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Abstract

Introduction: Pregnancy is considered a critical period in a
woman’s life. During this period, the woman experiences massive
hormonal fluctuations, thus affecting her life physically, socially and

psychologically.

Aim: The aim of this study was to assess levels of anxiety and
depression among pregnant women via In Vitro Fertilization (IVF) in
infertility centers during the three trimesters of pregnancy and compare

them with naturally pregnant women referred to the antenatal clinics.

Method: A descriptive comparative design was used to collect data
from the pregnant women who visited all private infertility centers and all
Palestinian Ministry of Health (MOH)’s antenatal clinics in the West

Bank.

Result :The findings have showed that pregnant women via IVF
were more likely to experience anxiety and depression symptoms than
naturally pregnant women (11 and 4.2 times, respectively) with significant

differences (P: 0.00 and P: 0.021, respectively). In addition, the findings
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have also showed that pregnant women via I\VF were 14 times more likely
to have anxiety or depression symptoms than naturally pregnant women

with significant differences (P: 0.000).

Key words: Pregnancy; Infertility; In Vitro Fertilization (IVF);

Anxiety; Depression.
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Chapter One
Introduction

This chapter reviews findings of relevant literature regarding
pregnancy, infertility, IVF, anxiety and depression among pregnant women
in infertility centers during the three trimesters of pregnancy compared
with the naturally pregnant women referred to antenatal clinics in Nablus

and Ramallah, Palestine.
1.1 Background

Padubidri & Daftary (2011) explained the period from conception to
birth delivery. In this period, the egg is fertilized by a sperm then implanted
in the lining of the uterus, then develops in the placenta to embryo, and
later in to a fetus. Pregnancy is calculated to last an average of 10 lunar
months (40 weeks or 280 days). It begins from the first day of the woman's
last menstrual period, and is divided into three trimesters, each lasting three

months.

Moreover, a full-term pregnancy can range from 37-42 weeks, and is
divided into three trimesters. Each trimester lasts between 12-14 weeks, or
about three months. Also, during each trimester, the pregnant woman
experiences specific hormonal and physiological change occurrences
(Stickler & Watson, 2017). The first trimester is "the time in between
fertilization of the egg by the sperm (conception) and week 12 of a

pregnancy" (Cafasso, 2017). The second trimester is a period of pregnancy


https://www.healthline.com/health/pregnancy/second-trimester-concerns-tips

2
which ranges from 13-27, and the third trimester "asts from the 28th week

through to the birth of your baby ” (Stickler & Watson, 2017).

At no other time in her life does the woman experience massive
hormonal fluctuations as during pregnancy. Whether it is a desired or
undesired pregnancy, it is considered one of the most stressful incidents in

a woman'’s life (Astrid et al., 2013).

Pregnancy is a stage of development and optimism for a woman
although the woman in this stage is very tenuous. A psychologically
healthy woman finds pregnancy as opportunity for self-realization. She
uses pregnancy to diminish self-doubts about her femininity or to reassure
herself that she can function as a woman. Nevertheless, some women
view pregnancy as a period of an emotional crisis (Hamid, Asif & Haider,

2008).

Infertility, according to WHO (2009a) is "a disease of the
reproductive system defined by the failure to achieve a clinical pregnancy

after 12 months or more of regular unprotected sexual intercourse. ”

Infertility, as a medical disorder, has both social and psychological
aspects coupled with severe negative consequences that extend for a
prolonged period (Schmidt, 2009). Moreover, infertility is described as a
stressful event for many couples. It causes several psychological disorders
such as high stress and depression, and it may significantly affect the life of

infertile individuals, their treatment and follow-up (Al-Homaidan, 2011).
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In addition, psychological stress can have an negative effect on
individuals and the treatment plan. They experience symptoms of anxiety
and/or depression. Working with anxious or depressed individuals is also

a major challenge for the health-care providers (Gameiro et al., 2015).

Infertility is considered a big problem for persons wishing to form
a family. Individuals or couples who suffer from infertility turn to medical
assistance to help them to bring a child. This has led to an increase in
the number of Assisted Reproduction Technology (ART) treatments every
year (Kupka et al., 2015). Generally, pregnancy is enjoyable event.
However, despite being a positive event, it is usually associated with
psychological and behavioral changes which can lead to incidence of high
levels of stress among pregnant women, and in particular among pregnant
women who receive ARTs (Su et al., 2011). ARTs is considered one of
the risk factors that can lead to psychological problems such as anxiety and
depression, among individual who use this type of medical technique

(Hjelmstedt et al., 2014).

Cooke et al. (2004) found a relationship between infertility and
psychological stress. However, it is still unclear if this psychological stress
continues after achieving pregnancy via ART. They also found several
psychological factors which had an effect on reproductive ability, and
this includes the pathophysiology of the depressed state such as increase
prolactin hormone levels, disturbance of the hypothalamic-pituitary-adrenal

axis function, and thyroid disruption.
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Moreover, infertility can cause major psychological distress and has
negative  consequences such as depression, anxiety, sexual
anxiety/difficulty, disturbances in relationship between couples,
relationship problems with family members and friends. This is in addition
to increase of the feeling of self-blame and guilt (Monach, 2005; Klock,
2004). Sejbaek et al. (2015) also found that the infertility is a severe
stressor, and risk factor for incidence of depression among women.
Motherhood was also found to be an important trigger of unipolar

depression among pregnant women who had received treatment via ARTS.

Hoeger et al. (2013) defined IVF as a procedure that gives a married
woman patient the opportunity to become pregnant using her own eggs or
donor eggs and sperm from her partner or from a donor. Insemination of
eggs with sperm in the laboratory, and then the fertilized egg placement
(one or more embryo(s)) into the uterus are also used to support the uterine
lining with hormones to permit and sustain pregnancy. This is an elective
procedure designed to make the woman patient conceive when other

treatments have failed or are not appropriate.

Women who experience IVF treatment had higher levels of
depression and anxiety symptoms than women who attempted to become
pregnant naturally, and this difference persisted over time (Vahratian et al.,

2011).
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Furthermore, Wichman et al. (2011) found that the psychological
distress scores related to symptoms of depression, anxiety, infertility
specific distress, and general perceived stress among women were higher
than among men in the context of preparing for IVF. There were

statistically significant differences between the two groups.

Mental health disorders such as depression and anxiety are very
public incidence during pregnancy and after childbirth all over the world. It
was found that there was a significant prevalence of mental health disorder
during pregnancy and after childbirth in developing countries. It was about
one in three to one in five women as opposed to about one in ten in

developed countries (WHO, 2008).

Nierenberg (2015) argued that during any time of life a person
experiences a fluctuation in his/her emotional status. Therefore, pregnancy
can be considered as a form of stressor and a high risk period that may push
woman to develop psychological problems such as depression and anxiety
symptom. It also brings new life to the world, and this may cause problems
in the family such as additional financial responsibility, distress in
relationships among family members, and feelings of insecurity. This is in
addition to the fear of uncertainty that comes with pregnancy. This may

result in worries which lead to more psychological problems.

All new mothers may become anxious due to their new
responsibilities or roles toward a new person in their life. Anxiety in

response to these events is very common. Some women show excessive
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worries and experience different levels of anxiety during the antenatal
period. Psychological and physical factors have an important role in the
progression of anxiety symptoms during pregnancy especially if it is the
first child. Pregnant women experience massive hormonal changes and
have worries about the health of the child, and alterations of lifestyle in
their life. It was also found that when the pregnancy was unexpected or
unwanted, women reported increase of level of stress and anxiety

(Rubinchik et al., 2005).

Schetter (2011) described the anxiety during pregnancy as a maternal
psychological disorder. He attributed this anxiety to maternal, neonatal
and childbirth stages. It is associated with unwanted pregnancy
consequences, like premature delivery, low birth weight, fetal distress or
abnormalities of the infant such as cleft palate and pyloric stenosis (Bazr

Afshan, 2004).

Moreover, severe anxiety during pregnancy leads to the damage of
the relationship between the mother and her child and diminishing of the
woman’s ability to play the mother’s role after delivery (Chan et
al.,2013). There is scientific evidence that anxiety during pregnancy may
not only affect pregnant woman’s health but may also have an impact on
labor outcomes such as preterm delivery, prolonged labor, caesarean birth,
low birth weight (Catov et al., 2010; Hernandez-Martinez et al., 2011;
Lobel et al., 2008; Rauchfuss & Maier, 2011).
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According to WHO (2002)’s expectations, the depressive disorders

will be the second leading global disease by 2020.

Pereira et al. (2010) maintained that the depressive disorder is a
common illness that affects people of both genders, all ages and personal
experiences all over world. Pereira et al. (2010) and WHO (2009b) found
that the women were twice more likely to have depressive disorder than
men. One in five women would have at least one depressive episode
throughout life, and these risks would increase during the reproductive

age.

In addition, Leigh and Milgrom (2008) reported that the depression
in pregnancy may result in reduction of one's efficiency for self-care,
including inadequate nutrition, drug or alcohol abuse and poor antenatal
follow up in clinic. All of these combined may affect physical and mental

health of the pregnant woman and the fetus development.

Schetter and Tanner (2012) argued that the development of anxiety,
depression, and stress symptoms during pregnancy would make them
risk factors which would have negative effects on mothers and their
children’s life. Anxiety symptoms among women during pregnancy period
is also associated with shorter gestation, thus causing negative effects on
fetal neurodevelopment and child outcomes. Development of depression
symptoms is associated with lower birth weight infants with consequences

on infant development. Alder et al. (2007) reported that the depressive
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symptoms during pregnancy may have destructive outcomes for both the

pregnant woman, her children, and her family.

Generalized anxiety disorder, according to DSM-5, was described
by American Psychiatric Association (2013) as a mood disorder which is
characterized by extravagant anxiety and worry about a number of events
or activities which occur more days than not for at least 6 months and is
clearly excessive. Other symptoms include having difficulty in
controlling worry, disturbance in social, occupational, or other important
areas, restlessness, decreased energy, impaired concentration and poor
memory, insomnia, appetite changes, and thoughts of committing suicide.
All this disturbance is not attributable to the physiological effects of a

substance or medical condition.

Major depressive disorder, according to DSM-5, was also described
by American Psychiatric Association (2013) as a mood disorder. The
individual must have five or more of the following symptoms, and
experience them at least once a day for a period of more than two weeks
and represent a change from previous functioning; at least one of the
symptoms is either (1) depressed mood most of the day, nearly every day,
or (2) markedly loss of interest or pleasure in activities all or most of the
day, nearly every day. Other symptoms include  significant weight
changes due to appetite changes, insomnia or hypersomnia, psychomotor
agitation or retardation, decreased energy, feelings of worthlessness or
excessive or inappropriate guilt, diminished ability to think or concentrate,

recurrent suicidal thought, and disturbance in social, occupational, or other
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important areas. All this disturbance is not attributed to the physiological

effects of a substance or medical condition.

1.3 Significance of the Study

Assessment of anxiety and depression symptoms among pregnant
women via IVF and naturally pregnant women is very important.
Examining and identifying those issues can help the authorities concerned
and decision makers to take effective steps in early intervention to reduce
anxiety and depression symptoms among all pregnant women because of
their side effects on both the mothers and their children. This is in
addition to the need for a plan to control the factors that lead to the
increase of anxiety and depression symptoms among pregnant women.
Moreover, an effective plan can be developed to enhance the mental health

of women in Palestine.

1.4 Statement of the Problem

Pregnancy period is one of the most critical experiences in
women’s lives. It causes fluctuations in all aspects of their life. Also,
women experience changes in their body over the life span. These include
menstruation, pregnancy, and menopause. These frequent changes can lead
to anxiety and depression, considered as normal human response to life
problems. However, they could become mental health disorders if the
responses were overstated, thus causing destruction of daily life function.
Likewise, infertility can also lead to many problems in a couple’s

relationship and leave negative psychological consequences. Against this
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background, this study endeavors to assess anxiety and depression
symptoms among pregnant women via IVF in infertility centers, during the
three trimesters of pregnancy, and compare them with those symptoms of

naturally pregnant women referred to antenatal clinics.
1.5 Aim of Study

The aim of this study was to assess anxiety and depression symptoms
among pregnant women via [VF in infertility centers during the three
trimesters of pregnancy in comparison with naturally pregnant women
referred to antenatal clinics in Nablus and Ramallah governmental clinics

and nongovernmental clinics.
1.6 Research Objectives

1) To assess anxiety and depression symptoms among pregnant women via
IVF during the three trimesters of pregnancy in infertility centers in the

towns of Nablus and Ramallah.

2) To asses anxiety and depression symptoms among naturally pregnant
women during the three trimesters of pregnancy referred to antenatal

governmental clinics in Nablus and Ramallah .

3) To compare anxiety and depression symptoms among pregnant women
via IVF in infertility centers, during the three trimesters of pregnancy, with

those of naturally pregnant women.
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4) To assess the relationship between the socio-demographic
characteristics and anxiety and depression among IVF pregnant women

and naturally pregnant women.

1.7 Research Questions

1) What is the extent of anxiety and depression symptoms among pregnant
women via IVF in infertility centers, during the three trimesters of

pregnancy, in Nablus and Ramallah ?

2) What is the extent of anxiety and depression symptoms among naturally
pregnant women during the three trimesters of pregnancy in antenatal

clinics in Nablus and Ramallah ?

3) What are the differences in the prevalence of anxiety and depression
symptoms among pregnant women via IVF in infertility centers, during the
three trimesters of pregnancy, when compared with naturally pregnant

women in antenatal clinics in Nablus and Ramallah ?

4) What is the extent of the relationship between the socio-demographic
characteristics and anxiety and depression among IVF pregnant women

and naturally pregnant women?

1.8 Hypotheses

1) There is no significant difference in the extent of anxiety and
depression symptoms among pregnant women via IVF in fertility centers,

during the three trimester of pregnancy, in Nablus and Ramallah.
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2) There is no significant difference in the extent of anxiety and
depression symptoms among the naturally pregnant women, during the
three trimesters of pregnancy, referred to antenatal clinics in Nablus and

Ramallah .

3) There is no significant difference in the extent of anxiety and
depression symptoms among pregnant women via IVF in infertility centers,
during the three trimesters of pregnancy, when compared with the

naturally pregnant women in antenatal clinics in Nablus and Ramallah.

4) There is no significant difference in the extent of the relationship
between the socio-demographic characteristics and the anxiety and

depression among IVF pregnant women and naturally pregnant women
1.9 Variables

1.9.1 Dependent variables:

v Anxiety

v' Depression

1.9.2 Independent Variables:

v Pregnant women via IVF infertility centers during the three trimesters

of pregnancy.

v Naturally pregnant women in antenatal clinics during the three
trimesters of pregnancy and other demographic variables: city, name of

fertility center and antenatal clinic, age of couple, religion of couple, level
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of education of couple, work of couple, smoking/non-smoking couple , the
woman taking medicine or not during pregnancy (eg, folic acid and
vitamins), history of chronic disease among women, number of
pregnancies/birth/miscarriages, the woman exposed to previous health
complications due to pregnancy, health complications in the current
pregnancy, method of birth (normal delivery or has history of caesarean
section), number of infertility years, cause of infertility, number of
fertilization times, number of times fertilization has succeeded, current
pregnancy desirable and planned, current gestational age, women’s
reception of psychological support inside or outside the clinics or fertility
centers, pressure from the family for not getting pregnant, previous
marriages of woman, average monthly income of the family and type of

health insurance if any.
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Chapter Two
Literature Review

A number of studies have been conducted in different countries
worldwide. All articles reviewed in this chapter were found, using the
electronic search engines such as Google Scholar, Pubmed, and Hinari.
The key words (pregnancy, In Vitro Fertilization (IVF), infertility, anxiety,
and depression) were used in the googling process. The available articles
are about anxiety and depression among pregnant women via IVF and
naturally pregnant women. All sources but two were published between
2008 and 2017. These two articles were published in 1999 and 2000

and were used due to their relevance to the topic of this study.

Silva et al. (2017) examined anxiety in pregnancy in Brazil to
evaluate the incidence of anxiety among pregnant women and the
associated factors; they compared the occurrence of anxiety in each
gestational trimester. Results of their study showed that 26.8% of pregnant
women experienced incidence of anxiety. They also found that 42.9% of

pregnant women had more recurrent anxiety in the third trimester.

In another study, Silva et al. (2016) evaluated the incidence of
depression among pregnant women and the associated factors in Alfenas,
Brazil. It was found that 14.8% of pregnant women reported depression
in the first trimester. This depression became more common during the
second trimester of pregnancy. In addition, the study revealed a significant

relationship between depression during pregnancy and various factors such
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as number of births, number of children, number of pregnancies, family
support, amount of cigarettes smoked per day, consumption of alcohol, use
of daily medications, history of mental disorder, presence of striking events

in the last 12 months and history of domestic violence.

Bisetegen et al. (2016) studied the prevalence and predictors of
depression among pregnant women. The aim of the study was to find out
the prevalence of antenatal depression and identify its associated factors.
The sample of the study was 527 pregnant women. Results indicated that
the prevalence of antenatal depression was high (11.8%). Prevalence rates
in the first, second, and third trimesters were 9.2%, 7.4%, and 15.5%
respectively. Poverty, unmet reproductive health needs, and obstetric
complications, such as debt, unplanned pregnancy, history of stillbirth,
history of abortion, being in the third trimester of pregnancy, presence of a
complication in the current pregnancy, and previous history of depression

are the main determinants of antenatal depression.

In India, Ajinkya et al. (2013) explored the prevalence of depression
among pregnant women in Navi-Mumbai and the associated obstetric risk
factors. The study sample included 185 naturally pregnant women. Results
found that the prevalence of depression among pregnant women was found
to be 9.18%. It was also found that the obstetric risk factors were
significantly behind depression during pregnancy. These factors included
multigravidas, unexpected pregnancy, pregnant women with obstetric
complications, history of previous abortions, and past history of obstetric

complications.
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Chan et al. (2013) also studied the prevalence of antenatal anxiety
symptoms in early pregnancy and depressive symptoms in later pregnancy
and early postpartum period in Hong Kong. They administered the
Hospital Anxiety and Depression Scale (HADS) . Results showed that
17.7% of pregnant women in the first trimester of pregnancy had anxiety
symptoms. High levels of anxiety symptoms were reported among single
mothers, younger mothers, mothers who smoked before pregnancy and
mothers who received low education level with significant differences. In
addition, it was also found that the undesirable pregnancy, low self-
esteem, low marital satisfaction and poor social support received were
main psychosocial risk factors behind development of anxiety symptoms
among pregnant women in the first trimester with significant differences.
Moreover, the study revealed that anxiety symptoms in the first trimester
were predictors of development of anxiety symptoms in the third trimester.
However, anxiety and depressive symptoms in the first trimester were not

significantly predicted in 6 weeks postpartum.

Verbeek et al. (2015) investigated the prevalence and severity of
anxiety and depression among pregnant women as well as the availability
of mental health care in a developing country (Nicaragua) in comparison
with a developed country (the Netherlands). The sample of study included
98 pregnant women in Nicaragua who were compared with 4, 725 pregnant
women in the Netherlands. The results revealed that the prevalence of
anxiety and depression symptoms among Nicaraguan women was 41% and

57% respectively as opposed to 15% and 6% among Dutch women
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respectively. Furthermore, 9.6 % of the women reported that a professional
psychological support was available for the Nicaraguan pregnant women,

which was associated with an increased anxiety.

Karmalianie et al. (2009) documented the prevalence of anxiety and
depression symptoms among pregnant women in Pakistan. The study
sample, which included 1,368 women at 20-26 weeks of gestation, found
that anxiety and/or depression was prevalent among 18% of pregnant
women. It was also found that the main factors associated with occurred
psychological distress were husband’s unemployment, lower household
resources, having 10 or more years of formal education, a first and an
undesirable pregnancy. In addition, the strongest factors associated with the
development of depression and/or anxiety symptoms were due to
physical/sexual and verbal abuse. Depression and/or anxiety symptoms
were found prevalent among 42% women who were physically and/or
sexually abused. It was also found that these symptoms were prevalent
among 23% of those who were subjected to verbal abuse as opposed to 8%

of women who were not abused.

Ali et al. (2012) examined the frequency of anxiety and/or
depression among pregnant women in antepartum in Karachi, Pakistan.
This study included 165 naturally pregnant women at a tertiary care
hospital. It reported that 70% of pregnant women had anxiety and/or

depression.



18

Nasreen et al. (2011) documented the prevalence of antepartum
depression and anxiety among pregnant Bangladesh women and the factors
associated with them. The sample included 720 women in their third
trimester of pregnancy. The study showed that depressive symptoms were
prevalent among 18% of pregnant women while anxiety symptoms were
prevalent among 29% of pregnant women. It was also found that the
associated factors behind antepartum anxiety symptom were illiteracy, poor
household economy, lack of practical support, intimate partner violence,
violence during pregnancy, and interaction between poor household

economy and poor partner relationship.

Hamid et al. (2008) explored the prevalence of anxiety and
depression symptoms among pregnant women. The sample included 100
pregnant women selected randomly from Pakistan’s Fatima Memorial
Hospital’s obstetric clinic. The control group (100) was selected randomly
from non-pregnant women who matched on age, education, marital status
and monthly income. Results found that anxiety was prevalent among 39%
of pregnant women while depression was prevalent among 18% of them.
In contrast, anxiety was found to be prevalent among 28% of non-
pregnant women (control group) while depression was prevalent among
12%.Significant differences were found between the two groups. It was
also found that 17% of pregnant women had received psychiatric

(pharmacological or psychotherapy) treatment.
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Al-Homaidan (2011) also documented the prevalence of and
influencing factors behind depressive symptoms among the infertile
women compared to fertile women at King Abdulaziz Medical City
(KAMC) in the Kingdom of Saudi Arabia. Results indicated that 53.8% of
the infertile women and 37.2% of the fertile women had depression. There
were also significant differences between them. The infertile women,
however, were more severely depressed. In addition, it was found that the
infertile women who were subjected to pressure from family members for
not getting pregnant were more depressed than those who had no such

pressure.

The prevalence of anxiety and depression and their related factors
among lranian infertile patients was also investigated by Maroufizadeh et
al. (2017). The cross-sectional study included 1, 128 infertile patients (479
men and 649 women). Results revealed that 49.6% of infertile women
patients experienced anxiety while 33.0% experienced depression.
Moreover, it was found that the females were 2.26 times more likely to
have anxiety symptoms than males. However, depression rate was not
attributed to sex. In addition, patients with 5 years infertility duration were

more likely than others to have anxiety and depressive symptoms.

Hashemieh et al. (2013) conducted an assessment of anxiety level
among pregnant Iranian women and its relationship with infertility factors
in women who got pregnant through ARTs. Results showed that anxiety
was prevalent among 34% of women. Other women were found to have

moderate and severe levels of anxiety. Also, it was found that there was
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a significant relationship between infertility duration, history of treatment
failure and anxiety level. In addition, the infertility duration and history of
treatment failure in ARTs pregnant women were found to be the major

factors behind the anxiety level during pregnancy period.

Joelsson et al. (2017) compared the prevalence of anxiety and
depressive symptoms among women seeking infertility treatment and
women who were naturally pregnant or became pregnant after ART. The
Hospital Anxiety and Depression Scale (HADS) and Edinburgh Postnatal
Depression Scale (EPDS) were used. It was found that anxiety and
depression symptoms were prevalent among 57.6% of sub-fertile and
15.7% of non-pregnant women. In contrast, 21.1% of pregnant women
who received ART showed anxiety symptoms while 8.5% experienced
depressive symptoms. About 18.8% of naturally pregnant women reported
suffering from anxiety as opposed to 10.3% who had depression symptoms.
In addition, it was found that the development of anxiety and depression
symptoms was associated with the presence of at least one unhealthy
lifestyle behavior such as daily tobacco smoking, weekly alcohol
consumption, BMI-25, and regular physical exercise < 2 h/week. However,
there were no differences in anxiety and depression symptoms between

pregnant women who received ART and naturally pregnant women.

Klock and Greenfeld (2000) conducted a study to find out if there
were  psychological differences between pregnant women via IVF and
naturally pregnant women in the USA. The study included 74 women who

became pregnant via IVF and 40 naturally pregnant women at 12-28
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weeks’ gestational age. Major results showed that there were no
psychological differences between pregnant women via IVF and naturally
pregnant women on the domains of self-esteem, depression and anxiety
symptoms. However, differences were found on specific domain: assessing
the rewards and concerns of pregnancy. In addition, within-group,
changes over time indicated that pregnant women via IVF had an increase

in self-esteem and a decrease in anxiety during pregnancy.

Eugster and Vingerhoets (1999) assessed the psychological reactions
of women and their partners before and during entering the I\VVF-procedure
and after both unsuccessful and successful IVF procedures. Results showed
that anxiety and depression were common reactions among women and
men who experienced waiting for the outcome of the IVF-treatment and an
unsuccessful IVF. However, after an unsuccessful IVF, feelings of sadness,
depression and anger were the common reactions of both men and women.
In addition, after a successful IVF-treatment, I\VF-parents experienced
more stress during pregnancy than 'normal fertile' parents. Further, it was
found that the relationship between mothers who had children via IVF
procedure and their children was much better than that of the mothers
with naturally conceived children. Finally, the results revealed that the
psychosocial factors, such as ineffective coping strategies, anxiety and/or
depression, were associated with a lower pregnancy rate following IVF-

procedures.
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Regardless of the method of pregnancy, it can be concluded that the
various levels and degrees of anxiety and depression symptoms were found
to be common among pregnant women (natural and IVF). As we have seen,
no studies have been conducted in Palestine on anxiety and depression
symptoms among pregnant women and infertile women and the risk factors

behind them.
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Chapter Three
Methods

Introduction

This chapter describes the methodology used to carry out this study.
This includes the study design, setting and site, population of the study,
sample size and sampling method, eligibility criteria, data collection tools,
validity and reliability, ethical considerations, fieldwork preparation,

scoring system and data analysis.
3.1 Design

A descriptive comparative study design was used to achieve the aim
of the study: assessment of the anxiety and depression symptoms among
pregnant women via (IVF) in infertility centers, during three trimesters of
pregnancy, compared with the naturally pregnant women referred to

antenatal clinics in Nablus and Ramallah.
3.2 Sampling Method

A convenience sampling method was used to select pregnant women

via (IVF) in infertility centers in Nablus and Ramallah.

We mean by convenience the availability of the sample during data

collection period.
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Also, the convenience sampling method was used to select naturally
pregnant women from the antenatal clinics of Palestinian Ministry of

Health in Nablus and Ramallah .

Any IVF pregnant woman or naturally pregnant woman was

included. The control group selected outnumbered IVF pregnant group.
3.3 Study Population

The study population included all pregnant women via IVF who
received antenatal care from the infertility centers in Nablus and Ramallah.
It also included all naturally pregnant women who received antenatal care

at governmental antenatal clinics in Nablus and Ramallah.

Table 3.1: Distribution of study population according to city and IVF

center.
Categories Natural pregnancy IVF Total
Nablus 160 80 240
Ramallah 50 25 75
Total 210 105 315
Razan Razan Shunnar Dima Total
Center/ Center/ Center Center
Nablus Ramallah
IVF 31 25 20 29 105

3.4 Setting and Sites

The setting of data collection was all infertility centers in Nablus and
Ramallah: Razan Medical Center for Infertility, Shunnar IVF Center,
Dima IVF Center, Center for the Treatment of Infertility and Ectopic

Fertilization of Najah National University Hospital. In addition, normal
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pregnant women were selected from governmental antenatal clinics in

Nablus and Ramallah.
3.5 Criteria for Selection
3.5.1 Inclusion Criteria

= All pregnant women during first, second or third trimesters of pregnancy

regardless of method of pregnancy (I\VF or natural pregnancy)

= All pregnant women who had a history of normal delivery or caesarean

section.

3.5.2 Exclusion Criteria

= All pregnant women who had a history of mental disorder.
= All pregnant women who had a history of chronic diseases.
3.6 Tools of Data Collection

A self-report questionnaire was administered to collect the data. It

consisted of two parts (Annex 1):
» Part one: Socio-demographic data

» This part covered the following items; city, name of fertility center and
antenatal clinic, age of couple, religion of couple, level of education of
couple, work of couple, smoking/non-smoking partner, the woman taking
medicine or not during pregnancy (eg, folic acid and vitamins), history of

chronic disease among women, number of pregnancies/birth/miscarriages,
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the woman’s exposure to previous health complications due to pregnancy,
health complications in the current pregnancy, method of birth (normal
delivery or had history of caesarean section), number of infertility years,
cause of infertility, number of fertilization times, number of times
fertilization has succeeded, current pregnancy desirable and planned,
current gestational age, women’s reception of psychological support inside
or outside the clinics or fertility centers, pressure from the family for not
getting pregnant, previous marriages of woman, average monthly income

of the family and type of health insurance if any.
» Part two: Hospital Anxiety and Depression Scale (HADS).

> Developed by Zigmond and Snaith (1983) to detect symptoms of
depression, and anxiety, this self-assessment scale consists of eight
questions related to depression and another eight related to anxiety. Each
item on the questionnaire is scored from 0-3 and this means that a person
can score between 0 and 21 for either anxiety or depression, total score:

(0-7=Normal case, 8-10=Borderline case, 11-21= Abnormal case).

The title, "the Hospital Anxiety and Depression Scale™ (HADS),
indicates that it is only valid in a hospital setting but a lot of research
carried out all over the world has showed that it is valid when used in
community settings and primary care medical practice (Snaith, 2003). In
addition, HADS has proved its effectiveness because of its ability to

estimate the symptom severity and cases of anxiety disorders and
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depression in both somatic, psychiatric and primary care patients and in the

common population (Bjelland et al., 2002) (see Annex 1).

3.7 Validity and Reliability

Zigmond and Snaith (1983) concluded that the HADS is "a self-
assessment scale has been developed and found to be a reliable instrument
for detecting states of depression and anxiety in the setting of an hospital
medical outpatient clinic. The anxiety and depressive subscales are also
valid measures of severity of the emotional disorder. It is suggested that the
introduction of the scales into general hospital practice would facilitate the
large task of detection and management of emotional disorder in patients

under investigation and treatment in medical and surgical departments”,

The HADS has been used in many studies worldwide, and it has
been translated into many languages such as German, Swedish, Chinese,
French, Dutch, Portuguese, Persian and Arabic. In addition, the Arabic
version has been administered by Arab countries such as Saudi Arabia,
Kuwait, and the United Arab Emirates. It has also been administered in

many primary and secondary health care settings (Al -Aseri et al., 2015).

The Arabic version of HADS was used in a study carried out in
primary health care facility in Al -Ain, the United Arab Emirates. It was
found that Spearman’s rank correlation coefficients of all items of the scale
were significantly above zero. The butterflies’ items of the anxiety subscale

had the lowest correlation coefficients. The overall Cronbach alpha
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measures of internal consistency were 0.7836 for anxiety and 0.8760 for

depression (El-Rufaie & Absood, 1995).

3.8 Ethical Consideration

This study has got the approval of the Community Mental Health
Program committee and the Institutional Review Board (IRB) of An-Najah
National University before initiation of the study (Annex 2). Permission
was also obtained from Palestinian Ministry of Health (MOH) (Annex 3)
and the managers of infertility centers (Annex 4). Pertaining to the
participants in the study, a consent form was signed prior to the
administration of the questionnaire (Annex 5). Also, full information was
given to the participants concerning the purposes of the study, and they
were given the right to refuse to participate in the study, or withdraw at any

time.

3.9 Data Collection Process

The questionnaire was administered to the participants between June
20, 2018 and August 20, 2018, (3 weeks in Nablus and one week in

Ramallah). The total number of administered questionnaires was 315.

The objectives of study were discussed with the managers of IVF
centers, antenatal clinics managers and the participants in both settings
(Nablus and Ramallah). In addition, clear instructions were given to the

participants in Nablus and Ramallah to complete the consent forms and
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questionnaires and they had the right to refuse to participate, or withdraw at

any time.

The questionnaire was used to collect the information from the
participants (Nablus and Ramallah) in face-to-face sessions. Interviews
with participants were conducted in infertility centers for pregnant women
via IVF and antenatal clinics for naturally pregnant women. Completion of
the questionnaire was voluntary. The data was collected by guided self-
administered questionnaire. The time taken by the participants to complete
the questionnaire was around 10 minutes. The questionnaires were

collected on the same day.

About 10 women refused to participate in the study from both
settings (Nablus and Ramallah). These included women who were pregnant
via IVF and whose infertility problem was considered very sensitive issue

for them.

The Najah National University Hospital Center for the Treatment
of Infertility and Ectopic Fertilization was excluded from the study
because it was in the early stages of work, and there were no IVF cases

at time of administration of questionnaire.
3.10 Statistical Analysis

After its collection, the data was analyzed, using Statistical Package
for Social Sciences program (SPSS) including frequencies and percentages

test to provide answers to the questions of the distribution of the
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participants according to their socio-demographic characteristics and
prevalence of anxiety and depression symptoms among IVF pregnant
women and naturally pregnant women. Moreover, the chi-squared test was
used to determine whether there was a significant difference between the

variables and the observed frequencies in one or more items.
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Chapter Four
Results

This chapter presents the findings of the study in the form of
frequencies and percentages. Data was analyzed by using Statistical
Package for Social Sciences program (SPSS) and the chi-squared test to

provide answers to the questions of the study.

Distribution of the participants according to their socio-

demographic characteristics

Table 4.1 shows the distribution of a total of 315 participants
according to their socio-demographic characteristics. It shows that the
sample was made up of 66.7% of naturally pregnant women and 33.3% of
IVF pregnant women. It also indicates that more than two-thirds (85.1%) of
the participants were between 18-35 years old. Pertaining to level of
education of participants 44.8% had high school while 49.8% had
university education. Furthermore, 78.1% of the participants were
unemployed. About 88.3% of their families had an average monthly
income of more than $400. In addition, nearly half of participants (44.8%)
had governmental health insurance. About 90.2% of the participants were
not smokers but 70.8% of their husbands were cigarette smokers.
Furthermore, most of them 97.1% were taking medication during
pregnancy (e.g., folic acid and vitamins) and 93.7% of them did not have
any chronic diseases, and 85.1% experienced no health complications in

the current pregnancy. In addition, the table shows that 23.2% of IVF
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pregnant women had 2-3 years of infertility. The cause of infertility of
twenty percent of them was unknown. Moreover, nearly most of
participants (92.1%) reported that their current pregnancy was planned as
opposed to 69.2% who said that the pregnancy was desirable. Furthermore,
half of participants (50.5%) received psychological support, and 28.6% of
them were exposed to pressure from their families for failing to get

pregnant.

Table 4-1: Distribution of participants according to their socio-

demographic characteristics

. NO
Items Variables (%)
City Nablus 240 (76.2%)
Ramallah 75 (23.8%)
Razan 56 (17.8%)
IVF pregnant women Shinnar 20 (6.3%)
Dima 29 (9.2%)
Naturally pregnant women Nablus 240 (76.2%)
Ramallah 75 (23.8%)
below 18 4 (1.3%)
Age of woman 18-35 268 (85.1%)
more than 35 43 (13.7%)
Primary 17 (5.4%)
Level of education for woman Secondary 141 (44.8%)
College 157 (49.8%)
Employed 69 (21.9%)
Work of woman Unemployed 246 (78.1%)
less than 20 1 (0.3%)
Age of husband 20-35 239 (75.9%)
more than 35 75 (23.8%)
Primary 45 (14.3%)
Husband’s level of education Secondary 138 (43.8%)
College 132 (41.9%)
Worker 149 (47.3%)
Employed 147 (46.7%)
Work of husband Trader 17 (5.4%)
Unemployed 2 (0.6%)
Average monthly income of Less than $400 37 (11.7%)
family more than$1,400 278 (88.3%)
G_overnment 141 (44.8%)
insurance
Type of health insurance Private insurance 57 (18.1%)
Social insurance 14 (4.4%)
No insurance 103 (32.7%)
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Cigarette smoking woman I\\I;)ense 22411 8085/2/)0)
0,
Cigarette smoking husband I\\I(oer;e 29223((279(5.28@3)
Taking medication during None 9 (2.9%)
pregnancy (e. g, folic acid and Yes 306 (97.1%)
vitamins)
0,
Woman’s chronic diseases '\\I;)ense 228 5233;0?)
None 83 (26.3%)
Number of previous pregnancies 1-5 214 (67.9%)
more than 5 18 (5.7%)
None 122 (38.7%)
Number of alive births 1-5 181 (57.5%)
more than 5 12 (3.8%)
Number of miscarriages or None 243 (77.1%)
abortion 1-3 69 (21.9%)
more than 3 3 (1.0%)
. L Yes 28 (8.9%)
gy 27 4% [ one | 206 659
first pregnancy 81 (25.7%)
Health complications in the None 268 (85.1%)
current pregnancy Yes 47 (14.9%)
Natural 105 (33.3%)
Method of previous birth Cesarean section 86 (27.3%)
No previous birth 124 (39.4%)
Number of infertility years moreziﬁan 3 ;g gggzﬁg
Husband 21 (6.7%)
Cause of infertility Wife 21 (6.7%)
Unknown 63 (20.0%)
Number  of  previous IVF First trial 45 (14.3%)
fertilization 2-5 60 (19.0%)
Number  of  previous IVF None 71 (22.5%)
fertilization has succeeded 1-3 34 (10.8%)
Current pregnancy planned No 25 (7.9%)
Yes 290 (92.1%)
Current pregnancy desirable \I(\I;JS 29178((360;320@3)
12 weeks or less 86 (27.3%)
Current gestational age 13-27 114 (36.2%)
28 and more 115 (36.5%)
Women received psychological None 159 (50.5%)
support Yes 156 (49.5%)
Pressure from the family for None 225 (71.4%)
failing get pregnant Yes 90 (28.6%)
Previous marriages of woman None 308 (97.8%)
Yes 7 (2.2%)
Previous marriages of husband l\\l;)ense 2% Eglgg/z?)
1-3 86 (27.3%)
Number of marriage years 4-6 96 (30.5%)
More than 6 133 (42.2%)
Less than 18 23 (7.3%)
Age of woman when married 18-35 287 (91.1%)

More than 35

5 (1.6%)
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Prevalence of anxiety and depression symptoms among naturally

pregnant women compared with 1VF pregnant women

Table 4-2 illustrates the prevalence of anxiety symptoms among
naturally pregnant women. As the table shows, 51.1% of the naturally
pregnant women experienced anxiety as opposed to 48.9% of IVVF pregnant
women. The result shows a significant difference between naturally
pregnant women and IVF pregnant women (P: 0.01). This indicates that the
naturally  pregnant women were more likely to experience anxiety

symptoms than IVF pregnant women.

Table 4.2: Prevalence of anxiety symptoms among naturally pregnant

women compared with IVF pregnant women.

Anxiety Total
No Yes Chi P. value
Natural | Count 165 45 210
% within anxiety 72.7% 51.1% 66.7% 13.25 0.01
IVF Count 62 43 105 4
% within anxiety 27.3% 48.9% 33.3%
Total Count 227 88 315
% within anxiety 100.0 100.0 100.0
% % %
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Figure 4-1: Anxiety among naturally pregnant women.
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Figure 4-2: Anxiety among IVF pregnant women



36

Table 4-3 shows that depression symptoms was prevalent among
20% of naturally pregnant women . It also shows depression was
prevalent among 24.9% of IVF pregnant women. The results show no
significant difference between naturally pregnant women and IVF
pregnant women (P: 0.557). Moreover, it shows that the IVF pregnant
women were more likely to experience depression than naturally pregnant

women.

Table 4-3: Prevalence of depression symptoms among naturally

pregnant women compared with IVF pregnant women.

Depression Total
No Yes Chi P. value

Natural Count 168 42 210

% within 80.0% 20.0% 100%

depression
IVF Count 81 24 105 0.345 0.557

% within 77.1% 24.9% 100%

depression
Total Count 249 66 315

% within 79.0% 21.0% | 100.0%

depression

Logistic regression was used after modification of the scale score: 0-10

normal and 11-21 affected.
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Figure 4-3: Depression among naturally pregnant women
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Figure 4-4: Depression among IVF pregnant women.
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Factors associated with anxiety and depression symptoms among

naturally pregnant women and IVF pregnant women

Table 4-4 shows the variables which might be behind the statistically
significant correlations between naturally pregnant women and IVF
pregnant women with anxiety. The results of this table indicate that IVF
pregnant women were 11 times more likely to have anxiety symptoms than

naturally pregnant women (OR=10.89, 95%CI: 3.499-33.897).

It also shows that participants who were not working had 2.3
probability of complaining from anxiety symptoms than working
participants (OR=2.230, 95%CI: 1.040-1.040). Furthermore, the
participants who had private health insurance had 4.5 times probability of
complaining from anxiety than participants who had no health insurance
(OR=4.440, 95%CI: 1.083-18.198). Moreover, the participants whose
husbands were cigarette smokers had nearly 3 times more probability of
having anxiety than participants whose husbands were not cigarette
smokers (OR=2.886, 95%CI:1.414-5.889). In addition, the participants who
had health complications in the current pregnancy were around 2.7 times
likely to complain from anxiety than women who had no health

complications in the current pregnancy (OR=2.684, 95%CI:1.203-5.989).

It was also found that the participants who were taking medication
during pregnancy (e.g., folic acid and vitamins) had 0.13 simple

probability of complaining from anxiety symptoms than the participants
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who were not taking drugs (OR=0.125, 95%CI:0.028-0.565).
The participants who had had natural and cesarean previous births had
nearly the same (0.3) and (0.4) probability of complaining from anxiety
symptoms than participants who had not previous births: OR=0.298,
95%Cl: 0.118-0.754; OR=0.344, 95%CIl: 0.141-0.835 respectively.

Moreover, it was found that IVF pregnant women who had
infertility for more than 5 years had nearly the same (0.2) probability of
complaining from anxiety symptom than the women who had infertility
for 2-5 years (OR=0.185, 95%CI:0.069-0.502). In contrast, the women
who had infertility due to problem in themselves were 4 times more likely
to have anxiety symptoms than women who had infertility due to no

specific causes (OR=4.034, 95%CI:1.288-12.638).

Table 4-4 presents the variables which might not have statistical
significant correlation between the naturally pregnant women and IVF
pregnant women with anxiety. The results of this table show that the
participants who had governmental and social health insurance had nearly
the same, (0.8) and (0.7), probability of complaining from anxiety
symptom in comparison with the participants who hadn’t any type of
health  insurance: (OR=0.819, 95%CI:0.371-1.805); (OR=0.699,
95%C1:0.350-1.394) respectively. In addition, IVF pregnant women who
had infertility due to a problem in their husbands were 3 times more likely
to complain from anxiety symptom than women who had infertility due to

no specific causes (OR=2.823, 95%CI:0.861-9.260).
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Table 4-4: Factors associated with anxiety symptoms among naturally

and IVF pregnant women.

B S.E. Wald Df P OR 95% C.1
Lower Upper
Type of 2.388 0.579 16.989 1 0.00 10.890 3.499 33.897
pregnancy (1)
Work of woman 0.802 0.389 4.247 1 0.039 2.230 1.040 4,781
@
Insurance T 6.435 3 0.092
Insurance T(1) -0.200- 0.403 0.246 1 0.620 0.819 0.371 1.805
Insurance T(2) 1.491 0.720 4.291 1 0.038 4.440 1.083 18.198
Insurance T(3) -0.358- 0.352 1.033 1 0.309 0.699 0.350 1.394
Smoking husband 1.060 0.364 8.482 1 0.004 2.886 1.414 5.889
()
Taking medication -2.080- 0.770 7.292 1 0.007 0.125 0.028 0.565
during
Pregnancy(1)
Current 0.987 0.410 5.814 1 0.016 2.684 1.203 5.989
complications(1)
Previous method 7.516 2 0.023
Previous -1.211- 0.474 6.536 1 0.011 0.298 0.118 0.754
method(1)
Previous method -1.068- 0.453 5.566 1 0.018 0.344 0.141 0.835
2
Infertility years 11.011 1 0.001
Infertility years(2) -1.685- 0.508 11.011 1 0.001 0.185 0.069 0.502
Cause of 6.901 2 0.032
infertility
Cause of 1.038 0.606 2.933 1 0.087 2.823 0.861 9.260
infertility(1)
Cause of 1.395 0.583 5.732 1 0.017 4.034 1.288 12.638
infertility(2)

(Insurance T=Type of health insurance, Insurance T(1)=Government ,
Insurance T(2) = Private, Insurance T(3)= Social), (Previous method
(1)=Natural birth, Previous method (2)=Cesarean section birth), ( Infertility
years(2) = > byears), ( Cause of infertility(1)=Women, cause of

infertility(2)=Husband).

Table 4-5 shows the variables which had statistically significant
correlations between naturally pregnant women and IVVF pregnant women
with depression. The results indicate that I\VF pregnant women were 4.2
times more likely to have depression symptoms than naturally pregnant

women: (OR=4.206, 95%CIl: 1.240-14.269).



41

The table also shows that the participants who were working had 3
times more probability of complaining from depression symptoms than
jobless participants: (OR=3.002, 95%CI: 1.315-6.853). In addition, the
participants who had private health insurance were 4.3 times more likely to
complain than the participants who had governmental and social health
insurance: (OR=4.255, 95%CI:1.100-16.458). Moreover, the participants
whose husbands were cigarette smokers had nearly 3.2 times more
probability having depression than the participants whose husbands
were not cigarette smokers (OR=3.179, 95%CI:1.462-6.911). In addition,
the participants who had had cesarean previous birth had nearly the same
(0.3) probability of complaining from depression than the participants who

did not have previous births (OR=0.307, 95%CI: 0.120-0.789).

Moreover, Table 4-5 shows the variables which didn’t reveal a
statistical significant correlation between naturally pregnant women and

IVF pregnant women who experienced depression.

According to the table, the participants who were taking
medications during pregnancy (e.g., folic acid and vitamins) experienced
health complications in the current pregnancy, and those who had natural
previous birth nearly had the same probability of complaining from
depression as other participants: (OR=0.265, 95%CI:0.060-1.181);
(OR=1.768, 95%CI:0.793-3.941); (OR=0.714, 95%CI: 0.296-1.721)

respectively.
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In addition, the IVF pregnant women who had infertility more than

5 years had the same (0.8) probability of complaining from depression
as women who had infertility for 2-5 years: (OR=0.750, 95%CI:0.256-
2.196). Also, women whose infertility was due to a problem in themselves
or in their husbands had 0.5 and 0.6 times nearly of having depression
than women who had infertility due to unspecific causes: (OR= 0.534,

95%C]1:0.126-2.273), (OR=0.600, 95%CI1:0.161-2.236) respectively.

Table 4-5: Factors associated with depression symptoms among

naturally and IVF pregnant women

B S.E. Wald Df P OR 95% C.1
Lower Upper
Type of 1.437 0.623 5.314 1 0.021 4.206 1.240 14.269
pregnancy (1)
Work of 1.099 0.421 6.815 1 0.009 3.002 1.315 6.853
woman (1)
Insurance T 14.214 3 0.003
Insurance T(1) -1.004- 0.464 4.686 1 0.030 0.366 0.148 0.909
Insurance T(2) 1.448 0.690 4.402 1 0.036 4.255 1.100 16.458
Insurance T(3) -0.820- 0.377 4.729 1 0.300 0.440 0.210 0.922
Smoking 1.156 0.396 8.518 1 0.004 3.179 1.462 6.911
husband(1)
Taking -1.327- 0.762 3.032 1 0.082 0.265 0.060 1.181
medication
during
pregnancy(1)
Current 0.570 0.409 1.941 1 0.164 1.768 0.793 3.941
complications(
1)
Previous 6.909 2 0.032
method
Previous -0.338- 0.449 0.565 1 0.452 0.714 0.296 1.721
method (1)
Previous -1.180- 0.481 6.019 1 0.014 0.307 0.120 0.789
method (2)
Infertility 0.275 1 0.600
years
Infertility -0.287- 0.548 0.275 1 0.600 0.750 0.256 2.196
years(2)
Cause of 1.078 2 0.583
infertility
Cause of -0.627- 0.739 0.720 1 0.396 0.534 0.126 2.273
infertility(1)
Cause of -0.512- 0.672 0.580 1 0.446 0.600 0.161 2.236
infertility(2)
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(Insurance T=Type of health insurance, Insurance T(1)=Government,
Insurance T(2) = Private, Insurance T(3)= Social), (Previous method
(1)=Natural birth, Previous method (2)=Cesarean section birth), ( Infertility
years(2) = > byears), (Cause of infertility(1)=Women, Cause of
infertility(2)=Husband).

Factors associated with anxiety or depression symptoms among

naturally pregnant women and IVF pregnant women

Table 4-6 shows the variables which had statistically significant
correlations between the naturally pregnant women and the IVF pregnant
women who had anxiety or depression. The results of this table also show
that the IVF pregnant women were 14 times more likely to have anxiety or
depression symptoms than the naturally pregnant women: (OR=14.035,

95%CI: 4.650-42.362).

As the table shows, the participants who were working had 2.7 times
probability of complaining from anxiety or depression symptom than
jobless participants (OR=2.689, 95%CI: 1.352-5.346). In addition, the
participants who had private and social health insurance had 4.5 and 0.5
probability of complaining than the participants who hadn’t any type of
health insurance: (OR=4.478, 95% CI:1.197-16.757); (OR=0.512,
95%Cl1:0.274-0.957) respectively. Also, the participants whose husbands
were cigarette smokers had nearly 3 times more likely to have anxiety or
depression than the participants whose husbands were not cigarette

smokers: (OR=2.829, 95%CI:1.514-5.286). Moreover, the participants who
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were taking medications during pregnancy (e.g., folic acid and vitamins)
had nearly the same (0.15) probability of complaining as the participants
who were not taking medications (OR=0.148, 95%CI: 0.031-0.701).
Further, the participants who had had natural and cesarean previous birth
had approximately the same (0.4, 0.3) times of complaining from anxiety
or depression symptoms as the participants who hadn’t had previous birth:
(OR=0.375, 95%Cl: 0.169-0.834), (OR=0.261, 95%Cl: 0.117-0.581)

respectively.

According to the table, the IVF pregnant women who had infertility
for more than 5 years had nearly the same (0.3) probability of complaining
from anxiety or depression as the participants who had infertility for 2-5

years: (OR=0.242, 95%CI: 0.091-0.641).

Table 4-6 presents the variables which showed no statistically
significant correlation between the naturally pregnant women and the IVF

pregnant women who had anxiety or depression.

The table shows that the participants who had governmental health
insurance, and had health complications in the current pregnancy had
nearly the same probability (0.63) and (1.7) of complaining from anxiety
or depression as other participants: (OR=0.624, 95%CI:0.300-1.296);
(OR=1.718, 95%Cl:0.804-3.667) respectively.

Finally, the IVF pregnant women who had infertility due to a
problem in themselves or in their husbands also had 1.2 and 1.9 nearly the

same probability of complaining  from anxiety or depression as
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participants who had infertility due to unspecific causes: (OR=1.216,

95%C1:0.394-3.753); (OR=1.846, 95%C1:0.616-5.526) respectively.

Table 4-6: Factors associated with anxiety or depression symptoms

among naturally and IVF pregnant women

B S.E. Wald Df P OR 95% C.1
Lower Upper
Coding (1) 2.642 0.564 21.963 1 0.000 14.035 4.650 42.362
Work of 0.989 0.351 7.952 1 0.005 2.689 1.352 5.346
woman (1)
Insurance T 11.789 3 0.008
Insurance -0.472- 0.373 1.602 1 0.206 0.624 0.300 1.296
T(1)
Insurance 1.499 0.673 4,957 1 0.026 4.478 1.197 16.757
T(2)
Insurance -0.669- 0.319 4.393 1 0.036 0.512 0.274 0.957
TR
Smoking 1.040 0.319 10.622 1 0.001 2.829 1.514 5.286
husband (1)
Taking -1.913- 0.795 5.797 1 0.016 0.148 0.031 0.701
medication
during
pregnancy(1)
Current 0.541 0.387 1.954 1 0.162 1.718 0.804 3.667
complications
@)
Previous 11.131 2 0.004
method
Previous -0.980- 0.407 5.795 1 0.016 0.375 0.169 0.834
method (1)
Previous -1.344- 0.409 10.812 1 0.001 0.261 0.117 0.581
method (2)
Infertility 8.135 1 0.004
years
Infertility -1.420- 0.498 8.135 1 0.004 0.242 0.091 0.641
years(2)
Cause of 1.205 2 0.547
infertility
Cause of 0.196 0.575 0.116 1 0.733 1.216 0.394 3.753
infertility(1)
Cause of 0.613 0.559 1.200 1 0.273 1.846 0.616 5.526
infertility(2)
Constant 0.059 0.893 0.004 1 0.947 1.061

(Insurance T=Type of health insurance, Insurance T(1)=Government,
Insurance T(2) = Private, Insurance T(3)= Social), (Previous method
(1)=Natural birth, Previous method (2)=Cesarean section birth),( Infertility
years(2) = > byears), (Cause of infertility(1)=Women, Cause of
infertility(2)=Husband).
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Results show that the prevalence of anxiety and depression
symptoms among the naturally pregnant women was 51.1% and (20%
respectively. In contrast the prevalence of anxiety and depression
symptoms among IVF pregnant women was 48.9% and 24.9%
respectively. In addition, it showed that the pregnant women via IVF were
more likely to experience anxiety and depression symptoms than naturally
pregnant women (11 and 4.2 times, respectively) with significant
differences (P: 0.00 and P: 0.021, respectively). Also, the results indicate
that the pregnant women via IVF were 14 times more likely to have anxiety
or depression symptoms than naturally pregnant women with significant

differences (P: 0.000).
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Chapter Five
Discussion

This chapter discusses the results of the study in comparison with
the findings of other studies conducted in Arab, Muslim, European and
other countries. In addition, it discusses where the results of this study meet

and cross with the results of other studies.

5.1 Prevalence of anxiety and depression symptoms among naturally

pregnant women compared with IVF pregnant women

The study results (Table 4-2) and (Table 4-3) indicated that
approximately half of naturally pregnant women (51.1%) and less than one
third of them (20%) had anxiety and depression symptoms respectively.
Also, nearly half of the IVF pregnant women (48.9%) and nearly one third
of them (24.9%) experienced anxiety and depression symptoms. In
addition, the tables showed that the prevalence rate of anxiety among
naturally pregnant women was higher than among the I\VF pregnant women
(51.1%>48.9%) (Anxiety) with significant differences (P: 0.01). Moreover,
according to the tables, the prevalence rate of depression among IVF
pregnant women was higher than among the naturally pregnant women
(24.9%>20%) (Depression) with no significant differences (P: 0.01).
Previous studies used the Hospital Anxiety and Depression Scale (HADS)
to assess anxiety and depression among naturally pregnant women. They
showed that these results were not in same line with the results of a study

carried out in Brazil (Silva et al.,2017) and in Pakistan (Ali et al. 2012)
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which found that the prevalence of anxiety among the naturally pregnant
women was 26.8% and 20.4% respectively. Moreover, these result were
nearly consistent with other studies conducted by Silva et al. (2016) in
Brazil and Ali et al. (2012) in Pakistan. These studies found that the
prevalence of depression among naturally pregnant women was 16.8% and

14.8% respectively.

In a different study which used different tools, Algahtani et al.
(2018) found that the prevalence of anxiety and depression among natural
pregnant women in Saudi Arabia was 23.6% and 26.8% respectively. Al-
Azri et al. (2016) conducted a study among naturally pregnant Omani
women to identify the prevalence of depression among them and risk
factors. They found that 24.3% of them had depression symptoms. In
addition, Mohammad et al. (2011) found that the antenatal depression was

19% among pregnant Jordanian women.

Joelsson et al. (2017) used HADS and Edinburgh Postnatal
Depression Scale (EPDS) to assess the prevalence of anxiety and
depressive symptoms among naturally pregnant women and women
pregnant after Assisted Reproduction Technology (ART) in Sweden. They
found that anxiety symptoms was prevalent among 21.1% of women who
became pregnant after ART while depression was prevalent among 8.5% of
them. In contrast, they found that 18.8% of naturally pregnant women
experienced anxiety symptoms as opposed to 10.3% who reported suffering
from depression symptoms. No significant differences were found between

the two groups. Hashemieh et al. (2013) examined level of anxiety among
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pregnant lranian women via ARTs. They found that 34% of women had

moderate and severe levels of anxiety.

These study results indicate that the natural pregnant women and
IVF pregnant women had nearly the same chance of developing anxiety
and depression symptoms. Moreover, the prevalence rate of anxiety and
depression among both groups of participants (natural and IVF) in this
study was high in general when compared with other studies. In addition,
these results are not surprising. No woman passes this period without
suffering from anxiety or depression symptoms. These results indicate that
these different effects might be attributed to political, social, cultural and
economic reasons which affect the mental health of participants. These
effects might be also related to the unique Palestinian environment. The
Israeli military occupation has a great impact on citizens’ quality of life in
general. It makes the citizens constantly worried about their future.
Palestinian women, therefore, need psychological support during the
perinatal period to prepare them for birth. There is also a need for antenatal
emotional support and assessment of symptoms of anxiety and depression

to be integrated into the routine clinical practice.

Hobfoll et al. (2012) researched into the effects of exposure to
political violence, psychosocial and economic resource loss, and social
support, on psychological distress, and the association of each of these
variables on subjective health. They found that being female and b older
were directly related to poorer subjective health and partially mediated via

psychological distress. They also found that greater economic resource
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loss, lower income, and poorer education were directly related to poor
subjective health. In addition, an alternative model exploring subjective
health as a mediator of psychological distress revealed that subjective
health partially mediated the relationship between resource loss and
psychological distress. Moreover, they indicated that the association
between female sex, education, income, and age on psychological distress
were fully mediated by subjective health. Also, social support and exposure

to political violence were directly related to psychological distress.

5.2 Factors associated with anxiety and depression symptoms among

natural pregnant women and IVF pregnant women

The findings of Table 4-4 and Table 4-5 showed that IVF pregnant
women probably had more anxiety and depression symptoms than naturally
pregnant women (11 and 4.2 times, respectively) with significant
differences (P: 0.00 and P: 0.021, respectively). In addition, Table 4-6
showed how IVF pregnant women were 14 times more likely to have
anxiety or depression symptoms than naturally pregnant women. These
results are consistent with Eugster and Vingerhoets (1999)’s findings. In
their study, they examined psychological response, after a successful I\VF,
of the woman and her partner. They found that anxiety and depression of
the couples who had joined an IVF-treatment program were common
reactions during pregnancy via IVF. They also found the IVF-parents
experienced more stress during pregnancy than ‘normal fertile' parents.
These results are not consistent with the results of Klock and Greenfeld

(2000)’s study in the USA. It was found that the women who conceived via
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IVF were equal psychologically in anxiety and depression symptoms when
compared with women who were naturally pregnant. In addition, this
finding is in line with Monti et al. (2009)’study which reported that the
prevalence of depression was significantly higher among ART women than
among the non-ART women during the antenatal assessment. These study
results indicate that IVF woman pregnant could experience more worries,
anxieties, and fears during the three trimester of pregnancy compared with
naturally pregnant women. These might be attributed to their consideration
of getting a baby as a dream for them and is on the verge of its realization.
Most of them spend a lot of effort and a fortune to get only one baby. Also

this baby would bring happiness to them and to their extended families.

The results of this study (Table 4-4) presented the main factors
associated with anxiety among naturally pregnant women and I\VVF pregnant

women with and without statistically significant differences.

According to the table, participants who had private health
insurance, whose husbands were cigarette smokers, who had health
complications in the current pregnancy and who were not working had
4.5, 2.9, 2.7, 2.3 times, respectively, probability of complaining from
anxiety with significant differences (P<0.05). These results are not
consistent with the findings of Silva et al. (2017)’s study in Brazil, which
reported that the main factors associated with anxiety among naturally
pregnant women were complications in previous pregnancies (P=0.00),
history of miscarriage risk of preterm birth (P=0.05), maternal desire

regarding the pregnancy (P=0.01), number of abortions (P=0.02), number
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of cigarettes smoked daily (P=0.00) and medication taken during
pregnancy (P=0.01). These factors were statistically associated with the
occurrence of anxiety during pregnancy, This shows that the finding of
this study is consistent with the results which found that the women who
had performed household activities had a higher chance of developing
anxiety than working women with significant differences (P=0.04). These
differences in results might be attributed to the differences in the
population of the study and the selection methods. Furthermore, they
might be related to differences in cultural and economic status. There are a
lot of physical burdens that accompany having new a baby. In most
families, the husband is the sole breadwinner, and the mother has heavy
responsibility toward her family. She is expected to provide care for many
children unlike her counterpart in European countries who provides care
for one or two. There is a need for a good understanding of the associated
factors behind anxiety to allow employing preventive measures in prenatal

care.

Moreover, the table showed that the IVF pregnant women who had
infertility due to a problem in themselves and who had infertility for more
than 5 years were 4 and 0.2 times, respectively, more likely to complain
from anxiety symptom with significant differences (P<0.05). Further, the
IVF pregnant women who had infertility due to a problem in their husbands
had 3 times more likely to complain from anxiety symptoms with no
significant differences (P>0.05). These results are nearly consistent with

the findings of Hashemieh et al. (2013)’s study which assessed the anxiety
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level among pregnant women via ARTSs. The study reported that there was
a significant relationship between infertility duration and anxiety level
(P: 0.03). The highest level of anxiety was during 10 to 12 years of
infertility. It also showed that there was no significant relationship between
level of anxiety and cause of infertility. These study results are indicative
of the fact that as the number of infertility years increased, the women
concerned would be more disappointed if the pregnancy terminated for any
reasons, thus pushing them to experience higher levels of anxiety during
the pregnancy period. Their surrounding people also make them feel
anxious by exposing them to pressure before pregnancy due to late
pregnancy. This feeling continues with women when they become
pregnant. There is a need for additional attention to this group of pregnant
women in order to protect their mental health by preventing or decreasing

development of the anxiety symptoms.

The study results (Table 4-5) illustrated the main factors associated
with depression among the naturally pregnant women and the IVF pregnant

women with and with no statistically significant differences.

According to the table, the participants who had private health
insurance, whose husbands were cigarette smokers, who were working, and
who had cesarean previous births had 4.3, 3.2, 3, 0.3 times, respectively,
probability of complaining from depression, with significant differences
(P<0.05). These results are not similar to Al-Azri et al. (2016)’s findings
which reported that the antenatal depression among the naturally pregnant

Omani women was associated with unplanned pregnancies (P=0.010),
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marital conflict (P=0.001) and a family history of depression (P=0.019). In
addition, Mohammad et al. (2011) studied depression and anxiety among
naturally pregnant Jordanian women. Their study revealed that stress,
anxiety, financial problems, perceived lack of parenting knowledge,
difficult relationship with the mother-in-law, unplanned pregnancy, and

low self-efficacy were factors associated with antenatal depression.

Moreover, Ajinkya et al. (2013) found that the main factors
associated with depression among pregnant Indian women were
multigravidas, unexpected pregnancy, pregnant women with current
obstetric complications, history of previous abortions, and past history of

obstetric complications with significant differences.

Despite the cultural and social Palestinian environment similarity
with the Arab countries, the economic and political environment is
different in Palestine. This makes pregnancy, birth delivery and education
of children a big challenge which needs a great responsibility by parents.
This may lead to the feeling of depression. There is a need to understand
the associated factors of depression to provide for preventive measures in
prenatal care and provide appropriate psychological counseling to improve

women’s mental health during pregnancy.

Moreover, the table showed that IVF pregnant women who had
infertility for more than 5 years, and who had infertility due to a problem
in their husbands or in themselves had 0.8, 0.6, 0.5 times, respectively,

probability of complaining from depression symptoms but with no
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significant differences (P>0.05). Al-Homaidan (2011) found that the
infertile women in the Kingdom of Saudi Arabia had more severe
depression than fertile women (53.8%>37.2%) with significant differences.
In their study, they found that infertile women who had been subjected to
pressure from family members for not getting pregnant were more
depressed than those had not been subjected to pressure. These study
results indicate that as the number of infertility years increased, women
became more disappointed. They would also experience higher levels of
anxiety and depression during pregnancy period. Women who had
depression before pregnancy due to pressure from family members for not
getting pregnant were likely to continue suffering from depression during
the pregnancy period. In addition, their feeling of fear and disappointment
would likely increase if they did not get a baby. There is a need for quality
attention to this group of pregnant women in order to protect their mental
health by preventing or decreasing development of the depression

symptoms.

5.3 Factors associated with anxiety or depression symptoms among

naturally pregnant women and IVF pregnant women

Table 4-4 presented the main factors associated with anxiety or
depression symptoms among naturally pregnant women and IVF pregnant

women with and with no statistically significant differences.



56

According to the table, private health insurance, cigarette smoking
husband, woman’s work, and social health insurance were the main
factors behind development of anxiety or depression symptoms with 4.5,
3, 2.7, (respectively) times probability and with statistically significant
differences (P<0.05). These results are similar to Ali et al. (2012)’s
findings which pointed that pregnant women who were working had more
anxiety and depression than women who were not engaged in labor activity
(33.3%>32.8%). The results of the study are, however, different from
Biaggi et al. (2016)’s findings which indicated that the main factors
associated with antenatal depression or anxiety were lack of partner or of
social support, history of abuse or of domestic violence, personal history of
mental illness, unplanned or unwanted pregnancy, adverse events in life
and high perceived stress, present/past pregnancy complications, and
pregnancy loss. Karmaliani et al. (2009) found that the psychological
distress was associated with husband’s unemployment (P=0.032), lower
household wealth (P= 0.027), having 10 or more years of formal education
(P=0.002), a first (P=0.002) and an unwanted pregnancy (P< 0.001). In
addition, this study findings are not consistent with the findings of
Algahtani et al. (2018)’s study conducted in Saudi Arabia. In their study
they found that the prevalence of anxiety and depression among pregnant
women was higher among unemployed women with history of miscarriage
and unplanned pregnancy. The differences were found to be statistically
significant. These differences might be attributed to differences in the
variables of study. There is a need for a good understanding of the main

factors associated with the development of anxiety and depression



57
symptoms during pregnancy and for the development of appropriate

psychological program to improve Palestinian women’s mental health.

As the table showed, IVF pregnant women who had infertility for
more than 5 years had nearly the same (0.3) probability of complaining
from anxiety or depression as the participants who experienced infertility
for 2-5 years with significant differences. In addition, the IVF pregnant
women who had infertility due to problem in themselves or in their
husbands also had (1.2) (1.9) nearly the same probability of complaining
from anxiety or depression as the participants who had infertility due to
unspecific causes with no significant difference. These results are nearly
consistent with Ramezanzadeh et al. (2004)’s findings which showed a
significant relationship between depression and cause of infertility,
duration of infertility, educational level, and job of women. Their study
reported that anxiety had a significant relationship with duration of
infertility and educational level. However, there was no significant
relationship with cause of infertility, or job of woman. In the same context,
Maroufizadeh et al. (2017) found that patients with 5 years of infertility
were more likely than others to experience anxiety and depressive
symptoms. These study results show that the number of infertility years and
cause of infertility were the main factors behind the development of anxiety
and depression during pregnancy. It should maintained that during
pregnancy all women experience physical and psychological changes, thus
necessitating giving quality attention to infertile women by setting up a

special counseling program for them.
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Chapter six
Conclusions, Implications, Recommendations,
Limitations

6.1 Conclusions

The findings of this study have showed that pregnant women via
IVF were more likely to experience anxiety and depression symptoms than
naturally pregnant women (11 and 4.2 times, respectively) with significant
differences (P: 0.00 and P: 0.021, respectively). In addition, the findings
have also showed that pregnant women via IVF were 14 times more likely
to have anxiety or depression symptoms than naturally pregnant women

with significant differences (P:0.000).
6.2 Implications

1) Exploring and identifying anxiety and depression symptoms among
pregnant women can help to develop effective or/and efficient plans and
take early intervention to enhance the mental health of Palestinian women.
In addition, this can help in developing valid screening and intervention

strategies to be used widely in Palestine.

2) Increasing public and professional awareness of psychological care

might decrease the size of psychological problems.

3) The results of this study have provided the first documentation of the
current situation of  perceptions of anxiety and depression among

pregnant Palestinian women and pregnant women via IVF in particular.
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6.3 Recommendations

1) It is recommended that another study with further psychiatric
evaluation for anxiety and depression among naturally pregnant women
and pregnant women via IVF be conducted to assess the actual prevalence

of anxiety and depression in Palestine.

2) The Palestinian Minister of Health (PMOH) must expand the role of
nurses or staff all antenatal clinics with psychological counselors to

provide regular psychological support and debriefing to the ladies.

3) The managers of IVF centers should staff their centers with
psychological counselors to provide regular psychological support and

debriefing to the ladies.

4) Antenatal screening for anxiety and depression should be conducted as
routine practice in all antenatal clinics and IVF centers. In addition, the
couples should also be encouraged to seek psychological support during

pregnancy.

6.4 Limitations

1) A larger study population requires time, effort and money; therefore,

the study population was limited to Nablus and Ramallah communities.

2) The researcher could not study the risk factors for anxiety and

depression on fetus due to limited time and resources.
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3) The researcher could not study the effect of anxiety and depression on
pregnant women and fetuses during and post-delivery due to limited time

and resources

4) In the Palestinian culture, the infertility problem is a sensitive issue to
discuss easily. Therefore some women refused to participate in this study.
The researcher devoted a great effort to convince the IVF pregnant women
to participate in the study. To that end, she gave them more details about
the aims of the study and  reassured them of the confidentiality of

information provided.

In general, most of the pregnant women and the managers of IVF
centers and antenatal clinics felt with unease because of their fear of the
title of the study due to lack of knowledge about the importance of mental
health in our life. The researcher had to discuss the private details and the

most unique period of the women’s life.
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I. Socio-demographic data:

Please circle as appropriate to your situation Questions 2, 26, 27, 28, 29 are for
women who have only been pregnant by IVF.

1) City: 1. Nablus 2. Ramallah

2) Name of fertility center: 1. Razan center in Ramallah 2. Razan center in
Nablus 3. Shunnar center 4. Dima center

3) Name of clinic: 1. Nablus clinics 2. Ramallah clinics

4) Age of pregnant woman: 1. lessthan 18 2.18-35 3. more than 35

5) Pregnant’s religion: 1. Muslim 2. Christian 3. Other

6) Education level of pregnant woman : 1. Primary 2. Secondary 3. College

7) Work of pregnant woman: 1. Working 2. Not working (housewife)

8) Age of husband: 1. less than 20 2.20-35 3. more than 35

9) Education level of husband : 1. Primary 2. Secondary 3. College

10) Work of husband: 1.Worker 2. Employee 3. Merchant 4. Not working

11) Average monthly income: 1. less than 1,500 shekels 2. more than 1,500 shekels

12) Type of health insurance: 1 Government insurance 2. Private sector insurance

3. Social insurance 4. No insurance
13) Pregnant woman is a smoker: 1. Yes 2. No
14) Smoking husband: 1. Yes 2. No

15) Pregnant woman takes medication during pregnancy (eg, folic acid and
vitamins): 1. Yes 2. No

16) Does the pregnant woman have chronic diseases? 1.Yes  2.No

17) 1T yes, State tNEM: ..o
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18) Number of pregnancies before current preganancy: 1.(None) 2. (1-5) 3. (More
than 5)
19) Number of births: 1. (None) 2. (1-5) 3. (more than 5)
20) Number of miscarriages: 1. (no) 2. (1-3) 3. (more than 3)

21) Exposure to previous health complications due to pregnancy :
1. Yes 2.No 3. First Pregnancy

22) If yes, state them: ..o
23) Are there any health complications in the current pregnancy: 1. Yes 2. No
24) If yes , state them: ...

25) Previous delivery method: 1. Natural 2. Cesarean section 3. No previous
births

26) Number of infertility years: 1. (2-5) 2. (more than 5)
27) Cause of infertility: 1. Husband 2. Wife 3. Not specified
28) Number of fertilization times: 1. (first time) 2. (2-5) 3. (more than 5)

29) Number of times fertilization has succeeded (have given birth to a live child):

1. (not once) 2. (1-3) 3. (more than 3)
30) Current pregnancy was planned: 1. Yes 2. No
31) Current pregnancy is desirable: 1. Yes 2. No

32) Current gestational age: 1. (12 weeks or less) 2. (13-27 weeks) 3. (28 weeks and
more)

33) Pregnant women received psychological support inside or outside the clinic or
fertility center: 1. Yes 2. No

34) Pressure from the family for not getting pregnant: 1. Yes 2. No
35) Are there previous marriages for pregnant woman: 1. Yes 2. No

36) Are there previous marriages for husband: 1. Yes 2. No



37) Number of years of marriage: 1. (1-3)
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2. (4-6)

3. (More than 6 years)

38) Age of pregnant woman at marriage: 1. (< 18 years) 2. (18-35 years) 3. (> 35 years)

Hospital Anxiety and Depression Scale :

Please select the appropriate answer by placing a circle
A | | feel tense or 'wound up': D | feel as if | am slowed down:
3. Most of the time 3. Nearly all the time
2. A lot of the time 2. Very often
1. From time to time, occasionally 1. Sometimes
0. Not at all 0. Not at all
D | Istill enjoy the things I used to enjoy: A | 1 get asort of frightened feeling like
‘butterflies’ in the stomach:
0. Definitely as much 0.Not at all
1. Not quite so much 1.Occasionally
2. Only a little 2. Quite Often
3 Hardly at all 3. Very Often
A | get asort of frightened feeling as if D | I have lost interest in my appearance:
something awful is about to happen:
3. Definitely
3. Very definitely and quite badly 2. 1 don't take as much care as | should
2. Yes, but not too badly 1. I may not take quite as much care
1. A little, but it doesn't worry me 0. | take just as much care as ever
0. Not at all
D | Ican laugh and see the funny side of A | | feel restless as I have to be on the move:
things:
3. Very much indeed
0. As much as | always could 2. Quite a lot
1. Not quite so much now 1. Not very much
2. Definitely not so much now 0. Not at all
3. Not at all
A | Worrying thoughts go through my D | I look forward with enjoyment to things:
Mind:
0. As much as | ever did
3. A great deal of the time 1. Rather less than | used to
2. A lot of the time 2. Definitely less than | used to
1. From time to time, but not too often 3. Hardly at all
0. Only occasionally
D | | feel cheerful: A | | getsudden feelings of panic:
3. Not at all 3. Very often indeed
2. Not often 2. Quite often
1. Sometimes 1. Not very often
0. Most of the time 0. Not at all
A | | can sit at ease and feel relaxed: D | Icanenjoy agood book or radio or TV
0. Definitely program:
1. Usually 0. Often
2. Not Often 1. Sometimes
3. Not at all 2. Not often
3. Very seldom
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