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Abstract
Literature has shown that hospitalized women with high-risk pregnancy tend to develop anxious and depressive symptoms.
Research has used quantitative or qualitative methods. By integrating both quantitative and qualitative methods, this study aims
to analyze: a) the level of depression, anxiety, and pregnancy-related anxiety in a group of women hospitalized with high-risk
pregnancy (hospitalized high-risk) compared with a group of non-hospitalized women with low-risk pregnancy; b) the content of
hospitalization-related emotions in a high-risk group. A cross-sectional study was conducted on 30 hospitalized high-risk
pregnant women and 32 women with low-risk pregnancy. Participants completed the Edinburgh Postnatal Depression Scale,
Hospital Anxiety and Depression Scale (Anxiety), and Pregnancy Related Anxiety Questionnaire. The hospitalized high-risk
group also completed open-ended questions about emotions experienced during hospitalization. Univariate Analysis of
Covariance showed that the hospitalized high-risk group reported higher general anxiety and depression than the low-risk
pregnancy group. Low-risk group reported higher level of concerns about own appearance than high-risk group. Narratives
showed that the anxious and depressive symptoms of hospitalized women are related to the loneliness of being away from family.
Despite attempts to understand hospitalization, they express concerns about pregnancy. Psychological support for hospitalized
pregnant women should be provided to facilitate the communication of emotions that leads women to elaborate the experience of
hospitalization to better adapt and cope with the critical condition.
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Introduction

When a woman becomes pregnant, she enters a period of
identity, couple, and relational instability (Hennekam, 2016;
Smorti et al., 2019). Relationships with members of the family
are redefined, the woman faces a maturation crisis, and new
needs emerge (Bibring, 1959). When a healthy (or low-risk)
pregnancy becomes a high-risk pregnancy, the woman

undergoes a healthy to illness transition (Kralik et al., 2006).
This illness transition represented by high-risk pregnancy
have a negative impact on psychological health (Dagklis
et al., 2016). A high-risk pregnancy is defined as the condition
in which the mother, fetus, or newborn is at a higher risk of
death, disability, or disease (James et al., 2010). Examples of
conditions that may lead to high-risk pregnancy are important
maternal pathologies, such as gestational hypertension, pre-
eclampsia, gestational diabetes (Bateman et al., 2013), as well
as conditions that increase the risk for preterm birth, such as
preterm rupture of membranes or fetal growth restriction
(Queenan, 2012). Preterm birth, with a rate of 9% in higher
income countries, is a major challenge in perinatal health care.
It is associated with perinatal mortality, long-term neurologi-
cal disability, admission to neonatal intensive care, and so on
(World Health Organization, 2012). The most common treat-
ment for prevention of preterm birth in the United States is
antepartum bed rest and, in some cases, hospitalized bed rest
(Maloni, 2010). Preterm birth has many causes, including
psychological, social, and behavioral factors (Behrman &
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Butler, 2007). Pregnancy-specific stress, severe life events,
and high anxiety increase the risk for adverse maternal and
fetal outcomes (Class et al., 2011). Hospitalization represents
an additional stress for women, due to concerns for family
management, which increases the risk of psychopathological
symptoms (Dagklis et al., 2016; Denis et al., 2012; Fairbrother
et al., 2016; Thiagayson et al., 2013). The purpose of this
article is to analyze levels of depressive and anxious symp-
toms in hospitalized women with pregnancy at high-risk for
preterm delivery and investigate their concerns.

Many studies have explored the presence of anxious and
depressive symptoms in women hospitalized due to high-risk
pregnancy (WHHRP).

Studies carried out according to a quantitative methodolo-
gy, have tried to quantify, by means of standardized question-
naires, the level of anxious or depressive symptoms.
Investigations conducted in this field have shown that hospi-
talized women present a risk of developing depression and
general anxiety, and that this risk is higher than that found in
women with a low-risk pregnancy (LRP) (Byatt et al., 2014;
Denis et al., 2012; Fairbrother et al., 2016; Gourounti et al.,
2015; Pisoni et al., 2016). Moreover, antenatal depression and
anxiety are highly prevalent in a sample of WHHRP
(Gourounti et al., 2015; Thiagayson et al., 2013). A Greek
study on the incidence of these symptoms showed that almost
50% of WHHRP presented a high level of depression, and
most of them had high general anxiety levels (Gourounti
et al., 2015). Less investigated is the level of anxiety
concerning gestation in hospitalized pregnant women. This
theme appears to be relevant, given that anxiety specifically
related to fear for infant health and childbirth have been shown
to be associated with negative infant outcomes (Huizink et al.,
2002; Rini et al., 1999). Research conducted by Denis et al.
(2012) showed that women with high-risk pregnancy present-
ed anxiety and concern both for physical restrictions and for
the pregnancy itself, specifically related to fear of childbirth
and fear for the health of the baby (Denis et al., 2012).
However, in this study, the sample was composed of both
hospitalized women (a small percentage) and women who
required home bed rest (a greater percentage). Therefore, it
was not possible to analyze the specific impact of hospitaliza-
tion, but rather the impact of bed rest in high-risk pregnancy
(Denis et al., 2012). To our knowledge, any other study has
analyzed the level of anxiety related to pregnancy in hospital-
ized pregnant women.

The analysis of quantitative levels of anxiety and depres-
sion in WHHRP, although worthy of attention, given that it
allows us to quantify the level of symptomatology, presents
some limitations due to the heterogeneity of sample both for
gestational age (i.e. 8–36 weeks) (Denis et al., 2012;
Gourounti et al., 2015), definition of risk pregnancy (risk for
preterm delivery vs. general high risk), and for inclusion
criteria (only hospitalized women vs. hospitalized and home

bed rest) (Denis et al., 2012). Consequently, the generalization
of results of quantitative studies must be made with caution.
Moreover, it must be acknowledged that quantitative studies
do not allow, per se, an understanding of the subjective psy-
chological experience of these women.

To overcome these critical issues, other investigations tried
to identify the subjective experience of WHHRP using quali-
tative methods. Studies conducted in this way, mainly from a
phenomenological perspective, use interviews or focus groups
to understand the emotional and psychological burden report-
ed by WHHRP (Pei-Fan, 2004; Leichtentritt et al., 2005;
McCoyd et al., 2020). It has been found that inpatient women
with Premature Rupture of Membranes experience anxiety
and concern about the safety of the fetus, a more general
perception of pending loss (Pei-Fan, 2004), as well as frustra-
tion for the patient condition, and loneliness due to separation
from the family (Leichtentritt et al., 2005). However, although
pregnant inpatients have reported high levels of stress related
to gestational complications and consequent hospitalization,
they tend not to express their concerns (McCoyd et al., 2020).
Accepting the social norm that presents the pregnancy as a
serene period, hospitalized women tend to control their emo-
tions presenting themselves as “good patients” in order to
receive optimal care (McCoyd et al., 2020).

As a result, the qualitative studies are of great interest to
understand the content of emotions expressed by hospitalized
pregnant women. However, given the subjectivity of experi-
ence, they cannot be quantitatively compared to a control
group.

In our opinion, an approach that integrates quantitative and
qualitative methods seems to be preferable to study not only
the anxious and depressive symptom levels, but also the spe-
cific content of concerns that hospitalized women may expe-
rience due to high-risk pregnancy for preterm delivery.

The choice of using an integrative method seems relevant,
especially in the Italian context where, despite the presence of
quantitative studies on the theme (Pisoni et al., 2016), there is
an absence of investigation on the subjective experience relat-
ed to hospitalization. In the light of these considerations, the
purpose of this study was to analyze, integrating quantitative
and qualitative methods, the well-being and personal experi-
ence of WHHRP. The aims of this study were: a) to analyze
the levels of depression, anxiety, and pregnancy-related anx-
iety in a group of WHHRP for preterm delivery; b) compare
these aspects with those registered in a group of non-
hospitalized women with LRP; c) describe the content of emo-
tions of WHHRP for preterm delivery associated with the
experience of hospitalization.

Regarding the first aim, we hypothesized that inpatient
women would report higher levels of depression, anxiety,
and pregnancy-related anxiety compared to women with
LRP. Regarding the second aim, considering the paucity of
results present in literature, especially in the Italian context,
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we preferred not to formulate specific hypotheses about the
content of emotions, considering the purely exploratory nature
of this objective.

Method

Procedure and Participants

A cross-sectional study was conducted. This study is a part of
a larger longitudinal protocol and was carried out in a three-
level unit of a maternity ward in a University Hospital in
Tuscany, Italy, from May to October 2019. The study was
approved by the Institute’s Ethics Committee (n.12749/2018).

Two groups of pregnant women were recruited from May
to October 2019 in a three-level unit of a maternity ward in a
University Hospital in Tuscany by the psychologist responsi-
ble for this study.

The Low-risk Pregnancy (LRP) group was enrolled ac-
cording to specific inclusion criteria agreed with medical staff:
maternal age ≥ 18 and < 39 years, singleton pregnancy, no ev-
idence of any of the following conditions: gestational diabe-
tes, hypertension, pre-eclampsia, congenital anomalies, pre-
mature rupture of membranes, intrauterine growth restriction,
symptoms of premature birth (Bateman et al., 2013), followed
in a routine prenatal care program, good comprehension of the
Italian language.

Low-risk pregnant women were recruited while they were
waiting for an routine obstetric visit at the University Hospital
in Tuscany; they were asked to participate in the study and
completed a battery of questionnaires.

Women hospitalized due to high-risk pregnancy
(WHHRP) were enrolled according to specific inclusion
criteria, agreed with medical staff, regarding the risk condi-
tions for premature delivery associated with low infant birth
weight, and other poor outcomes (World Health Organization,
2012). These criteria were: ≥ 18 years old, hospitalized, with
conditions of risk for preterm delivery and baby health (such
as premature rupture of membranes, intrauterine growth re-
striction, symptoms of premature birth, twin pregnancy at
risk), under 33 weeks of gestation. The cut-off of 33 weeks
gestation was chosen because infants born before 33 weeks,
defined “very preterm”, are at higher risk for perinatal mortal-
ity, and neonatal complications (Tucker & McGuire, 2004).
Another inclusion criteria for the study was good comprehen-
sion of the Italian language.

Inpatient pregnant women were asked if they wanted to
participate in the study at least 4 days after admission to the
hospital; if they accepted, a battery of questionnaires was
administered.

The clinical psychologist responsible for the study in-
formed women of both groups about its aims. She specified
that anonymity was guaranteed, participation was voluntary,

they could withdraw from participation at anymoment, and no
monetary reward was given. All the hospitalized women
contacted accepted participation; only 6% of the control group
contacted refused participation.

The final sample was constituted by 61 pregnant women
divided in two groups: 1) Low-risk pregnancy (LRP) group,
31 pregnant women aged from 23 to 39 years (M = 32.9;
SD = 4.57) between 21 and 32 weeks of gestation (M = 27.8;
SD =3.4); 2) Hospitalized women due to high-risk pregnancy
(WHHRP) group, 30 pregnant women aged from 23 to
47 years (M = 34.1; SD = 5.89) between 19 and 32 weeks of
gestation (M = 27.13; SD = 4.4).

Women who agreed to participate signed the written con-
sent form and completed questionnaires to register socio-
demographical data, level of depression and anxiety, and
pregnancy related anxiety. Only for hospitalized women, an
additional questionnaire about the emotions they experienced
during hospitalization was provided. Only completed ques-
tionnaires were accepted for this study.

Measures

Obstetric and clinical data (gestational age, type of pregnancy
(single/twin), previous miscarriage, presence of assisted re-
productive technology) were extracted by clinical record.

The battery of questionnaire was aimed to assess:

– Socio-demographical data, including age, educational
level, employment status, marital status and parity.

– General anxiety. The Italian version (Iani et al., 2014) of
the subscale of anxiety of Hospital Anxiety and
Depression Scale (HADS-A) was used (Zigmond &
Snaith, 1983). The HADS-A is composed by 7 items
requesting participants to respond how they have been
feeling over the past seven days on a four-point scale
(from 0 to 3). The total score of HADS-A ranges from 0
to 21, with higher scores corresponding to a higher sever-
ity of anxious symptoms. This scale is a reliable instru-
ment to assess anxious symptoms in pregnant women
(Berle et al., 2005; Matthey & Ross-Hamid, 2012) and
it is generally used for detecting states of anxiety in the
setting of a hospital medical outpatient clinic (Zigmond&
Snaith, 1983). In this sample, the Cronbach’s alpha coef-
ficient was .89.

– Pregnancy related anxiety. The Pregnancy Related
Anxiety Questionnaire-R (PRAQ-R) was used (Huizink
et al., 2004; Italian version Dellagiulia et al., 2020). It is a
10-items scale requesting respondents to indicate how
often they experience anxious feelings related to pregnan-
cy on a 5-point Likert scale ranging from 0 (never) to 4
(very often). It is composed by three subscale: worries
about bearing a physically or mentally handicapped child
(4 items), fear of giving birth (3 items) and concerns
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about own appearance (3 items). Moreover, PRAQ al-
lows to obtain a global score about pregnancy related
anxiety. Summated scores ranged from 0 to 16 for
worries about bearing a physically or mentally
handicapped child; from 0 to 12 for fear of giving birth
and for concerns about own appearance; from 0 to 40 for
total scale with higher scores meaning higher pregnancy
related anxiety. In this sample, the Cronbach’s alpha co-
efficient is and .88 for worries about bearing a physically
or mentally handicapped child; .86 for fear of giving
birth; .83 for concerns about own appearance; .79 for total
scale.

– Prenatal Depression. The Italian version of the
Edinburgh Postnatal Depression Scale was used to eval-
uate the level of depressive symptoms in pregnant wom-
en (EPDS; Cox et al., 1987; Benvenuti et al., 1999).
EPDS has been widely used for screening for antenatal
(Bunevicius et al., 2009), and beyond postnatal
(Eberhard-Gran et al., 2001) depression, given the good
psychometric properties. Respondents are required to in-
dicate, for each of 10 items, how often they experienced
depressive symptoms by rating them on a four-point scale
(from 0 to 3). EPDS total score ranges from 0 to 30, with
higher scores meaning a higher level of depressive symp-
toms. The cut-off ≥10 has been used in this study to
identify clinical depression according to studies in a com-
munity sample (Cox et al., 1987). In the present study, the
Cronbach’s alpha coefficient was .88.

When the battery of questionnaires was completed, only
the WHHRP women were asked to respond to 3 open-
ended additional questions, through which they could pro-
vide more in-depth information about anxiety and depres-
sion, and the strategies used to cope with hospitalization.
(Fribourg & Rosenvinge, 2013). In particular, the ques-
tions had a neutral formulation to permit women to express
both positive and negative feelings related to the experi-
ence of hospitalization from admission to present, and
asked them to describe: 1) how they felt when they were
admitted to the hospital; 2) how they were dealing with the
hospitalization (feelings, emotions, coping strategies
used…); 3) who or what they need at the present time
during hospitalization.

Data Analysis

Quantitative data were analyzed using the Statistical Package
for Social Sciences (SPSS), version 24 (2017). Comparisons
between the two groups in sociodemographic, clinical and
obstetrics data were performed with Student’s t test for inde-
pendent data. Qualitative variables were summarized as
counts and percentages and comparisons between groups
were evaluated with Chi square test.

To compare the two groups on study variables, a series of
univariate analyses of covariance (ANCOVAs), with the
group as a fixed factor and the dimensions of the HADS-A,
PRAQ and EPDS, and the variables significantly different
between groups (type of pregnancy and use of assisted repro-
ductive technologies) as covariate, were conducted. The alpha
level was set to p = .05 for all tests with confidence interval at
95%.

Qualitative data (answers to open-ended questions) were
analyzed by two coders according to a global and qualitative
level for content. The two coders read and re-read the tran-
script to identify themes, patterns, salient points, and to search
for deviations and exceptions to trends (Bowling, 2014;
Forrest Keenan et al., 2005). After reading the narratives, the
two coders classified the content together, working to come to
an agreement when their evaluations differed.

The aim was to discover the main themes concerning: a)
the mothers’ concerns and emotions related to the experience
they were living as WHHRP, with particular attention to anx-
iety and depression; b) the way women sought to cope with
hospitalization.

Results

Demographic, clinical and obstetric data of two groups are
reported in Table 1.

No significant differences were found between WHHRP
and LRP with respect to mean age (t(59) = −.86; p = .32), mean
gestational age (t(59) = .68; p = .08), mean educational years
level (t(59) = 1.80; p = .07), employment status (χ2(3) = .04;
p = .13), marital status (χ2(1) = 1.05; p = .49), primigravidity
(χ2(1) = 2.29; p = .53), previous miscarriage (χ2(1) = 1.50;
p = .18). On the contrary, the two groups differ for mode of
conception (χ2(1) = 6.63; p = .01), type of pregnancy (χ2(1) =
9.51; p = .00).

Mean, standard deviation of all quantitative variables
assessed and the results of the ANCOVAs analyses are report-
ed in Table 2.

The first ANCOVA was performed using the score of the
HADS-A. Results highlighted significant differences between
WHHRP and LRP with the WHHRP reported higher levels of
anxious symptoms then LRP despite the effect size of
ANCOVA was moderate (Barbaranelli, 2007). The second
ANCOVA, performed using the dimensions of the PRAQ-R
as dependent variables, revealed no significant difference by
group in fear of giving birth; worries about bearing a physi-
cally or mentally handicapped child; and pregnancy related
anxiety (PRAQ-R total score). On the contrary significant
differences merged in concerns about physical appearance
with LRP reported higher levels of concerns about physical
appearance thanWHHRP despite the effect size of ANCOVA
was moderate (Barbaranelli, 2007). Finally, the third
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ANCOVA, conducted using the score of the EPDS, highlight-
ed significant differences betweenWHHRP and LRP with the
WHHRP reported higher levels of depressive symptoms than
LRP with an elevate effect size (Barbaranelli, 2007).

The open-ended questions about hospitalization highlight-
ed the anxieties and concerns of mothers, and the strategies
they used to cope with hospitalization. The main themes that
emerged from responses to the questions (Q) are reported

Table 1 Demographic, obstetric and clinical characteristics of sample

WHHRP (n=30) LRP (n=31) P

Age, Mean (SD) 34.1 (5.9) 32.9 (4.57) n.s.

Educational level years, Mean (SD) 16.2 (4.4) 18.1 (3.8) n.s.

Employment status n.s.

Unemployed 3 (10%) 0

Housewife 12 (40%) 20 (64,5%)

Permanent 12 (40%) 9 (29%)

Self-employed 3 (10%) 2 (6.5%)

Marital Status, n (%) n.s.

Married 29 (96,7%) 31 (100%)

Cohabiting 1 (3.3%) 0

Italian, n (%) 30 (100%) 31 (100%) n.s.

Gestational weeks, Mean (SD) 27.1 (4.4) 27.8 (3.4) n.s.

Pregnancy, n (%) .01

Single 22 (73.3%) 31 (100%)

Twin 8 (26.7%) 0

Conception, n (%) .01

Spontaneous 16 (53.3%) 26 (83.9%)

Assisted reproductive technology 14 (46.7%) 5 (16.1%)

Primigravida, n (%) n.s.

Yes 21 (70%) 21 (67.7%)

No 9 (30%) 10 (32.3%)

Previous Miscarriage n (%) n.s.

No 26 (86.7%) 23 (74.2%)

Yes 4 (13.3%) 8 (25.8%)

Reason of hospedalization, n (%)

Premature Rupture Of Membranes 6 (20%)

Risk of preterm delivery 21 (70%)

Twin pregnancy at risk 3 (10%)

WHHRP, Women Hospitalized due to High-Risk Pregnancy; LRP, Low-Risk Pregnancy group

Table 2 Means and standard deviations of dimensions of the HADS-A, PRAQ-R, EPDS in two groups and ANCOVAs results

WHHRP LRP

M SD M SD DF F p η2

General anxiety (HADS-A) 8.16 4.66 6.03 3.65 1,57 4.17 .04 .07

Worries about bearing a physically or mentally handicapped child (PRAQ) 10.10 4.32 10.74 3.19 1,57 .24 .629 .00

Anxiety about childbirth (PRAQ) 7.06 3.32 8.32 2.98 1,57 .67 .418 .01

Concerns about own appearance (PRAQ) 4.43 1.87 5.71 2.55 1,57 5.32 .025 .09

Pregnancy related anxiety 21.60 6.84 24.77 5.27 1,57 2.43 .124 .04

Perinatal Depression (EPDS) 10.93 5.82 6.48 4.83 1,57 13.39 .000 .19

WHHRP, Women Hospitalized due to High-Risk Pregnancy; LRP, Low-risk Pregnancy group
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below. Quotations are reported indicating identification num-
ber of women who expressed (#nW).

Q1) How did they feel when they were admitted to the
hospital?

The moment of hospital admission: emotions of
shock, worries and anxiety related to pregnancy

Thirteen of the WHHRP (43%) reported that admission to the
hospital was unexpected and constituted a shock, a rupture in
the self-biographical narrative, especially if the pregnancy had
been proceeding regularly. At the time of admission, women
reported fear, anxious feelings, worries, and concerns about
the future of the pregnancy (i.e., “I felt really bad when I was
admitted. I wasn’t expecting it because things were all ok.
Then in a week everything changed. The first thought goes
to the child and you are so worried if something happens”
#W.2).

Q2) How they were dealing with the hospitalization (feel-
ings, emotions, coping strategies used…)?

Hospitalization is understood and could be a
protective factors for pregnancy-related anxiety

After the first shocking impact with the hospital, fifteen of
the women (50%) recognized the importance of being hos-
pitalized (“you realized that you were in the right place
and you just have to arm yourself with strength and pa-
tience to overcome the obstacle” #W23). On one hand, the
hospitalization represents a protective factor for mother
and fe tus because they are “100% contro l led”
(#W11).Thus women reported a decrease of anxiety related
to pregnancy and fetus health (“Inside [the hospital] I feel
safe and I seem to better manage the anxiety of the three
miscarriage threats that I experienced today” #W9).
Moreover six women (20%) expressed appreciation toward
medical personnel (“health professionals always provide
attention and humanity” #W12), and their ability to be
reassuring about the ongoing pregnancy. Regarding this,
one inpatient woman stated, “Here I found medical per-
sonnel who assisted and reassured me about the situation”
(#W23).

Despite an Attempt to Understand the
Hospitalization, Concerns, Anxiety and Fears Related
to Pregnancy do Emerge

Despite attempts to minimize the hospitalization and risks
to pregnancy, ten women (33%) recognized that they “are

too worried that something [bad] will happen”(#W.2).
WHHRP try to live hospitalization “day after day, living
in the moment, trying not to think about what can’t be
known, the future” (#W11), leading us to suppose that they
were faced with strong emotions that were difficult to man-
age. Women recognized that their attempts to think posi-
tively did not always produce hope and, consequently,
their moods went up and down (“I spend the days thinking
that I have been lucky and full of hope, and at other times
fear takes over”) (#W24).

Hospitalization Represents a Source of Stress

Hospitalization marks the lack “of a comfort zone” represent-
ed by the home context. Being an inpatient in the hospital
setting constituted a source of stress for seven women
(23%). Bed rest enhances the sensation of not being
“completely self-sufficient” (#W12), both physically and rela-
tionally. Even the most basic needs of self-care cannot to be
satisfied (“I miss taking a shower at home, taking physical
care of myself” (#W23), reinforcing the perception of being
vulnerable.

Self-Blame for the Consequences of Hospitalization
on Family Members

Being an inpatient in the hospital constitutes for women a
source of stress, anxiety and depressive feelings, due to the
additional burden that falls on the family context. Six
women of the sample (20%) self-blamed for their condition
of inpatient, which evoked concerns in family members (“I
feel sorry for my parents, my partner, who worry about
me” #W9). Relatives worry about maternal and fetal
health, and women think they must be strong for them
too, and try to reassure them about their health and the
ongoing pregnancy. Despite an attempt to be reassuring,
sometimes women express difficulties to “manage the
anxiety of relatives” (#W15).

Moreover, hospitalization means that women are absent
from the family context, and ten women (33%) became
concerned that they were not fulfilling their maternal role
(“I have a 14-year-old boy at home ... I have to finish
buying his school stuff, lining his books ... Even for the
baby that will born I have to fix some things”.# W10).
The family goes through reorganization, and women need
to revise their central roles, delegating the management of
the home and care of the children to their partners. For
some, the greatest burden is “to delegate family commit-
ments to my husband”(#W21).

Q3) Who or what did they need during hospitalization?
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Lack of Family, Support among Inpatients, and Need
for Professional Emotional Support

Nineteen hospitalized women (63%) reported lack of family
relationships. The physical distance and the lack of family
support due to hospitalization led women to seek a source of
support inside the hospital, primarily from other patients in the
ward. Hospitalized pregnant women form an alliance, try to
support one another, and make friends, because they feel the
need to share similar situations and emotions. Emotional com-
plicity developed among roommates allows them to express
feelings and worries openly (“my roommate, the idea of never
being alone, you put yourself in the other’s shoes, you make
friends” (#W18).

Hospitalized women recognize that they must be positive
to preserve fetal health, andwhen anxiety and sadness emerge,
they express a sense of failure. Seven women of the sample
(23%) reported the need for “a competent person to talk to
and make sense the situation, who makes me take the good
news more importantly than the negative” (#W29).

Discussion

This study aimed to analyze, integrating quantitative and qual-
itative approaches, the levels of general anxiety, pregnancy-
related anxiety, and perinatal depression in WHHRP, and to
describe the specific content related to those feelings.

Results of this study have shown that WHHRP experience
higher levels of general anxiety and perinatal depression than
LPR, confirming a recent study in an Italian context (Pisoni
et al., 2016). WHHRP reported clinical symptoms of depres-
sion) significantly higher (with an elevate effect size) than
those reported by LRP.

Previous studies have shown that the diagnosis of gesta-
tional complications and consequent hospitalization may lead
pregnant women to develop stress, anxiety, and depression
(Gourounti et al., 2015; Guardino & Schetter, 2014). The
qualitative analysis allowed us to better understand this aspect,
and it opened a window to consider these elements as risk
factors to be managed with greater attention. Beginning upon
admission, WHHRP reported a sense of shock, the perception
that their pregnancy had become different from a “regular”
one, and experienced reduced pleasure in the normally joyful
experience of pregnancy. Women reported the loss of not
being able to be close and involved with their partners and
their (older) children. Feelings of loneliness and the difficul-
ties associated with being away from home are reported by
pregnant inpatient women (Leichtentritt et al., 2005).
Although doctors prescribed bed rest, women would ideally
like to contribute to housework and caregiving. They spend a
lot of energy reassuring and praising partners and managing
the emotions of all family members (McCoyd et al., 2020).

Regarding anxiety there was a moderate difference be-
tween LRP and HRP on concerns for own appearance. This
data may be due to the low risk condition that lead women to
focus on their own appearance during pregnancy compare to
high risk condition that reported more worries associated with
infant outcomes (Huizink et al., 2002; Rini et al., 1999).

On the contrary, no difference was found in WHHRP and
those with LRP regarding the fears of giving birth, worries
about bearing a physically or mentally handicapped child and
pregnancy-related anxiety. In other words, hospitalization
seems to constitute a protective factor for specific concerns,
worries and anxieties related to pregnancy. Although this re-
sult could be surprising at first sight, the qualitative analysis
allowed us to better understand how it is possible.
Hospitalized women reported that they were reassured by
the hospital context because it allowed them to be fully cared
for and delegate the pregnancy outcome to medical profes-
sionals, expressing hope and trust in the medical staff
(Leichtentritt et al., 2005).

However, another hypothesis cannot be excluded regarding
our data. The lack of differences in pregnancy-related anxiety
among women with low-risk and high-risk pregnancy (from
questionnaire results) and the positive attitudes that inpatient
women express about their hospitalization (from narrative re-
sults) may have been affected by two aspects. First, it is pos-
sible that, despite the concerns for their own and their baby’s
health, the women attempt to think positively. In fact, narra-
tives confirm that women tend to not express distress about
pregnancy to relatives, because they believe that family mem-
bers are already overburdened. It is possible that women try to
convince themselves, in addition to family members, about
the wellness of the pregnancy. On the other hand, it is possible
that hospitalized women moderated the expression of their
pregnancy anxiety, given that the questionnaire was adminis-
tered by the responsible for the study, who was the hospital
psychologist. Thus, the hospitalized women, perceiving the
study investigator as a medical provider (although not their
provider), may have moderated the expression of their preg-
nancy anxiety in an attempt to be considered a good “mother”
and a “good patient” (McCoyd et al., 2020). The fact that
women were recruited while they were inpatients in a hospital
may have led them to recall mainly the positive aspects of the
hospitalization, and that they were fully cared for by profes-
sionals (as reported in narratives and pregnancy-related anxi-
ety questionnaires). Efforts to be a good patient might merely
be an attempt to elicit optimal care (Munch et al., 2020), al-
though not all women are able to think positively.

Despite attempts to minimize the risk for their pregnancy,
they believe that they are in the right place for their condition,
and express trust in medical doctors. However, the women did
report a desire for a higher level of attention to their emotions,
and a wish for professionals to make the positive aspects more
important than the negative ones, revealing ambivalent
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feelings (Leichtentritt et al., 2005). This leads us to suppose
that inpatient women with high-risk pregnancies face strong
emotion management challenges that can overwhelm their
coping capacities. Within a dialectical conflict between their
maternal identity and their patient roles, these women use
emotion control as a dysfunctional coping strategy, thus in-
creasing the psychological burden of the hospitalization expe-
rience (McCoyd et al., 2020).

The main source of support inside the hospital setting is
represented by roommates who share the same condition of
being hospitalized women with high-risk pregnancies.
Despite the emotional complicity and alliances formed be-
tween hospitalized women, which helps them face the “pa-
tient” role, this support is not sufficient. In fact, inpatient
women express the need for “a competent person to talk
and make sense- the situation, whowill make me take the good
news more importantly than the negative” (#W29). On one
hand, this seems to indicate greater attention to emotional
experience followed by a trained professional. On the other
hand, our results suggest that the quality of patient-doctor
communication should also be reconsidered. Health profes-
sionals should be aware that their communications with pa-
tients, reassuring about the pregnancy and the health of the
woman and fetus, may not reduce maternal concerns and anx-
ieties (Barber & Starkey, 2015). In fact, women may cogni-
tively overcome the pregnancy-related anxieties, but other
sources of anxiety and concerns are reported. For example,
missing her partner and older children, losing the central role
in the family, and self-blaming related to being hospitalized
constitute psychological burdens not improved by medical
communication focused on pregnancy. Greater attention to
the emotional experience of patients may lead medical profes-
sionals to recognize women who are at higher risk of early
depressive and anxiety symptoms, so that they can activate
emotional support to help them cope with hospitalization in
a more functional way (Pei-Fan, 2004; Leichtentritt et al.,
2005; Pozzo et al., 2010; McCoyd et al., 2020). Midwives
could be mediators between doctors and patients to recognize
women who show significant levels of anxiety and depression
(Currie & Barber, 2016) and report these cases to a clinical
psychologist. The presence of a psychologist in the gynecol-
ogy and obstetrics ward would be an important resource, not
only to support inpatient women in expressing their emotions,
but also to help health professionals by functioning as com-
munication facilitators with patients (Pozzo et al., 2010).
Moreover, a psychologist present in the gynecology and ob-
stetrics ward could identify depressive, anxious, and stress
symptoms in high-risk pregnancies, thereby reducing health
and social costs (Gourounti et al., 2015). The clinical psychol-
ogist may be useful in Gynecology and Obstetrics wards as
evidenced by the clinical depressive symptoms of WHHRP.
The psychologist’s ability is to analyze the narratives of emo-
tional experiences that bring out the differences between these

women beyond the more classic depressive symptomology.
The identification of anxious and depressive symptoms
should take place by integrating quantitative (screening tools)
and qualitative (interview, open ended questions…) methods
because, as shown in the present study, the questionnaires on
their own are not able to completely detect anxious feelings
related to pregnancy in women hospitalized due to high-risk
pregnancy.

Despite its relevance, this study presents some limitations.
First, the sample size is small, given that it is constituted by
women at high risk for preterm delivery. However, the homo-
geneity of sample may constitute a positive element of this
investigation given that it overcomes previous study limita-
tions. Second, this is a cross section study. Thus, we cannot
know how the anxious or depressive symptoms change during
hospitalization. Future studies should be conducted to analyze
how the emotional experiences of women change at different
time points of hospitalization. Moreover, we did not collect
the data about the length of hospitalization and therefore can-
not analyze how the symptoms vary depending by the length
of stay.

Despite these limitations, this is the first study to our
knowledge that, by integrating quantitative and qualitative
methods, explores symptoms of depression, anxiety and
pregnancy-specific anxiety of WHHRP for preterm delivery
and collects the nature of their concerns, especially in the
Italian context. The results are extremely interesting and sug-
gest we continue to explore these issues through clinical in-
terviews, in order to identify the main themes reported by
women. This investigation will allow us to direct specific
and targeted interventions on the main concerns that these
women experience, helping them to better live the delicate
moment of transition to motherhood.
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