
Pregnancy is not only a period of positive ex-
pectations but also a process during which stress and 
difficulties are experienced. Besides psychosocially 
influencing women whose pregnancy continues 
healthily, pregnancy may lead to the arousal of psy-
chological distress, emergence or progression of  psy-
chosocial problems such as depression and anxiety in 
women who has risky conditions regarding with 
pregnancy.1-5 Approximately 16-20% of women are 
reported to suffer from emotional distress in the pre-
natal period.6,7 Psychological distress developing dur-
ing pregnancy is thought to cause an increase in the 
risk of having a series of pregnancy-related con-

cerns.8 On the other hand, conditions causing risks to 
pregnancy such as  threatened miscarriage (TM) may 
be the source of psychological distress. TM is defined 
as a condition occurring in 20-25% of pregnancies 
and manifesting itself as bleeding in the first half of 
pregnancy. Ultrasound will show that the cervix is 
closed, and there is a live intrauterine gestation. 
Bleeding usually occurs in small amounts, but some-
times it may become more serious.9  

TM is a common complication occurring during 
the early stages of pregnancy. It is a leading cause of 
hospitalizations during pregnancy and a serious emo-
tional burden on the pregnant woman unlike the other 
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types of miscarriages because in TM, pregnancy con-
tinues and prospective mothers are concerned about 
the unclear fate of their unborn children.10 This un-
certainty and concern occurring during pregnancy 
drive the pregnant woman who is excited and hope-
ful about the future of the baby to despair, and shat-
ter her future dreams.11 The mother’s awareness of 
the risk of pregnancy, hospitalization, bed rest, or all 
these factors can cause anxiety, depressive symptoms 
and hopelessness during pregnancy, or may increase 
existing anxiety, depression symptoms and hopeless-
ness levels.4,12 This emotional tension, namely de-
pression and anxiety, is reported to bring about 
negative fetal and maternal results by increasing the 
risk of developing pregnancy- and birth-related com-
plications.13,14 Pregnant women's reactions to com-
plicated pregnancy may change in connection with 
personality structures, defense systems, family sup-
port, as well as social support systems.15 

Antenatal depression and anxiety affect one out 
of four women in the first trimester; however, this 
rate is higher in women diagnosed with TM.16 It is 
thought that screening of pregnant women including 
those diagnosed with TM for depression and anxiety 
would make it possible for early identification and 
diagnosis, and management of health problems.16 Al-
though the emotional impact of miscarriage and preg-
nancy loss on women has been well researched, the 
number of studies investigating the effects of TM on 
the psychological status of pregnant women is rather 
limited. Mental health symptoms are rarely evaluated 
in pregnant women diagnosed with TM in the clini-
cal setting.9 It is important to understand the emo-
tional impact and psychological consequences of TM 
on pregnant women. Pregnant women having differ-
ent levels of social support and pregnancy acceptance 
status may affect psychological condition of women 
during pregnancy. To find out such needs of pregnant 
women, their anxiety, depression, hopelessness, and 
perceived social support levels during pregnancy 
should be identified. Thus, it is expected that preg-
nant women’s anxiety, depression, and hopelessness 
can be reduced and that their psychosocial adaptation 
to pregnancy can be facilitated.10,15 Psychosocial 
problems such as anxiety, depression and hopeless-
ness that may occur especially in the first trimester 

of pregnancy may affect the pregnancy physiologi-
cally and prevent it to continue healthy. By deter-
mining the depression, anxiety and hopelessness 
levels and applying therapeutic approaches and de-
termining the social support status of the pregnant 
women and providing the necessary social support, 
an effective development that can positively affect 
the pregnancy process can be achieved clinically. The 
present study was designed to investigate the anxi-
ety, depression, hopelessness and perceived social 
support levels of pregnant women with TM and preg-
nant women without TM. 

ReseaRch Question 

Is there any significant difference in anxiety, depres-
sion and perceived social support levels between 
pregnant women with TM and witout TM? 

Is there any relationship between anxiety, de-
pression and perceived social support levels between 
pregnant women with TM and witout TM? 

 MATERIAL AND METHODS 

setting and sample 

This descriptive study was carried out with 167 
pregnant women with TM (82) and without TM (85) 
who were admitted to the gynecology and obstetrics 
clinic of a tertiary hospital between September 
2017-2018. This hospital is one of the largest hos-
pitals in the region. In the gynecology outpatient 
clinic of this hospital located in İzmir, the third 
biggest city in Turkey, almost all of the current prac-
tices regarding women's health are performed. The 
gynecology and obstetrics clinic has a capacity of 
33 beds and in the clinic approximately 1200 deliv-
eries take place. 

Inclusion criteria for the pregnant women diag-
nosed with TM were being married, being literate, 
being able to understand and speak Turkish, being 
volunteer to participate in the study and having 20 
week gestation and (including 20th week) not having 
any complication. Pregnant women who had a previ-
ous or current diagnosis of a psychiatric disorder and 
who had a history of serious life-threatening disease 
or who were currently treated due to such problems 
were excluded from the study.  
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The sample size of the study was not determined 
before the study was started. A post-hoc power analy-
sis was performed with the G*Power 3 Data Analysis 
program based on the data of the present study. The 
power analysis was performed using the independent 
sample t-test at a 95% confidence interval and p=0.05 
significance level. When the power analysis was con-
ducted measurements on 82 pregnant women diag-
nosed with TM and 85 pregnant women without TM 
had been carried out. In the power analysis, the power 
of the study was determined as 0.89, its effect size was 
moderate (0.5) and it was concluded that the sample 
was a good representative of the population as the 
power of a study is suggested to range between 80 and 
90 in the literature.17,18 

data collection method 

Data Collection Tools: The study data were col-
lected using the Pregnant Women Information Form, 
Beck Depression Inventory (BDI), Beck Anxiety In-
ventory (BAI), Beck Hopelessness Scale (BHS) and 
Multidimensional Scale of Perceived Social Support 
(MSPSS). All data were collected by face-to-face in-
terviews by researchers and took an average of 20-25 
minutes to collect.  

Pregnant Women Information Form: The form 
was developed by the researchers (all the authors of 
this paper) in line with the literature regarding TM 
and psychosocial distress during early pregnancy  
includes 12 items questioning pregnant women’s so-
ciodemographic and pregnancy-related characteris-
tics.4,13,16  

Beck Depression Inventory (BDI): The inventory 
is composed of 21 items and used to determine de-
pression risk and to measure the severity of depres-
sion symptoms. The validity and reliability study of 
the Turkish version of the inventory was performed 
by Hisli.19 The minimum and maximum possible 
scores to be obtained from the overall scale are 0 and 
63 respectively. Based on the scores obtained from 
the BDI in the validity and reliability study, depres-
sion levels are interpreted as follows: 0-13=no de-
pression, 14-19=mild depression, 20-28=moderate 
depression and 29-63=severe depression.19 In the 
present study, the Cronbach’s alpha internal consis-
tency value was found as 0.94. 

Beck Anxiety Inventory (BAI): The 21-item BAI 
is used to measure the severity of anxiety symptoms 
experienced by an individual. The validity and relia-
bility study of the Turkish version of the inventory 
was performed by Ulusoy et al.20 According to the 
scores, anxiety levels are classified as low (0-17 
points), moderate (18-24 points) and high (25 points 
and more).20 In the present study, the Cronbach’s 
alpha internal consistency value was found as 0.95.  

Beck Hopelessness Scale (BHS): The 21-item 
BHS is used to measure a person’s negative expecta-
tions of the future. The validity study of the Turkish 
version of the scale was performed by Seber et al.21 
The higher the score is, the higher the level of hope-
lessness is.21 In the present study, the Cronbach’s 
alpha internal consistency value was found as 0.90 

Multidimensional Scale of Perceived Social Sup-
port (MSPSS): The scale whose Turkish validity 
study was conducted by Eker and Arkar has 12 items 
some of which are as follows: “My family (e.g., my 
mother, my father, my spouse, my children, my 
brothers/sisters) really tries to help me”, “I can trust 
my friends when things go bad”, “I have friends who 
can share my joy and my sorrows”, “I have a special 
person other than my family and friends (e.g., 
boyfriend, fiancé, relative, neighbor, physician) with 
whom I can share my joy and sorrows”.22 The items 
are rated on a 7-point scale ranging from 1 (Very 
Strongly Disagree) to 7 (Very Strongly Agree). The 
scale assesses the adequacy of social support obtained 
from three different sources (family, friends and a 
special person). The lowest and highest possible 
scores to be obtained from the overall scale are 12 
and 84 respectively. The higher the score is, the 
higher the social support is.22 In the present study, the 
Cronbach’s alpha internal consistency value was 
found as 0.97  

data analysis  

The study data were analyzed using the IBM-SPSS 
24.0 package program. The Kolmogorov-Smirnov 
test was used to assess the normal distribution of the 
data. The distribution of the data obtained from the 
groups was compared with percentages (age, educa-
tional level, occupation, income situation, marriage 
year, gestation week, family type, chronic diseases, 
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situation of conceiving a child before, situation of 
having a living child before abortion/curettage/still-
birth, number of birth), arithmetic mean (age, gesta-
tional age, BDI, BAI, BHS, MSPSS score), Fisher’s 
Exact test, “t” test and Chi-square test (between the 
group of women descriptive characteristics). Corre-
lation analysis was used to determine the relationship 
between the BDI, BAI, BHS and MSPSS scales. In 
addition, power analysis was performed using 
G*Power 3 Power Analysis Program to reveal the 
power of the study. Results were evaluated at a 95% 
confidence interval. p-values<0.05 were considered 
statistically significant.  

ethical consideRation 

The study was carried out after the approval of the 
University Scientific Research and Publication Ethics 
Board (142-2017) was granted. After the permission 
of the ethics committee, written permission was ob-
tained from the institution where the research will be 
conducted. After the women who met the inclusion 
criteria for the study were informed about the aim, 
methodology, expected benefits, predictable risks and 
difficulties of the study. The possible risks the study 
might pose to their health, its unfavorable aspects in 
terms of their personal characteristics, and the condi-
tions in which the research would be carried out, they 
were told that participation was voluntary and they 
could withdraw at any time. After they orally ap-
proved participating in the study, their written in-
formed consent was obtained. The study was carried 
out in accordance with the Helsinki Declaration Prin-
ciples 

 RESULTS 

The data in the article does not show normal distri-
bution. The analysis of the distribution of the partic-
ipating patients in terms of their sociodemographic 
characteristics demonstrated that the mean age was 
31.51±4.25 years for the participants with TM and 
30.98±4.20 years for the participants without TM; 
mean gestational age was 10.81±3.90 weeks for the 
participants with TM and 7.17±3.67 weeks for the 
participants without TM. The distribution of the so-
ciodemographic characteristics of women included in 
the study is given in Table 1. The Chi-square analy-

sis performed to examine the homogeneity of the 
groups showed that they were homogeneous, that is, 
they had similar descriptive characteristics such as 
age (p=0.486), education (p=0.653), income 
(p=0.788), marriage year (p=0.082), family type 
(p=0.205), chronic diseases (p=0.183), occupation 
(p=0.493), situation of conceiving a child before 
(p=0.337), situation of having a living child before 
(p=0.060), abortion/curettage/stillbirth condition 
(p=0.560), number of birth (p=0.070), and gestation 
week (p=0.880) (Table 1). The comparison of the 
mean scores the participants obtained from the BDI 
(with TM=12.10±1.28; without TM=6.64±0.67), BAI 
(with TM=11.82±1.38; without TM=6.51±0.60), 
BHS (with TM=9.41±0.66; without TM:4.30±0.55) 
and MSPSS (with TM=60.28±14.93; without 
TM=66.84±8.83) revealed statistically significant dif-
ferences between the groups (p<0.05). The mean 
scores the participants obtained from the scales are 
presented in Table 2. The correlation between the 
mean scores the participants obtained from the BDI 
and BAI, BDI and BHS, BDI and MSPSS, BAI and 
BHS, BAI and MSPSS, BHS and MSPSS is shown in 
Table 3. There was a significant high positive corre-
lation between BDI and BAI mean scores in both 
groups, because their anxiety levels increased as their 
depression levels increased (with TM: r=0.66, 
p<0.001; without TM: r=0.66, p<0.001).   

There was a significant negative moderate corre-
lation between BDI and MSPSS (with TM: r=-0.59, 
p<0.001; without TM: r=-0.56, p<0.001) and between 
BAI and MSPSS (with TM: r=-0.58, p<0.001; without 
TM: r=-0.45, p<0.001) in both groups, which suggests 
that the participants with low social support had high 
levels of anxiety and depression. However, the corre-
lation between BAI and BHS was significant, positive 
and moderate, that is, they became more hopeless 
about pregnancy as their anxiety levels increased 
(with TM: r=0.59, p<0.001; without TM: r=0.47, 
p<0.001). While there was a significant negative high 
correlation between the BHS and MSPSS (with TM: 
r=-0.66, p<0.001; without TM: r=-0.53, p<0.001) in 
the women with TM, there was a significant negative 
moderate correlation in the women without TM that 
is, they became more hopeless about pregnancy as 
their social support levels decreased (Table 3). 
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With TM (n=82) Without TM (n=85) 

n % n % c2/p 

Age group (years)  

20-24 4 4.9 8 9.4 c2=2.44 

25-29 24 29.3 26 30.6 p=0.486 

30-34 32 39.0 35 41.2  

35-40 22 26.8 16 18.8  

Educational level  

Elementary 17 20.7 20 23.5 c2=0.85 

High school 51 62.2 47 55.3 p=0.653 

University and higher 14 17.1 18 21.2  

Occupation  

Yes 41 50.0 47 55.3 c2=0.46 

Not working 41 50.0 38 44.7 p=0.493 

Income situation  

Less than revenue expense 31 37.8 31 36.5 c2=0.47 

Meets income expense 42 51.2 47 55.3 p=0.788 

More than revenue 9 11.0 7 8.2  

Marriage Year  

0- 2 26 31.7 19 22.4 c2=6.69 

3-5 33 40.2 27 31.8 p=0. 082 

6-8 15 18.3 30 35.3  

9 and higher 8 9.8 9 10.5  

Gestation week  

-4 5 6.1 8 9.5 c2=10.31 

5-9 21 25.6 23 27.0 p=0. 880 

10-14 36 43.9 29 34.1  

15-19 14 17.1 20 23.5  

20 6 7.3 5 5.9  

Family type  

Nuclear family 78 95.1 84 98.8 c2=1.96 

Large family 4 4.9 1 1.2 p=0.205 

Chronic diseases  

No 72 87.8 80 94.1 c2=2.03 

Yes 10 12.2 5 5.9 p=0.183 

Situation of conceiving a child before  

Yes 35 42.7 21 24.7 c2=0.92 

No 47 57.3 64 75.3 p=0.337 

Situation of having a living child before  

No 58 70.7 72 84.7 c2=4.72 

Yes 24 29.3 13 15.3 p=0.060 

Abortion/curettage/stillbirth condition*  

No 24 63.2 13 72.2 c2=0.44 

Yes 14 36.8 5 27.8 p=0.560 

Number of birth  

1. 48 58.5 64 75.3 c2=5.32 

2. 28 34.1 17 20.0 p=0.070 

3. and higher 6 7.3 4 4.7

TABLE 1:  Distribution of the women according to their  sociodemographic characteristics.

*The statistical analysis was performed for only women who conceived child.



There was a significant positive high correlation 
between the BDI and BHS (with TM: r=0.64, 
p<0.001; without TM: r=0.58, p<0.001). According 
to these results, as the depression levels of women 
with TM increase, their hopelessness levels increase 
in parallel. 

 DISCUSSION 

In the present study, the psychosocial status of preg-
nant women with TM and pregnant women without 
TM was investigated. In several clinical studies, mis-

carriage and pregnancy loss have been reported to 
cause mental distress such as depression, anxiety, 
anger and grief. Most of these studies focused on 
abortions resulting in early pregnancy loss such as 
spontaneous abortions, induced curettages and recur-
rent miscarriages.23-25 However, the number of stud-
ies on mental problems such as anxiety and 
depression disorders in pregnant women with TM is 
quite limited.  

In the present study, the mean BDI, BAI and 
BHS scores of the participants with TM were higher 

Süreyya GÜMÜŞSOY et al. J Clin Obstet Gynecol. 2020;30(2):43-51

48

n c SS t/p 

Beck Depression Inventory 

With TM 82 12.10 1.28 t=3.79 

Without TM 85 6.64 0.67 p<0.001* 

Beck Anxiety Inventory 

With TM 82 11.82 1.38 t=3.56 

Without TM 85 6.51 0.60 p<0.001* 

Beck Hopelessness Scale 

With TM 82 9.41 0.66 t=5.90 

Without TM 85 4.30 0.55 p<0.001* 

Multidimensional Scale of Perceived Social Support 

With TM 82 60.28 14.93 t=-3.47 

Without TM 85 66.84 8.83 p<0.001*

TABLE 2:  Comparison of scores obtained from the Beck Depression Inventory, Beck Anxiety Inventory, Beck Hopelessness Scale and 
Multidimensional Scale of Perceived Social Support.

*p<0.05.

With TM (n=82) Without TM (n=85) 

r p r p 

Beck Depression Inventory 0.66 <0.001* 0.66 <0.001* 

Beck Anxiety Inventory 

Beck Depression Inventory 0.64 <0.001* 0.58 <0.001* 

Beck Hopelessness Scale 

Beck Depression Inventory -0.59 <0.001* -0.56 <0.001* 

Multidimensional Scale of Perceived Social Support 

Beck Anxiety Inventory 0.59 <0.001* 0.47 <0.001* 

Beck Hopelessness Scale 

Beck Anxiety Inventory -0.58 <0.001* -0.45 <0.001* 

Multidimensional Scale of Perceived Social Support 

Beck Hopelessness Scale -0.660 <0.001* -0.535 <0.001* 

Multidimensional Scale of Perceived Social Support

TABLE 3:  Correlation between the Beck Depression Inventory, Beck Anxiety Inventory, Beck Hopelessness Scale and  
Multidimensional Scale of Perceived Social Support Scores of Study Groups.

*p<0.05.



than those of the participants without TM. Consis-
tently with the present study, in their study, Chee et 
al. found that 17% of the pregnant women had de-
pressive symptoms in the first trimester and that this 
rate doubled in the pregnant women diagnosed with 
TM.  In addition, while almost half of the pregnant 
women diagnosed with TM had a high level of anxi-
ety, only less than one fourth of the women with un-
complicated pregnancies had a high level of 
anxiety.26 Similarly in another study, the Beck Anx-
iety Inventory score was 18.90±10.52 in the TM 
group and 8.24±5.24 in the healthy control group 
(p<0.001) whereas the Beck Depression Inventory 
score was 18.07±8.49 in the TM group and 7.47±6.22 
in the healthy control group (p<0.001).10 In Zhu et 
al.’s study, the rate of depression and anxiety symp-
toms was significantly higher in the pregnant women 
diagnosed with TM than that in the women with un-
complicated pregnancies.16 The findings of the 
abovementioned studies show a potential relationship 
between TM and anxiety and depression. Pregnancy-
related uncertainty causes anxiety even in women 
with healthy pregnancy, and women diagnosed with 
abortus imminens have more uncertainty about their 
pregnancies because they carry a risk of pregnancy 
loss and may experience more prenatal anxiety and 
depression than do other women. Therefore, during 
pregnancy, patients with TM should be evaluated in 
terms of not only medical condition but also anxiety 
and depression. It is stated that in society, women 
generally perceive pregnancy as hope. Pregnant 
women's feelings and concerns related to their cur-
rent pregnancies are thought to increase their anxiety 
to develop a new pregnancy loss in the future and de-
crease their hope.27 In women with psychological 
problems such as anxiety and depression, the per-
ceived social support level decreases and thus they 
become more hopeless.28,29 Similarly, in the present 
study, in both groups, hopelessness levels increased 
and perceived social support levels decreased as de-
pression and anxiety levels increased. In a study con-
ducted by Zu et al., it was found that depressive 
symptoms were 2.7 times more in women with TM 
and 48.8% of women with TM were at high risk for 
anxiety.16 Therefore, clinicians should be sensitive to 
the psychological consequences of TM. 

Social support is very important for pregnant 
women who are at risk of abortion to cope effec-
tively with this stress.29 The mean MSPSS scores 
the participants with TM were lower than those of 
the participants without TM. Social support gives 
people a sense of being loved and cared, and pro-
vides a respectable and moral bond between people. 
In addition, social support facilitates an individual to 
not only confront and accept the situation, but also 
get help from others, especially in their hour of 
need.  In several studies, it is stated that depressive 
people with low social support remain depressed 
longer than those with high social support.30,31 So-
cial support given by family, spouse and friends is 
stated to prevent women from developing anxiety 
and depression.12 Similarly, in the present study, de-
pression and anxiety levels increased as the per-
ceived social support levels decreased.  

Therefore, it is thought that provision of social 
support to pregnant women with TM, may have men-
tal benefits and help them have a healthier pregnancy 
and postpartum period. 

According to our research, a positive correla-
tion was found between BDI, BAI mean score and 
BHS mean scores; a negative correlation was found 
between MSPSS mean score and BHS mean scores. 
Prenatal depressive and anxiety symptomatology 
affects one in every four women in the first 
trimester and is even more common among women 
who are at risk of miscarriage. Screening for tar-
geted depression and anxiety, including women 
who are under the threat of miscarriage, can facili-
tate early and effective detection and management 
of mental health problems among pregnant 
women.32 However, there is no study in the litera-
ture comparing the women with and without TM 
with regard to depression, anxiety, perceived social 
support and hopelessness levels. It is thought that 
the high BHS scores of women with high BAI and 
BDI mean scores may have resulted from negative 
beliefs about the continuation of pregnancy. 

 CONCLUSION 

At the end of the present study, it was determined that 
the pregnant women with TM had higher levels of 
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anxiety, depression and hopelessness, and lower lev-
els of perceived social support than did the pregnant 
women without TM.   

In the light of the study results, because of hav-
ing higher anxiety, depression and hopelessness lev-
els and lower perceived social support levels, women 
with TM constitutes a risk group that needs further 
psychosocial screening and psychosocial support dur-
ing the provision of healthcare.  

Pregnant women at risk of abortion can be given 
psychoeducation regularly to cope with possible anx-
iety status. Support from nurses, doctors and social 
workers can be obtained to investigate the social sup-
port opportunities of pregnant women at risk of abor-
tion, and the family can be given psychoeducation to 
increase the social support that the family can show 
to the pregnant woman. It is thought that anxiety, de-
pression and hopelessness levels can be reduced by 
applying care to these pregnant women in order to in-
crease their social support, and they can contribute to 
a uncomplicated pregnancy by minimizing their psy-
chological problems. 

 LIMITATIONS 

There are some limitations to this study. The first of 
these limitations was inability to confirm clinical de-
pression using a psychiatric consultation due to fi-
nancial constraints and a limited budget. Another 

limitation was the relatively small sample size, but 
this size is acceptable for a sample consisting entirely 
of clinical cases. However, the results may be differ-
ent in populations including those of different reli-
gious, ethnic and cultural groups and cannot be 
generalized to all women. 
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