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Abstract
Background: In obstetrics, pregnancy and childbirth are the basis for psychological and biological crises and are associated with
a high prevalence of anxiety disorders. This study aimed to investigate the effectiveness of group psychological counseling on the
level of pregnancy anxiety and fear of vaginal delivery in pregnant women.
Methods: This Quasi-experimental study was done in 2016 on 96 pregnant women (selected via multistage cluster sampling) that
had low to medium levels of anxiety and had an average of 28 or higher fear scores from birth labor. The intervention group treated
with 5 sessions of group psychological counseling pre-test and post-test were completed by each of the two groups. Independent
and paired t-tests were used for analyzing.
Results: Results showed that the psychological counseling could reduce situational and trait anxiety in the intervention group (P <
0.001). In the control group, trait (P = 0.007) and situational anxiety (P = 0.004) were increased. The difference of situational and trait
anxiety between two groups was significant (P < 0.001). Regarding the fear of childbirth in the intervention group, psychological
counseling reduced fear of childbirth significantly (P < 0.001). Fear of childbirth showed a slight increase in the control group, and
it difference score in two groups was significant (P < 0.001).
Conclusions: According to results, psychological counseling was effective in reducing pregnancy anxiety and fear of childbirth.
Therefore, it is recommended that the findings were considered by nurses and other medical staffs to improve the health status of
pregnant women.
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1. Background
Despite the scientific advances around physical problems during pregnancy, psychological problems are the
important issues in the health of pregnant women (1).
Women’s mental health during pregnancy is affected by
some factors such as their individual’s feelings toward the
identity of their femininity, marital life, sexual relationship, and desire to have a child (2). The physical and
mental changes experienced by a pregnant woman can
affect the level of her anxiety. More than 90% of pregnancy anxiety is related to the delivery process (3). Most
women, especially primiparous women, experience a logical fear due to unfamiliarity with the process of delivery

(4). Fear of vaginal delivery is a common problem in pregnant women and in most cases, it leads to a request for
cesarean section. It is estimated that about 5% to 25% of
pregnant women are afraid of vaginal delivery (5). More
than 50% of the cesareans in Iran occur without medical
reasons (6). An increase in cesarean surgery around the
world has resulted into this issue as one of the health system problems (7, 8). Childbirth fear exacerbated delivery pains by releasing catecholamines and a lack of myometre function as well; it will result into the reduction
of the ineffective and prolonged pains, the progress of labor, the need for surgical interventions, the need for induction of labor, and unplanned cesarean section (9, 10).
The results of the study show that limited therapeutic pro-
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grams and interventions have been used to prevent and
mitigate the mood problems (11). One of these measures is
the use of drug therapy (12). However, the risks of effective
drugs on the mood of pregnant women are unclear during their pregnancy and before this period (13). One of the
most effective ways to cope with anxiety and fear is to use
non-pharmacological methods (14). Researchers suggest
that these methods used as anxiety-reducing interventions
in pregnant women can improve their pregnancy results
such as the following: yoga, progressive muscle relaxation,
massage, meditation, respiratory techniques, aromatherapy, and imaginary therapy (15). Evidence suggests that
patients prefer the use of psychological treatments to the
pharmaceutical ones during their pregnancy (12). Psychological treatments of pregnancy period can reduce anxiety
and depression (16). Based on the results of the study by
Delaram et al., counseling with primiparous women during the 3rd quarter of their pregnancy period can reduce
their anxiety at the onset of their labor (17). According to
the results of the above studies, it seems that group psychological counseling can be effective in decreasing the psychological symptoms in pregnant women who are afraid
of normal delivery. Since the fear of normal delivery increases the choice of cesarean section, the awareness level
and attitude of the pregnant women in this regard should
be increased in order to prevent the maternal and neonatal complications as well as caesarean surgery, which lead
into a change of behavior and choice of vaginal delivery.
Nurses in relation to pregnant women in critical wards of
hospital should take actions for reducing the anxiety and
fear of women (18). This can help them for better care actions and improving the health status of the women and
infants. Based on mentioned literatures, group psychological counseling may be able to help pregnant women for
decreasing anxiety (19, 20). However, no similar studies
were published yet in regards to this issue in Iran. Therefore, the present study aimed at determining the effect of
group psychological counseling on the pregnancy anxiety
and the fear of vaginal delivery in pregnant women.
2. Methods
2.1. Purpose
This Quasi-experimental study was done in 2016 with
a pre-test, post-test, and control group aimed at determining the effect of group psychological counseling on the
pregnancy anxiety and the fear of vaginal delivery in the
pregnant women.
2.2. Sample
The study population consisted of primiparous
women who were referred to the health centers in Ker2

Figure 1. Equation

man, Iran. Using a multistage cluster sampling, 10 clinics
were selected from the whole and 5 clinics were allocated
to each area. Pregnant women who had the criteria were
invited to attend the clinic and participate in the study
by giving information about it. A total of 96 women
were selected (21) and randomly divided into two group
including 48 subjects as control and interventional group.
At first, 96 random numbers between 0 and 1 were made
by computer (Excel software), and then, numbers were
printed automatically. An envelope containing a number
was given to each subject. Nurses with numbers < 0.5
were assigned into the experimental group and the ones
with the numbers > 0.5 were assigned into the control
group.
2.3. Sample Size
By the test power of 80% (β ) and 5% error (α), the
sample size for calculating the mean difference was determined based on a similar study (22).
The inclusion criteria included first pregnancy, aged 18
- 35 years, pregnancy age between 20 - 35 weeks, lack of midwifery problems, lack of special medication, single pregnancy, desired pregnancy, low risk pregnancies, maternal
fear score as 28 or higher, women who were not eligible for
selective cesarean surgery (21), and having a low to moderate anxiety score based on Spielberger’s Anxiety Scale (situational anxiety: score from 31 to 53 and trait anxiety scale:
from and 35 to 56 from).
The exclusion criteria included the incidence of pregnancy complications such as bleeding, diabetes, hypertension, preterm labor, intrauterine death, absence in the
training classes more than one session, major mental injuries and stress during the intervention period (such as
loss of a first-degree relatives, loss of occupation), and delivery of emergency cesarean surgery.
2.4. Instruments
2.4.1. Harman Delivery Attitude Questionnaire
The Harman delivery attitude questionnaire has 14
questions. The answers are in the form of a 4-point Likert
scale (never, very low, moderate, high), as the score of each
question is between 1 to 4, respectively. Thus, the scores
range from 56 to 14. High scores represent more fear. According to the similar research, the median score “28” or
Crit Care Nurs J. 2018; 11(2):e74212.
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more, was considered as a score of fear of giving birth. The
reliability of this questionnaire in Iran was 0.85 regarding
Cronbach’s alpha as well (22). Also the content validity was
confirmed (22).
2.4.2. Spielberger’s Anxiety Questionnaire
It has 40 questions, 20 of them refer to the situational
anxiety “the feeling of a person who currently has”, and 20
questions refer to the personality anxiety "the background
anxiety of an individual or her preparedness toward measuring her anxiety as what is its reasons". The answers of
these questions are along with four options (very low, low,
high and very high), and the score of each option is 1 to 4
points, respectively. The interpretations of the scores of situational anxiety were 20 to 30 (the lowest anxiety level), 31
to 42 (mild anxiety level), 43 to 53 (moderate anxiety level),
and 54 and more (severe anxiety level). In addition, the interpretations of the scores of attribute-anxiety were 20 to
34 (the lowest anxiety level), 35 to 45 (mild anxiety level),
46 to 56 (moderate anxiety), and 57 and more (severe anxiety level). This questionnaire was standardized in Iran by
Mehram and its reliability regarding Cronbach’s alpha was
0.91 (23). In Iran, the validity and reliability are repeatedly
measured. Rahimi et al. studied and measured the validity and reliability, as its internal consistency for situational
anxiety and trait anxiety was 0.9 and 0.88, respectively (24).
No each of samples were loosed in this study.
2.5. Procedure
The intervention was performed in coordination with
the pregnant mothers in the first three days of the week,
and the control group visited the usual care for the next
three days. Since counseling was held on a weekly basis,
there was no interference with the usual care of the control group, which was a monthly one. The consultation session included 5 sessions of 60 to 90 minutes in 5 weeks
(25) in groups of 4 and 6 persons. The content of counseling sessions includes support (using recommendations
for pregnant women to calm them), empathy (understanding the feelings of others), teaching (teaching the pregnant mother’s mood and mood changes, preparing a person for motherhood), and sensitizing (23). At the end of
the fifth week of intervention (25), the questionnaires were
completed again by both groups. During the intervention
period, 2 individuals in the control group were in preterm
labor and were excluded from the study.
2.6. Ethical Considerations
This study was confirmed by the associated university’s
medical sciences ethics committee (Ethic code: 163/1395).
Women were informed about the goals and stages of the
Crit Care Nurs J. 2018; 11(2):e74212.

study so that their participation was voluntary. In addition, a consent form was gathered. Women passed the
study’s stages in a quiet room. To ensure that a wide range
of women were involved in the study, a trained researcher
who was a member of the study provided the supplies. All
patient information was undetectable by assigning a code
to each woman.
2.7. Statistical Analysis
The statistical package for social sciences, version 20.0
(SPSS Inc., Chicago, IL, USA) were utilized for data analysis.
First descriptive statistics for continuous variables were
shown as means with standard deviation (SD) and n (%) for
the categorical variables. Kolmogorov and Shapiro-Wilk
tests were used to determine the normality of the data. Independent t-test and paired t-test were used for analysis.

3. Results
The mean age of mothers in the intervention group
was 24.97 and in the control group were 24.25. Most
women were housewives in both groups. The mean score
of situational anxiety, trait anxiety, total anxiety, and fear of
delivery before intervention were measured in two groups
of intervention and control. Then, independent t-test
showed that there was no significant difference between
two groups before intervention in terms of situational,
trait and total anxiety, as well as fear of delivery (P > 0.05),
thus, two groups were similar before starting the training
process.
The results of t-test showed that the mean of situational, trait and total anxiety, as well as fear of delivery at
the beginning of the study and after a five-week interval
in the control group had a statistically significant difference for all variables other than fear of delivery. This means
that there was an increase in pregnancy anxiety after a fiveweek interval in the case group, however this increase was
minor in the case of fear of delivery.
The results of t-test indicated that there was a significant statistical difference in the mean of situational, trait
and total anxiety, as well as fear of delivery before and after
intervention in the intervention group. That is, the anxiety
and fear of the pregnant women were reduced after the intervention.
By comparing the variables in the two groups after the
consultation period, it was determined that the situation,
trait and total anxiety, and fear of delivery in the intervention group decreased compared to the control group,
which means that the counsel was able to reduce Pregnancy anxiety and childbirth fear.
3

Momeni E et al.

Table 1. Comparing the Mean Score of Pre-Test and Post-Test of Situational, Trait and Total Anxiety, and Fear of Delivery in the Control Group
Dimension

Group
Pre-Test of Control Group

Post-Test of Control Group

Situational anxiety

41.54 ± 2.33

44.35 ± 2.16

Paired t-Test

P Value

6.56

0.004

Trait anxiety

42.23 ± 2.06

44 ± 2.31

6.23

0.007

Total anxiety

41.89 ± 1.98

44.18 ± 2.23

6.69

0.001

Fear of delivery

39.79 ± 1.55

40.50 ± 1.68

1.22

0.39

Table 2. Comparing the Mean Score of Pre-Test and Post-Test of Situational, Trait and Total Anxiety, and Fear of Delivery in the Intervention Group
Dimension

Group

Paired t-Test

P Value

Pre-Test of Intervention Group

Post-Test of Intervention Group

Situational anxiety

42.42 ± 1.65

37.73 ± 0.78

16.63

< 0.001

Trait anxiety

43.52 ± 1.96

38.4 ± 0.96

15.95

< 0.001

Total anxiety

42.97 ± 1.41

37.89 ± 1.15

16.82

< 0.001

Fear of delivery

40.67 ± 1.1

33.33 ± 1.23

15.92

< 0.001

Table 3. Comparing the Mean Score of Situational, Trait and Total Anxiety and Fear of Delivery in the Intervention and Control Group After Counseling Session
Dimension

Group
Intervention

P Value

Situational anxiety

-10.65

6.9

13.52

< 0.001

Trait anxiety

-12.22

4.16

14.62

< 0.001

Total/whole anxiety

-11.55

5.33

13.96

< 0.001

Fear of delivery

-17.57

2.44

13.32

< 0.001

4. Discussion
Psychological interventions decreased fear of delivery
significantly. Childbirth is an individual experience and
can create different attitudes for different people. Lack
of knowledge about the process of pregnancy and childbirth, not being familiar with the hospital environment,
fear of being alone at the time of need, fear of labor pain,
and fear of maternal or neonatal harm, are all factors that
make panic in pregnant mothers and increase their tendency to caesarean section (8). Getting inaccurate information from others who may be completely different from
their pregnancy status, adds to these concerns. In psychological interventions, complete information was given on
the process of pregnancy and the recommendation was
made to participate in childbirth classes so that individuals could actively participate in the process of delivery and
recognize that there could be signs at each stage (13), as
well as which is natural and which is abnormal. Hence, in
the last sessions, it was observed that the participants were
more willing, active, and engaged in discussions and were
asking for ambiguities and questions about their problems. As in other studies, it was found that adequate edu4

T-Test
Control

cation and increasing awareness of pregnant mothers enabled them to use problem-solving methods in the field of
pregnancy and increased self-confidence and self-efficacy
of pregnant women (20, 26, 27). The results showed that
psychological interventions by midwives or nurses could
reduce pregnancy anxiety. Pregnancy anxiety was caused
by worries, mental occupations, and individual fears regarding pregnancy, childbirth, infant health, and future
childbirth. In most situations, providing information for
people and raising their awareness of issues that are causing their anxiety and discomfort will make it easier for a
person to face the problems that are going on.
According to similar studies, educational, psychological, or supportive interventions can reduce the level of
anxiety and depression associated with pregnancy and increase self-confidence (7, 28). After the post-test, it was
found that the control groups’ anxiety levels had been increased, and it was found that receiving inaccurate information from inappropriate sites or talking to people who
had bad experience and as a result had a bad attitude towards normal delivery, was the cause of the issue. In the
studies of Rahimi et al. (24) and Akbarzadeh et al. (29), the
Crit Care Nurs J. 2018; 11(2):e74212.
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mean scores of anxiety was decreased in the interventional
group significantly after relaxation therapy, however, it
was a little increased in the control group, which was inline
with this study. However, in the Moghadasi study on pregnant women after experiment, the score of anxiety was decreased in the control group, which was not similar to the
present study (30). Some major variables can cause this
conflict like perception of anxiety. As our knowledge it
was the first study that assessed the effects of psychological counseling on pregnant women in Iran.
4.1. Limitation
Present study also had some major limitations, which
included: 1, controlling the emotions and cultural differences between participants; 2, possible carelessness of participants during complete the questionnaires; and 3, small
sample size, that may can limit the generalizability of results. Therefore, it is recommended that more research be
done for detail assessing of this issue. In addition, qualitative studies can be performed for solving of cultural differences.
4.2. Implications for Psychiatry and Behavioral Sciences Practices, Medical Education and Future Trends
According to the obtained data, it is possible to suggest
the increased health status of pregnant women. It seems
that considerable evaluations about performing specific
psychological counseling for pregnant women would help
increase the mental health levels and decrease the fear and
anxiety. It is recommended to percept these factors and
add them to an educational chart in universities.
4.3. Conclusion
The results of the study showed that early intervention
in women with anxiety during pregnancy and the fear of
vaginal delivery can reduce their anxiety and fear and increase their awareness as well as the rate of natural delivery and decrease cesarean section, thus, improving mother
and child health and reducing costs.
Acknowledgments
We would like to thank and appreciate all the personnel of the health centers and pregnant women who participated in this project.
Footnotes
Authors’ Contribution: Elahe Momeni, Katayoun Alidostishahraki, and Mozhgan Taebi, searching, data gathering, and writing the manuscript; Mehdi Hoseini, and Tanya
Crit Care Nurs J. 2018; 11(2):e74212.

Dahesh, data analysis. All of the authors approved the final
version of manuscript.
Funding/Support: All the research financial and material
support was supported by Kerman University of Medical
Sciences (Kerman, Iran).

References
1. Poudevigne MS, O’Connor PJ. A review of physical activity patterns in pregnant women and their relationship to psychological health. Sports Med. 2006;36(1):19–38. doi: 10.2165/00007256200636010-00003. [PubMed: 16445309].
2. Giurgescu C, Penckofer S, Maurer MC, Bryant FB. Impact of uncertainty, social support, and prenatal coping on the psychological wellbeing of high-risk pregnant women. Nurs Res. 2006;55(5):356–65. doi:
10.1097/00006199-200609000-00008. [PubMed: 16980836].
3. Firouzbakht M, Nikpour M, Khefri S, Jamali B, Kazeminavaee F, Didehdar M. The Effectiveness of Prenatal Intervention on Pain and Anxiety during the Process of Childbirth-Northern Iran: Clinical Trial
Study. Ann Med Health Sci Res. 2015;5(5):348–52. doi: 10.4103/21419248.165260. [PubMed: 26500792]. [PubMed Central: PMC4594348].
4. Salomonsson B, Wijma K, Alehagen S. Swedish midwives’ perceptions of fear of childbirth. Midwifery. 2010;26(3):327–37. doi:
10.1016/j.midw.2008.07.003. [PubMed: 18774630].
5. Joinson C, Heron J, Butler U, von Gontard A; Avon Longitudinal
Study of Parents and Children Study Team. Psychological differences
between children with and without soiling problems. Pediatrics.
2006;117(5):1575–84. doi: 10.1542/peds.2005-1773. [PubMed: 16651311].
6. Linares Scott TJ, Heil SH, Higgins ST, Badger GJ, Bernstein IM. Depressive symptoms predict smoking status among pregnant women.
Addict Behav. 2009;34(8):705–8. doi: 10.1016/j.addbeh.2009.04.003.
[PubMed: 19411145]. [PubMed Central: PMC2708672].
7. Kizilirmak A, Baser M. The effect of education given to primigravida
women on fear of childbirth. Appl Nurs Res. 2016;29:19–24. doi:
10.1016/j.apnr.2015.04.002. [PubMed: 26856483].
8. Barcelona de Mendoza V, Harville EW, Savage J, Giarratano G. Experiences of Intimate Partner and Neighborhood Violence and Their
Association With Mental Health in Pregnant Women. J Interpers Violence. 2018;33(6):938–59. doi: 10.1177/0886260515613346. [PubMed:
26576616]. [PubMed Central: PMC4870174].
9. Khoursandi M, Vakilian K, Torabi Goudarzi M, Abdi M. [Childbirth
preparation using behavioral-cognitive skill in childbirth outcomes
of primiparous women]. J Babol Univ Med Sci. 2013;15(4):76–80. Persian.
10. Taghipour A, Sadat Borghei N, Latifnejad Roudsari R, Keramat A, Jabbari Nooghabi H. Psychological Empowerment Model in Iranian Pregnant Women. Int J Community Based Nurs Midwifery. 2016;4(4):339–51.
[PubMed: 27713897]. [PubMed Central: PMC5045978].
11. Weis JR, Greene JA. Mental Health in Pregnant Adolescents: Focus on Psychopharmacology. J Pediatr. 2016;169:297–304. doi:
10.1016/j.jpeds.2015.10.068. [PubMed: 26616248].
12. Ahmadi A, Moosavi Sahibalzamani S, Ghavami F, Shafi Far Y, Fathi Ashtiani A. [Effects of psychological interventions on postpartum depression, anxiety and infants’ weight in primipara women]. Prev Care Nurs
Midwifery J. 2014;4(1):19–31. Persian.
13. Cohen LS, Nonacs R, Viguera AC, Reminick A. Diagnosis and treatment
of depression during pregnancy. CNS Spectr. 2004;9(3):209–16. doi:
10.1017/S1092852900009007. [PubMed: 14999161].
14. Saisto T, Toivanen R, Salmela-Aro K, Halmesmaki E. Therapeutic group psychoeducation and relaxation in treating fear of
childbirth. Acta Obstet Gynecol Scand. 2006;85(11):1315–9. doi:
10.1080/00016340600756920. [PubMed: 17091410].

5

Momeni E et al.

15. Sapkota D, Baird K, Saito A, Anderson D. Integrated approach to reduce intimate partner violence and improve mental health among
pregnant women: Mixed-method study from Nepal. World Acad Sci
Eng Technol Int J Health Med Eng. 2018;5(3).
16. Karamoozian M, Askarizadeh G. [Effectiveness of cognitivebehavioral stress management intervention on anxiety and depression during pregnancy]. J Kerman Univ Med Sci. 2014. Persian.
17. Delaram M, Soltanpour F. [The effect of counseling in third trimester
on anxiety of nulliparous women at the time of admission for labor].
Zahedan J Res Med Sci. 2012;14(2). Persian.
18. Frederiksen Y, Farver-Vestergaard I, Skovgard NG, Ingerslev HJ,
Zachariae R. Efficacy of psychosocial interventions for psychological and pregnancy outcomes in infertile women and men: a systematic review and meta-analysis. BMJ Open. 2015;5(1). e006592. doi:
10.1136/bmjopen-2014-006592. [PubMed: 25631310]. [PubMed Central:
PMC4316425].
19. Bittner A, Peukert J, Zimmermann C, Junge-Hoffmeister J, Parker LS,
Stobel-Richter Y, et al. Early intervention in pregnant women with
elevated anxiety and depressive symptoms: efficacy of a cognitivebehavioral group program. J Perinat Neonatal Nurs. 2014;28(3):185–95.
doi: 10.1097/JPN.0000000000000027. [PubMed: 25062520].
20. Saisto T, Halmesmaki E. Fear of childbirth can be treated,
and cesarean section on maternal request avoided. Acta Obstet Gynecol Scand. 2007;86(9):1148–9. author reply 1149-50. doi:
10.1080/00016340701516702. [PubMed: 17712663].
21. Mirzaee F, Kaviani M, Jafari P. [Effect of reflexology on anxiety level in
nuliparous women]. J Hayat. 2010;16(1). Persian.
22. Najafi F, Abouzari-Gazafroodi K, Jafarzadeh-Kenarsari F, Rahnama P,
Gholami Chaboki B. [Relationship between attendance at childbirth

6

23.
24.

25.

26.

27.

28.
29.

30.

preparation classes and fear of childbirth and type of delivery]. J
Hayat. 2016;21(4):30–40. Persian.
Mahram B. Standardization of Spielberger’s test anxiety inventory in
Mashhad. Tehran: Allameh Tabatabaei University; 1994.
Rahimi F, Ahmadi M, Rosta F, Majd HA, Valiani M. [Effect of relaxation
training on pregnancy anxiety in high risk women]. Saf Promot Inj
Prev. 2015;2(3):180–8. Persian.
Alipour Z, Lamyian M, Hajizadeh E. [Fear of childbirth, trait anxiety
and quality sleep in pregnancy and birth outcomes in nulliparous
woman]. Iran J Obstet Gynecol Infertil. 2012;15(28):21–30. Persian.
Sercekus P, Baskale H. Effects of antenatal education on fear of
childbirth, maternal self-efficacy and parental attachment. Midwifery.
2016;34:166–72. doi: 10.1016/j.midw.2015.11.016. [PubMed: 26656473].
Gokce Isbir G, Inci F, Onal H, Yildiz PD. The effects of antenatal education on fear of childbirth, maternal self-efficacy and post-traumatic
stress disorder (PTSD) symptoms following childbirth: an experimental study. Appl Nurs Res. 2016;32:227–32. doi: 10.1016/j.apnr.2016.07.013.
[PubMed: 27969033].
Davis E. Heart and hands: a midwife’s guide to pregnancy and birth. Random House Digital, Inc; 2004.
Akbarzadeh M, Toosi M, Zare N, Sharif F. [Effect of relaxation and
attachment behaviors training on anxiety in first-time mothers in
Shiraz city, 2010: A randomized clinical trial]. Qom Univ Med Sci J.
2013;6(4):14–23. Persian.
Moghadasi M, Soltanahmadi Z, Azizzadeh Forozi M, Mahdizadeh A,
Jahani Y. [The effect of supportive counseling on reducing the anxiety
of women at risk of preterm birth]. J Nurs Midwifery Urmia Univ Med Sci.
2016;14(2):151–8. Persian.

Crit Care Nurs J. 2018; 11(2):e74212.

