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ABSTRACT ÖZ

Objective: The aim of this study was to determine the views of 
pregnant women and their spouses on the coronavirus disease-19 
(COVID-19) pandemic process, to support pregnant women and 
their spouses through online pregnancy school training, and to 
decrease their anxiety levels.
Methods: The universe of this semi-experimental study with 
pre-and post-training model consisted of all pregnant women 
presenting at the pregnancy monitoring service of an Obstetrics 
and Pediatrics Training and Research Hospital in the Anatolian side 
of Istanbul between April and May 2020. 90 people (45 pregnant 
women and 45 spouses) who met inclusion criteria were included 
in the study. Data were collected using a questionnaire including 
the demographic of the participants as well as their views on the 
COVID-19 process and the Beck Anxiety Inventory. Study data 
were evaluated using percentages, mean values, the chi-square test, 
and one-way ANOVA.
Results: In the study, the anxiety scores in both groups were found 
to decrease (the pre-education score of the mothers is 9.05±7.29 and 
the post-education score is 5.56±5.38, the pre-education score of 
the fathers is 3.13±3.60 and the post-education score is 2.02±2.49) 
significantly after training (p<0.05).
Conclusion: Online pregnancy school for pregnant women and 
their spouses during the COVID-19 pandemic period was effective 
in reducing the anxiety levels of the parents.
Keywords: Anxiety, COVID-19 training, pregnancy, pandemic

Amaç: Çalışma, pandemi döneminde gebelerin ve eşlerinin 
koronavirüs hastalığı-19 (COVİD-19) pandemi sürecine yönelik 
görüşlerini belirlemek, online yapılan gebe okulu eğitimleri ile 
gebe ve eşlerini destelemek, anksiyete oranlarını azaltmak amacıyla 
gerçekleştirilmiştir.
Yöntemler: Eğitim öncesi-sonrası modelli yarı deneysel çalışmanın 
evrenini, İstanbul ili Anadolu yakasında bulunan kadın ve çocuk 
hastalıkları eğitim ve araştırma hastanesinin gebe izlemine Nisan-
Mayıs 2020 tarihleri arasında başvuran gebeler oluşturmuştur. 
Örnekleme alınma kriterlerine uyan 90 kişi (45 gebe ve 45 eş) dahil 
edilmiştir. Veriler, katılımcıların demografik, COVİD-19 sürecine 
yönelik görüşlerinin yer aldığı anket formu ve Beck Ankisyete Ölçeği 
ile toplanmıştır. Araştırmadan elde edilen veriler, yüzde, ortalama, 
ki-kare testi, t-testi ve one-way ANOVA testleri ile kullanılmıştır.
Bulgular: Çalışmada her iki grupta da eğitim sonrası anksiyete 
puanlarının düştüğü (annelerin eğitim öncesi puanı 9,05±7,29 
ve eğitim sonrası puanı 5,56±5,38, babaların eğitim öncesi puanı 
3,13±3,60 ve eğitim sonrası puan 2,02±2,49) ve aradaki farkın 
istatistiksel açıdan anlamlı olduğu belirlenmiştir (p<0,05).
Sonuç: COVİD-19 pandemi döneminde gebe ve eşlerine uygulanan 
online gebe okulunun anne-baba adaylarının anksiyete düzeylerini 
azaltmada etkili olduğu belirlenmiştir.
Anahtar Sözcükler: Ankisyete, COVİD-19, eğitim, gebelik, 
pandemi
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Introduction
Although pregnancy is a physiological process for women, it is a 
period in which important biological and psychosocial changes 
occur, and the risk of encountering factors that may cause stress 
and anxiety is high (1). Women perceive pregnancy as a source 
of joy, satisfaction, maturity, self-realization, and happiness, as 
well as a period in which negative psychological emotions such 
as stress, anxiety, anxious anticipation, and overloading can be 
experienced (2).

Anxiety is a disturbing feeling which is life-threatening or 
perceived to be life-threatening and expressed with words such as 
apprehension and worry. It is an emotional situation experienced 
in the face of the possibility of danger from the internal or external 
world or any situation perceived and interpreted as dangerous 
by the person (3). Most of the physiological conditions seen 
in pregnancy are very similar to anxiety symptoms, so anxiety 
disorders are masked in pregnant women. Clinicians need to 
be careful about this (4). The rates of depression and anxiety 
disorders in pregnancy reported in studies conducted in the last 
30 years vary, but the rates generally reported are higher than the 
rates in the general population (5-7). Previous studies found that 
the frequency of depression and depressive symptoms during 
pregnancy varies between 5-51% (8). In one of the few studies 
on this subject in Turkey, according to the Beck Depression 
Inventory (limit 17 and above), the incidence of depressive 
symptoms was found between 10-15% (9). 

Each woman’s reaction to pregnancy varies according to her 
mental, socioeconomic, and cultural background. A pregnancy 
which increases the love between spouses and strengthens the 
foundations of marriage leads to hormonal changes that induces 
psychological changes in women (10). As a new stage in human 
life, parenting is a stressful situation for spouses. When this stress 
is combined with the possibility that everything will not go well 
during pregnancy, it creates a heavy burden for parents, thus 
affecting family and public health (10). 

Since many of the symptoms seen during pregnancy are similar 
to anxiety symptoms, the anxiety may be masked (11). Since 
this situation creates a problem also for Turkey, comprehensive 
training that includes information about pregnancy, birth, and 
puerperium and support should be provided (12). Pregnancy 
education classes, which have an important place today, make it 
easier for parents to adapt to the periods of pregnancy, birth, and 
puerperium, prepare couples for the parenting process, increase 
the harmony between spouses, and reduce anxiety (13,14). In 
addition, women who get training during pregnancy, childbirth, 
and postpartum periods perceive a higher quality of life after 
pregnancy and postpartum, learn to cope with problems such as 
fear of childbirth and labor pain, and experience less stress related 
to pregnancy (15). 

There are many factors affecting the anxiety levels of expectant 
mothers and fathers during pregnancy. In many studies, it has 
been shown that depression and anxiety during pregnancy can be 
related to age, marital status, number of children, education level, 

smoking, alcohol and substance use, the trimester of pregnancy, 
whether the pregnancy is voluntary, sociodemographic 
characteristics, and previous illnesses and crises (16-19). 

Coronavirus disease-19 (COVID-19) has gradually spread 
around the world and turned into a pandemic. Its rapid spread, 
lack of a cure, and its fatality increase the effect of the disease. An 
increased sensitivity has not been reported in pregnant women 
compared to the general population. However, because pregnant 
women are more susceptible to diseases than non-pregnant 
women, their morbidity and mortality are higher, and similar 
viruses like severe acute respiratory syndrome-CoV (SARS-
CoV) and Middle East respiratory syndrome-CoV (MERS-
CoV) infections caused high mortality rates the management 
of suspicious or infected pregnant women should be done by 
a competent multidisciplinary team. Limited information is 
available on pregnant women and management is like non-
pregnant women for now. Fetal distress and premature birth have 
been observed in some pregnant women. There is no evidence 
yet that it passes from mother to baby. In pregnancy and delivery 
management, isolation under appropriate conditions, aggressive 
infection control, early mechanical ventilation in progressive 
respiratory problems, oxygen therapy, avoiding excess fluid, and 
strict fetal, and uterine monitoring are necessary (20). 

The COVID-19 pandemic caused an increase in anxiety rates 
in pregnant women and their families, especially in the risky 
group, as in the whole society. In this pandemic period where 
many physical, social, and psychological changes have been 
experienced, the effective use of infection control measures 
for the protection of physical and mental health, as well as the 
development of solution-oriented approaches, information 
sharing, and individual coping methods are of great importance. 

Midwives and nurses are the closest healthcare personnel who 
determine the risk factors that may occur during pregnancy, 
create self-confidence in the mother with their knowledge and 
experience, provide awareness in maternal-fetal interaction, 
support the preparation of the pregnant for motherhood, help 
regulate family relations, and provide consultancy to women (21-
23). Several studies indicated that pregnant women who have 
received antenatal training use less medication, have less anxiety, 
and have less depression in the postpartum period. According 
to the circular issued in 2014 by the Ministry of Health Public 
Health Agency of Turkey, to be informed during pregnancy 
is a right of motherhood. In this context, they recommended 
that pregnant information schools initiated as soon as possible 
in institutions affiliated with the Public Health Authority 
and the Association of Public Hospitals. With this circular, 
pregnancy schools have become widespread in Turkey (24,25). 
We believe that evaluating the contributions of the pregnancy 
school and determining women’s opinions and suggestions about 
this training will contribute to those who plan to implement 
pregnancy schools. 

During the pandemic, many processes were suspended due to 
the importance of home isolation. Pregnancy schools are among 
the suspended services. We planned our study considering the 
necessity of pregnancy schools and created live online pregnancy 
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schools. Pregnant women and their spouses were provided with 
pregnancy school services in safe home conditions. We designed 
a semi-experimental study with a pre-and post-training model 
without a control group to evaluate the effect of online pregnancy 
school on anxiety levels during the COVID-19 pandemic. 

The Hypothesis of the Study

H0: Online pregnancy school training do not have a positive 
effect on reducing the anxiety rates of pregnant women and their 
partners. 

H1: Online pregnancy school training has a positive effect on 
reducing the anxiety rates of pregnant women and their spouses.

Method  
This study was performed between April and May 2020 at an 
Obstetrics and Pediatrics Training and Research Hospital in the 
Anatolian side of Istanbul. 

Sample and Universe

The study universe consisted of pregnant women who applied 
to the pregnant follow-up clinic of the hospital during the study 
period. The study sample included pregnant women and their 
partners who were between 20-45 years old, whose pregnancy 
week was 30 or above, who could speak and understand Turkish, 
and who volunteered to participate in the live online pregnancy 
school. The study sample consisted of 45 pregnant women and 
their 45 partners. 

Tools for Data Collection

Data were collected using a questionnaire containing 
demographic, individual, and obstetric characteristics of the 
participants, their opinions about the COVID-19 process, and 
the beck anxiety scale. 

Pregnant data form: Pregnant data form which was prepared 
by researchers in accordance with the literature included 25 
questions about socio demography (age, year of marriage, 
education, employment, economic status, family type, having 
a chronic illness) (1,2,10,15,16), obstetric history (pregnancy 
week, whether the pregnancy was wanted, route of conception, 
problems in pregnancy, training about pregnancy, opinions 
about pregnancy schools) (1,2,10,15,16), opinions about the 
COVID-19 pandemic, and evaluation of the training.  

Spouse data form: Spouse data form which was prepared 
by researchers in accordance with the literature included 20 
questions about socio demography (age, marriage year, education, 
employment, economic status, family type, having a chronic 
disease) (1,2,10,15,16), opinions about pregnancy school, 
opinions about the COVID-19 pandemic, and evaluation of 
training they received. 

Beck anxiety inventory (BAI): This scale was given to pregnant 
women and their spouses at the first interview and at the end 
of the training. The scale was developed by Beck et al. (1988) 
and adapted to Turkish by Ulusoy et al. (26). The scale has 
been found to have sufficient reliability and validity (25). BAI 

evaluates the frequency of anxiety symptoms experienced by the 
individual. It is a self-rating scale, consisting of 21 items scored 
between 0 and 3. Questions are asked to understand the level 
of disturbance caused by distress feelings last week. The score 
range is between 0 to 63. The higher the score obtained from the 
scale, the more severe the anxiety experienced by the individual. 
For Beck Anxiety Inventory 0-7 points indicate minimal 
anxiety, 8-15 points indicate mild anxiety, 16-25 points indicate 
moderate anxiety, and 26-63 points indicate severe anxiety (26). 
Permission to use the scale was obtained. 

Content of Online Birth and Baby Preparation Training 

	Scope of Training: The training was planned as 6 sessions of 
online meeting and training program (a 6-day program was 
designed, all sessions were attended by pregnant women and 
their spouses together).

	Training hours:  Each session was 3 hours, with 10 minutes 
breaks in between.

	Training program: The training program was shared with the 
participants in advance (birth preparation training in the 1st 
and 2nd sessions, preparation to breastfeeding training in the 
3rd session, baby care training in the 4th session, adaptation 
to the postpartum process, parenting process, reproductive 
health and sexuality, family planning and evaluation of the 
whole training program and opinions and suggestions in 
the 5th and 6th sessions). Online Birth Preparation training 
was enriched with supportive meditation, imagination, 
presentations, videos, games, painting works that support 
the expression of emotions, and drama games for expectant 
mothers and fathers.

	Educator: Training was provided by Zeynep Kamil Hospital 
Pregnancy School Educator Midwife Özlem Karabulut.

Data Collection

	The pregnant women who came to the pregnant follow-
up department of the hospital for control and who met the 
sampling criteria were informed about the study, the pregnant 
women who agreed to participate in the study were informed 
about the online education process, and their consents were 
obtained.  

	The pregnant women and their spouses who would participate 
in the live online (zoom) pregnancy school training group were 
informed by the researchers about the content and program.

	On the first day of training, the relevant data forms were first 
sent to the participants by e-mail and they were asked to fill 
them out. 

	After the data forms were filled, training including pregnancy, 
birth, postnatal process, and baby care processes were 
given by the maternity school educator with the interactive 
participation of the participants. At the end of the training, 
feedback was received.
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	After the completion of the training, the training evaluation 
form and Beck Anxiety form were given again and the process 
was evaluated.

Ethical Aspect of the Research

Institutional permission from the institution where the research 
was conducted and approval from the ethics committee was 
obtained. Written consent was taken after the pregnant women 
participating in the study and their spouses were informed about 
the purpose of the study and it was explained that the obtained 
information would only be used for this study.

Analysis of Data 

The socio-demographic and obstetric characteristics of the 
pregnant women participating in the study were evaluated 
using the percentage, the chi-square test was used to test the 
relationships between categorical variables, t-test for independent 
groups and the One-Way ANOVA parametric test were used to 
analyze normally distributed data. SPSS 15 package program was 
used in the analysis of the data and the level of significance was 
taken as 0.05.

Results
The mean age of the pregnant women participating in the study 
was 29.44±4.43, the mean age of the spouses was 32.58±5.37, 
and the duration of marriage was 3.01±1.91 years. Most of 
the pregnant women (97.8%) received high school or higher 
education, 73.4% were employed, 60.0% evaluated their income 
as moderate, 77.8% did not have a chronic disease, 84.4% did 
not smoke, 73.3% did not use alcohol, and 71.2% their mental 
state as good. All of the spouses (100.0%) received high school 
or higher education, most (95.6%) worked, 51.1% evaluated 
their income as moderate, 88.9% did not have a chronic disease, 
77.8% did not smoke, 86.7% did not use alcohol, 86.7% 
evaluated their mental state as good. 93.4% of the participants 
had social security, and most (97.8%) had a nuclear family 
structure (Table 1). 

The obstetric characteristics of pregnant women participating 
in the study are given in Table 2. Among the pregnant women, 
73.3% were primiparous, 93.4% got pregnant voluntarily, 
88.9% had their pregnancy without any problems, most (91.2%) 
attended to regular pregnancy control visits, 37.8% had received 
information during a previous pregnancy, and in 44.4% primary 
source of information was TV and internet.

Participants’ views on the functioning of the pregnancy school are 
given in Table 3. Most of the participants (77.8% of the pregnant 
women, 82.2% of the fathers) found themselves competent in 
pregnancy, childbirth, and puerperium, they had attended a 
limited number of pregnant school training before and stated 
that it was not good to suspend the birth preparation training 
(62.2% of the pregnant women, 71.1% of the fathers). They 
mostly wanted preparatory education to be delivered online as 
remote education (95.6% of the pregnant women, and 100.0% 
of the fathers). 

Topics that the participants want to be included in the online 
birth preparation training is given in Table 4. Both the pregnant 
women and their spouses wanted all issues regarding the 
pregnancy process and baby care to be included in their training.  

Table 5 includes the opinions of the participants about 
COVID-19 infection control measures. Participants generally 
knew COVID-19 infection control measures (93.3% pregnant 
women, 93.3% fathers), applied protection measures at high 
rates (97.8% of the pregnant women, 93.3% of the fathers), and 
could apply social distance and isolation rules at home conditions 
(77.8% of the pregnant women, 80.0% of the fathers). 

The concerns of the participants during the COVID-19 
pandemic are evaluated in Table 6.  Pregnant women stated that 
during the pandemic period their concerns were the absence 
of spouse or a relative at birth (86.2%), the risk of contracting 
COVID-19 infection from healthcare workers (82.2%) and 
experiencing pain with a mask (82.2%). Concerns of the fathers 

Table 1.  Distribution of participants by demographic and 
health histories

Individual features
Mother Father

N % N %

Age distribution

20-25 years 7 15.5 2 4.4

26-31 years 24 53.3 18 40.0

32-37 years 12 26.6 21 46.6

38-43 years 1 2.2 4 8.8

Education status

Primary 
school

1 2.2 - -

High school 
and above

44 97.8 45 100.0

Employment status
Employed 33 73.4 43 95.6

Unemployed 12 26.6 2 4.4

Monthly income

Good 16 25.6 20 44.4

Moderate 27 60.0 23 51.1

Bad 2 4.4 2 4.4

Health history

N

Mother Father

% N %

Chronic disease
Yes 10 22.2 5 11.1

No 35 77.8 40 88.9

Smoking 

Yes 2 4.4 10 22.2

No 38 84.4 35 77.8

Stopped due 
to pregnancy

5 11.1 - -

Alcohol use

Yes - - 6 13.3

No 33 73.3 39 86.7

Stopped due 
to pregnancy

12 26.7 - -

Mental self-
evaluation 

Good 32 71.2 39 86.7

Moderate 2 4.4 6 13.3

Bad 11 24.4 - -

Total 45 100.0 45 100.0
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were not being with their wives during birth (82.2%), getting 
COVID-19 infection from another patient (80%), or from 
healthcare workers (75.6%).  

Opinions of the pregnant women and their spouses about the 
education were taken after the live online pregnancy school 
training (Table 7). 88.9% of the pregnant women and all of the 
spouses were very satisfied with the training. Participants were 
asked about what they were most satisfied with during the online 
birth preparation training. Both the pregnant women and their 
spouses (33.3% of the pregnant women, 31.1% of the spouses) 
stated that being together with different families and sharing 
their experiences made them happy, and also receiving counseling 
relieved the participants and reduced their stress (28.9% of the 
pregnant women, 31.1% of the spouses).

The mean BAI score of the pregnant women before the training 
was 9.05±7.29, and the mean BAI score of the fathers was 
3.13±3.60. Anxiety scores decreased after the education in both 
groups. After the training, the mean BAI score of the pregnant 
women was 5.56±5.38 and the fathers was 2.02±2.49 and the 
difference was statistically significant (p<0.05) (Table 8).

Discussion
Good mental health during pregnancy is important for maternal 
and fetal health. It is known that mental illnesses can affect the 
mood of the mother and cause negative consequences related 
to pregnancy and increase maternal and fetal morbidity and 
mortality rate in those who do not receive treatment (27). It is 
important to recognize and prevent psychosocial reactions as 
well as physiological reactions during pregnancy, to reduce their 
effects on maternal and child health and to improve preventive 
mental health services. Thus, psychological evaluation as well as 
physical evaluation during pregnancy follow-up is important for a 
holistic approach (28,29). Psychosocial health and social support, 
which may affect the pregnant woman’s adaptation processes to 
pregnancy, birth and parenthood, should have an important 
place in the nursing care of the pregnant woman and her family 
(10,30). During prenatal follow-up, nurses and midwives often 
play the roles of educators and counselors to identify, protect and 
improve the psychosocial health status of pregnant women. It is 
important to evaluate the psychosocial health as well as physical 
health during the nursing and midwifery process, which includes 
the follow-up and care of the pregnant woman, to determine 
the effects of family, culture, religion and other factors during 
pregnancy, and to reveal the social support of prospective parents 
(30,31). 

We planned our study considering the necessity of pregnancy 
schools and provided pregnant women and their spouses 
pregnancy school online in safe home conditions. Our aims were 
to determine the opinions of pregnant women and their spouses 
about the COVID-19 process during the pandemic period, to 
create awareness about the process, to support pregnant women 
and their spouses with online pregnancy school trainings, and to 
reduce anxiety rates. 

The amean age of the pregnant women participating in our study 
was 29.44±4.43, the mean age of the spouses was 32.58±5.37, 
and the mean duration of marriage was 3.01±1.91 years. Most 
of the participants received high school or higher education, did 
not have chronic illnesses, did not smoke and drink alcohol, and 
evaluated their mental state as good. 93.4% of the participants 
had social security and most (97.8%) of them had nuclear family 
structure (Table 1). 

Similar results have been reported in other studies conducted with 
pregnant women (32-34). In these studies, Özkan and Arslan 
(32) reported that 79% of the pregnant women were between 
20-29, Tunç et al. (35) reported that 33% of the pregnant 
women were between 23-27, Demirbas et al. (36) reported that 
56.2% of the pregnant women were between 18-29 (36) and 
Ozcelik and Larch (33)  reported that 56.5% of the pregnant 

Table 2. Distribution of mothers by obstetric characteristics

Features N %

Number of pregnancies
1 33 73.3

2-3 12 26.7

Was the latest pregnancy 
wanted?

Yes 42 93.4

No 13 6.6

Was there a problem with the 
latest pregnancy?

Yes 5 11.1

No 40 88.9

Attended to routine controls 
during the latest pregnancy 

Yes 41 91.2

No 4 8.8

Got training/information 
during pregnancy

Yes 17 37.8

No 28 62.2

Source of information/training 
about post-natal care in 
pregnancy 

TV, internet 20 44.4

Relative, friend 10 32.2

Doctor 5 11.1

Nurse, midwife 2 4.4

Book 11 24.4

Total 45 100.0

Table 3. Opinions of the participants about pregnancy 
school

Individual characteristics
Mother Father

N % N %

Feels sufficient about 
pregnancy, childbirth, 
and puerperium

Yes 10 32.2 8 17.8

No 35 77.8 37 82.2

Previously attended 
pregnancy training

Yes 9 20.0 6 13.3

No 39 86.7 36 80.0

Opinion about the 
suspension of birth 
preparation training

Good 7 15.6 2 4.4

Indecisive 10 22.2 11 24.4

Bad 28 62.2 32 71.1

Requesting that the 
childbirth preparation 
training be given online 

Yes 43 95.6 45 100.0

No 2 4.4 - -

Total 45 100.0 45 100.0
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women were between 28-32 years old.  In our study most of the 
participants received high school and higher education. In other 
studies conducted with pregnant women in Turkey, majority 
of women were primary school graduates (2,9,12,15,37). The 
higher education level of the participants in our study compared 
to other studies was due to the fact that the participants who 
cared about pregnancy school training and wanted to receive 
education were included in our study. In addition, the presence 
of participants with a high level of education will be effective 
in their better adaptation to pregnancy process. In this study, 
73.3% of the pregnant women were primipars, 93.4% of them 
got pregnant willingly, and most of them (91.2%) attended to 
regular pregnancy controls (Tablo 2). The high education level 
of the participants was effective in the high rate of receiving 
antenatal care (ANC).

The rates of ANC varies in different countries (38). According 
to Turkey Demographic Health Survey, 90% of women recieved 
4 or more times antenatal care (39). Among similar field studies 
conducted in Turkey, all pregnant women in Burdur received 
ANC at least once, while 1.7% of pregnant women in Adiyaman, 
and 0.6% in Istanbul didn’t to receive ANC from their obstetrist 
or primary care physician (40). 

The opinions of the participants about the functioning of the 
pregnancy school are given in Table 3. Participants mostly (77.8% 
of the pregnant women, and 82.2% of the fathers) considered 
themselves competent in pregnancy, birth, puerperium, and 
stated that suspending the birth preparation trainings during the 
pandemic period was not good (62.2% of the pregnant women, 
71.1% of the fathers). Most of them (95.6% of the pregnant 
women, 100% of the fathers) wanted to get birth preparation 
training online. 

Although birth is a natural process, women have significant fears 
about childbirth and prenatal training is required to cope with 
these fears (41,42). In order to protect and improve psychosocial 
health, a nurse becomes an important member of the healthcare 
team that allows the pregnant women and her families to express 
their feelings and concerns, use positive coping strategies, and 
regulate family relationships during prenatal follow-up. In 
addition, it is among the duties of the nurse to determine the 
existing social support systems in this process and to ensure 
that the pregnant women and their families use them effectively 
(30,31). Pregnancy schools have important roles in protecting 
and improving the psychosocial health of both pregnant women 
and their families. At first, pregnancy schools were opened to 
encourage normal birth, but later on prenatal, birth and postnatal 

Table 4. Distribution of the topics that the participants wanted to be included in online birth preparation training

Topics Related to pregnancy

Mother Father

Necessary Unnecessary Necessary Unnecessary

N % N % N % N %

Pregnancy-related changes 41 91.1 4 8.9 40 88.9 5 11.1

Nutrition 39 86.7 6 13.3 45 100.0 - -

Hygiene 38 84.4 7 15.6 43 95.6 2 4.4

Sleep and rest 39 86.7 6 13.3 42 93.4 3 6.6

Excretory habits 44 97.8 1 2.2 44 97.8 1 2.2

Perineum care 45 100.0 - - 45 100.0 - -

Pregnancy follow-ups 44 97.8 1 2.2 45 100.0 - -

Infection control measures 45 100.0 - - 45 100.0 - -

Physical activity and exercises 42 93.3 3 6.7 45 100.0 - -

Emotional coping methods 44 97.8 1 2.2 45 100.0 - -

Parent role and family communication process 44 97.8 1 2.2 44 97.8 1 2.2

Topics related to baby N % N % N % N %

Breastfeeding 44 97.8 1 2.2 44 97.8 1 2.2

Bathing 42 93.3 3 6.7 40 88.9 5 11.1

Babycare 44 97.8 1 2.2 43 95.6 2 4.4

Dressing 42 93.3 3 6.7 39 86.7 6 13.3

Sleep 43 95.6 2 4.4 42 93.4 3 6.6

Burping 44 97.8 1 2.2 44 97.8 1 2.2

Vaccination 43 95.6 2 4.4 42 93.4 3 6.6

Routine controls 43 95.6 2 4.4 43 95.6 2 4.4

Excretory problems 44 97.8 1 2.2 44 97.8 1 2.2

Infections 45 100.0 0 0 45 100.0 0 0.0

Total 45 100.0 45 100.0 45 100.0 45 100.0
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care, healthy lifestyle habits, and reducing anxiety and depression 
levels began to be addressed (31).

In this study, both the pregnant women and their spouses 
wanted all subjects related to pregnancy process and baby care to 
be included in their training process (Table 4).  Previous studies 
stated that pregnancy schools aim to provide expectant mothers 
with knowledge and skills on issues related to pregnancy, birth 
and the postpartum period, normal labor, pain management, 
and adaptation to new roles (43). Our results were in accordance 
with the literature. 

We also evaluated the opinions and concerns of the participants 
about the COVID-19 pandemic. Based on the opinions and 
training needs, online pregnancy schools werte planned. The 
participants were generally (93.3% pregnant women, 93.3% 
fathers) knowledgeable about COVID-19 infection control 
measures and applied protection measures at high rates (97.8% 
of the pregnant, 93.3% of the fathers). When the concerns of the 
participants about the pandemic period were evaluated, pregnant 
women mostly worried from not to have a spouse or a relative 
at birth (86.2%), getting COVID-19 infection from healthcare 
workers (82.2%), and experiencing pain with a mask (82.2%). 
Concerns of the fathers were not being with their wives during 
birth (82.2%), getting COVID-19 infection from another 
patient (80%), or from healthcare workers (75.6%) (Table 6). 

CoVs are important human and animal pathogens. In February 
2020, the World Health Organization identified COVID-19 
disease, which stands for 2019 coronavirus disease. Coronavirus 
infection spread around the world, causing a pandemic. Its rapid 
spread, lack of treatment and fatal course make the effects of 
the virus important. The high mortality and morbidity of the 
disease increases the clinical importance of this infection. There 
is limited information about infection in pregnant women and 
it is recommended that management be done like non-pregnant 
women for now. Fetal distress and premature birth have been 
observed in some pregnant women. There is no evidence yet 
for mother-to-baby transmission. Isolation under appropriate 
conditions, effective control and management of infection, 
early mechanical ventilation in progressive respiratory problems, 
oxygen therapy, avoidance of excess fluid treatment, and strict 
fetal and uterine monitoring are required in pregnancy and 
delivery management. Management of suspected or infected 
pregnant women should be done by a multidisciplinary team 
(20,44). The fact that the pandemic process is widespread and 
uncertain has increased the concerns of pregnant women and 
their families, especially in the risky group. During this period, it 
is important that all healthcare team members take a holistic role 
and activate support processes.

The status of the mother changes in the family and society with 
pregnancy and childbirth, she assumes new responsibilities and 

Table 5. Participants’ opinions on COVID-19 infection control measures

Opinions

Mother Father

Yes Indecisive No Yes Indecisive No

N % N % N % N % N % N %

Do you know what a COVID infection is? 42 93.3 3 6.7 - - 42 93.3 3 6.7 - -

Can COVID infection be prevented? 31 68.9 13 28.9 1 2.2 37 82.2 7 15.6 1 2.2

Is hand hygiene important to prevent 
COVID infection?

44 97.8 1 2.2 - - 45 100.0 - - - -

Should hand sanitizer be used to prevent 
COVID infection?

36 80.0 7 15.6 2 4.4 41 91.1 3 6.7 1 2.2

Should a mask be worn to protect against 
COVID infection?

40 88.9 5 11.1 - - 44 97.8 1 2.2 - -

Do you think home isolation is important 
to prevent COVID infection?

42 93.3 2 4.4 1 2.2 45 100.0 - - - -

Do you know what social distance means 
to protect from COVID infection?

45 100.0 - - - - 45 100.0 - - - -

Do you implement precautions to protect 
against COVID infection during pregnancy?

44 97.8 1 2.2 - - 42 93.3 3 6.7 - -

Do you think you have enough information 
about measures to protect against COVID 
infection?

39 86.7 6 13.3 - - 36 80.0 3 6.7 6 13.3

Can you apply social distance and isolation 
rules in home conditions?

35 77.8 4 8.9 6 13.3 36 80.0 3 6.7 6 13.3

Do you know the precautions that your 
relatives living at home should take for 
infection control?

42 93.3 3 6.7 - - 41 91.1 1 2.2 3 6.7

Total 45 100.0 45 100.0 45 100.0 45 100.0 45 100.0 45 100.0

COVID: Coronavirus disease
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has to fulfill new roles. These mandatory roles and responsibilities 
that need to be fulfilled may lead to adaptation problems in 
some individuals. Also, pregnancy is an important time of 
psychosocial and developmental transition and adaptation. 
Adaptation to pregnancy and the changes it brings is perceived 
differently by every woman and family, and therefore different 
reactions and problems may arise in adaptation (45-47). Social 
support, spouse and marital harmony are of great importance 
in adaptation to pregnancy. Social support, which is defined as 
the total support provided by family members, friends and other 
social relationships, has positive effects on physical health and 

well-being (48) because social support systems make it easier 
to adapt to new situations (49). Considering that psychosocial 
and developmental transition and adaptation problems are 
experienced even during normal pregnancy, adjustment 
problems, anxiety, and increased need for social support may be 
expected during pandemic process.  In our study, as expected 
pregnant women and their spouses had high anxiety rates 
regarding the COVID-19 pandemic process and expressed their 
needs in this regard. 

The prevalence of psychosocial health problems such as 
depression, anxiety and stress is high during pregnancy and 

Table 6. Participants’ concerns about COVID-19 Infection

Concerns of mothers about COVID-19 infection
Yes Unstable No

N % N % N %

I do not want to go to follow-ups just because I fear to get COVID-19 infection 
from hospitals

29 64.4 10 22.2 6 15.3

Have enough precautions been taken in the hospital where I am being followed 
up for the pregnancy? Are there any COVID-19 patients?

25 55.6 17 37.8 3 6.7

May I contract COVID-19 infection from healthcare workers? 37 82.2 8 17.8 - -

My husband is working and I’m afraid he might bring home COVID-19 22 48.9 9 20.0 14 31.1

If I get COVID-19 infection during pregnancy, will my baby be harmed? 28 62.2 11 24.4 6 13.3

Even if I do not have an infection, is there a risk of transmission from another 
patient during or after birth in the hospital?

35 77.8 10 22.2 - -

Do interventions increase in this period to accelerate birth? 25 55.6 14 31.1 6 13.3

I’m afraid of not getting physical support at birth 30 66.7 8 17.8 7 15.5

Not to have my husband or a relative with me during birth worries me. 39 86.2 6 13.3 - -

Experiencing the pain with a mask worries me 37 82.2 3 6.7 5 11.1

Will they direct me for a planned cesarean instead of a normal delivery? 26 57.8 9 20.0 10 22.2

If I become COVID-19 positive, can I breastfeed my baby? 33 73.3 8 17.8 7 6.9

Who will take care of my baby if I am sick? 29 64.4 10 22.2 6 13.3

I will not be able to get support from elders after birth, I have fears about 
breastfeeding and baby care.

31 68.9 2 4.4 12 26.7

I am worried about going to the health institution for the vaccinations and 
control of my baby, how can I take precautions.

36 80.0 5 11.1 4 8.9

Fathers’ concerns about COVID-19 infection
Yes Indecisive No

N % N % N %

I do not want to take my wife to follow-ups just because we can catch COVID-19 
infection from hospitals.

21 46.7 12 26.7 12 26.7

May I contract COVID-19 infection from healthcare workers? 34 75.6 10 22.2 1 2.2

I am working and I’m afraid I bring home COVID-19 30 66.7 5 11.1 10 22.2

Who cares for my family if I get COVID-19 disease? 20 44.4 12 26.7 13 28.9

If my wife gets COVID infection, will our baby be harmed? 29 64.4 9 20.0 7 15.6

Is there a risk my wife contracts COVID infection at a hospital during or after 
birth? 

36 80.0 8 17.8 1 2.2

I am worried that I can’t be with my wife during birth. 37 82.2 6 13.3 2 4.4

Will they direct me for a planned cesarean instead of a normal delivery? 15 33.3 14 31.1 16 35.6

If my wife becomes ill, who will take care of our baby? 18 40.0 13 28.9 14 26.7

We are afraid that we will not be able to get support from elders after birth 20 44.4 8 17.8 17 37.8

Total 45 100.0 45 100.0 45 100.0

COVID-19: Coronavirus disease-19 
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these psychosocial health problems can negatively affect the 
health of both pregnant women and babies (50,51). In a study 
that wanted to draw attention to the psychosocial health status 
during pregnancy, the frequency of antenatal anxiety was 20.6% 
and there was a relationship between education level and anxiety 
prevalence (52).  As can be seen in the study by Agostini et al. 
(53), another factor that is related to the occurrence of mental 
problems during pregnancy which has an important role in 
pregnancy, and significantly affects psychosocial health, is the 
level of social support the woman receives (54). Elsenbruch et 
al. (55) found that pregnant women who did not have sufficient 
social support had high depressive symptoms and low quality of 
life. Evaluation of the studies on social support during pregnancy 
revealed that, another factor that can turn pregnancy into a risky 
period is the lack of social support systems. In addition, it is 
stated that the lack of social support during pregnancy negatively 
affects the health of the mother, fetus, and baby (33,56). A study 
performed by Şen and Şirin (31) with pregnant women who had 
preterm labor found that adequate social support decreased the 
rate of depression and anxiety in women, and positively affected 
the course of pregnancy and the health of the baby.

The opinions of the pregnant women and their spouses about 
the education were received after online pregnancy school. The 
participants were very satisfied with the training provided, they 
stated that especially being together with different families, 
sharing experiences online made them happy, and getting 
consultancy reduced their stress (Table 7).

Physiological and psychological changes that occur in a woman’s 
body during pregnancy can affect not only the mother but 

also the people around her, her husband, family, and friends in 
various ways. Labor, which is the transition period for being a 
parent, is a temporary situation that affects both parents (17).  
In a study conducted with 390 women in the prenatal period, 
women who received information about pregnancy were more 
compatible with pregnancy and motherhood. The study found 
that women’s adjustment to pregnancy was affected by many 
variables and prenatal care is of great importance in achieving 
this adjustment (36). 

Previous literature reported that there may be a relationship 
between prenatal distress levels and the health status of the 
pregnant (57,58) and the first pregnancy (59). The training 
women received at the pregnancy school benefited both during 
pregnancy and the birth process (coping with labor pain, decreased 
birth fears) (60,61), facilitated the adjustment to pregnancy 
and motherhood, positively affected motivation (62), pregnant 
women were mostly satisfied with these training, and their level 
of knowledge increased significantly (63). Literature suggests 
that pregnancy school program has significant contributions to 
the pregnancy, birth, and postpartum period, and increases the 
adaptation of women to pregnancy. We also found that online 
pregnancy school, which was provided in accordance with the 
literature, pleased the participants, increased their awareness, and 
decreased stress rates. 

In our study, before the training, the mean BAI score of the 
pregnant women was 9.05±7.29 (mild anxiety), and the mean 
BAI for their spouses was 3.13±3.60 (minimal anxiety), and 
anxiety scores decreased after the education in both groups. After 
the education, the mean BAI score of the pregnant women was 
5.56±5.38 (minimal level of anxiety), and the mean BAI for 
their spouses was 2.02±2.49 (minimal level of anxiety) and the 
difference between pre and post-training values was statistically 
significant (p<0.05) (Table 8).

Population-based studies found that during pregnancy the 
prevalence of affective disorders was 70%, anxiety was 15-29%, 
and depression was 17-18% (64). Studies investigating the 
prevalence of depression during pregnancy in different cultures 
often found similar results. Lancaster et al. (49) found 18%, a 

Table 7. Participants’ opinions on online birth preparation trainings

Opinions
Mother Father 

N % N %

Did the online birth 
preparation training meet your 
expectations?

Yes, I was very pleased 40 88.9 45 100.0

It met my expectations moderately 5 11.1 - -

On which subject online birth 
preparation training pleased 
you the most?

I was able to get the information I needed 7 15.6 17 37.8

Counseling relaxed me, my stress relieved 13 28.9 14 31.1

It made me happy to be together with different families online and to 
share experiences. 

15 33.3 14 31.1

I learned more about COVID infection and prevention methods 9 20.0 - -

Other 1 2.2 - -

Total 45 100.0 45 100.0

COVID: Coronavirus disease

Table 8. Comparison of participants’ mean beck anxiety 
scale scores before and after training 

Features Mean ± SD p

Mothers’ BAI scores

Before training 9.05±7.29
0.000

After training 5.56±5.38

Fathers’ BAI scores
Before traning 3.13±3.60

0.000
After training 2.02±2.49

(p<0.05), SD: Standard deviation, BAI: Beck anxiety inventory
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Hungarian study found 17.9%, a study from the USA found 
30-38%, and a Latin American study found approximately 30% 
(64). Reports from Turkey found the prevalence of anxiety as 12-
34% and the prevalence of depression as 19-53% (65-68).  

Studies investigating the prevalence of psychological distress 
during pregnancy demonstrated that 13-25% of women 
in developed countries experience clinically significant 
psychological distress attacks, especially depression or anxiety 
disorders (69,70). Another study found the prevalence of distress 
in pregnancy between 41.7% and 51% (71). Studies on this 
topic from Turkey are limited. Karacam and Ancel found the 
prevalence of depressive symptoms in pregnancy as 27.3% (72). 
Golbaşı et al. (73) used the Edinburgh Postnatal Depression 
Scale (EPDS) and found the prevalence of depressive symptoms 
during pregnancy as 28.6%. Lee et al. found anxiety in 54% 
of pregnant women and depression in 37.1% (74). Studies that 
investigated the prevalence of anxiety and depression in Turkey 
and in various cultures gave similar results (16,75). 

In our study, anxiety level was mild in pregnant women and 
minimal in their spouses. With the training program and social 
support process, the anxiety levels decreased in both groups, and 
the difference was statistically significant. With these results H1 
hypothesis, “Online pregnancy school education has a positive 
effect on reducing the anxiety rates of pregnant women and their 
partners” was accepted.

It is very important for a healthy mother, baby, and family that 
psychosocial health, which may affect the processes of pregnancy, 
birth, postpartum, and parenting is addressed by nurses. Nurses 
are the members of the healthcare team in the most appropriate 
position to provide opportunities for the pregnant woman and 
her family by preparing an environment for expressing feelings 
and concerns during pregnancy, using positive coping strategies, 
organizing family relationships, and activating existing social 
support systems effectively. In this adaptation process, nurses 
frequently support the needs of pregnant women and their 
families with their educator and counselor roles. In order to 
protect and improve the health of the woman and her family 
with a holistic approach in the nursing process during the care 
of the pregnant woman, it is important to determine the effects 
of psychosocial health on pregnancy experience and the support 
that prospective parents receive from their social environment 
(24,28,30,31). In this context, nurses may activate the existing 
social support of pregnant women and prevent possible 
psychosocial health problems.

Conclusion 
We found that the participants were generally knowledgeable 
about COVID-19 infection control measures and applied 
protection measures. During the pandemic, the most common 
worries of the pregnant women and their spouses were not to 
have a spouse or a relative at birth, and contracting COVID-19 
from healthcare workers or other patients  (p<0.05). We found 
that the changes experienced during pregnancy and the pandemic 
period increased the anxiety levels and supportive needs of 
pregnant women and their spouses.

Pregnant women need support to maintain their balance 
during pregnancy and birth. Health personnel who will provide 
this assistance must be competent in the psychological and 
physiological changes that will occur during pregnancy and 
must have developed communication skills. Together with the 
pregnant woman, the family and especially her husband should 
be educated about the physiological and psychological aspects 
of pregnancy. National and international support groups and 
antenatal mental health units should be established to provide 
education, support, and professional assistance to women and 
their spouses. For this reason, anxiety symptoms should be taken 
seriously, evaluated well, and pregnant women and their families 
should be supported with training and holistic approaches, 
especially during periods of radical changes such as pandemic 
periods. 
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