
Sexual & Reproductive Healthcare 28 (2021) 100610

Available online 5 March 2021
1877-5756/© 2021 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Women’s worries during pregnancy; a cross-sectional survey using the 
Cambridge Worry Scale in a rural area with long distance to hospital 

Ingegerd Hildingsson a,b,*, Birgitta Larsson b,c 

a Department of Women’s and Children’s Health, Uppsala University, Uppsala, Sweden 
b Department of Nursing, Mid Sweden University, Sundsvall, Sweden 
c Sophiahemmet University College, Stockholm, Sweden   

A R T I C L E  I N F O   

Keywords: 
Cambridge Worry Scale 
Depressive symptoms 
Fear of birth 

A B S T R A C T   

Background: Worries are common during pregnancy, but there is sparse knowledge of worries when the distance 
to hospital is long. 
Aim: To assess the extent and content of worries during pregnancy. Another aim was to evaluate the psycho-
metric properties of the Swedish version of the Cambridge Worry Scale. 
Method: Cross-sectional study of 280 women recruited to a continuity project and completed a questionnaire in 
mid pregnancy. 
Result: Women were most worried about something being wrong with the baby, giving birth and the risk of 
miscarriage. Women also reported worries about giving birth on the road or in the car. Two domains of the 
Cambridge Worry scale were identified; Socio-medical and health aspects and Socio-economic and relationship as-
pects. Women with high fear and depressive symptoms were most at risk for major worries. 
Conclusion: Worries during pregnancy were mainly related to issues about pregnancy and birth, and specifically, 
to long distance to the labour ward. Women with depressive symptoms and fear of birth showed the highest 
levels of worries. When a woman expresses worries in connection to labour and birth, caregivers must be sen-
sitive to the presence of underling fears or depressive symptoms and act to refer women to treatment or support.   

Introduction 

A woman’s pregnancy is a transitional period of physiological, psy-
chological and social changes and a time for development and maturity. 
Crisis and mental health problems are not uncommon during a transi-
tional period, this in connection with the person moving on to the next 
stage of psychological growth [1]. The psychological phases of preg-
nancy have been described as ‘fusion,’ ‘differentiation’ and ‘separation’ 
and follow the trimesters of pregnancy [2]. The first period is charac-
terised by concern about miscarriage or that the baby will being born 
injured or sick. In the second trimester, the pregnant woman begins to 
see the baby as an individual; this often happens in connection with 
starting to feel fetal movements. Questions about one’s own identity and 
the maternal role also characterise the period of differentiation. This 
phase is usually described as a stable and calm period of pregnancy. In 
the final phase, the woman fantasises about and longs for the baby to be 
born, but also worries about the baby’s health. Thus, anxiety or worries 
are common parts of normal pregnancy and is often higher at the 

beginning of pregnancy and then decreases and suddenly rises again 
towards the end [2]. 

Concerns or worries have been described as processes rather than 
psychological states [3]. While concerns or worries are useful tools for 
dealing with a new or foreign situation or challenge, concerns that do 
not lead to problem solving can instead lead to fear and anxiety. The 
concerns then become inhibitory and dysfunctional. Two people going 
through the same event can react in completely different ways, where 
one person can feel threatened and scared while another feels motivated 
to cope with the challenge. Warning signs when anxiety becomes 
dysfunctional could be when anxiety leads to denial of the problem 
rather than trying to solve it, social isolation, or when it leads to a person 
taking on a role as helpless. 

The Cambridge Worry Scale (CWS) [4] is a validated instrument for 
measuring women’s concerns or worries during pregnancy. The instru-
ment consists of 16 items, and the woman estimates each aspect of worry 
on a scale ranging from 0 to 5, where is zero is no worry and five is major 
worry [5]. The Cambridge Worry Scale has been psychometrically 

* Corresponding author at: Department of Women’s and Children’s health, Uppsala University, Akademiska sjukhuset ing 95/96, 75385 Uppsala, Sweden. 
E-mail address: ingegerd.hildingsson@kbh.uu.se (I. Hildingsson).  

Contents lists available at ScienceDirect 

Sexual & Reproductive Healthcare 

journal homepage: www.elsevier.com/locate/srhc 

https://doi.org/10.1016/j.srhc.2021.100610 
Received 16 October 2020; Received in revised form 1 February 2021; Accepted 1 March 2021   

mailto:ingegerd.hildingsson@kbh.uu.se
www.sciencedirect.com/science/journal/18775756
https://www.elsevier.com/locate/srhc
https://doi.org/10.1016/j.srhc.2021.100610
https://doi.org/10.1016/j.srhc.2021.100610
https://doi.org/10.1016/j.srhc.2021.100610
http://crossmark.crossref.org/dialog/?doi=10.1016/j.srhc.2021.100610&domain=pdf
http://creativecommons.org/licenses/by/4.0/


Sexual & Reproductive Healthcare 28 (2021) 100610

2

validated in studies from the UK [4–5], Germany [6], Spain [7], Greece 
[8] and Turkey [9]. The majority of studies have reported similar results 
that women worry mostly about giving birth, that something might be 
wrong with the baby and the risk of miscarriage. Unplanned pregnancies 
and expecting the first baby were associated with higher worries in the 
Spanish study [7]. Another study from Spain reported that mulitparity 
and planned pregnancy was protective against worries, while a previous 
miscarriage was associated with more worries [10]. In addition, poor 
marital status, IVF-pregnancies and low income were associated with 
more worries in a Greek study [8]. 

In a previous Swedish study sample of 200 metropolitan women’s 
worries investigated using CWS, the result showed that women were 
most worried about something being wrong with the baby, giving birth 
and the risk of miscarriage [11]. Similar findings were also reported in a 
national survey of Swedish-speaking women, where it was found that 
25% reported major worries (4 + 5 on CWS) about something being 
wrong with the baby, 22% about the risk of miscarriage and 20% about 
giving birth [12]. 

In the metropolitan study in Sweden [11], women had the oppor-
tunity to include other aspects of worries, and they often reported that 
the situation with overcrowded labour wards and staff being too busy to 
provide safe and good care were sources of worries. Moreover, the study 
found significant differences in primiparas and multiparas worries. 
Multiparas were more concerned about being admitted to hospital, the 
economy and their own health, while primiparas worried about prob-
lems with the law (juridical problems), coping with the newborn baby, 
relationship with the partner, the partner’s presence during the birth, 
and that something would be wrong with the baby [11]. In the national 
survey, the result showed a strong association between major worries 
about giving birth and a caesarean section preference [12]. 

Childbirth fear, anxiety and depressive symptoms are often inter- 
related aspects, but few studies have looked at such comorbidity. In a 
Swedish validation study, using a think-aloud method, 31 pregnant 
women estimated their fears and worries about giving birth using FOBS- 
the Fear of Birth Scale [13]. After placing marks on two 100-mm lines, 
with the anchor words ‘Calm-Worried’ versus ‘No fear-Strong fear,’ 
women were interviewed about their thoughts and about the difference 
between worries and fears. Worries were often associated with an un-
specific feeling or thought, often about being anxious about the un-
known, the unpredictable and were often associated with something 
that could go wrong. These concerns were not necessarily negatively 
charged, as being worried, nervous and tense could also be seen as a 
normal part of pregnancy, according to the women. Fear, on the other 
hand, was often described as a strong feeling in relation to something 
specific. Fear was often based on past experiences or stories of events 
others had been involved in [13]. FOBS is a useful instrument and serves 
well as a tool to identify fear of birth [14–16]. 

Another important psychological aspect during and after pregnancy 
is depressive symptoms [17]. Research has shown that women with 
depressive symptoms during pregnancy are less likely to develop suffi-
cient prenatal attachment [18–19]. It has also been suggested that 
prenatal depressive symptoms have a stronger impact on maternal un-
responsiveness with the infant than postnatal depressive symptoms 
[18]. Usually depressive symptoms among women in Sweden are 
investigated using the Edinburgh Postnatal Depression scale (EPDS) 
after birth, when visiting children’s health centres. More recently, 
screening with EPDS and FOBS during pregnancy has been introduced in 
some regions in Sweden [20–21]. 

Research aim 

Previous research has shown that some degree of worry is a normal 
and expected part of the psychological development of normal preg-
nancy, but that excessive anxiety or worries can lead to fear and diffi-
culties in managing pregnancy and childbirth. Fear of birth and 
depressive symptoms are correlated with worries, but there is sparse 

knowledge of worries in pregnant women living in sparsely populated 
areas with long distance to hospital. The aim of this study was to assess 
the extent and content of worries during pregnancy. An additional aim 
was to evaluate the psychometric properties of the Swedish version of 
the Cambridge Worry Scale. 

Methods 

Design and setting 

A descriptive cross-sectional study. The study was performed in the 
northern part of Sweden, in a sparsely populated area. The area serves 
around 19 000 inhabitants spread over an area of 5761 square kilo-
metres. The central town has a local hospital and used to have a labour 
ward with around 300–350 annual births. Shortly before the study start, 
the labour ward had closed and women had to travel to one of the two 
remaining hospitals in the region to give birth. The consequences of 
closing the labour ward implies long journeys (100–120 km) to the other 
hospitals, often in difficult weather conditions with lack of mobile 
coverage following these roads. The remaining two labour wards in the 
region are situated in two other cities along the coastline and have an 
annual birth rate of 1600–1700 in the largest hospital and 6–700 in the 
smaller hospital. The hospitals with labour wards are situated 100 and 
120 km away from the study site. After the closure of the labour ward, a 
caseload model was developed, with local midwives providing all 
antennal care and later on were on-call, which meant that they followed 
the women to the hospital of the women’s choice and provide intra-
partum care. The main goal of the larger project by proving continuity 
was to create safety for women and their partners and also to keep 
midwives in the local workforce. For this paper we only report data 
collected during pregnancy. Other paper from the project will follow. 

Participants 

Women were informed by the midwives about the study when con-
tacting the antenatal clinic for the first booking visit and received oral 
information about the study. If they consented to participate, their 
written consent was sent to the research group who then distributed the 
first of two questionnaires. Women with fear of birth, younger women 
and first-time mothers were prioritised. The reason for the priority was 
that earlier national and regional studies have shown that these women 
preferred continuity to a high degree [21], and that continuity with a 
known midwife is valuable for women with fear of birth [22]. Another 
important reason is the fact that it could be important to invest in 
women’s first birth in order to avoid a negative birth experience which 
in turn could result in fear and a preference for caesarean section in a 
subsequent pregnancy [12]. Women born outside Sweden who could 
communicate by telephone were also invited to participate. If women 
were unable to read Swedish, the midwives helped when completing the 
questionnaire, but the ability to speak Swedish was important when 
communicating with the midwife who was on call at the onset of labour. 

Data collection 

A questionnaire was sent to the women’s home addresses after the 
research team had received the consent form, usually in mid pregnancy 
(gestational week 17–19). It consisted of socio-demographic (age, civil 
status, country of birth, level of education) and obstetric (parity, infer-
tility problems) information. For detecting fear of birth, the Fear of Birth 
Scale (FOBS) was used, with the cut-off 60 or more indicating fear 
[14–15]. The Edinburgh Postnatal Depression Scale (EPDS) was used to 
detect depressive symptoms [24], with the cut-off of 13 or more as 
recommended during pregnancy [25]. 

The 16-item self-administrated CWS [26] was used to measure 
women’s worries during pregnancy. Women responded to items by 
choosing a number from zero to five for each item, where zero represents 
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‘No worries’ and 5 ‘Major worries.’ The items in the instrument include 
concerns about social and personal aspects as well as pregnancy- and 
birth-specific items, such as worries about giving birth and the baby’s 
health [26]. Women also had the opportunity to add specific concerns in 
a commentary. 

Analysis 

The Statistical Package of Social Science (SPSS) version 24 (SPSS, 
Inc., Chicago, USA) was used to analyse and manage the data. 
Descriptive statistics were used to present data. A principal component 
analysis (PCA) with oblimin rotation was performed for identifying 
domains that could reduce the number of statements [27]. The factor-
ability of the data was assessed through the Kaiser Meyer Olkin (KMO) 
measure of sampling adequacy, which should be over 0.6 [28] and 
Bartlett’s test of sphericity to be statistically significant [29]. In this 
dataset, the KMO value was .75 and Bartlett’s test of sphericity reached 
statistical significance (<0.000), which supported the sample factor-
ability and adequacy. Then the number of retained domains was guided 
by the Kaiser criterion (eigenvalues > 1) [28], Cattell’s scree test and 
inspection of the scree plot [30], and Horn’s parallel analysis which 
compare the eigenvalues from the PCA with a random generated dataset 
of the same size [31–32]. All the component statements loading above 
0.40 were included. Cronbach’s alpha coefficients were calculated for 
each of the domains to assess reliability. Finally, for investigating as-
sociations between each domain and background variables, mean scores 
and standard deviations were calculated for each domain, using inde-
pendent t-tests or ANOVA. The project was approved by the Regional 
Ethics Board DNR 2017 / 120-31. 

Results 

A total of 280 women completed the first questionnaire. The majority 
were 25–35 years old, living with a partner and born in Sweden 
(Table 1). Most women had high school-level education (64%), and 58% 
had previous children. The EPDS scores showed that 13% scored 13 or 
more, which indicates depressive symptoms. One in three women pre-
sented with a FOBS score of 60 or more and were classified as having a 
fear of birth. CWS and FOBS (r = 0.20) as well as CWS and EPDS (r =
0.35) were positively correlated (not in table). 

In Table 2, a detailed presentation of the percentage of scores on the 
CWS is shown. The highest worries were the possibility of something 
being wrong with the baby, giving birth and the risk of miscarriage. The 
lowest mean scores were problems with the law, relationships with 
family and friends and relationship with partner. Around 60 women 
used the option of commenting on their worries. Haft of the comments 
were related to the closure of the labour ward and the consequences it 
generated. The long distance to hospital on sometimes bad roads and 
lack of mobile coverage made women feel anxious about the upcoming 
labour. Women were afraid of giving birth on the road or in the car, 
which made them request induction of labour before the due date or a 
planned caesarean section. Some examples from the comments; 

“The worry is not about the birth itself, rather the choice of hospital, 
long distances, the weather and the roads” 
“The worry about the long distance to the labour ward and the road 
conditions colours everything related to pregnancy. If I could, I 
would request a caesarean section to avoid the uncertainty” 
“Open the labour ward again so women can feel some security and 
trust in intrapartum care” 

Table 3 presents the result of the Principal Component Analysis 
(PCA). The factorability of the data set was confirmed (KMO = 0.77, 
Bartlett’s test of sphericity p < 0.001). First, the PCA revealed five 
factors with eigenvalues more than one, explaining 56% of the variance. 
Both the screeplot and the parallel analysis, however, only supported a 

two-factor solution to be retained. Oblimin rotation of the two-factor 
solution showed two distinct patterns. The content of the first domain 
was related to medical and social pregnancy and birth issues, such as 
giving birth, the risk of miscarriage and the partner’s presence during 
birth while the second mirrored social circumstances and relationships 
(housing, being away from work, relationships with family and friends), 
(Table 3). The domains were labelled Socio-medical and health aspects 
[Mean 9.18, SD 6.07] and Socio-economic and relationship aspects [Mean 
2.65, SD 3.51]. Two items in CWS had loadings less than 0.40 and were 
not included in the result (coping with the baby and the health of 
someone close). The total CWS yielded a Cronbach’s alpha value of 
0.781, the first domain 0.724 and the second 0.678. 

Table 4 shows the mean and standard deviations of the domains in 
relation to the women’s background. In the domain Socio-medical and 
health aspects, women born outside Sweden scored higher compared to 
women born in Sweden, and women who preferred to have a caesarean 
section scored higher compared to women who preferred a vaginal birth. 
In addition, women with high EPDS scores and those with fear of birth 
(FOBS 60 or more) reported more worries compared to women with low 
scores on EPDS and FOBS (p 0.000). 

In the domain Socio-economic and relationship aspect, single women 
and women born in a country outside Sweden were more likely to score 
high compared to women living with a partner and women born in 
Sweden (p 0.000). In addition, women with unplanned pregnancies and 
EPDS scores of 13 or more also scored higher in this domain (0.000). 

In a general linear model, all variables from Table 4 were entered to 
further investigate the scores of EPDS and FOBS in relation to the two 
domains of CWS. There was a statistically significant interaction effect 
between EPDS and FOBS in the domain Socio-economic and relationship 
aspects. In order to further explain the relationships between childbirth 
fear, depressive symptoms and worries, a composite variable was 

Table 1 
Background of the participants.   

Women  

in the project  

n ¼ 280  

n (%) 

Age (mean, SD) 29.58 (5.11)  

Age groups  
25 years 47 (16.8) 
25–35 years 188 (67.1) 
35 years 45 (16.1)  

Civil status  
Living with a partner 261 (93.2) 
Not living with a partner 19 (6.8)  

Country of birth  
Sweden 249 (88.9) 
Other country 31 (11.1)  

Level of education  
High school or lower 178 (67.4) 
University education 102 (36.4)  

Parity  
Primiparas 118 (42.1) 
Multiparas 162 (57.9)  

Infertility problems  
Yes 16 (5.2) 
No 264 (94.3  

Depressive symptoms  
EPDS < 13 243 (86.8) 
EPDS 13 or more 37 (13.2)  

Fear of birth  
FOBS < 60 188 (67.4) 
FOBS 60 or more 91 (32.6)  
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created combining EPDS and FOBS (Table 5). There were statistically 
significant differences in both domains. For the first domain, Socio- 
medical and health aspects, there was a dose–response effect showing that 
the more exposure to depressive symptoms and childbirth fear, the 
higher the worries. For the domain Socio-economic and relationship as-
pects, depressive symptoms seemed so be the most important factor, 
followed by co-morbidity of fear and depressive symptoms. The effect 
sizes were moderate. 

Discussion 

The main findings of this study were that women’s worries during 
pregnancy were mostly related to issues about pregnancy and birth, but 
also to social factors and relationships and were most prominent in 
women who suffered from depressive symptoms and childbirth fear. 

Similar to other studies using the CWS [7–12], women ranked 
worries about the baby’s health, giving birth and the risk of miscarriage 

Table 2 
Percentages and mean values of the 16-item of Cambridge Worry scale (0 = no 
worries, 5 = major worries).   

0 1 2 3 4 5 Mean [95% 
CI]                 

Giving birth  25.7  18.9  23.9  12.5  12.1  6.8 1.87 
[1.68–2.05]         

The possibility of 
something being 
wrong with the 
baby  

11.4  26.1  27.5  17.9  8.9  8.2 2.11 
[1.9–2.28]         

Going to hospital  55.0  23.2  10.7  6.4  1.4  3.2 0.86 
[0.71–1.00]         

The possibility of 
miscarriage  

33.2  27.5  17.9  10.4  4.3  6.8 1.45 
[1.28–1.63]         

Your own health  47.9  23.6  16.1  10.0  0.7  1.8 0.98 
[0.84–1.11]         

Relationships with 
family and 
friends  

83.9  7.1  4.6  2.1  1.1  1.1 0.33 
[0.22–0.43]         

Relationship with 
husband/ 
partner  

82.0  7.6  6.5  2.2  1.4  0.4 0.35 
[0.24–0.45]         

Money problems  49.3  18.6  17.5  9.3  2.9  2.5 1.05 
[0.90–1.21]         

Your housing  80.4  9.6  3.6  2.5  2.9  1.1 0.41 
[0.29–0.53]         

Giving up/being 
away from work  

77.5  12.5  4.6  3.6  1.1  0.7 0.40 
[0.29–0.51]         

Problems with the 
law  

94.3  2.5  1.8  0.4  0.4  0.7 0.12 
[0.05–0.19]         

Coping with the 
new baby  

50.4  22.1  10.4  8.2  4.3  4.6 1.08 
[0.91–1.25         

Whether your 
partner will be 
with you for the 
birth  

79.3  7.1  6.4  3.2  1.8  2.1 0.48 
[0.35–0.60]         

The health of 
someone close 
to you  

52.5  17.5  15.7  7.1  3.6  3.6 1.02 
[0.86–1.19]         

Internal 
examinations  

70.4  16.1  7.5  2.9  2.5  0.7 0.53 
[0.41–0.65]         

Employment 
problems  

56.4  17.9  13.9  5.4  3.2  3.2 0.91 
[0.75–1.06]                  

Table 3 
Result of the principal component analysis of the Cambridge worry scale.   

Pattern matrix Structure matrix  

Socio- 
medical 
and 
health 
aspects 

Socio- 
economic and 
relationship 
aspects 

Socio- 
medical 
and 
health 
aspects 

Socio- 
economic and 
relationship 
aspects 

Items     
The possibility 

of something 
being wrong 
with the baby  

0.689   0.677       

The possibility 
of miscarriage  

0.628   0.577       

Going to 
hospital  

0.615   0.594       

Giving birth  0.600   0.594       

Vaginal 
examinations  

0.557   0.532       

Your own health  0.515   0.599       

Employment 
problems  

0.466   0.543       

Whether your 
partner will 
be with you 
for the birth  

0.413   0.470            

Relationships 
with family 
and friends   

0.792   0.762      

Relationship 
with 
husband/ 
partner   

0.663   0.686      

Problems with 
the law   

0.608   0.545      

Money 
problems   

0.534   0.629      

Being away 
from work   

0.481   0.505      

Your housing   0.471   0.505      

Cronbach alpha 
value  

0.724   0.678  

Items with 
loading <
0.40:     

The health of 
someone close 
to you     

Coping with the 
new baby      
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highest. Some worries seem to be universal and a part of a probably- 
natural response by a woman carrying a new life in her body. Protect-
ing the unborn baby is a biological instinct, but it also affects the 
woman’s emotions and thoughts [26]. The lowest worries were found 
regarding problems with the law and relationship problems. This is also 
similar to some of the studies using CWS [6–7,9,11]. 

Additional concerns reported in the open questions mirrored the fact 
that the labour ward in the area had closed and women feared giving 
birth on the road or in the car. This was also mirrored in the higher FOBS 
scores (with one in three women scoring 60 or more on the FOBS), 
compared to the majority of studies where usually around 20% of 
women approached during the same gestational week score 60 or more 
[22–23,33]. The closing of the labour ward with a long distance to 
hospital was a context-specific reason for women’s worries. Other 
studies have also shown context-specific worries such as the risk of 
overcrowded labour wards and stressed staff, such as in the Swedish 
study from 2003 [11], comprising 200 women living in the metropolitan 
area of Stockholm, Sweden. Since the beginning of the millennium, 
there have been consumer groups opting for safe maternity care and that 
women in labour should not be transferred between different hospitals 
due to lack of hospital beds (www.sverigeskvinnolobby.se). The Swedish 
government has also allocated substantial finances to ensure safe 
intrapartum care [34], but there is still a lack of hospital beds in the 
Stockholm area due to an increased number of births and lack of mid-
wives. There might be other country- or context-specific aspects to 
consider. In some studies, the item ‘giving up work’ has been removed 
because women in some countries have already stopped working when 
they get pregnant or have not worked at all [6]. Women in Sweden 
usually work during pregnancy as long as they are healthy, and they 
seldom quit their work because of pregnancy and childbearing. The 
generous paid parent leave of 480 days, where three months are 
exclusively allocated to the partner, is an important social aspect that 
has been available for 45 years. In 2018, partners used 29% of the days, 
and women used 71% (www.forsakringskassan.se). Another thing to 
consider is the risk of miscarriage in relation to the distribution of the 
questionnaires. In the present study, the questionnaire was sent out after 
the routine ultrasound examination performed in gestational week 
17–19, usually a bit beyond the main risk of miscarriage. We do not 
know, however, how the women interpreted the question. 

The Cronbach’s alpha values for the total CWS were 0.78, fairly 
comparable to other studies, ranging from 0.73 to 0.85 [4,7,9,11]. The 
correlation between the domains was moderate, suggesting they should 
not be combined to form a total score [27]. This study failed to support 
the common four-factor solution previously reported by others 
[4,6–8,35], as well as the five-factor solution recommended by Jomeen 
& Martin [5] and the one-factor structure reported by Gunay and co- 
workers [9]. Only two domains were identified in the current PCA. A 
more rigorous approach to the selection of factors was undertaken in this 
study, with the use of parallel analysis [31] to identify the number of 
factors to be retained for rotation. This method has been identified as 
one of the most reliable indicators of robust factors [36,37] with other 
approaches, such as Kaiser’s criterion and Cattell’s scree test tending to 
overestimate the number of components [38]. 

The interpretation of the two domains identified in this study is 
similar in nature to those previously identified. The domain Socio-med-
ical and health aspects included items similar to other studies [4–5,7,9], 
while the domain labelled Socio-economic and Relationship aspects was 
most comparable to the study from Germany [6]. 

For the first domain, labelled Socio-medical and health aspects, the 
only socio-demographic difference was country of birth, where foreign- 
born women participating in the study reported more worries compared 
to Swedish-born women. It is a well-known fact that foreign-born suffer 
from higher fear of birth [33] and are more at risk for adverse outcome 
of pregnancy [39]. 

Depressive symptoms, fear of birth and a preference for caesarean 
section were associated with more worries in the domain Socio-medical 

Table 4 
Mean scores (SD) of the domains of Cambridge Worry Scale in relation to 
background variables.   

Socio-medical and 
health aspects 

Socio-economic and 
relationship aspects 

16–25 years 9.04 (5.86) 2.19 (2.58) 
25–35 years 9,30 (6.01) 2.60 (3.468) 
35 years or more 8.80 (6.64) 3.37 (4.42) 
p-value 0.868 0.252  

Civil status   
Living with a partner 8.99 (5.86) 2.41 (3.27) 
Not living with a partner 11.78 (8.28) 6.05 (4.87) 
p-value 0.053 0.000  

Country of birth   
Sweden 8.92 (6.10) 2.35 (3.03) 
Other country 11.22 (5.49) 5.06 (5.63) 
p-value 0.047 0.000  

Level of education   
High school or lower 8.99 (6.19) 2.47 (3.13) 
University education 9.29 (6.02) 2.98 (4.05) 
p-value 0.690 0.245  

Parity   
Primiparas 9.54 (5.71) 3.06 (3.75) 
Multiparas 8.91 (6.33) 2.35 (3.30)  

0.398 0.095  

Planned pregnancy   
Planned and welcome/not 

planned but welcome 
9.06 (6.06) 2.56 (3.57) 

Bad timing/Considered 
abortion 

11.83 (5.96) 4.75 (2.92)  

0.123 0.035  

Infertility problems   
Yes 7,62 (3.87) 3.06 (3.53) 
No 9.27 (6.17) 2.63 (3.51) 
p-value 0.292 0.635  

Birth preference   
Vaginal birth 8.70 (5.94) 2.61 (3.57) 
Caesarean section 13.26 (5.78) 3.73 (3.41)  

0.004 0.241  

Depressive symptoms   
EPDS < 13 8.22 (5.39) 2.21 (3.26) 
EPDS 13 or more 15.48 (7.33) 5.56 (3.71) 
p-value 0.000 0.000  

Fear of birth   
FOBS < 60 7.05 (4.75) 2.48 (3.65) 
FOBS 60 or more 13.61 (6.17) 3.00 (3.20) 
p-value 0.000 0.252  

Table 5 
Depressive symptoms and childbirth fear in relation to the domains of Cam-
bridge Worry Scale.   

Socio-medical 
and 

Socio-economic 
and   

health aspects relationships    

aspects   

Mean (SD) Mean (SD)  

No depressive symptoms and no fear 
(n = 175) 

6.73 (4.46) 2.12 (3.36)  

Depressive symptoms but no fear (n 
= 13) 

11.46 (6.35) 7.30 (4.13)  

Fear but no depressive symptoms (n 
= 67) 

12.16 (5.17) 2.41 (3.03)  

Fear and depressive symptoms (n =
24) 

17.66 (7.00) 6.2 (3.17)  

F-statistics 46.087 12.989  
p-value 0.000 0.000  
Effect size 0.111 0.124   
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and health aspects. Caesarean section on maternal request is closely 
related to fear of birth, as shown in several studies [12,40–41] and so are 
depressive symptoms [42]. A study from Iran also showed that major 
worries about giving birth and undergoing vaginal examinations and 
also the situation on the labour ward were associated with women 
requesting a caesarean section [35]. 

The second factor, Socio-economic and relationship aspects, also 
showed that foreign-born women were more at risk for higher worries. 
In addition to the identified health issues, foreign-born women could 
also have a less supporting family network, and in this area under study, 
lack of transportation by their own care when going to hospital. It is 
therefore important to investigate foreign-born women’s total situation 
when they become pregnant. Women living with partners and women 
with unplanned pregnancies were also more likely to score higher in this 
domain. This latter finding is similar to the study from Spain [7]. 

FOBS was only associated with the first domain, Socio-medical and 
health aspects, while depressive symptoms showed a statistically signif-
icant relationship with both domains. While fear of birth is mainly 
limited to the period around birth and the circumstances regarding 
where and how to give birth, depressive symptoms could be long lasting 
and affect not only pregnancy and birth but also relationships. In a na-
tional survey of Swedish-speaking women, the result showed that un-
employment, not speaking Swedish and lack of support from partner and 
relatives were factors identified to be associated with depressive 
symptoms during pregnancy, and a majority of these factors were still 
associated with depressive symptoms after the birth [17]. 

When analysing the composite variable, it seems even more impor-
tant not only to identify depressive symptoms during pregnancy but also 
antenatal fear of birth. The results showed that the highest levels of 
worries were found in women who scored over 13 on the EPDS and over 
60 on the FOBS in the domain Socio-medical and health aspects. For the 
Socio-econonomic and relationship aspects domain, depressive symptoms 
were more important than fear of birth and more important than the 
combination of fear and depressive symptoms. This finding indicates 
that it is of utmost importance to have a strong focus on women’s psy-
chological well-being during pregnancy and to have reliable screening 
instruments to measure these aspects in addition to frankly asking 
women about their mental well-being and fear of birth. A recent review 
[42] clearly demonstrated that stress, anxiety, depression and lack of 
social support are associated with childbirth fear during pregnancy. 
They authors also noted that some of these aspects are associated with 
an undesirable birth outcome such as prolonged labour and obstetric 
complications. 

This study has several limitations. First, the observational design 
limits the generalisability of the results. However, the result of women’s 
worries during pregnancy points in the same direction as previous 
studies. Another limitation was related to the inclusion criteria of being 
able to communicate in Swedish, and the proportion of foreign-born 
women was therefore low. Nevertheless, the lack of participants from 
non-Swedish-speaking countries might have caused an underrepresen-
tation of women with more worries. In this paper the focus was to 
psychometrically test the Cambridge Worry Scale. In addition, some 
women chose to write comments in the questionnaire about their 
worries, but this information was superficial. Qualitative, in-depth in-
terviews might have resulted in more detailed answers and a deeper 
understanding of women’s worries in this rural area with recent hospital 
closure. 

Conclusion 

This study shows that worries during pregnancy in women living in a 
rural area were mainly related to issues about pregnancy and birth when 
investigating the Cambridge Worry Scale. However, based on women’s 
comments, the long distance to the labour ward was a major source of 
worry, and warrants further investigation. One important finding was 
that women with high scores on the EPDS and the FOBS, indicating 

depressive symptoms and fear of birth, showed the highest levels of 
worries. Moreover, foreign-born women were at higher risk of worries 
during pregnancy. Therefore, when a woman expresses worries about 
certain aspects in connection to labour and birth, caregivers must be 
sensitive to the presence of underlying fears or depressive symptoms and 
act to refer women to treatment or support. 
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[19] Rubertsson C, Pallant J, Sydsjö G, Haines H, Hildingsson I. Maternal depressive 
symptoms have a negative impact on prenatal attachment- findings from a Swedish 
community sample. JRIP 2015;33:153–64. 

[20] Region Stockholm: Screening for depressive symptoms during pregnancy. 
Retrieved from: https://vardgivarguiden.se/kunskapsstod/bmm-bvc-forlossning/ 
barnmorskemottagning/riktlinjer/epds-som-underlag-for-strukturerat-samtal- 
med-gravida-om-psykiskt-maende/. 

[21] Region Stockholm. Screening for fear of birth. Retrieved from : https:// 
vardgivarguiden.se/kunskapsstod/bmm-bvc-forlossning/barnmorskemottagning/ 
riktlinjer/forlossningsradsla/. 

[22] Hildingsson I, Haines H, Karlström A, Johansson M. Swedish women’s interest in 
models of midwifery care –time to consider the system? A prospective longitudinal 
survey. Sex Reprod Healthc 2016;7:27–32. 

[23] Hildingsson I, Karlström A, Rubertsson C, Haines H. A known midwife can make a 
difference for women with fear of childbirth- birth outcome and experience of 
intrapartum care. Sex Reproduct Healthcare Sex Reprod Healthc 2019;21:33–8. 

[24] Cox JPL, Holden JM, Sagovsky R. Detection of postnatal depression. Development 
of the 10-item Edinburgh Postnatal Depression Scale. Br J Psychiatr 1987;150: 
782–6. 

I. Hildingsson and B. Larsson                                                                                                                                                                                                                

http://refhub.elsevier.com/S1877-5756(21)00017-3/h0015
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0020
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0020
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0020
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0025
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0025
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0030
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0030
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0030
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0040
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0040
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0040
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0045
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0045
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0050
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0050
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0055
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0055
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0055
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0060
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0060
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0065
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0065
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0065
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0070
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0070
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0070
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0075
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0075
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0075
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0080
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0080
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0080
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0085
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0085
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0085
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0090
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0090
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0090
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0095
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0095
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0095
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0110
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0110
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0110
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0115
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0115
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0115
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0120
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0120
http://refhub.elsevier.com/S1877-5756(21)00017-3/h0120


Sexual & Reproductive Healthcare 28 (2021) 100610

7

[25] Rubertsson C, Börjesson K, Berglund A, Josefsson A, Sydsjö G. The Swedish 
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