofl 81 &1 A19: ST, 397 R 3RTST

TABIE FaR 7568372224

R A B R ol e 1= 1 BS £ |

I gul, e, Wiewd AedAkd B A [HE & yayd Afearel § wid qmifod
HI—IATANNT AT | 3eFTT BT U 34T a1 & forg <, e ufhar aiiR
UG HIT Al Ul Aqfe @ forg SR e # s 2 # gfte wear € %
AqTel gB BT TR AT 2|

§ e g 6 W anfier) Wies g iR 91 (6l aRu & 6 1 99y
T W dER e & W ATHR A 7@ |

# 9aear g 5 W IR W A N Aea Rels & IR # wahd STHaR @
AIIMS, Jodhpur a1 e AfIHTRAT & TR =IRe gRT <@T 7 Adhar & | #
S ARKAT BT U4 RIS T ugas a1 FART T § |

ol BT & g&eR

1. el 2. el
BXIER TR
AT Gk
T T
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Name:

Gravida/Parity

EDD

Occupation
Education

Husband’s Occupation

Sociodemographic and Clinical Profile

Age:
LMP
POG
Working status

Husband’s Education

Family Income (per capita) Type of family
Socioeconomic status

Number of family members

Satisfaction in marital relationship
Pregnancy planned/unplanned

Years of Marriage

Age of Marriage

Birth Order of the child

Gender of Previous children

Age at which first child was born
Illness in Previous child

Complication in the previous pregnancy

Total ANC visits
Expectation of the sex of the baby

Worry regarding breastfeeding
Worry regarding labour

Worries about the newborn baby

Obstetric history

Number of female members

Sr. No.

Year

Pregnancy Complication | Mode  of | Post
delivery period

natal

Sex of the
baby

High Risk Factor: Yes/no

Details

Past History: Psychiatric illness/ Medical illness
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Family history: Medical illness/ psychiatric illness

Substance use:

Wt: Ht: Pulse: BP:

Blood Group Dual Markers
HIV/HBsAg/ HCV/VDRL Fasting blood sugar
OGTT Hbalc

Urine R/M TSH

Others

Ultrasound any abnormalities

Relation to the COVID 19 pandemic
1. Do you feel a fear of contamination?
2. Fear of being quarantined
3. Fear the child will be infected ?
4. Do you feel worried about the access to medical services in case a
complication occurs?
5. How would it be different if it was not COVID 19 pandemic era?
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1 Government of Western Australia
| le Department of Health

Women and Newborn Health Service | crrrmmmmemmmmmmsemmemmmmemmee s
King Edward Memorial Hospital

Western Australia

Women's Health Care Clinical Care Unit (WHCCU)
Department of Psychological Medicine

Perinatal Anxiety Screening Scale (PASS)

O ANTENATAL O POSTNATAL DIATES oo semrsms s Qs iRt sn s
Weeks pregnant ............ Baby'sage ....................

Over the past month, how often have you experienced the following? Please tick the response that most
closely describes your experience for every question.

Not at Some Almost
all times Ofien Always
1. Wormry about the baby/pregnancy 0 1 2 3
2. Fear that harm will come to the baby 0 1 2 3
3. A sense of dread that something bad is going to 0 1 5 3
happen
4. Worry about many things 0 1 2 3
5. Worry about the future 0 1 2 3
6. Feeling overwhelmed 0 1 2 3
7. Really strong fears about things, eg needles, blood, 0 1 - 3
birth, pain, etc
8. Sudden rushes of extreme fear or discomfort 0 1 2 3
9. Repetitive thoughts that are difficult to stop or 0 1 - 3
control
10. Difficulty sleeping even when | have the chance to 0 1 2 3
sleep
11. Having to do things in a certain way or order 0 1 2 3
12. Wanting things to be perfect 0 1 2 3
13. Needing to be in control of things 0 1 2 3
14. Difficulty stopping checking or doing things over and o 1 2 3
over
15. Feeling jumpy or easily startied 0 1 2 3
16. Concems about repeated thoughts 0 1 2 3
17. Being 'on guard' or needing to watch out for things 0 1 2 3
18. Upset about repeated memories, dreams or 0 1 2 3

nightmares

Continued on Back
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Not at Some Often Almost
all times Always

19. Worry that | will embarrass myself in front of others 0 1 2 3
20. Fear that others will judge me negatively 0 1 2 3
21. Feeling really uneasy in crowds 0 1 2 3
22. Avoiding social activities because | might be 0 1 > 3

nervous
23. Avoiding things which concern me 0 1 2 3
24_ Feeling detached like you're watching yourself in a 0 1 2 3

movie
25. Losing track of time and can’t remember what

0 1 2 3

happened
26. Difficulty adjusting to recent changes 0 1 2 3
27. Anxiety getting in the way of being able to do things 0 1 2 3
28. Racing thoughts making it hard to concentrate 0 1 2 3
29. Fear of losing control 0 1 2 3
30. Feeling panicky 0 1 2 3
31. Feeling agitated 0 1 2 3
Global Score
Reference:

Somerville, S., Dedman, K., Hagan, R., Oxnam, E., Wettinger, M., Byrne, S_, Coo, S., Doherty, D., Page, A.C.
(2014).

The Perinatal Anxiety Screening Scale: development and preliminary validation. Archives of Women's Mental
Health, DOI: 10.1007/s00737-014-0425-8

© Department of Health, State of Westem Australia (2013)

Copyright to this material produced by the Western Australian Department of Health belongs to the State of
Western Australia, under the provisions of the Copyright Act 1968 (Commonwealth of Australia). Apart from any
fair dealing for personal, academic, research or non-commercial use, no part may be reproduced without written
permission of the Department of Psychological Medicine, Women and Newbom Health Service, WA Department
of Health. Please acknowledge the authors and the WA Department of Health when repreducing or quoting
material from this source.
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Perinatal Anxiety Screening Scale (PASS)- Hindi

Mo U AR H, 3 Ehclell IR eI 3gHd EHAT §2 Hudl 38
afdERar W & A, St 31U T U & [T 30TUch HJHd T Fad T
T B

ICGICHE

ATH:

THTTEAT (ATATR):

AT

PHT
HHT

JFHY

gdlaldl

e

T/ AHgEAT Y mar

S & [h I Pl P & ST

Y BT A 06 S I 8l drell ¢

HEST I [T o

cZIIEﬁQ(_vI ﬁ?ﬂ

N~ wINd =

T

S| O O O O O O

[UNE DY S e e G [ —

N N D N N NN

W[ W] W[ W] Wl Wl W

8. 3TdIA® ARG HI AT Sl Bl

\®}

9. gR R EAR 3T e et AT AIF0T

YT HIRDPT &

N

10.

HlhT B & drasg W W H HISATS B

11.

ErdT fATad a1 H T sl BLar

12.

ATeAT Y W Wl 3 FT T &

13.

14.

WSl B IR IR IR, TT db A B Ab
GRCIGIH

O O o o ©

N N N D DN

W[ W W] W| W

15.

JTETA 8 APT TN AT IHHET FEHE
T

16.

17.

TR Fdh e, AT el BT AT @ H
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S Bl

18. IR-AR 3T dTell TG, UAT, AT STded FUAT
& PROT WA BT

19. [T BT T # g & WHAS e Bl
ABIET AT oIl

2o.ammﬁmmﬂ§rmm
5 35

21. 9015 A TPl el

22. iAo IfAERRT & a7 s H 9=
& Hehell §

23.31 Aell A Tl S qH mfAT BT &

24. 3T 3T { 3eldT AGHH BT S 3T
3T 3T & Th Thedl & 3@ 7 &

25. GHY Pl LA o & 3R TG 87 A
mzﬁrwgaﬂm

26.§ra€rﬁgaqﬁaéﬂ?ﬁaaﬁﬁu?2naﬁ
e

27. EdT & hROT Wi T BT UTam

28.a§?r¥rrlfta€rr€ra€wwo—-r€iﬁ?raﬂ?r
H O

29. fAgFuT @ &1 T

30. Sgd ISl TRTEC. AGHH Tl

31. ThTpeldl HeHH el
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PRAQ R2

1. Absolutely not relevant

2. Hardly ever relevant

3. Sometimes relevant

4. Reasonably relevant

5. Very relevant

—

10.

1. 1 am anxious about the delivery.

| am worried about the pain of contractions and the pain
during delivery.

| am worried about the fact that | shall not regain my

figure after delivery.

| sometimes think that our child will be in poor health

or will be prone to ilinesses.

| am concerned about my unattractive appearance.

| am worried about not being able to control myself during labour
and fear that | will scream.

| am worried about my enormous weight gain.

| am afraid the baby will be mentally handicapped or

will suffer from brain damage.

| am afraid our baby will be stillborn, or will die during or
immediately after delivery.

| am afraid that our baby will suffer from a physical defect or

worry that something will be physically wrong with the baby

12345

12345

12345

12345
12345

12345
12345

12345

12345

12345
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PRAQ R2 - Hindi

AP A BN TEITH Bl &
Holt FIT UrEETES BT ©
IS TG db THDTR

a'g?rumwnﬁ

1. & ggd & oY mdd €

# v9a & Ugel T UHd & SRIA @l aTel &g &
IR # mfad §

# 5@ a9 & dx mfag §Eﬁ5w-crasa1aa§r
HUAT QAT S&-3HTHPR SIaRT S0 gl BT
o

A PP o1 & 06 EHART Fear & afegd
ATl B AT 38 fIARY g Y HFHTIAT 3HRIA
Gl

5. ﬁmﬁm@zﬁmaﬁawuaﬁag\

6. A EcT & A F udg & SN ge H b FAA

ursalt 3R R = & 0 H mear g

7. ﬁmﬁmwaaguaaaaﬁawnaﬁaﬁ

8. A M & P dedl AHD §q & EFeholidl

BT T ATEASh &7fd |/ WIBd gron

A S ¥ FF ol R E3 Yer GO AT gwd &
aRIeT a1 38D A g A ST

10.

A ET & 06 FHART gl AR e & dipd
B9, AT = o AU ARG T F S Teld &
bl &
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Multidimensional Scale of Perceived Social Support (Zimet, Dahlem. Zimet & Farley. 1988)

Instructions: We are interested in how you feel about the following statements. Read each statement

carefully. Indicate how you feel about each statement.

(9]

Lo B

Circle the “17
Circle the *
Circle the
Circle the ©
Circle the *
Circle the ©
Circle the

e = R e

There 1s a special person who is around when I
am in need.

There is a special person with whom I can share
my joys and sorrows.

My family really tries to help me.

I get the emotional help and support I need from
my family.

I have a special person who is a real source of
comfort to me.

My friends really try to help me.

I can count on my friends when things go wrong.

I can talk about my problems with my family.

I have friends with whom I can share my joys
and sorrows.

There is a special person in my life who cares
about my feelings.

My family 1s willing to help me make decisions.
I can talk about my problems with my friends.

[ G Sy

if you Very Strongly Disagree
" if you Strongly Disagree

if you Mildly Disagree

if you are Neutral

" if you Mildly Agree

if you Strongly Agree

" if you Very Strongly Agree

[ 3] [ )

[ ) [ SO S

[CURN S S &)

[ ]

o o

o Lo W

B T =

LV IR IR R

S N O D

7 SO
7 SO
7 Fam
Fam
7 SO
7 Fri
7 Fn
7 Fam
7 Fri
7 SO
7 Fam
Fri

The items tended to divide into factor groups relating to the source of the social support, namely family
(Fam), friends (Fri) or significant other (SO).
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Multidimensional scale for perceived social support

(MSPSS)- Hindi

1" TR Ml T 3R 37T 9gd gedT I SRIEAd &

"2" TR AT ST TR 31U §aTqddh ITEAd &

"3 TR Tl <RI 3R 3T 8l ®©U H 3NT8Hd ©

4" TR AT R R 3MMU T8 df A & 3R 7 & ¥e8Ha
"5" R TIAT STV 3R 31T §ld ®J I WA 8

"6" TR Tl NI 3R 3MMY fasargdsd |edd ©

7" WR INAT T MR MY 98 Godl Aeqd &

1. 519 #YP S @it & dl N I3 g
Th EAV T BT g

. T W gigd & o & # ueh grer
3R g@ HHAT H Fhl &

3. I URAR aeda & A A A Hr
PRI PAT

4. AP A IRAR A ST HTATHD
eI / Ace, 3R GAIA e §

5. I U U @ Ifdd § S F N mU
JIEdmES § F RATAS & T B

6. A T aadd & AY FASE A T
PRI P B

7. 519 $© IeAd @ Sidr d #F orEt )
fAsR o Hh T g

8. # 31U URAR ¥ 31U FHAEABN & aR

F Iradd T Gehdl §|

9. M U W B ¥ Tad F uem g@
g g I FHT §

10. Y Dieealt & v v mE Ifaa §
S AN a3t fr g FAT

1. I IRAR A o F A Fergan
A DI FTOD Tedl g

12. & 30 gHEREABN & aR # (U A
A I A el g

7 [ SO
7 | so
7 | FAM
7 | FAM
7 | so
7 | FRI
7 | FRI
7 | FAM
7 | FRI
7 | so
7 | FAM
7 | FRI
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

ID #:

DATE:
Over the last 2 weeks, how often have you been
bothered by any of the following problems? ™ 5
ore than
(use v " to indicate your answer) Notatall | Several | " 0 ihe Neary
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless B 1 = g
s ; . 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 L 2 3
5. Poor appetite or overeating 0 L 2 S
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3

have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3

newspaper or watching television
8. Moving or speaking so slowly that other people could

have noticed. Or the opposite — being so figety or 0 1 5 3

restless that you have been moving around a lot more

than usual
9. Thoughts that you would be better off dead, or of 0 1 > 3

hurting yourself

add columns
(Healthcare professional: For interpretation of TOTAL, TOTAL:

please refer to accompanying scoring card).

10. If you checked off any groblemns, how difficult
have these problems made it for you to do
your work. take care of things at home, or get
along with other people?

Not difficult at all

Somewhat difficult

Very difficult

Extremely difficult
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PHQ 9- Hindi

fige 2 wearet &, oy o7 awea ¥ @ feft & oft et A

TR I €2 _ fgr & md wm
(HYAT 3T FAT F [F0 " FT 57907 77) T8 fm  aftwRs R=
1. TF F77 H 954 FH [aAFI1 AT AT AT 0 1 2 3
2, T, FAATEIE AT 70 FZAH FAT 0 1 2 3
3. 1% 91 AT A1 A & T, A7 aga Afad awr 0 1 2 3
4. THTT TZHA HOAT AT A5 T F91 2T 0 1 2 3
5. @ TF A1 AT TATaT G0 0 1 2 3

6. & AT 3 7 HERH A - A1 T TG FA 5 9T

ATHTH AT ¢ A7 AT G3 H1 AT 0 THar 1 {11 0 1 9 3

7. AT T2 1 SAGAT 2@ STdT A191 97 779 29 §
T 0 1 2 3

8. AT 19 FAT-THTAT AT ATAAT 16 AT T ST A2 A7
AT T2 - TAAT ATEAT AT 497 T [ AT AT 0 1 9 3

9. T 3= i a7 77 a0 47 = 2 el S A gE A
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