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Chapter 1 Introduction

INTRODUCTION

Pregnancy is the most beautiful moment which coatesg every woman'’s
life. The woman get prepared physically and meptallbring forth a new life. It is
the most dynamic stage in the life of woman. As ivery dynamic, each stage of
pregnancy is unpredictable, where the body andrtimel are involved. Pregnancy
also known as Gestation, is the time during whink or more offspring develops

inside a woman.

COMPLICATIONS IN PREGNANCY

Usually pregnancy is normal but sometimes it i9aisded with some type
of complications or comorbidities. As pregnancyelitsis associated a slight
percentage of risk, the presence of any complioattocomorbidities can worsen it.
Some complications can affect the health of the wmmher baby or both
(www.nichd.nih.gov). Certain diseases or conditidhe mother had before she
became pregnant can also lead to complication guripregnancy

(www.healthline.com) and some complications ocauirdy delivery.

The most common complications of pregnancy include:

* Pregnancy Induced Hypertension (PIH} High blood pressure, also called
hypertension, occurs when arteries carrying blaodnfthe heart to the body
organs are narrowed. This causes pressure to secrgm the arteries. In
pregnancy, this can make it hard for blood to reghehplacenta, which provides
nutrients and oxygen to the foetus (ACOG/FAQO034,8)0Reduced blood flow
can slow the growth of the foetus and place thenercait greater risk of preterm

labor and preeclampsia (ACOG/FAQO034, 2016; Leerhagt.al., 2016).
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Chapter 1 Introduction

Women who have high blood pressure before thepmggmnant will continue

to have to monitor and control it, with medicatiahsiecessary, throughout their

pregnancy. High blood pressure that develops ignaecy is called gestational

hypertension. Typically, gestational hypertensi@euss during the second half of

pregnancy and goes away after delivery.

Gestational Diabetes- Gestational diabetes occurs when a woman whio'tdid
have diabetes before pregnancy develops the condiiuring pregnancy.

Normally, the body digests parts of your food iatsugar called glucose. After
digestion, the glucose moves into your blood teegreur body energy. To get
the glucose out of your blood and into the cellsyofir body, your pancreas
makes a hormone called insulin. In gestational etiedy hormonal changes from
pregnancy cause the body to either not make endgklin, or not use it

normally. Instead, the glucose builds up in youoodl, causing diabetes,

otherwise known as high blood sugar.

Managing gestational diabetes, by following a treait plan outlined by a
health care provider, is the best way to reducerevent problems associated
with high blood sugar during pregnancy. If not colied, it can lead to high
blood pressure from preeclampsia and having a lafgat, which increases the

risk for caesarean delivery (www.acog.drg\Q177).

Low amniotic fluid (oligohydramnios)- The amniotic sac fills with fluid that
protects and supports your developing baby. Wheneth too little fluid, it's

called oligohydramnios. According to the March afri@s, about 4 percent of
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pregnant women have low levels of amniotic fluidame point, usually in their

third trimester (www.babycenter.com).

Preeclampsia— Preeclampsia is a serious medical condition taat lead to
preterm delivery and death. Its cause is unknow,sbme women are at an

increased risk. Risk factors include.

First pregnancies

Preeclampsia in a previous pregnancy

Existing conditions such as high blood pressurabetes, kidney disease, and

systemic lupus erythematosus

Being 35 years of age or older

Carrying two or more foetuses

Obesity (www.acog.org;Hernandez-Diaz et al., 2012)

Placenta previa— If you have placenta previa, your placenta isgyunusually

low in your uterus, next to or covering your cervitacenta previa isn't usually
a problem early in pregnancy. But if the placemmains dangerously low as
your pregnancy progresses, it can cause bleedihg;hwcan lead to other
complications and may require you to deliver eaifje location of your

placenta will be checked during your midpregnanitsasound exam, but only a
small percentage of women who have placenta previadpregnancy still have

it when they deliver their baby. Placenta previgpigsent in up to 1 in 200
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deliveries. Women who have placenta previa whely thige birth have to

deliver by c-section (www.babycenter.com)

» Infections — Infections, including some sexually transmittefections (STIs),
may occur during pregnancy and/or delivery and teag to complications for
the pregnant woman, the pregnancy, and the babydsgtivery. Some infections
can pass from mother to infant during delivery whiea infant passes through
the birth canal; other infections can infect a fsetiuring the pregnancy. Many
of these infections can be prevented or treatetl gipropriate preconception,

prenatal, and postpartum follow-up care.

Some infections in pregnancy can cause or congitiat (ACOG/FAQ034,
2016).
> Pregnancy loss/miscarriage (before 20 weeks ofnairegy)

> Ectopic pregnancy (when the embryo implants outeidée uterus, usually in a

fallopian tube)

> Preterm labor and delivery (before 37 completedkeed pregnancy)

> Low birth weight

> Birth defects, including blindness, deafness, bdemrmities, and intellectual
disability

> Stillbirth (at or after 20 weeks of pregnancy)

> lliness in the newborn period (first month of life)

» Newborn death

> Maternal health complications
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Some other complications during pregnancy may inclde:

+ Hyperemesis- Although having some nausea and vomiting is nbmhiang
pregnancy, particularly in the first trimester, sorwomen experience more
severe symptoms that last into the third trimestbe cause of the more severe
form of this problem, known as hyperemesis grawidgris not known. Women
with hyperemesis gravidarum experience nauseadthed not go away, weight
loss, reduced appetite, dehydration, and feelimg favww.cdc.gov). Affected
women may need to be hospitalized so that theyeagive fluids and nutrients.
Some women feel better after their 20th week ofgpaacy, while others
experience the symptoms throughout their pregnéNeayional Organization for

Rare Diseases, 2015).

* lron — deficiency anaemia- Pregnant women need more iron than normal for
the increased amount of blood they produce duriegrmancy. Iron-deficiency
anaemia - when the body doesn't have enough irsnsomewhat common
during pregnancy and is associated with preterrth @and low birth weight.
Symptoms of a deficiency in iron include feelingetl or faint, experiencing
shortness of breath, and becoming pale. ACOG reamm27 milligrams of
iron anaemia. Some women may need extra iron thratmn supplements
(Astrid C RF et al., 2013). Your health care preavignay screen you for iron-
deficiency anaemia and, if you have it, may recomuneon supplements (Allen

L. H., 2016).

- Rh negative disease Rhesus isoimmunization. Rh factor is determibgdhe

presence of a protein surrounding red blood c@ishout the protein, a woman
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is considered Rh negative. If the mother is Rh-tiegaand her child is born
Rh-positive, she starts to build antibodies up rgjaihe next Rh positive baby.
During the beginning of the pregnancy, the motlsetested to see if she has
been sensitized. (Meaning the baby’s red bloods ¢els been affected by the
mother’s developed antibodies). RhoGAM is a medaoagiven around 28
weeks to prevent the build-up of these antibodi®@s0GAM is given again at

birth, only if the baby is Rh-positive (www.cdc.gov

« Ectopic pregnancy— Ectopic pregnancies can be caused by an STD, such
as chlamydia, or an infection, such as pelvic mfi@atory disease. Women who
have undergone sterilization procedures or have n bediagnosed
with endometriosis or other female reproductivedisrs are also at risk. If the
fallopian tube is getting tighter, or narrower, tgg is fertilized outside the
uterus in the tube, hence the name: “Tubal pregna@auses heavy bleeding,
severe pelvic pain, and dizziness and may resueath. Emergency surgery or

Methotrexate is used for treatment (www.cdc.gov).

« Urinary Tract Infections (UTI) — A UTI is a bacterial infection in the urinary
tract. You may have a UTI if you have -

> Pain or burning when you use the bathroom.

> Fever, tiredness, or shakiness.

> An urge to use the bathroom often.

> Pressure in your lower belly.

> Urine that smells bad or looks cloudy or reddish.

A\

Nausea or back pain.
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Treatment with antibiotics to kill the infection Nhunake it better, often in one or
two days. Some women carry bacteria in their blagdéhout having symptoms

(www.cdc.gov).

* Mental Health Conditions- Some women experience depression during or after

pregnancy. Symptoms of depression are:

> A low or sad mood.

> Loss of interest in fun activities.

> Changes in appetite, sleep, and energy.

> Problems thinking, concentrating, and making deossi
> Feelings of worthlessness, shame, or guilt.

> Thoughts that life is not worth living.

When many of these symptoms occur together anddastore than a week
or two at a time, this is probably depression. Bsgpion that persists during
pregnancy can make it hard for a woman to carénéoself and her unborn baby.
Having depression before pregnancy also is a dstof for postpartum depression.
Getting treatment is important for both mother dadby. If you have a history of
depression, it is important to discuss this withurybealth care provider early in

pregnancy so that a plan for management can be (made.cdc.gov).

PREGNANCY RELATED ANXIETY

Pregnancy is one of the most important events imeds’ life. Being
pleasant, it is one of the most stressful eventghm life of a woman and

psychologist describes pregnancy as an emotiorsa ¢Rubertsson C et al., 2014).

Dept. of Pharmacy Practice 7 JKKMMRF'S College ohBrmacy



Chapter 1 Introduction

If this crisis is not properly managed and cong&a]lit will turn into a prolonged
crisis and will leave countless undesirable coneeges on mother and her baby
(Glover V, 2014). Feelings of anxiety across pregiyaare relatively common, with
about 10 — 15 % of all pregnant women experiensmge level of anxiety or stress
during this major transitional phase in one’s (imyan J et al, 2006). Prevalence of
anxiety disorder during pregnancy, in developed @ekloping countries are 10%
and 25%, respectively (Bayrampour H et al., 20B3ggnant women worry about
the upcoming labour and anticipated pain, alsorrefieto as fear of childbirth
(Sj6gren B., 1997), or they may be concerned atfmihealth of the child they are
carrying or the physical changes they experienagzfkk AC et al., 2004). High
levels of anxiety, during pregnancy, have adverSece on mother and baby

(Shahhosseini Z et al., 2008).

Anxiety, in early pregnancy, results in loss oftteeand in the second and
the third trimester leads to a decrease in birtigiteand increased activity of the
Hypothalamus — Hypophysis — Adrenal axis (Ding XXag 2014). It causes a
change in steroidogenes, destruction of social \beta and fertility rate in
adulthood. Also anxiety during pregnancy is accomgxh by emotional problems,
hyperactivity disorder, decentralization and disturce in cognitive development of

children (Tarabulsy GM PJ et al., 2014).

A study suggested that the level of the heart vatebility in the offspring
of anxious mothers be less than the control granagken MAKAet al., 2013).
Such children show more fear in dealing with evagydvents in their life. Mother’s

anxiety, during pregnancy, is also associated witbr maternal- child interaction.
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In this way it's reported that anxiety and negativeod of mother has been stated as

one of the mechanisms of this problem (Webb ReRall4).

These adverse outcomes associated with pregnanagtyanndicate that
adequate assessment of pregnancy anxiety is inmpaotde able to identify women
who have particularly high levels of anxiety duritig pregnancy period. This will
facilitate prevention and intervention efforts #duce anxiety during pregnancy,

with potentially long-term beneficial effects oretbhild (Glover V., 2014).

Valid assessment tools to determine the level refgmancy anxiety are
therefore required. The Pregnancy-Related Anxiatgsfionnaire—Revised Version
(PRAQ-R2), a 10-item shortened version of the PRRAQ-has been
psychometrically tested and seems to be a robustigbor of birth-related and
childhood outcomes, independent of general anxiegyasures (Huizink AC

et al., 2002).

Moreover, it has been shown in previous studie$ finagnancy anxiety
assessed with the PRAQ-R reflects a specific cocisthat can be differentiated
from general anxiety for the most part (Huizink &€Cal. 2014), although the two do
influence each other over time during pregnancyifiild AC et al. 2014) . Other
researchers have shown that pregnancy-specifietesiare even better predictors
of adverse birth and child outcomes than generaktias (Dunkel Schetter C et al.,

2012).

The revised PRAQ — R2 was earlier validated in ragiteidinal study in
Finland. Pregnancy-specific anxiety was assessed with Finnish and Swedish

translations of the 10-item self-report Pregnaneyaked Anxiety Questionnaire—
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Revised (PRAQ-R; Huizink et al. 2004), a shortemersion of the 34-item PRAQ
(Van den Bergh 1990). Scores on each item rangad Ir (definitely not true) to 5
(definitely true). The items of the PRAQ-R can bdeved into three subscales. The
first subscalef-ear of giving birth, consists of three items such as “I am worried
about the pain of contractions and the pain durdgivery’. The second
subscaleWorries about bearing a physically or mentally handicapped child,
consists of four items, including “I sometimes thithhat our child will be in poor
health or will be prone to illnesses”. The thirdbscaleConcern about own
appearance, consists of three items, such as “I am worriedualmy enormous
weight gain”.
Anxiety Measurement
Total Anxiety Score

* Equal to 10 — No Anxiety

e 10-20 = Mild

* 20 - 30 = Moderate

 30-40=Severe

* 40 -50 = Very Severe
Subscale 1 Fear of Giving Birth

* Equal to 3 — No Anxiety

+ 3-6=Mild

* 6 -9 =Moderate

e 9-12 = Severe
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e 12 -15=Very Severe
Subscale 2 Worries of bearing a handicapped child
* Equal to 4 — No Anxiety
« 4-8=Mild
 8-12 = Moderate
e 12-16 = Severe
* 16— 20 = Very Severe

Subscale 3 Concern of own appearance

Equal to 3= No anxiety
+ 3-6=Mild

* 6 -9 =Moderate

* 9-12=Severe

e 12 -15=Very Severe

EFFECTS OF MATERNAL ANXIETY DURING PREGNANCY

Since ancient times, scientists have written albeliefs that the emotional
state of the pregnant mother may affect her unisbril. Today, both animal and
human studies support the notion that maternasstaad anxiety during pregnancy
can have both immediate and long-term effects anoffepring. However, studies
vary substantially in terms of their methodologiesl results. Some studies examine
isolated stressors, such as death of a spousdwahdisaster, while others look at

stressful feelings and daily hassles during pregnéReck C et al., 2013).
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Prenatal stress and perinatal outcomes -Maternal stress and anxiety during
pregnancy has been associated with:

» Shorter gestation & higher incidence of preternthbir

» Smaller birth weight and length

* Increased risk of miscarriage

Prenatal stress and infant outcomes -Prospective studies have shown that
maternal stress and anxiety during pregnancy éateceto infant outcomes such as:
 Temperamental problems and increased fussiness

* Problems with attention, attention regulation, antbtional reactivity

* Lower scores on measures of mental development

Prenatal stress and child outcomes A recent large-scale epidemiological study

confirmed some of the infant outcomes above andvetioassociations between

prenatal stress and anxiety and:

* Hyperactivity and inattention in boys

» Emotional problems in girls and boys

» Conduct problems in girls

Prenatal stress and adult outcomes -A number of retrospective and
epidemiological studies have linked severe stressengl pregnancy (such as

experiencing famine, a major earthquake, or othetural disasters) to higher
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incidences of mental illness in adult offspringclslas schizophrenia and severe

depression.

Moderate stress versus chronic or severe stress Some studies have
shown that mild to moderate levels of stress duprggnancy might actually be
good for the baby, resulting in healthier immunestegns and better motor
development. More research is needed before finnclasions can be drawn, but it
may be that mild to moderate amounts of stressadysregnancy help prepare the

baby for later stressors, such as birth (DiPielra,, 2004).

Possible mechanisms Fhere are no direct neural pathways between the
mother and foetus, so scientists have looked foremiadirect pathways to
understand how a mother’s level of stress and anxiay impact her baby. One
possible mechanism is through stress hormones. Wieeare stressed, a series of
chemical changes is set off in our bodies and branch as the release of cortisol
and adrenaline. Normally, these chemicals help geepus for danger and are
important for our survival; however, if we are chically stressed and anxious,
these stress-related hormones can remain higlodolohg and wreak havoc on our
bodies. Stress hormones in the mother’'s body dchrédee baby. When a pregnant
woman is chronically stressed or experiences exrasiness, the baby may be
exposed to unhealthy levels of stress hormones;hawtan impact the baby’s brain
development. Chronic or extreme maternal stress atsy cause changes in the
blood flow to the baby, making it difficult to cgrroxygen and other important
nutrients to the baby's developing organs. In aoldjt chronically or severely
stressed mothers may feel overwhelmed and fatigtrech might impact their diet

and sleep habits and consistency of prenatal @dleof these factors may help
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explain how maternal stress during pregnancy cam hang-term effects on the

unborn child.

Importantly, studies are beginning to examine waetors might help buffer
the effects of stress during pregnancy. One imporfactor seems to be the
mother’s level of social support. Other protectiaetors may include: gaining some
control of stressful situations, consistent preinat@re, regular light exercise,
adequate rest, healthy eating habits, and avoidic@hol, tobacco, and other drugs

(Huizink, A.C. et al., 2004).

REDUCING STRESS IN PREGNANCY

Stress reduction is considered to be one importeay an expectant
mother can achieve better health and prevent cedamplications. The causes
of stress during pregnancy are often varied. A womeay become stressed as
her body begins to change, as she experiencesffineseof pregnancy-related
hormones, or as a result of anxiety or fears alpyagnancy and childbirth.
Individuals who experience negative or catastroplife events during
pregnancy or who have chronic stress, PTSD, orrotental health concerns
may also experience greater levels of stress dyregnancy (Sullivan, R. et al.,

2006).

A health care professional will likely advise a wamexperiencing stress
to cut back on stressful activities, stay healthy &t by eating nutritious foods
and keeping as active as possible, maintain a stuppetwork and keep in
contact with friends and family, seek and accepp ehen needed, participate

in childbirth education classes, and take up rdiaratechniques such as
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prenatal yoga or meditation. Professional help frantherapist or counsellor

may also be recommended.

The pharmacist can play an important role in redg@regnancy related
anxiety or stress by proper counselling. To creapeoper impact of counselling
on pregnancy related anxiety, we first need to wtie prevalence of anxiety

during pregnancy.

This study will help in finding the prevalence arfixiety among pregnant

women which can lead to further study of its impactl prevention.

NUTRITION IN PREGNANCY

An adequate nutrition pattern plays an importaié o maintaining one’s
health and well-being. During pregnancy, a womadeugoes major biological,
physical, psychological and social transformatigar( Teijlingen E et al., 1998). To
cope up with all these changes a pregnant womaatsrieeébe more concerned about
the nutrition pattern. Pregnancy although excitimay also lead to uncertainties and
concerns about a women’s new identity as a mothggering her concern about
her nutrition patterns (Deutsch FM et al.,, 1998)drhancy particularly a first
pregnancy is likely to be more critical for a womanmodify her nutrition related
behaviour which was easier at other times. Pregneawc therefore be considered as
a major transition in a woman’s life and may haveasitive influence on a
woman'’s future health and nutrition behaviour ahdit tof her family (Barry N et
al.1998). This phenomenon has been introduced aslife course perspective”

(LCP)
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Pregnancy is the most crucial nutritionally demagdiperiod of every
woman'’s life. The high demand of nutrients to dépesergy in the form of new
tissue, growth of existing maternal tissues suchraast and uterus and increased
energy requirements for tissue synthesis makespreagvomen more vulnerable to

malnutrition (Goldberg G, 2002).

Efforts have been made to study insights into gtealsioural patterns of pre-
conception, antenatal and postnatal smoking bebes/ian relation to the LCP

(Baker TB et al., 2004). However, studies on nigtnibehaviours are scarce.

EXERCISE PATTERN DURING PREGNANCY

Pregnancy is associated with considerable physmdb@nd psychological
changes which may promote sedentary behaviouremaretiuced level of physical
activity. Reduced physical activity may increase tisk of gestational diabetes,
pregnancy induced hypertension, high gestationaglwegain, and the long term
risk for obesity development, Type 2 diabetes aratdiovascular disease

(USDHHS, 2008).

An epidemiological data based on the National theand Nutrition
Examination Survey (NHANES) indicates that only 18%gpregnant women meet
the minimum national recommendations of 150 minutésmoderate physical
activity per week (Evenson & Wen, 2010, USDHHS, @0@®ne reason for this
might be due to challenges associated with pregnéike nausea, fatigue, low
motivation, increased body size, pregnancy comiitiog, etc. and the varied
perspectives regarding how much physical activisy recommended during

pregnancy.
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The American College of Obstetrics and Gynaecotegi®commends
women should perform 30 minutes or more of modardagnsity exercise most of
the days of the week, if not all, during pregnai®ZOG, 2002). Many healthy
pregnant women are either not advised of the bisnefiexercise or choose not to
participate in any activity as recommended by tmeAcan College of Obstetrics

and Gynaecologist guidelines (Doran F et al., 2011)

In the Indian scenario, not much importance is mive exercise. They
consider doing house chores is sufficient. It waSligent in the older times as
during those times the house chores were equivaded® minutes of any moderate
intensity physical activity. Nowadays, in the fasoving world where technology
has made everything available at the touch of gefinhas created a more sedentary

lot of humans. This sedentary way of living maydiéa many health issues.

Pregnancy is a time when a woman has to takeafaveth hers’ as well as
the health of the baby. So, extra care needs tgi\®n to their nutritional and

physical activity behaviour.

A proper study can help in increasing the awareésbe importance of
moderate physical activity during pregnancy and hiovean help in reducing
unwanted complications. We can also help them wtaled the do and don’ts to be

followed during pregnancy.

MODE OF DELIVERY

Mode of delivery is defined as choosing either Waginal or caesarean
section (C-section) delivery (Belizan JM et al.02p Vaginal delivery is the natural

method of birth, though about 10% of normal dele®rmay be complicated,
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caesarean section delivery is suggested to preegher maternal or foetal
morbidities mortality (Mungrue K et al., 2010). Hewver, nowadays, many C-

sections are performed upon maternal request witimedical cause.

The rate of caesarean section delivery is risingdwode. It has become a
part of their culture in some countries (Angeja &Cal., 2006). World Health
Organization (WHO) recommended that not more th@rl3% of pregnancies
should be terminated by C-section (Soltani H et 2012). The rate of C-section
may be affected by some individual and culturatdex (Althabe F &Belizan JM.,
2006). The term “elective caesarean section defivezfers to those C-section

deliveries which are performed with no medical ea{@@unningham F et al., 2014).

It has been documented that mortality and morbiidityC-section deliveries
are greater than normal vaginal delivery and Cisedlelivery, also, increases the

expenses up to three times (Lavender Tet al., 2012)

One of the strategies of WHO to promote maternalltheis protecting
mothers from unnecessary medical technologies (Nsr, 2006). Performing C-
section deliveries without proper medical indicatis announced as immoral by the
International Confederation of midwives (DevendraeK al., 2003). Although
certain health professionals’ authorities have bemmsidering reducing the rate of

elective C-section delivery, it is increasing imscountries (Pezeshki Z, 2013).
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LITERATURE REVIEW

Forough Mortazavil. et al., (2018) conducted a stydon Validation of
the Anxiety Scale for Pregnancy in a Sample of Iraan Women. Pregnancy-
related anxiety is a risk factor for poor outcom€&be aim of this study was to
validate the Farsi version of the Anxiety Scale Posegnancy (ASP) in a sample of
Iranian women. After translation and back-transtatiof the ASP, the content
validity ratio (CVR) and the content validity indefCVI) of each item were
calculated based on the opinions of a panel of Xif@res. Four hundred pregnant
women in the third trimester of pregnancy compldtesl Farsi version of the ASP.
For discriminant validity, we compared the ASP meaaores of women with low
and high levels of childbirth fear. Confirmatoryctar analysis (CFA) was
performed to investigate construct validity of $wle. No item had CVR and CVI
scores less than 0.62 and 0.8, respectively. Thétseof the CFA for the ASP were
unsatisfactory for the proposed 5-factor model (FS= 0.087, SRMR = 0.092,
chi-squaradf = 4.03, CFlI = 0.87, and GFI = 0.91). After removiitgm 9,
satisfactory CFA results were obtained and thectiral model fit was confirmed
(RMSEA = 0.066 (CI [0.053, 0.078]), SRMR = 0.069j-squaredf = 2.71, CF| =
0.93, GFI = 0.95). Cronbacahcoefficient for the 13-item ASP was 0.703. Thelesca
showed moderate correlations with the SpielbergateSTrait Anxiety Inventory
(STAI) and Childbirth Attitudes Questionnaire (CA€jores (0.61, 0.59, and 0.57,
respectively) and could differentiate well betweeomen who preferred caesarean
and those requesting vaginal delivery. The preséundy confirmed the content
validity and construct validity of the Farsi vensiof the 13-item ASP for women in

the third trimester of pregnancy.
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Vanessa Wall et al., (2017¢onducted a study oRactors associated with
pregnancy-related anxiety in Tanzanian womerto identify factors predictive of
pregnancy-related anxiety (PRA) among women in Mzgafanzania. It is a cross-
sectional study was used to explore the relatignsatween psychosocial health and
preterm birth. The study was done in Antenatal icéinin the llemela and
Nyamagana districts of Mwanza, Tanzania. Pregnamewn less than or equal to 32
weeks’ gestational age (n=212) attending the tweratal clinics participated in the
study. PRA was measured using a revised versitimeof0-item PRA Questionnaire
(PRA-Q). Predictive factors included social suppg@vtultidimensional Scale of
Perceived Social Support), stress (Perceived Stesde), depression (Edinburg
Postpartum Depression Scale) and sociodemographia. Bivariate analysis
permitted variable selection while multiple lineaggression analysis enabled
identification of predictive factors of PRA. Tweriye per cent of women in our
sample scored 13 or higher (out of a possible 30)he PRA-Q. Perceived stress,
active depression and number of people living ettbme were the only statistically
significant predictors of PRA in our sample. Thigmdings were contrary to most
current literature which notes socioeconomic status social support as significant
factors in PRA. A greater understanding of the eepee of PRA and its predictive
factors is needed within the social cultural cohteixlow/middle-income countries
to support the development of PRA prevention sgiatespecific to low / middle

income countries.

K. Oliver Schubert et al. (2017)conducted a study offirajectories of
anxiety and health related quality of life during pregnancy. Anxiety and health

related Quality of Life (HRQoL) have emerged as amt@ant mental health measures
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in obstetric care. Few studies have systematicaltpmined the longitudinal
trajectories of anxiety and HRQoL in pregnancy.ndsa linear growth modelling
strategy, we analysed the course of State-Traiigipinventory (STAI) - and Short
Form (36) Health Survey (SF-36) scores betweenlt#eand the 38week of

gestation, in a sample of 355 women. We additignatalysed the impact of
depressive symptoms and a chronic medical condiisthma), on STAI and SF-36
trajectory curves. STAI scores remained stableutfinout pregnancy. A previous
history of anxiety increased the overall STAI ssorésthma and depressive
symptoms scores had no impact on the STAI trajgctBhysical SF-36 scores
decreased over the course of pregnancy, whereatalnt®i-36 trended towards
improvement. Asthma reduced physical SF-36 oveMhile high depressive
symptoms decreased the overall mental SF-36, theye valso significantly

associated with mental SF-36 improvements over.tAngiety symptoms are stable
during pregnancy and are not modulated by depmssymptoms or asthma.
Physical HRQoL declines in pregnancy. In contrasgntal HRQoL appears to

improve, particularly in women with high initialels of depressive symptoms.

MulualemEndeshaw. et al., (2017¢onducted a study on Effect of Nutrition
Education on Pregnancy Specific Nutrition Knowledgel Healthy Dietary Practice
among Pregnant Women in Addis Ababa. This study eaaslucted to assess the
effect of nutrition education on the knowledge agdctice of pregnant women
during pregnancy. A before-after cross sectionatlystwas conducted among 406
pregnant women in Akaki Kality Sub-city, Addis AlmbKnowledge and practice of
pregnant women on pregnancy specific nutrition \emasessed before and after

receiving education from trained ANC providers. ®atas managed using SPSS 20.
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Change in nutrition knowledge and dietary practidepregnant women during
pregnancy was analysed by using paired t-test &% @onfidence interval. The
response rate of this study was 96.3%. The comnooince of information for
pregnant women on nutrition during pregnancy wadtherofessionals (59%). The
mean knowledge and practice score of pregnant woman5.5 (SD + 2) out of 9
and 6.2 (SD = 2) out of 11 respectively. After mign education program
intervention the proportion of pregnant women wititowledge on proper nutrition
during pregnancy increased from 53.9 (95% CI. 4B38) to 97% (95% CI. 94.8,
98.5) while the pregnancy specific dietary pracbtéhe pregnant women increased
from 46.8% (95% CI: 41.8, 51.7) to 83.7% (95% (:8] 87.2). Nutrition education
during pregnancy by health care providers couldranwg knowledge and practice of
women during pregnancy. Thus, attention should lwengto promote nutrition
education at the ANC for pregnant women to getabdi and accurate information

from health professionals.

Nadia A. Nasir et al., (2017)xonducted a study on Knowledge and attitude
of pregnant women towards modes of delivery in atersatal care clinic in
Baghdad. The study was designed to provide datathenlevel of existing
knowledge, attitudes and preference of modes oVetgl which can be used as a
platform to raise knowledge among pregnant womehthair partners and thereby
empowering women to make informed choices. Thisssectional study was
undertaken in an antenatal care clinic in Baghdeakcfing Hospital, Medical City,
and Baghdad from 1st Feb. -31st May 2016. All 3@@gpant attending the
antenatal clinic was interviewed with a structurgdestionnaire that solicited

information on their knowledge, attitudes and prefiee towards modes of delivery.
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Mean age of pregnhant women was 28.3 + 9.8SD yewl&4a7% was not employed.
More than half of them (54.3%) had married at yaingge (<20 years).
Educational levels were 43.3% primary, 18% secondard 20.4% university
levels. Knowledge of majority of pregnant mothe32.6%) about modes of delivery
was obtained from relatives. Half of pregnant wonhew good knowledge about
modes of delivery, 51.3% of them had negativeumtéttoward CS, and 62% had
positive attitude towards CS delivery in currerggrancy. Study results emphasize
the need for educating families, especially preggmammen and their partners about

the pros and cons of different modes of givinghbid their babies.

Emilie NorNielsen et al., (2017)xonducted a study on Mode of Delivery
according to Leisure Time Physical Activity befoaad during Pregnancy. The
multicentre cohort study was conducted on low nskmen to examine the
association between maternal leisure time physicaity and mode of delivery. It
was a Population-based multicentre cohort. FromDhaish Dystocia Study, we
included 2,435 nulliparous women, who deliverediraylston infant in cephalic
presentation at term after spontaneous onset of lebb2004-2005. We analysed
mode of delivery according to self-reported phylsaivity at four stages, that is,
the year before pregnancy and during first, secand, third trimester, in logistic
regression models. Further, we combined physicaligc measures at all four
stages in one variable for a proportional odds rhéalecumulative logits. Main
Outcome Measures. Mode of delivery (emergency teasasection; vacuum
extractor; spontaneous vaginal delivery). The aofdsmergency caesarean section
decreased with increasing levels of physical agtiwith statistically significant

trends at all four time stages except the thiméster. This tendency was confirmed
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in the proportional odds model showing 28% highédsoof a more complicated
mode of delivery among women with a low activitydé compared to moderately
active women. We found increasing leisure time paysactivity before and during
pregnancy associated with a less complicated dgli@mong low-risk, nulliparous

women.

MarijaKolosova et al., (2017)conducted a study on Nutritional awareness
among pregnant women in Latvia. The aim of thislgtwas to analyse the level of
nutritional awareness among pregnant women in &ati descriptive cross-
sectional study was carried out in Riga Maternityspital. 110 pregnant women
receiving antenatal care participated in the surédy5% of respondents received
recommendations on proper nutrition from health ecgrofessionals during
pregnancy, whereas only 20.9% were informed inptfleeonception period. 68.7%
of participants, who received information about feciples of healthy nutrition,
considered them to be sufficient. The majority @fmen got the recommendations
from gynaecologists-obstetricians- 4.9%. 39.1% om&n used non-evidence-based
sources when searching for the information abouaithy nutrition. 34.5% of all
pregnant women had at least one health or soa#l factor, which required
individualized diet planning, however, 26.3% of rthedid not receive any
recommendations at all. 28.7% of respondents stgstegnancy with abnormal
Body Mass Index (BMI). Women should be advised akendiet corrections before
pregnancy; therefore more consultations in prequime period are needed.
Additional educational sources providing informati@bout healthy nutrition should

be considered.
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A. C. Huizink. et al., (2016)conducted astudy on Adaption of pregnancy
anxiety questionnaire—revised for all pregnant womegardless of parity: PRAQ-
R2. Feelings of anxiety across pregnancy are velgticommon, with about 10—
15 % of all pregnant women experiencing some lef@nxiety or stress during this
major transitional phase in one’s life. The advemdcomes associated with
pregnancy anxiety indicate that adequate assessofeqregnancy anxiety is
important to be able to identify women who haveipalarly high levels of anxiety
during the pregnancy period. This will facilitateepention and intervention efforts
to reduce anxiety during pregnancy, with potentitdhg-term beneficial effects on
the child. Because of its limited number of itemsthe PRAQ-R, it is a feasible
instrument to include not only in scientific stuslief pregnant women and their
offspring but also in clinical practice. It is tleéore a widely used instrument. The
study population was drawn from the ongoing FinmBrBirth Cohort Study.
Women were considered eligible to participate ie study if they had a verified
pregnancy, had sufficient knowledge of Finnish ware8lish (the official languages
of Finland) to fill in the study questionnaires,dagave written informed consent.
Recruitment was based on a personal contact byseameh nurse. Parent(s)
participating in the study gave written informedsent also on behalf of the child.
Pregnancy-specific anxiety was assessed with Finnish and Swedish translatbns
the 10-item self-report Pregnancy-Related AnxietyeQionnaire—Revised a
shortened version of the 34-item PRAQ. Participaags ranged between 18.19 and
42.53 at the 24th week of gestation (mean age 3&B0=114.43). Nulliparous
women were somewhat younger than parous women (naepn=[129.40,
SDI1=[14.42 for nulliparous; mean age!131.95, SDI=[14.04 for parous women;

F (1, 1141)1=11102.13,p[<[10.01). Nulliparous women had a higher mean income
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than parous women, but the groups were similarerm$ of marital status and
education. The purpose of the current study wasgbwhether a slight rephrasing
of 1 item of the 10-item Pregnancy-Related Anxi@yestionnaire—Revised. This
conclusion based on our data has implicationsHeruse of PRAQ-R in large-scale
studies and for the implementation of the questmenin clinical settings or for

prevention programs, when an estimate of the levpfegnancy anxiety is required.
Our findings support the use of modified PRAQ-R—RRAQ-R2—in both

nulliparous and parous pregnant women. The instnansebrief, valid and feasible,
and its predictive abilities have been shown regagt for instance on adverse child

behaviours.

Girija Kalayil Madhavan prabhakaran et. al., (2015) conducted a study
on “Prevalence of pregnancy anxiety and associated femws” to determine the
prevalence of pregnancy-specific anxiety (PSA) @adassociated factors among
pregnant women during the three trimesters of @egyn A prospective explorative
survey was conducted among 500 low-risk Indian mpaey women of age 18-35
years who attended the major maternity governmespital during the period June
2004—July 2005. An exploratory research design wigitospective cohort approach
was adopted for the study. State Trait Anxiety hteey (STAI) and Pregnancy-
Specific Anxiety Inventory (PSAI) were used to eali the data. Highest prevalence
of pregnancy-specific anxiety (PSA) was reportedirdy the third trimester of
pregnancy. All pregnant women rated high levelstlafd trimester childbirth
anxiety compared to other three components of puegyrspecific anxiety.
Nulliparous pregnant women reported higher levél®8A than parous pregnant

women (M = 134.40, M = 116.8). Young age, nullipsgstatus and nuclear family
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nature were identified as common risk factors efgpancy-specific anxiety. During
the transition to motherhood, the risk factors &midng of heightened pregnancy-
specific anxiety differs. Higher prevalence of pragcy anxiety among nulliparous
and younger pregnant women necessitates an indegrattine screening of PSA
during prenatal care. They concluded that earlyed®n, prevention and
management of pregnancy anxiety will enable woroerope with the challenges of

pregnancy.

Robyn J Bruntonet.al., (2015)conducted a study oAregnancy anxiety.lt
was a systematic review of current scales. DemRssi pregnancy is a serious
health issue; however, anxiety in pregnancy, witbgorted higher prevalence, may
also be a serious issue. Anxiety symptoms in pregynaan relate to several anxiety
types, such as general anxiety, anxiety disordams, pregnancy-related anxiety
(PrA), anxiety characterised by pregnancy speé#@rs and worries. Awareness of
these distinctions however, is not always widegihr&ath general anxiety and PrA
are associated with maternal negative outcomes ifecgeased nausea) however;
PrA is more often associated with negative outcofoeshe child (e.g. preterm
birth). Furthermore, PrA is potentially a risk factfor postnatal depression with
assessment of PrA potentially affording importanteivention opportunities.
Currently several different instruments are used?i@ however their psychometric
properties are unclear. To our knowledge a reviewuorent instruments and their
psychometric properties is lacking, this paper aonfdll that gap. Methods: Studies,
which assessed PrA, published between 1983 and iROfp8er-reviewed journals,
were identified. Sixty studies were identified aftgpplying inclusion/exclusion

criteria, and classified as: pregnancy related etgxspecific, scales for other
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constructs, sub scales of another instrument andrgkeanxiety scales. Each scale's
strengths and limitations were discussed. The tigglimay be limited by restricting
our review to peer-reviewed journals. This was dbtw&ever as we sought to
identify scales with good psychometric propertiEsey concluded that currently no
scales are available for pregnancy-related anxieityn sound theoretical and
psychometric properties. Clinically the need foclsa scale is highlighted by the
potential intervention opportunities this may afforFuture research should be

directed towards the development of such a scale.

Marie-Julia Guittier et al., (2014) conducted a qualitative study on Impact
of mode of delivery on the birth experience in tfiime mothers. Aqualitative
approach using thematic content analysis of infdégerviews conducted between
4 and 6 weeks’ postpartum, in 24 primiparous womét delivered at Geneva
University Hospital in 2012. Perceived control, ¢imies, and the first moments
with the newborn are important elements for theeeigmce of childbirth. Depending
on the mode of delivery these are perceived diffityewith a negative connotation
in the case of caesarean section. Other eleméhisnning the delivery experience
were identified among all participants, irrespeetnf the mode of delivery. They
included representations, as well as the relatipnstih caregivers and the father in
the delivery room, privacy, unexpected sensory egpees, and ownership of the
maternal role. Women’s and health professionalgasentations sometimes led to a
hierarchy based on the mode of delivery and usmalgesia. The mode of delivery
directly impacts on certain key delivery experierteterminants as perceived
control, emotions, and the first moments with tlegvborn. The ability/inability of

the woman to imagine a second pregnancy is a gaddator of the birth
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experience. Certain health professional gesturegtibudes can promote a positive
delivery experience. We recommend to better prepeoenen during prenatal
classes for the eventuality of a caesarean sedetiery and to offer all women
and, possibly, their partners, the opportunity &bk tabout the experience of
childbirth during the postpartum period. The resolt this study suggest that further
research is required on the social representatbn®men and health professionals

regarding the existence of a hierarchy associatédtike mode of delivery.
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AIM AND OBJECTIVE
AIM
To check the incidence and impact of various cocagibns on pregnancy
related anxiety in women attending an OBG cliniaitertiary care hospital
OBJECTIVE

Primary Objective:

X/
°e

To observe incidence of various complications dypregnancy.

X/
L X4

To measure the anxiety level in pregnant women.

X/
°e

To understand relation between the various comphica and pregnancy

related anxiety.

X/
°e

To understand relation between pregnancy relatedetgnand various

parameters in pregnancy

Secondary Objective:
+ To study the daily physical activity pattern.
+« To study diet pattern.

+« To study their self-medication habits.
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PLAN OF WORK

PHASE 1

Initial study to identify the scope of work
Literature survey

Checking feasibility

Preparation of study protocol

Designing of questionnaire and data collection form

PHASE 2

Gaining ethical committee approval

Selecting appropriate hospital with gynaecologyastgpent to conduct the
study

Meeting the gynaecologist to discuss the studyooait
Getting approval of specific scale from the gynaegist.

Data collected from study population after takipgm@priate consent

PHASE 3

Review of lab investigations
Review of individual case reports
Analysing the data

Interpreting Results

Discussion

PHASE 4

Collating the results and discussion
Report preparation

Submission
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MATERIALS AND METHODS

Study Site
MMCH Hospital - Erode
Study Design
This was a prospective observational study
Study Duration
Nine months
Study population
200 Pregnant women
Data Collection
Data collection was done through patient intervéewl questionnaire.
STUDY CRITERIA
Inclusion Criteria:

» All Pregnant women irrespective of gestational veeek
* Naturally pregnant women with any type of compiizat

* |Ul and IVF pregnancy cases

Exclusion Criteria:

Non-consenters

Mentally challenged patients

Incomplete data entries.

Multiple abortions
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MATERIALS USED:

* Pregnancy Related Anxiety Questionnaire PRAQ — B2 used to check the

anxiety level of pregnant women.
* The scale was checked and approved by a Gynaesblogi
* The translated version was checked and approvedTiamil teacher.
DATA ANALYSIS:

The continuous variables of two groups were desdriand interpreted by
student independent “t” tests and more than twoumggowere analysed and
interpreted by one way ANOVA. The categorical vialés were described in terms
of percentages and interpreted ffy(Chi-square) test. The relation between the
continuous variables were analyzed and interprdigd Pearsonic correlation
coefficient (r). The P-values less than or equaDi#@5 (F<0.05) were treated as

statistically significant.
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SCOPE OF THE STUDY

. Studying the incidence of various complication ragnancy can help in

understanding ways to cope up with them

. This study can help to check impact of pharmaasihselling on anxiety

during pregnancy.

. It can further help to study the impact of anxietyhealth of baby and

mother.

. A multicentre study could be done to check the carajpve nature of the

study.
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RESULTS AND DISCUSSION

AGE WISE DISTRIBUTION

The following figure shows the age wise distribatiof the total stud

population.
Figure 1: Age wise distribution (N=200
AGE WISE DISTRIBUTION (N=200)
90 ~ 84(42%)
0 %0 70(35%)

29(14.5%)

E 70 7
= 60 -
<50 -
o
w 40 -
o
Cz> 30 -
20 1 12(6%)
10 - i 5(2.5%)
0 T T T E 1
15-19yre 20-24yrs 25-29yrs 30-35yrs35-39 yrs
AGE IN YEARS

Figure 1 shows the age wise distribution of thelgfpopulation where th
majority (42%) of the population w from the age group 2529 yrs and the lea

(2.5%) were from the age group - 39 yrs.
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EDUCATIONAL STATUS

Total studypopulation wa classified according to their education level:

follows:
Figure 2: Educational status (N=200)
EDUCATIONAL STATUS (N=200)
100 91(45.5%)
90 -
2 80
w70 -
';: 60 -
o 50 - 44(22%) 38(19%'
S 40 - 819%,
y 30 -
Cz> 20 - 16(8%)
0,
10 - 8(4%) 3(1.5%)
O i T T T T T Red 1
Primary  High Hr. Graduate Post M.Phil &
school secondary graduat Ph.D
EDUCATION

Figure 2 shows that majority of the study populatieere graduates (45.5¢

and the least were highly educated having M.Phal Bh.D (1.5%)
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OCCUPATIONAL STATUS

Occupation wise classifications of the study popolawere as follow:

Figure 3: Occupational status (N=200)

180
160 -

166(83%)
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100 -
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40 -

20 - 8(4%)
0 : [

OCCUPATIONAL STATUS (N=200)

6(3%) 2(1%)

[ — |

Home Manager Student

Professional

Service Others

OCCUPATION

Figure 3 shows that majority of the study populatieere home manage

(83%) followed by 9% being professionals, 4% behglents, 3% being in sor

service and 1% doing other jol
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PREGNANCY TRIMESTER

All the pregnant women adivided into trimesters according to their mon

of gestation.

Figure 4: Pregnancy Trimester (N=20C

Pregnancy Trimester(N=200)

12 (6%)

M Third trimester
M Second trimester

b First trimester

Figure 4 shows that majority of the study populatiwere in the thirc

trimester(74%) and the least were in the first trimester)
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PARITY OF PREGNANCY

Studypopulatior was divided according to their parity.

Figure 5: Parity of Pregnancy (N=20C

NO. OF PATIENTS
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Parity of Pregnancy (N=200)

117(58.5%)

First

74(37%)

Second

PARITY OF PREGNANCY

9(4.5%

Third

Table 1: Parity of Pregnancy with their respectiverimesters (N=200

Parity-1 Parity-2 Parity-3 Total
Trimester
No % No % No % No %

1" 7 3.5 4 2.0 1 0.E 12 6.0

2ne 21 10.5 15 7.5 4 2.C 40 20.0

3 89 44 .5 55 27.5 4 2.C 148 74.0
Total 117 58.5 74 37.0 9 4.5 200 100.0

Significance x° =4.504 df 4, P=0..342

The tablel states the trimester according to the parityrefjpant womer

The F, 2" and 3 trimesters were 6.0%, 20% and 74% respectivelyil&im the

parity 1, 2 and 3 were 58.5%, 37% and 4.5% resyadyti
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PREGNANCY SEQUENCE

Total study population is divided into two claske women who conceiv

for the first time and women w conceive more than one time.

Table 2: Pregnancy sequence classificati

Pregnancy sequence cla No. of patients | Percentage (%
Conceiving for the first tirr 118 59
Conceiving more than one til 82 41

Table 2 shows, among the total study populi 118 (59%) number of tk
population were conceiving for the first time an2l umbers of patients which

41% of the study population were conceiving for entbran one tim

Figure 6: Pregnancy sequence (N=2C

PREGNANCY SEQUENCE CLASSIFICATION
(N=200)

M Conceving for the first time

H Conceving more than one
time
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HISTORY OF COMPLICATIONS IN LAST PREGNANCY

Among the 82 patients whose were conceiving for anitvan one time

history of complication in last pregnancy were @ofvs

Table 3: History of Complications in last pregnancy(N=82]

History of Complication _ ;
in last pregnancy Number of patients Percentag« (%)
ves 36 43.90
No 46 56.10

Table 3 shows, among 82 patients conceiving forentbean one time 3
patients had a history of some kind of complicagiontheir last pregnancy which
43.90% of the study population and 46 patients dat have ahistory of

complications in their last pregnar.

Figure 7: History of Complications in last pregnany (N=82)

HISTORY OF COMPLICATIONS IN LAST PREGNANCY
(N=82)

M Had some kind of
complication

H No complication
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OUTCOME OF DELIVERY OF PREVIOUS PREGNANCY

Among the 82 patients whose are conceiving for riiz#a one time, th

outcome of the previous preancy were as follows

Figure 8: Outcome of delivery of Previous Pregnanc

OUTCOME OF DELIVERY OF PREVIOUS
PREGNANCY (N=82)

E NORMAL
M LSCS

Figure 8 shows that among the 82 patients who @measving for more tha

one time 59.76% patients had a normal vaginal dsliand 40.24% had-section.

FAMILY HISTORY

Table 4: Family history (N=200)

Family history No of patients Percentage (%
Had a history of som 66 33
complication
Not had a history of an 134 67
complication

Table 4 shows, among the study population 66 pistiarthe study population hac

family historyof some kind of complications which is 33% of tfaoplation
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Figure 9: Family history (N=200)

FAMILY HISTORY (N=200)

M Had a family
history

H Not had a family
history

DETAILS OF FAMILY HISTORY

The group is classified according to which pareatt bomplicatior

Table 5: Details of family history

CONDITION FAMILY HISTORY NUMBER OF PATIENTS

DM FATHER 18
MOTHER 13
FATHER/MOTHER 3
HTN FATHER 12
MOTHER 4
FATHER/MOTHER 2
DM/HTN FATHER 2
MOTHER 3
FATHER/MOTHER 5
ASTHMA FATHER 1
MOTHER 2
EPILEPSY MOTHER 1
HYPOTHYROIDISM MOTHER 4
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ALLERGIES

The group isclassified into those patients who had some kinaltHrgy

which was noteworth

Table 6: Allergy status (N=200)

Allergy Status

No of patients

Percentage (%

Had some kind of allerg 14 7
Don’t have any kind o
allergy 186 93

Table 6 shows, majoritof the patients don’t have kind of allergy (93%}:

about 7% of the patients have some kind of all¢

Figure 10: Allergy Status (N=200)

ALLERGY STATUS (N=200)

14(7%)

M Had some kind
of allergy

M Don’t have any
kind of allergy
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DETAILS OF ALLERGIES
The study population were found to have the bel@mtoned allergies.

Table 7: Details of Allergies (N = 200)

TYPE OF ALLERGY AR oF PERCENTAGE (%)
DUST ALLERGY 13 6.5
DRUG ALLERGY* 1 0.5
FOOD ALLERGY** 1 0.5

*Paracetamol
**Sour Food
Table 7 shows that 6.5% of the study populationchess allergy and only

0.5% has allergy to Drug (Paracetamol) and soul.foo
SURGERIES

The study population was categorised into those wrerwent any kind of

surgeries and specially those patients who undégyeaecologically relevant surgeries.

Table 8: SURGICAL HISTORY (N=200)

Surgical History No of patients Percentage (%)

Had undergone surgery, a7 23.5

Didn’t undergo any

153 76.5
surgery

Table 8 shows that majority of the patients didmitlergo any surgery prior
to current pregnancy (76.5%) and about 23.5% op#tents underwent some kind

of surgery prior to current pregnancy.
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Figure 11: Surgical History (N=200)

SURGICAL HISTORY (N=200)

M Underwent
some kind of
surgery

H Didn’t undergo
any surgery

Table 9: GYNAECOLOGICALLY RELATED SURGERY (N=47)

Surgical History No of patients | Percentage (%)
Had undergone a gynaecologically rele 26 55.32
surger
Didn’t undergo any gynaecologically relat 21 44.68
surgery
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Figure 12: Gynaecologically related Surgery (N=4

GYNAECOLOGICALLY RELATED SURGICAL
HISTORY (N=47)

M Underwent a
gynaecologically
related surgery

Figure 12 shows that majority of the study popolat(55.32%) underwel

gynaecologically relevant surgeries prior to thgsent pregnanc

Figure 13: Details on the type of surgery underwel

SURGERY DETAILS (N=47)
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The gynaecologically relevant surgeries underwent WeBES (48.94%),
Ovarectomy (4.26%) and Scar Endometriosis (2.13%). The othergesies

underwent were not of any gynaecological releve
PAST MEDICAL HISTORY

Figure 14: Past Medication History (N=200

PAST MEDICATION HISTORY N=(200)
200 - 187(93.5.%

20 13 (6.5%)
L e—
0

Taking medicines prior to pregnancy Not taking medicines prior to pregnancy

Figure 14 shows that a majority of patients didrdie any past medicatio
history (93.5%) and a small percentage of patigbt®%) have taken son

medicines prior to current pregnar
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SELF MEDICATION HISTORY

Figure 15: Self Medicine History (N=200

SELF MEDICATION HISTORY (N=200)
250 -
200 - 191(95.5%)
|_
pd
L
=150 -
<
o
'-o'-loo :
O
Z 50 .
3 (1.5% 6(3%)
O T S T
ALLOPATHIC HERBAL NOT TAKING ANY SELF
MEDICATION

Figure 15 shows, large number of the population (9% have not been
taking any selfnedications during pregnancy but a small portionth&f patient:
(3%) have been taking some kind of herbal medidoowed by 1.5% o

population taking OTC medicines (Paracetar
DIET PATTERN

During pregnancy, a woman dergoes major biological, physic
psychological and social transformation. To cope wifh all these changes

pregnant woman needs to be more concerned abaunthetion and diet patter
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Figure 16: Diet pattern (N=200)

DIET PATTERN (N=200)

176(88%)

40 24 (12%)
0 -

Following a specific diet pattern Not following any special diet pattern

Figure 16 shows thiamajority of the study population (88%) doe: follow
any special diet pattern and 12% of the study djui follows specific diet pattel

which would benefit their health and the healthhaf foetus
EXERCISE PATTERN

The American College of Obstetricand Gynaecologists recommer
women should perform 30 minutes or more of mod-intensity exercise most «

the days of the week, if not all, during pregnar
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Figure 17: Exercise Pattern (N=200)

EXERCISE PATTERN (N=200)

H Doing some
physical activity

M Not doing any
physical activity

Figure 17shows that a majority of the study populn (52%) does some kir

of physical activity and 40% of the study populattmesn't do any kind of exerc

TYPES OF PHYSICAL ACTIVITY
Figure 18: Types of Physical Activity

TYPES OF PHYSICAL ACTIVITY(N=104)

[any

N

o
)

103 (99.04%)

WALKING YOGA
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N
o
1

o
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Figure 18 shows that 99.04 (103) of the study population did walking a

physcal activity and 0.96 %(1) did yog
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SLEEP PATTERN

Figure 19: Sleep Pattern (N=200)

SLEEP PATTERN (N=200)
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DISTURBED SLEEP NORMAL SLEEP

Figure 19 shows that majority of the study popolatr1% didn't have an

sleep problem and about 29% of the study populdtazhslightly disturbed slee
INCIDENCE OF VARIOUS COMPLICATIONS IN PREGNANCY

Presence of any complications or co morbidities itamease the risk ¢

pregnancy which itself is associated with a sliggricentage of ris
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Figure 20: Condition of Pregnancy

PREGNANCY CONDITION (N = 200)

E NORMAL
E COMPLICATED

Figure 20 shows 46% of the stupopulation had some kind of complication dur

pregnancy.
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Figure 21: Various Complications

COMPLICATIONS (N=92)
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Figure 21 shows the list of various complicationgsent in the given stuc
population. Majority of the study population (26%p had thyroid problem alor
with their present pregnancy. About 17.40% of the ystpdpulation had

combination of more than one complication alongtliteir present pregnan
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PREGANANCY RELATED ANXIETY

Pregnancy related anxiety was measured for pregwamten with and
without any complications using PRAQ-R2 and thegam and standard deviation

was calculated
Anxiety Measurement

Total Anxiety Score

Equal to 10 — No Anxiety

10 — 20 = Mild

20 — 30 = Moderate

30 — 40 = Severe

40 — 50 = Very Severe

Subscale 1 Fear of Giving Birth

Equal to 3 — No Anxiety

3-6=Mild

6 — 9 = Moderate

9 — 12 = Severe

12 — 15 = Very Severe
Subscale 2 Worries of bearing a handicapped child
* Equal to 4 — No Anxiety

 4-8=Mild
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e 8-—12 = Moderate
e 12 -16 = Severe
* 16— 20 = Very Severe

Subscale 3 Concern of own appearance

Equal to 3= No anxiety
+ 3-6=Mild

* 6 -9 =Moderate

* 9-12=Severe

e 12 -15=Very Severe

Table 10: Measurement of Pregnancy related Anxietyaccording to Age of

Pregnant women.

S. No | Age of pregnant | n Pregnancy Mean
women Related Anxiety (Std. Deviation)
1 15-19yrs 12| TOTAL ANXIETY 23.833+115
SUBSCALE 1 8.917+ 3.7
SUBSCALE 2 9.250 +£6.5
SUBSCALE 3 5.667 £ 4.0
2 20 - 24 yrs 70| TOTAL ANXIETY 21.000 +£8.3
SUBSCALE 1 8.857 £ 3.3
SUBSCALE 2 7.400 £5.0
SUBSCALE 3 4729+ 2.7
3 25-29yrs 84| TOTAL ANXIETY 20.107 £ 7.5
SUBSCALE 1 8.250+2.8
SUBSCALE 2 6.643 + 3.8
SUBSCALE 3 5214 +3.1
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30 - 34 yrs 29| TOTAL ANXIETY 16.966 + 6.0
SUBSCALE 1 7.276 £ 2.8
SUBSCALE 2 5.689 £ 3.3
SUBSCALE 3 4.000 £ 1.7

35-39yrs 5 TOTAL ANXIETY 16.400 £ 7.2
SUBSCALE 1 7.200 £ 3.5
SUBSCALE 2 5.800 £4.0
SUBSCALE 3 3.400+1.0

Table 10 shows that pregnant women of younger age moderate level of

anxiety and older women showed mild level of anxiet

Table 11: Measurement of Pregnancy related Anxietgiccording to

Trimester of Pregnancy

S. No | Trimester of n Pregnancy Mean
Pregnancy Related Anxiety (Std. Deviation)
1 First 12 TOTAL ANXIETY 19.750 £ 5.8
SUBSCALE 1 8.250+ 3.6
SUBSCALE 2 7.333+4.3
SUBSCALE 3 4.167+ 1.3
2 Second 40 TOTAL ANXIETY 21.425+8.0
SUBSCALE 1 8.775+3.1
SUBSCALE 2 7.250+ 4.1
SUBSCALE 3 5.400% 3.0
3 Third 148| TOTAL ANXIETY 21.777+7.5
SUBSCALE 1 8.372+3.1
SUBSCALE 2 6.777 4.5
SUBSCALE 3 4.757+2.8

Table 11 shows that pregnant women in the secantedter and third
trimester had moderate level of anxiety and thag@e first trimester had mild level

of anxiety.
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Table 12: Measurement of Pregnancy related Anxietgiccording to Parity of

Pregnancy
S No Parity of 0 Pregnancy Mean
Pregnancy Related Anxiety (Std. Deviation)
1 First 117| TOTAL ANXIETY 21.256 + 8.2
SUBSCALE 1 90.111+ 3.2
SUBSCALE 2 6.726+ 4.5
SUBSCALE 3 4.897+ 3.0
2 Second 74 TOTAL ANXIETY 19.378+ 7.7
SUBSCALE 1 7.446% 3.2
SUBSCALE 2 7.014+ 4.2
SUBSCALE 3 4919+ 2.7
3 Third 9 TOTAL ANXIETY 19.889+ 7.3
SUBSCALE 1 7.889+ 4.0
SUBSCALE 2 8.333x4.0
SUBSCALE 3 3.667+ 1.4

Table 12 shows that pregnant women who conceivedtie first time
showed moderate level of anxiety when comparetidee who conceived for more
than once. Pregnant women who have conceived rharednce showed only mild
level of anxiety. H Rouhe et al., in their study Fegar of childbirth according to
parity, gestational age, and obstetric historyestaihat nulliparous pregnant women

showed severe fear of childbirth.
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Table 13: Measurement of Pregnancy related Anxietgiccording to presence of

some kind of complication in Pregnancy

S. No Complication in n Pregnancy Mean
pregnancy Related Anxiety (Std. Deviation)
1 ABSENT 108| TOTAL ANXIETY 19.315+7.8
SUBSCALE 1 8.250 + 3.0
SUBSCALE 2 7.463 +4.8
SUBSCALE 3 5.092 £ 3.0
2 PRESENT 92 TOTAL ANXIETY 21.740 £ 6.6
SUBSCALE 1 9.100 + 3.0
SUBSCALE 2 6.337 £ 3.7
SUBSCALE 3 4.565 + 2.6

Table 13 shows that pregnant women who had sont ddircomplication
showed a moderate level of anxiety when compareguégnant women who didn't

have any complication.

Table 14: Measurement of Pregnancy related Anxietyand various

complications

S.No | Complicationof | n Pregnancy Mean
Pregnancy Related Anxiety | (Std. Deviation)
1 ANEMIA 12 | TOTAL ANXIETY 20.083+ 3.8
SUBSCALE 1 10.167+ 2.7
SUBSCALE 2 6.000+ 2.3
SUBSCALE 3 3.917+1.6
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2 GDM 10 | TOTAL ANXIETY 18.100 + 4.8
SUBSCALE 1 9.000+ 3.8
SUBSCALE 2 4.500 £ 0.8
SUBSCALE 3 4600 +2.1
3 PIH 5 | TOTAL ANXIETY 25.400+ 12.0
SUBSCALE 1 10.600+ 2.5
SUBSCALE 2 8.200+ 5.7
SUBSCALE 3 6.600 +5.4
4 RH-VE 4 | TOTAL ANXIETY 20.000 £ 10.0
SUBSCALE 1 7.500+ 1.3
SUBSCALE 2 7.750+£7.5
SUBSCALE 3 4750 1.7
5 THYROID 24 | TOTAL ANXIETY 21.167 £7.6
PROBLEM
SUBSCALE 1 9.417+ 3.5
SUBSCALE 2 6.583 + 3.8
SUBSCALE 3 5.167 £ 2.8
6 WHEEZING 5 | TOTAL ANXIETY 26.400+ 8.8
SUBSCALE 1 12.000+ 2.8
SUBSCALE 2 9.600+ 6.0
SUBSCALE 3 4.800 + 3.0
7 TWINS 3 | TOTAL ANXIETY 22.333 £ 4.7
SUBSCALE 1 8.333+3.0
SUBSCALE 2 5.667 £ 3.0
SUBSCALE 3 8.333+4.7
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8 COMBINATION | 16 | TOTAL ANXIETY 18.563+ 4.5
SUBSCALE 1 8.563+ 1.7
SUBSCALE 2 6.188+ 3.3
SUBSCALE 3 3.813+1.4

9 OTHERS 13| TOTAL ANXIETY 16.308 + 3.4
SUBSCALE 1 7.462+ 2.0
SUBSCALE 2 5.692+2.7
SUBSCALE 3 3.154+0.5

Table 14 shows that pregnant women with variousptmations have mild
to moderate levels of anxiety. Pregnant women witleezing problem, thyroid
problem and PIH showed moderate levels of anxidtjlempregnant women with
other complications showed mild anxiety level. Py women having twins

showed moderate level of anxiety.

IMPACT OF VARIOUS PARAMETERS ON TOTAL ANXIETY:

Table 15: Relationship between maternal related vaables with total anxiety.

0,
Maternal | ., Significance | r? A)Sf

Anxiety variable r

Determined anxiety

Age -0.270 P<0.001 0.078 7.2 Age determined 7.2%

Parity | -0.199 P<0.001 0.039 3.9 Parity determiné&da3
Trimester| -0.078 P>0.05 - - -
Total HB 0.022| P>0.05 - - ;
anxiety | TsH | 0.026| P>0.05 . - :

SBP 0.273 P<0.001 0.075 7.5 SBP determined 7.56%
DBP 0.244 P<0.001 0.060 6.0 DBP determined 6.0%
GCT 0.064 P>0.05 - -

In the above table 15 correlates the maternaleglaariables such as age,

parity, trimester, HB, TSH, SBP, DBP and GCT witttat anxiety. The following
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variables such as age, parity, SBP and DBP weneifis@ntly determined the
anxiety as 7.2%. 3.9%, 7.5% and 6.0% respective0(001). The other variables
such as trimester, HB, TSH and GCT were not skedis significantly correlated
(P>0.05). QingzhiHou et al in their study “The agations between maternal
lifestyles and antenatal stress and anxiety in €enpregnant women: A cross-
sectional study.” revealed that maternal age, pegipancy BMI and gravidity
history had significant statistical difference mbsstress level groups. Madhavi K
Thombre et al. in their study on Association betwe®re-Pregnancy
Depression/Anxiety Symptoms and Hypertensive Disdf Pregnancy suggest
that the link between maternal chronic hypertensemd depression/anxiety

symptoms precedes pregnancy.

Table 16: Relationship between maternal related vaables with Subscale 1

Fear of giving birth.

[0)
Anxiety Mat.ernal “r Significance r? A)ZOf Determined anxiety
variable r
Age -0.124 P>0.05 - - ;
Parity | -0.078)  P>0.05 ; ] ]
Trimester| -0.129 P>0.05 0.016 1.6 i
HB 0.017 P>0.05 - - )
Fear of
giving | TSH | 0.099| P>0.05 i ] ]
birth -
SBP 0.249 P<0.001 0.088 5.8 SBP determined
5.8%
DBP 0.271 P<0.001| o078 7.3 PBP determined
7.3%
GCT 0.070 P>0.05 - -
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The above table 16 correlates the maternal relagdbles such as age, HB,
TSH, SBP, DBP and GCT with fear of giving birth.elfollowing variables such as
SBP and DBP were significantly determined the fefagiving birth as 5.8% and
7.3% (P<0.001). The other variables such as agéypaimester, HB, TSH and

GCT were not statistically significantly correlatetth fear of giving birth (P>0.05).

Table 17: Relationship between maternal related vaables with Subscale 2

Worries about bearing a handicapped child.

% .
Anxiety Mat.ernal “r"  |Significance| r? of Determlned
variable 2 anxiety
Age determined
Age -0.199| P<0.001 0.040 4.0 4.0%
Parity 0.035 P>0.05 - - -
. Trimester| -0.061 P>0.05 - - -
Worries
about HB | 0.019| P>0.05 - - -
bearing a
handicapped| TSH | 0.019| P>0.05 - - ;
child.
SBP | 0.245| P<0.001| 0060 6|o°>CF determined
6.0%
DBP | 0.241| P<0.001| 0058 5D o determined
5.8%
GCT -0.050, P>0.05 - -

In the above table 17 correlates the maternaleglaariables such as age,
HB, TSH, SBP, DBP and GCT with total anxiety. Tlodldwing variables such as
age, SBP and DBP were significantly determined wwaries about bearing a

handicapped child as 4.0%. 6.0% and 5.8% respéctiiie<0.001). The other
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variables such as parity, trimester, HB, TSH andTGfiere not statistically

significantly correlated (P>0.05).

Table 18: Relationship between maternal related vaables with concern about

own appearance.

i Maternal | .. I > | % of Determined
Anxiety . r Significance| r 2 )
variable r anxiety
Age -0.199 P>0.05 - - -
Parity -0.068 P>0.05 - - -
Trimester| -0.042 P>0.05 - - -
Concern
about HB | 0.060| P>0.05 N ]
own

appearance.  TSH 0.052 P>0.05 - - -

SBP 0.089 P<0.001 - - -

DBP 0.061 P<0.001 - - -

GCT 0.108 P>0.05 - - -

The above table 18 states the relationships betweaternal related
variables with concern about own appearance. AllMariables such as age, parity,
trimester, HB, TSH, SBP, DBP and GCT were not stiaally significantly

correlated with concern about own appearance (B0.0
MODE OF DELIVERY

The mode of delivery for all the pregnant womeriuded in the study was

studied and compared with various parameters.
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Figure 22: Mode of Delivery

MODE OF DELIVERY (N =200)

E NORMAL
M LSCS

Table 19 Maternal complications during labor and mode of celivery:

Maternal Complications Normal LSCS Total
No % No % No %

No complication 97 48.5 0 0.0 97 48.5

Breech 0 0.0 4 2.0 4 2.0

Cervical Dystoci 0 0.0 8 4.0 8 4.0
CPD 0 0.0 28 140 | 28 14.0

PIH 0 0.0 6 3.0 6 3.0

Placenta previa 0 0.0 3 15 3 15
Previous LSCS 0 0.0 33 16.5 | 33 16.5

Twins 0 0.0 3 15 3 15

Emergency LSC 0 0.0 10 5.0 10 5.0

Others 0 0.0 8 4.0 8 4.0
Total 97 48.5 103 51.5| 200 | 100.0

The above tabl19 shows the maternal complications during labor dre
mode of delivery. No complications were encoverawig the normal deliverie

Previous LSCS and CPD was common complication idletgoing LSC¢
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RELATIONSHIP BETWEEN VARIOUS COMPLICATIONS AND MODE

OF DELIVERY

The lab values in case of various complications caapared to mode of

delivery to check for any associated relation.

Table 20: Anaemia with mode of delivery

. Haemoglobin Normal LSCS Total
Anaemia
Level(mg) No % No % No %
Very Severe <6.5 1 0.5 1 0.5 2 1.Q
Severe 6.5-8 1 0.5 1 0.5 2 1.0
Moderate 8-10 14 7.0 13 6.5 27 136
Mild 10-12.5 75 37.5 69 34.5 144 72.0
Normal 12.5+ 12 6.0 13 6.5 25 12.5
Total 103 515 97 48.5 200 100/0
Significance v =0.147 df 4, P=0..997

The table 20 shows the haemoglobin level with treelenof delivery. The

haemoglobin level had no association with modeetidry (P>0.05).

Table 21 TSH level with mode of delivery

TSH Normal LSCS Total Significance
level No % No | % No %

<1 33 16.5 37| 185 70 35.0 )

13 | 52| 260 53] 265 105 525 X 209842
3+ 12 6.0 13 6.5 25 12.5
Total 97 | 485 | 103 515 200 100.0

The above table 21 states the association betw8éhl@vels with mode of
delivery. There was no statistically significans@sation with thyroid and mode of

deliveries (P>0.05).
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Table 22: SBP level with mode of delivery

SBP Normal LSCS Total Significance

level | No | % | No| % | No %

Normal 68 34.0 68| 34.00 136 68.0 ) of
v~ =0.420 df 2,

Pre HT 27 135 33] 16.5 6( 30.0 P=0 810

Stage-1 2 1.0 2 1.0 4 2.0

Total 97 485 | 103 51.5 200 100.0

The above table 22 states SBP according to delilémgre was no statistically

significant relationship between SBP level with mad delivery (P>0.05).

Table 23: DBP level with mode of delivery

DBP Normal LSCS Total Significance

level | No| % | No| % | No %

Normal 64 32.0 68| 34.0 132 66.0 ) ot
¥~ =2.010 df 2,

Pre HT 31 155 29 14.5 6(Q 30.Q P=0. 366

Stage-1 2 1.0 6 3.0 8 4.0

Total 97 485 | 103 51.5 200 100.0

The above table 23 states DBP according to theveagli There was no

statistically significant relationship between DBRel with mode of delivery (P>0.05).

Table 24: BGL (GCT) level with mode of delivery

BGL Normal LSCS Total Significance
(GCT) | No| % | No| % | No %

<90 28 14.0 20 10.0 48 24.0

v’ =2.814 df 2,

90-120 56 28.0 64/ 32.0 120 60.( P=0..245

>120 13 6.5 19 9.5 32 16.0

Total 97 48.5| 103 51.51 200 100.0

The above table 24 states BGL (GCT) according érttode of delivery.
There was no statistically significant relationshigtween BGL (GCT) level with

mode of delivery (P>0.05).
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CONCLUSION

* The various complications which came across instuely were varied. The
majority being thyroid problem and least being Rhmothers. 17.40% of the

study population had more than one complicationgwith present pregnancy.

* Age and parity of pregnancy had significant effectanxiety which was also
proved statistically. Pregnant women of younger \wgee more anxious about
pregnancy than those who got pregnant at an olgker lakewise women who
were conceiving for the first time were more ansicabout pregnancy than

those who already had conceived earlier.

* Pregnant women in the second and third trimestawst slightly higher levels

of anxiety when compared to pregnant women initisetfimester.

* The incidence of various complications in pregnawogs have significant
effect on the anxiety of the pregnant women. Pregmeaomen having some
kind of complication have slightly more level ofxaety when compared to
pregnant women who didn't have any complicationnglowvith present
pregnancy. Patients with wheezing problem, thynmidblem and pregnancy
induced hypertension showed the moderate levelngiety whereas patients

with other complication showed mild level of anyiet
* Pregnant women having twins showed moderate |ehaahxiety

» The outcomes of delivery of the study populatiomev@most same with about
48.5% of patients went through a normal vaginalivdey whereas 51.5%

underwent a LSS6.

* The major reason for a LSCS was CPD and previod33.8nd had not much

significance on the condition of present pregnaanay their anxiety.
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LIMITATIONS

 The cultural background from which the study popata comes from

doesn’t have an open mind to accept their merdée st

 The study period was nine months which was compatgt less for

understanding the impact of the study.

* The sample size was too small to come to an actuadlusion of the study.
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Chapter 11 Annexure

INCIDENCE AND IMPACT OF VARIOUS COMPLICATIONS ON
PREGNANCY RELATED ANXIETY IN WOMEN ATTENDING A OBG
CLINIC IN A TERTIARY CARE HOSPITAL -ERODE

DATA COLLECTION FORM

NAME AGE |
EDUCATION OCCUPATION
PLACE PH.NO.

STAGE OF PREGNANCY LMP EDD |
PREGNANCY SEQUENCE DOD
MODE OF DELIVERY NORMAL LSCS
IF LSCS, Reason

MOTHER
FATHER

FAMILY HISTORY

GENERAL HEALTH
STATUS ALLERGIES IF ANY
PAST MEDICATION
HISTORY SURGICAL HISTORY

Specify if there was any complication during the previous pregnancy

LABORATORY INVESTIGATION

PARAMETERS
HAEMOGLOBIN BP
TSH ESR
BLOOD GROUP GCT
BLOOD GLUCOSE
RBS FBS PPBS

Others if any

STATUS OF PREGNANCY — NORMAL/COMPLICATED
REMARKS -
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SPECIALISED INVESTIGATION

SCAN FINDINGS

CONFIRMATORY
SCAN

NT SCAN

ANOMALY SCAN

1. Do you have a habit of taking self-medication?

IS, WAL, .. e
2. Do you have a habit of taking herbal medicines?

3. Do you follow any specific diet pattern?
4. Do you exercise? Yes/No
If VS, SPECITY ... et

5. Do you have problems with sleeping?

COMPLICATIONS IN PREGNANCY

PREGNANCY INDUCED PRESSURE

GESTATIONAL DIABETES

IRON DEFICIENCY ANAEMIA

HYPEREMESIS

URINARY TRACT INFECTION

THYROID PROBLEM

OTHERS
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PREGNANCY ANXIETY QUESTIONNAIRE — PRAQ R/R2
Please circle each answer that applies most aetyitatyour situation.

Answer categories:

Absolutely not relevant
Hardly ever relevant
Sometimes relevant
Reasonably relevant
Very relevant

agrwnE

S.NO QUESTIONS 1 2 3 4 5

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 illnesses

| am concerned about my unattractive
appearance.

| am worried about not being able to

6 control myself during labour and fear that |

will scream.

7 | am worried about my enormous weight
gain.

3 | am anxious about the delivery because |

have never experienced one before.

| am afraid the baby will be mentally

9 handicapped or will suffer from brain
damage.

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

10

| am afraid that our baby will suffer from a
11 | physical defect or worry that something will
be physically wrong with the baby.

HERE | CERTIFY THAT ALL THE ABOVE GIVEN DATA ARE SINCERE AND | GIVE MY
CONSENT TO THE MEMBER OF THE STUDY TO DOCUMENT AND PUBLISH THE RESULT,
PROVIDED MY IDENTITY ISNOT REVEALED.

DATE:
S GNATURE
PLACE:
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INCIDENCE AND IMPACT OF VARIOUS COMPLICATIONS ON
PREGNANCY RELATED ANXIETY IN WOMEN ATTENDING A OBG
CLINIC IN A TERTIARY CARE HOSPITAL -ERODE

DATA COLLECTION FORM

NAME AGE |
EDUCATION OCCUPATION
PLACE PH.NO.
STAGE OF PREGNANCY LMP EDD |
PREGNANCY SEQUENCE DOD
MODE OF DELIVERY NORMAL LSCS
IF LSCS, Reason
FAMILY HISTORY MOTHER
FATHER
GENERAL HEALTH STATUS ALLERGIES IF ANY
PAST MEDICATION
HISTORY SURGICAL HISTORY

Specify if there was any complication during the previous pregnancy

LABORATORY INVESTIGATION

PARAMETERS
HAEMOGLOBIN BP
TSH ESR
BLOOD GROUP GCT
BLOOD GLUCOSE
RBS FBS PPBS

Others if any

STATUS OF PREGNANCY — NORMAL/COMPLICATED
REMARKS -
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SPECIALISED INVESTIGATION

SCAN FINDINGS

CONFIRMATORY
SCAN

NT SCAN

ANOMALY SCAN

6. Do you have a habit of taking self-medication?

IS, WAL, ...
7. Do you have a habit of taking herbal medicines?

8. Do you follow any specific diet pattern?
9. Do you exercise? Yes/No
If V@S, SPECITY ...ttt

10.Do you have problems with sleeping?

COMPLICATIONIN PREGNANCY

PREGNANCY INDUCED PRESSURE

GESTATIONAL DIABETES

IRON DEFICIENCY ANAEMIA

HYPEREMESIS

URINARY TRACT INFECTION

THYROID PROBLEM

OTHERS
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PREGNANCY ANXIETY QUESTIONNAIRE — PRAQ R/R2

2 MG Gubleneoulled LG GleLeOWIONS CQUIT(HhHGID eReUCeUN(h LS| HUI1e Q&G
GO eyLn.

udHev NMeysen:

pmmleId QUITHSSLOMEBISHEL6V
UCUTGIGL QU S SLOMESIG)|
§ev Cpmsedled QUITHGHHLOMESIG)
. Hwimuons Q& mLyenL_ulsney

10. NG QUT(HSHSLOTETI )

© ©® N o

611616001 Caenaiaer 1/2(3|4]|5

1 b6t LNJFeUSHMS HlenetidHd LIHL L LOMS 2 61Ger6dr.

bIetl LNJgeudbdHest CUTG gOUBLD G([hH&HHMIGHET LMHMILDEIES UMM
SHeuemeoLIL(h &HCMmedT.

NpgeusHSHM@GL 16t 61601 2 (H6UHENS BHT6tT SHl(HLOLL GLM
LML GL_631 61601 2 6vuiemLsmILILI UMM SHeusnevLIL(HHCmedT.

brest §lev ChHIMIGHMN6L 6T GWhHend CITSHAUILNMMDTS
4 AHEHGL SleLevG GCohmuTeNLTS eumilL Q@bLUSTE
hlém6u1 &EHCme6aT.

[bIT6DT 6160168 6L_LLI SeUMEHIIMHM CHTHMSHemG LM
&eueneuLILI(H HGme6oT.

Np&euddlen GCUTGI JMHLIELD 6160 LAMHMILD LILIGSHETITEL SH60MEM6EV
6 6160160160 HL_(HLILESS (LAIGILITG) 6T68TLIEMSLILIMM
&eUeneuLILI(H HGmeoT.

7 61601 APHSLILIGUITE 6T6ML Fa(BHeneoll UMM SeusneoLiLi(GHCme.

616016H@ LNM&SHCUTGLD GWhend L6TGHTI V6V CLAM6N

8 uTSHILLmeL UMHLuenL Wdn(BLd T6a1ml b6t LILILGSHCmedT.

9 IbIT60T 61631 GLHeMS QMHCH / LN &euddlest GCung @mbeieNGELam /
Noha @ohaieNH 6L sterm LILILILIGHCHET.

10 [HIT6DT 6TMISELEMLILI GLRHENG 2 L 60 If SIS LUTHSHSLIL1g (HLILSTE

316V G LUMHGHSHLILHLD 2 6o HCm6dT.

AMmIGCs CLuGev QHM(HGSLILILL 616060 $&6L6V&HEDHLN 2_6U0I6MLAUITETI6M 6L 6165TM) HITEDT
&nenrmeM&HCMed. 61631 ML UITETSHMS QeuafLBGSHHTH M6V, (LNl 6)&Henen eusmILIL(HSHS) ,
QeueM(Beudmé@ 2 mILIN6 e eRLILGH eSS BHT6ST LIS SMTHGM6.

ThIT6NT:

AL L0: O SHEILIMLILILD
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PREGNANCY ANXIETY QUESTIONNAIRE — PRAQ — R2
Please circle each answer that applies most aetyitatyour situation.
Answer categories:
1. Absolutely not relevant
2. Hardly ever relevant
3. Sometimes relevant
4. Reasonably relevant
5. Very relevant
S.NO QUESTIONS 2 3 4 5
1 | am anxious about the delivery.
5 | am worried about the pain of contractions
and the pain during delivery
3 | am worried about the fact that | shall not
regain my figure after delivery.
4 | sometimes think that our child will be in
poor health or will be prone to illnesses
5 | am concerned about my unattractive
appearance.
| am worried about not being able to
6 control myself during labor and fear that |
will scream.
7 | am worried about my enormous weight
gain.
| am afraid the baby will be mentally
8 handicapped or will suffer from brain
damage.
| am afraid our baby will be stillborn, or will
9 . . . . .
die during or immediately after delivery.
| am afraid that our baby will suffer from a
10 | physical defect or worry that something will

be physically wrong with the baby.

Total sum scores PRAQ-R2:
Subscale PRAQ-R2 Fear of giving birth:

Subscale Worries about bearing a handicapped child:

Subscale Concern about own appearance:

ltems 1-10
Items 1, 2,6
Items 4,8 - 10
Items 3, 5,7
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Annexure

Anxiety Measurement
Total Anxiety Score
* Equal to 10 — No Anxiety

e 10-20=Mild

e 20 - 30 = Moderate

e 30-40 = Severe

* 40 -50 = Very Severe

Subscale 1 Fear of Giving Birth
* Equal to 3 — No Anxiety

e 3-6=Mild

e 6 -9 =Moderate

e 9-12=Severe

e 12 -15=Very Severe

Subscale 2 Worries of bearing a handicapped child
* Equal to 4 — No Anxiety

e 4-8=Mild

e 8-12 = Moderate

e 12-16 = Severe

* 16 - 20 = Very Severe

Subscale 3 Concern of own appearance
* Equal to 3= No anxiety

e 3-6=Mild

e 6—9=Moderate

e 9-12 = Severe

e 12 -15=Very Severe
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PREGNANCY ANXIETY QUESTIONNAIRE — PRAQ — R2

2 MG Gubleneoulled LG GleLeOWIONS CQUIT(HhHGID eReUCeUN(h LS| HUI1e Q&G
GO eyLn.

u&Hev

11.
12.
13.
14.
15.

MNMey&er:

pmmleId QUITHSSLOMEBISHEL6V
UCUTGIGL QU S SLOMESIG)|
Hev Crmsedled QUITHGHSHLOMESIG)
HmLong Q&ML ML LLIEH6U
N&eYLD QU SSHLOM6u G|

611.6T6301 Caenaaen 1/2(3|4]|5

1 b6t LNJFeUHMS HlemetidHd LIHL L LOMS 2 61Ger16dr.

5 betl LNJFeusbdHlest CUTG gOUBLD G(H&HHMIGHE LMHMILNEU6S LM
&eusneuLIL(HEHCmeat.

3 NpgeusbSHm@LI N6t 61601 2 (HoUHENS BHMTedT SHl(HLOUL QUM
LML GL6t1 61601 2_6voiemLaemUIL LMD SHeuemevLiL(hEHCmed.
bIetT Hev ChHIMISeMEL 6ThiSH6N GYhHEnd HCHTSHALNMHMSTS

4 AmaHGLD Slevevg Ghmumeiung eumiiy @@bLUUSTS
Hlemest HHCm6dT.

c IhIT68T 6T6016MI6ML_LLI S HAIIMHM CHTMHMEHMS LM
SHeuemeoLIL(h &HICMmeoT.
Ny&eud e GUT JMHLIEHLD 660 LAMHMILD LILIGSHETITEL SH60MEM6EV

6 6160160160 HL_(HLILESS (LAIGILITG) 6T6dTLIEMSLILIMM
SeuemeoLIL(h &G0

7 61601 APHSHLILIGUITEN 6T6ML Fa(BHeneoll UMM SeusneoLiLi(GHCme.
616016H@ LNM&SHCUTGLD GWhend L6TGHTI V6V CLAM6N
uTSHILLmeL UMHLuenL Wdn(BLd T6a1ml b6t LILILGSHCmedT.

9 IbIT60T 61631 GLHeMS QMHCH / LN &euddlest GCung @mbeieNGELam /
Noha @ohaieNH 6L sterm LILILILIGHCHET.

10 HITET 6TMIS ML GLHeMG 2 L 60 IT SIS LTS &HSLIL g (HLILSTE
316060 G| LUMHlGHSLILIELD 2 6uvrTHEGM6aT.
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INFORMED CONSENT

HERE | CERTIFY THAT ALL THE ABOVE GIVEN DATA ARE SNCERE AND | GIVE MY
CONSENT TO THE MEMBER OF THE STUDY TO DOCUMENT AND PUBLISH THE RESULT,
PROVIDED MY IDENTITY ISNOT REVEALED.

DATE: S GNATURE:
PLACE:

INFORMED CONSENT IN TAMIL

AmIGCs GLGev QaM(heHaLILILL 61606V & 56160 (L0
o GUUIEMLAUIMTETIEN6U  61631M)  [bIT6ST  FMesIMONHCM6TI. 61601 ML LLIMENSHMS
Qeueaflu(BSSHMHSHMeL, (LIgedbemel eusmiliL(GoHd , QeuelilBaudmndHd
2 MILILT6vTM6DT €RLILIGEVISH@ 63T 6RLILISCISHTeTHGMEDT.

bITen:
AL Ln: O SHEILIMLILILD

Dept. of Pharmacy Practice 88 JKKMMRF'S College Bharmacy



