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Introduction
During pregnancy, many physiological, psychological
and anatomical changes are seen in the female body.
These changes nurture the development of fetus and

prepare the mother for labor.[1] Also childbirth, aside
from the pregnancy process, is an important experi-
ence. Sometimes it can be one of the serious traumas.[2]

Pregnancy, birth process and types of birth can cause

Özet: Parite ve do¤um, gebelerde kayg› seviyelerini
etkiliyor mu?
Amaç: Bu çal›flmadaki amac›m›z, farkl› parite ve do¤um türlerinin
varl›¤›nda prenatal dönemde durumluk kayg› seviyelerini incele-
mektir. 
Yöntem: Haziran – Aral›k 2013 tarihleri aras›nda üçüncü basamak
merkezimizde farkl› paritelere ve do¤um türlerine sahip gebelerin
sonuçlar›n› toplamak amac›yla retrospektif bir çal›flma gerçeklefl-
tirdik. Yüz seksen alt› olgu 3 gruba ayr›ld›. Grup 1 (n=60) spontan
do¤um yapmas› beklenen primipar gebelerden, Grup 2 (n=64)
spontan vajinal do¤um ile ikinci do¤umlar›n› yapacak multipar ge-
belerden ve Grup 3 (n=62) elektif sezaryen ve ikinci trimester ge-
belerden oluflmaktayd›. Gebeli¤in 37. haftas›ndaki antenatal gebe-
lik takibi esnas›nda Durumluk ve Sürekli Kayg› Envanteri (State
and Trait Anxiety Inventory, STAI) analizi yap›ld›. 
Bulgular: Hastalar normal, hafif kayg›, orta seviye kayg› ve fliddet-
li kayg› gruplar›na ayr›ld› ve 124 (%66.6) hastada kayg› saptand›.
Kayg› hastalar›n›n oldu¤u grupta hastalar›n %95.9’unda hafif kay-
g› bulundu. Hiçbir hasta fliddetli kayg›ya sahip de¤ildi. Özellikle
Grup 1’in hasta oran›, %85 oran ile di¤er gruplardan daha fazlay-
d›. Grup 3’teki hastalar›n ço¤u (%50), di¤er gruplara k›yasla nor-
mal olarak de¤erlendirildi. 
Sonuç: Gebelerin kayg› seviyeleri genellikle hafiftir ve daha önce
do¤um yapm›fl ve a¤r› yaflamam›fl gebeler düflük kayg› seviyelerine
sahiptir. 

Anahtar sözcükler: Kayg›, elektif sezaryen, Durumluk ve Sürekli
Kayg› Envanteri.
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Abstract

Objective: Our aim for this study is to examine state anxiety levels
in the prenatal period in the presence of different forms of parity
and birth types. 
Methods: A retrospective study was conducted to collect the results
of pregnant woman which has different parities and type of deliveries
in our tertiary center between June and December 2013. 186 cases
were divided into 3 groups. Group 1 (n=60) consists of primiparous
pregnant women who are expected to give birth spontaneously,
Group 2 (n=64) consists of multiparous pregnant women whose will
be their second birth with spontaneous vaginal delivery and Group 3
(n=62) consists of elective cesarean section and second-trimester preg-
nant women. State and Trait Anxiety Inventory (STAI) analysis was
made during antenatal pregnancy follow-up at 37 weeks of gestation. 
Results: When patients were divided into groups of normal, mild anx-
iety, moderate anxiety and severe anxiety, 124 (66.6%) of the patients
were found to be anxious. In the group of anxious patients, it was found
that 95.9% of the patients had mild anxiety. No patient is severely anx-
ious. Especially in Group 1, the patient ratio was higher than the other
groups with 85%. In Group 3, it was shown that the majority of the
patients (50%) evaluated as normal compared to other groups. 
Conclusion: The anxiety levels of pregnant women are generally
mild and women who have already experienced birth and did not
experience pain have reduced anxiety levels. 
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anxiety. The severity of this anxiety varies. For women,
not knowing how the birth process and the type of
birth are going to be and the fear of pain related to
birth, are the reasons that can cause anxiety.[3,4] Also,
the fear of harm or death of the baby or the mother,
fear of extreme pain, distrust of the medical personnel,
the thought of losing control can be the common caus-
es of anxiety.[5–8]

Excessive anxiety and stress before birth can cause
prolonged labor and as a result, it causes operative
births and the fetus to be adversely affected.[9]

Furthermore, anxiety is very important in terms of
increasing the severity of birth pain. In the literature,
anxiety is classified as two different types; continuous
and state anxiety. In our study, state anxiety levels of
women were measured. State anxiety; is a type of anxi-
ety that occurs when a dangerous, undesirable situation
is encountered.[10]

It is important that the nurse, midwife and obstetri-
cians, who are in charge before and during birth,
should be aware of the level of anxiety of the expectant
and should plan their approaches to manage childbirth.
This is why further studies on the state anxiety before
birth are needed. Our aim for this study is to examine
state anxiety levels in the prenatal period in the pres-
ence of different forms of parity and birth types.

Methods
Our study was designed on 186 patients who were done
pregnancy follow-up at Private Koru Ankara Hospital,
Obstetrics and Gynecology Clinic. Ethical approval for
the study was obtained from the Ethics Committee of
Koru Ankara Hospital (Ethics Committee protocol
code: 13/11/2018-16). The study was conducted in
accordance with the Helsinki declaration. 186 cases
were divided into 3 groups. Group 1 (n=60) consists of
primiparous pregnant women who are expected to give
birth spontaneously, Group 2 (n=64) consists of multi-
parous pregnant women whose will be their second birth
with spontaneous vaginal delivery and Group 3 (n=62)
consists of elective cesarean section and second-
trimester pregnant women.

Data collection

As a primary measurement tool, “patient polyclinic his-
tory information screen” which all sociodemographic
data was recorded, was used. As a secondary measure-

ment tool STAI (State-Trait Anxiety Inventory) FORM
TX-1 was used. These forms were filled during antena-
tal pregnancy follow-up at 37 weeks of gestation.

Data collection tools

STAI-1 (State-Trait Anxiety Inventory) 
In order to measure the level of preoperative anxiety,
many survey studies were conducted. These studies need
to be renewed in parallel with the differences between
countries and regions and sociocultural changes in socie-
ty. The most commonly used test for the measurement of
anxiety in medicine is the State-Trait Anxiety Inventory
(STAI) scale.[10] With the inventory, which was started to
be developed by Spielberger and Gorsuch in 1964, it was
aimed to measure continuous and state anxiety levels in
normal and non-normal individuals.[11] In preparation of
inventory articles, Cattell and Scheier’s Anxiety Scale,
Taylor’s Manifest Anxiety Scale and Welsh’s Anxiety
Scale articles were used.[12] The validity in Turkish popu-
lation was demonstrated by Le Compte and Oner.[13]

In order to perform STAI-1 test in our study, the par-
ticipants were asked to mark the best expression on the
scale that is numbered from 1 to 4, with the options
“none”, “a little”, “a lot” and “completely”. In the scales,
there are two kinds of expressions. We can also call them
direct and reverse expressions. Direct expressions express
negative feelings and reverse expressions express positive
feelings. While this second round is scored, 1 weight
value changes to 4, and 4 weight value changes to 1. In
direct expressions, 4 valued answers show that the anxiety
is higher. In reverse expressions, 1 valued answers show
high anxiety, 4 valued answers show low anxiety.[9]

In the state anxiety scale, there are ten reverse expres-
sions. Those are articles 1, 2, 5, 8, 10, 11, 15, 16, 19 and
20. In these articles, 4 points are given to 1, 3 points to 2,
2 points to 3 and 1 point to 4.[9] In state anxiety scale,
there are ten direct expressions. Those are articles 3, 4, 6,
7, 9, 12, 13, 14, 17, and 18. In these articles, 1 point is
given to 1, 2 points to 2, 3 points to 3 and 4 points to 4.
In order to calculate state anxiety, the results obtained
from direct and reverse expressions are collected. 40 and
below 40 results are evaluated as normal, 41–60 mild anx-
iety, 61–80 moderate anxiety, 80 and above are evaluated
as severe anxiety.

In our study, values 40 and below are evaluated as
normal, values 41 and above evaluated as anxious and are
categorized to be mild, moderate, severe anxiety.
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Implementation of the research

The 1st study group consisted of 71 pregnant women
who were monitored, 37 weeks of gestation and who
were expected to have primiparous and normal birth in
our polyclinic. The survey study was conducted to the
2nd study group consisted of 68 multiparous women
whose spontaneous vaginal delivery was delivered spon-
taneously. The survey study was conducted to the 3rd
study group 69 multiparous women whose first delivery
was performed by cesarean section and the current birth
was planned by cesarean delivery. 15 pregnant women
from Group 1 and 4 from Group 2 were excluded
because of interventions during childbirth. Due to an
emergency cesarean section was performed before the
planned date, 7 pregnant women from Group 3 were
excluded from the study. Pregnant women who have a
history of psychiatric disease or diagnosis; pregnant
women with maternal metabolic diseases such as hyper-
tension, gestational diabetes mellitus (GDM); pregnant
women with fetal antenatal problems such as growth
retardation, polyhydramnios, and oligohydramnios were
not included in the study.

Statistical analysis

All statistical analyses were performed using the SPSS
ver. 25.0 (SPSS Inc., Chicago, IL, USA). The data were
evaluated by the Kolmogorov-Smirnov test for normal
distribution. No data group was found to be suitable for
normal distribution. Because there were more than two
independent groups and they were not suitable for nor-

mal distribution, the difference between the groups was
investigated by Kruskal-Wallis H test. In case of signifi-
cant difference, pairwise comparisons after Bonferroni
correction for multiple tests were obtained. Comparisons
of percentages between literature and the current study
were performed by “chi-square test for goodness of fit”.
Descriptive statistics were used to calculate the frequen-
cy, central tendency (mean, median & mode) and disper-
sion (range, variance, SD, maximum & minimum) for
each variable when appropriate. A p-value <0.05 has been
considered statistically significant.

Results
No statistically significant difference found between the
three groups in terms of mother’s working status, data
collection weeks, birth weeks and newborn weight
(Table 1). When age is evaluated, also there is no statis-
tically difference between three groups (Group 1:
28.38±1.74, Group 2: 27.96±1.16, Group 3: 28.21±2.01;
p=0.454) (Table 1). When BMI is evaluated, also there is
no statistically difference between three groups (Group 1:
21.72±3.16, Group 2: 22.18±3.01, Group 3: 21.88±2.92;
p=0.436) (Table 1).

In the Kruskal-Wallis test, there was statistically sig-
nificant difference between at least two groups (p<0.001).
To find out which groups were different, we followed
pairwise comparisons. As a result, 1–2 (p=0.001) and 1–3
(p=0.014) groups were found to be different (Table 2). In
Group 1, anxiety levels was 49.9±8.44; in Group 2 it was
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Table 1. Baseline characteristics of patients. 

Group 1 Group 2 Group 3
Primiparous Multiparous Elective cesarean section

(n=60) (n=64) (n=62) p-value*

Age (years)  28.38±1.74 27.96±1.16 28.21±2.01 0.454

Gravidity (n) 1 (1–2) 2 (2–4) 2 (2–4) 0.01

Parity (n) 0 (0–0) 1 (1–1) 1 (1–1) 0.01

BMI (kg/m2) 21.72±3.16 22.18±3.01 21.88±2.92 0.436

Working during pregnancy

Working n (%) 39 (65) 40 (62.5) 39 (62.9) 0.310

Not working n (%) 21 (35) 24 (37.5) 23 (37.1) 0.082

Data collection week (weeks) 37.12±0.28 37.32±0.81 37.28±0.71 0.814

Birth week (weeks)  39.2±0.24 39.14±0.31 38.66±0.45 0.097

Newborn weight (g) 3450±172.12 3400±180.23 3440±167.48 0.111

*<0.001



43.43±5.73; in Group 3 it was 45.58±5.25 (Table 2) (sig-
nificance values have been adjusted by the Bonferroni
correction for multiple tests).

When patients were divided into groups of normal,
mild anxiety, moderate anxiety and severe anxiety, 124
(66.6%) of the patients were found to be anxious (Table
3). In the group of anxious patients, it was found that 119
(95.9%) of the patients had mild anxiety, 5 (2.68%) of the
patients moderate anxiety and no patient is severely anx-
ious (Table 3). In Group 1, the patient ratio was higher
than the other groups with 51 (85%), but most of the
anxious patients was mild (90.2%) (Table 3).

All patients with moderate anxiety (5 patients) were in
Group 1 (Table 3). In Group 3, it was shown that the
half of the patients (50%) evaluated as Normal, other half
of the patients (%50) was mild anxiety (Table 3).

Discussion
Fear is defined as the usual reaction to a perceived or
existing danger. This reaction motivates people to warn
themselves in the face of danger and to show conven-
ient behavior towards it.[14,15] Obstetricians and gynecol-
ogists observe the fears and anxiety of the patients dur-
ing their examinations and interventional procedures
(hysterosalpingography, amniocentesis, cordocentesis,
etc.) in their daily practices.[16–18]

Childbirth is a process in which the results are
unpredictable and there are uncertainties. Many
women face the fear of childbirth. This fear, like other
physiological changes, prepares the pregnant woman
for the postpartum period.[19] Childbirth appearing in
many different levels and reasons, may adversely affect
the course of labor and prepare maternal and neonatal
complications, if in severe stage.[15]

Mild or moderate fear of childbirth is very common
in many women. Studies show that some women face
severe fear of childbirth. In the studies of Kjærgaard et
al., it was shown that 10%[20] of pregnant women face
severe fear of childbirth and in the studies of Spice et
al., 9.1% of pregnant women face severe fear of child-
birth.[21] In our study, it was found that 2.68% of the
patients face moderate anxiety and none of the patients
face severe anxiety (chi-square test for goodness of fit;
p=NA).

Age is one of the factors known to be effective in
the development of anxiety related to birth.[22,23] In our
study, the average age of women in three groups was
28.38±1.74, 27.96±1.16 and 28.21±2.01, respectively.
In the evaluation of women facing anxiety related to
childbirth, 97.31% of the patients were found to have
normal or mild anxiety. In some studies, it was report-
ed that the levels of anxiety were higher in pregnant
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Table 2. Evaluation of anxiety levels according to groups.  

Group 1 Group 2 Group 3
Primiparous Multiparous Elective caesarean

(n=60) (n=64) (n=62)
Mean±SD Mean±SD Mean±SD p-value

Anxiety levels 49.9±8.44 43.43±5.73 45.58±5.25 <0.001*

*Kruskal-Wallis test: To find out which groups were different we followed pairwise comparisons. As a result, 1–2 (p=0.001) and 1–3 (p=0.014) groups were found to be
different.

Table 3. Anxiety levels of groups. 

Group 1 Group 2 Group 3
Primiparous Multiparous Elective cesarean section Total

Anxiety levels (n=60) (n=64) (n=62) (n=186)

Normal 9 (15%) 22 (34.37%) 31 (50%) 62 (33.33%)

Mild 46 (76.66%) 42 (65.62%) 31 (50%) 119 (63.97%)

Moderate 5 (8.33%) 0 (0%) 0 (0%) 5 (2.68%)

High 0 (0%) 0 (0%) 0 (0%) 0 (0%)



women with advanced maternal age[22] and adolescent
pregnant women.[23] It is thought that because pregnant
women in our study are 25–30 years of age and that the
pregnancy is planned and the family may be more
ready for the pregnancy, they experience less anxiety.

In the study of Arslan et al., 26.5% of the pregnant
women were found to work.[24] According to the
Turkey Demographic and Health Survey (TNSA)
2013 data, the rate of working women was defined as
31%.[25] The rate of working women in our study was
63.44% (chi-square test for goodness of fit; p=0.362).
We think that the reason why we have higher number
of working pregnant women compared to the data of
Arslan et al. and TNSA 2013 is because our hospital is
preferred by patients with higher income. Therefore, it
is difficult to evaluate the population of our patients
according to the average of our country. This is a lim-
itation of our study.

In the study of Arslan et al., a significant relationship
between the number of pregnancies and anxiety and
depression scores of the pregnant women participating
in the study was found; as the total number of pregnan-
cies increased, anxiety and depression scores also
increased (p=0.004).[24] On the contrary, in our study, it
was found that the anxiety in the primiparous pregnant
women was more common than the multiparous group
and the planned cesarean section (p=<0.001). The aver-
age patient with normal anxiety score was the most
common in Group 3 (multiparous patients with elective
cesarean section) (50%). We think that this case has
occurred because the patients have experienced birth
psychology before and have not experienced pain.
These data is supported by Alehagen et al. with a limit-
ed number of patients and their work during the follow-
up of nurses.[26]

In the literature, it is reported that the care and edu-
cation service received in the antenatal period reduces
the fear of childbirth.[27] In recent years, the rate of
cesarean delivery is increasing all over the world, espe-
cially in our country.[28,29] In the study of Burns et al., it
was determined that maternal cesarean delivery was due
to doctor referral.[30] In the hospital, where our study
takes place, “Pregnancy Education Classes” are created
by doctors, many social activities are carried out with
pregnant women. We think this situation reduces the
fear of birth of patients.

Conclusion
The aim of this study was to determine the levels of
anxiety during the birth of pregnant women with dif-
ferent parity history. According to the research results,
we think that the anxiety levels of pregnant women are
generally mild and women who have already experi-
enced birth and did not experience pain have reduced
anxiety levels. Also in the hospital where the study
takes place, antenatal care is performed regularly and
pregnant women are given regular training by doctors
and auxiliary health personnel. We think this situation
reduces birth anxiety. Our study was performed on a
homogeneous patient population. The comparison of
our results with more heterogeneous populations and
studies on more patients will be more valuable in terms
of interpretation of results. 

Conflicts of Interest: No conflicts declared.
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