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Abstract

Purpose: This study aimed to assess the prevalence of anxiety and depression and

related factors in pregnant women during the coronavirus disease 2019 (COVID‐19)
pandemic.

Design and Methods: This cross‐sectional study was conducted on 403 pregnant

women using a web‐based survey. The hospital anxiety and depression scale was

used to measure anxiety and depression.

Findings: The prevalence of anxiety and depression was 64.5% and 56.3%, re-

spectively. Working status, physical activity status, discomfort with hospital visits,

having information about COVID‐19, and being informed by healthcare workers

about COVID‐19 were factors related to anxiety (p < .05). Education level, physical

activity status, discomfort with hospital visits, and having information about

COVID‐19 were factors related to depression (p < .05).

Practice Implications: The aforementioned factors should be considered for

reducing anxiety and depressive symptoms during pregnancy.
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1 | INTRODUCTION

Coronavirus disease 2019 (COVID‐19) started in Wuhan, China, in

December 2019 and was declared by the World Health Organization

(WHO) as the beginning of an international pandemic.1 The Chinese

government declared the person‐to‐person transmission of COVID‐
19 on January 20, 2020; this has significantly increased global con-

cern and uncertainty.2 Following this, the WHO upgraded the

COVID‐19 classification to a global pandemic in March 2020

(WHO1). COVID‐19 has rapidly spread throughout the world, with

the total number of cases exceeding 500,000 globally as of March

27, 2020.3 The COVID‐19 pandemic has drastically changed the daily

lives of millions of people worldwide.4 Strict measures have been

implemented to prevent the spread of the virus,5 and people have

been advised to stay at home.6

Studies have revealed that there is no risk of fetal transmission of

COVID‐19 and that pregnant women are not at risk of serious COVID‐
19 infection.7–9 However, many pregnant women worry about going to

hospitals because of the fear of COVID‐19.6 In Wuhan, 41.9% of

pregnant women have refused to visit the hospital for their pregnancy

follow‐ups and the number of pregnant women wanting a cesarean

delivery instead of waiting for labor in the hospital has increased.10 In

the USA, face‐to‐face prenatal consultation has been found to be the

most important factor that increases anxiety in pregnant women during

the COVID‐19 pandemic.11 In India, the most common concern re-

ported by pregnant women to obstetricians is visiting the hospital for
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prenatal check‐ups and ultrasound scans.12 In a previous study, 64.3%

of women were found to experience a psychological change during

pregnancy.13 More than half of pregnant women in China were found

to have moderate psychological symptoms.14

Uncertainty about the duration of the COVID‐19 pandemic in-

creases the anxiety level of pregnant women.15 However, there is no

definitive information on the effect of COVID‐19 on the mental health

of pregnant women.16 Pregnant women are concerned about the

harmful effects of the virus on their own health and fetal health (Ng

et al.35). In China, pregnant women reported an increase in their anxiety

due to the thought that COVID‐19 would be transmitted to their fetus

by vertical transmission.2 In Canada, perinatal loss was reported to be

the most common concern.17 Moreover, in Ireland, pregnant women

reported being excessively concerned about their unborn babies,18 while

in Italy, they reported having high anxiety regarding vertical transmis-

sion.16 Stress‐related anxiety during pregnancy may result in fetal death

or fetal abnormalities.16 Pregnant women are more likely to develop

anxiety and depression during the COVID‐19 pandemic6; the prevalence

of anxiety in pregnant women has been reported to range from 63% to

68%.16–18 In addition, higher levels of anxiety and depression have been

reported in pregnant women than in nonpregnant women.6,19 A high

level of anxiety in pregnant women during the pandemic may negatively

affect pregnancy and fetal outcomes.11 Increased anxiety during preg-

nancy also leads to a high risk of postpartum depression or other mood

disorders.20 In developed countries, 10% of pregnant women experience

depression and the number of antidepressants prescribed to pregnant

women has increased in the last decade.21 Providing isolation, commu-

nication, and psychological assistance during the COVID‐19 pandemic is

particularly beneficial for preventing negative impacts on the mental

health of pregnant women and on the fetus.2 The impact of COVID‐19
on the mental health of pregnant women should be evaluated.22

Being aware of and connecting with support systems for peri-

natal mental health protects the mental health of pregnant women.23

Assessment of the effects of COVID‐19 on anxiety and depression

during pregnancy is important to determine the role of support

systems in pregnancy and the possible impacts on the postpartum

period. The present study aimed to examine the level and prevalence

of anxiety and depression and related factors in pregnant women

during the COVID‐19 pandemic.

2 | METHODS

2.1 | Research design

This cross‐sectional study was conducted using a web‐based online

survey via Facebook pregnancy groups in June and July 2020.

2.2 | Participants

The study was conducted on 403 pregnant women who were over

18 years old, were willing to complete an online survey, had no

history of psychological disorders, and did not use any psychiatric

medication.

2.3 | Data collection

Pregnant women from the Facebook pregnancy groups were invited

to participate in the study via an online survey link. They were in-

formed about the study on the first page of the online survey. The

survey contained three parts: the first part contained questions on

sociodemographic and clinical characteristics, the second part con-

tained questions on the knowledge and attitude about COVID‐19,
and the third part contained 14 items of the hospital anxiety and

depression scale (HADS) for evaluating psychological distress.

2.3.1 | The first part of the survey: evaluation of
sociodemographic and clinical characteristics

Sociodemographic and clinical data included age, education level

(<9 years, ≥9 years), working status during pregnancy (yes or no),

gestational week, presence of a chronic illness (yes or no), regular

physical activity (such as walking or pregnancy exercises) (yes or no),

and smoking during pregnancy (yes or no).

2.3.2 | The second part of the survey: evaluation
of the knowledge and attitude of pregnant women
about COVID‐19

The knowledge and attitude of pregnant women about COVID‐19
were evaluated using six questions with two options (yes or no): (1) Do

you experience discomfort with visiting the hospital or doctor for your

pregnancy follow‐up visits? (2) Do you visit the hospital regularly for

your pregnancy follow‐up visits? (3) Do you follow the isolation rules

during the pregnancy follow‐up visits? (4) Does your doctor/nurse/

midwife follow the isolation rules during the pregnancy follow‐up
visits? (5) Do you have any information about the effects of COVID‐19
on pregnancy? (6) Does your doctor/nurse/midwife give you detailed

information about the effects of COVID‐19 on maternal and fetal health?

2.3.3 | The third part of the survey: evaluation
of psychiatric symptoms

The HADS consists of 14 items and two subscales24 and has been

validated previously.25 It was used to evaluate the anxiety and de-

pressive symptoms in pregnant women in the present study. HADS‐
anxiety and HADS‐depression scores were derived by summing the

subscale items. Higher HADS‐anxiety and HADS‐depression scores

indicate higher anxiety and depression levels, respectively. Pregnant

women with HADS‐anxiety scores ≥8 were classified as having an-

xiety, while those with HADS‐depression scores ≥8 were classified as
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having depression. The Cronbach's alpha coefficient of the HADS

was found to be 0.94, indicating good reliability.

2.4 | Ethical statement

The present study was approved by the Trakya University Scientific

Research Ethics Committee (2020‐268). An electronic informed

consent was presented on the first page of the online survey. The

participants were electronically informed on the first page of the

survey that they were volunteering to participate and that they could

withdraw from the survey at any time.

2.5 | Statistical analysis

Normality of the numeric variables was tested using the

Shapiro–Wilk test. Numeric results are presented as the mean ±

standard deviation for normally distributed data and median

(min–max) for non‐normally distributed data. Categorical variables

are presented as the number and percentage. HADS‐anxiety and

HADS‐depression scores between two categories of variables were

compared using the Mann–Whitney U test due to non‐normal dis-

tribution. Spearman correlation analysis was performed to in-

vestigate the association of age and gestational week with HADS‐
anxiety and HADS‐depression scores. Statistical analysis was per-

formed using IBM SPSS Statistics for Windows, Version 20.0 (IBM

Corp). A p < .05 was considered statistically significant.

3 | RESULTS

3.1 | Demographic and clinical characteristics
of the participants

The demographic and clinical characteristics are shown in Table 1.

The mean age of the participants was 28.2 ± 4.5 years (range, 18–41

years), and their mean gestational week was 27.3 ± 8.8.

3.2 | Knowledge and attitudes of pregnant women
about COVID‐19

In total, 68% of the participants reported that they experienced dis-

comfort with visiting the hospital or doctor for their pregnancy follow‐
up visits, while 79.2% reported that they regularly visited the hospital

for their pregnancy follow‐up visits during the COVID‐19 pandemic.

Almost all the pregnant women (95.8%) and healthcare workers (94.3%)

reported that they followed the isolation rules during the pregnancy

follow‐up visits. Moreover, 57.1% of the participants reported that they

had information about the effects of COVID‐19 on pregnancy; however,

32.8% reported that they were informed by their doctor/nurse/midwife

about the effect of COVID‐19 on maternal and fetal health (Table 2).

3.3 | Anxiety and depression in pregnant women
during the COVID‐19 pandemic

The average HADS‐anxiety score of the participants was 9.6 ± 6.4,

and their average HADS‐dDepression score was 8.7 ± 5.2. The

prevalence of anxiety and depression in pregnant women during

the COVID‐19 pandemic was 64.5% and 56.3%, respectively

(Table 3).

3.4 | Univariate analysis of factors related
to anxiety and depression in pregnant women during
the COVID‐19 pandemic

Spearman correlation analysis revealed that age was not correlated

with HADS‐anxiety (r = −0.036; p = .467) and HADS‐depression
(r = −0.027; p = .592) scores. Similarly, gestational week was not

correlated with HADS‐anxiety (r = 0.026; p = .598) and HADS‐
depression (r = −0.019; p = .701) scores.

HADS‐anxiety and HADS‐depression scores were significantly

higher in pregnant women whose education level was less than

9 years, who were not working, who were not engaging in physical

activity, and who were smokers (p < .05 for all). In addition, pregnant

women who had a chronic illness had higher HADS‐anxiety (p = .013)

and HADS‐depression (p = .074) scores (Table 4).

HADS‐anxiety and HADS‐depression scores were significantly

higher in pregnant women who experienced discomfort with visiting

the hospital or doctor for follow‐up visits (Q1), who did not go for

follow‐up visits regularly (Q2), and who did not follow the isolation

TABLE 1 Demographic and clinical characteristics of the
pregnant women

N = 403

Age, years, mean ± SD 28.2 ± 4.5

Gestational week, mean ± SD 27.3 ± 8.8

Education, years, n (%)

<9 76 (18.9)

≥9 327 (81.1)

Working status during pregnancy, n (%)

Yes 168 (41.7)

No 235 (58.3)

Chronic illness, n (%)

Yes 37 (9.2)

No 366 (90.8)

Regular physical activity, (walking or pregnancy exercise), n (%)

Yes 205 (50.9)

No 198 (49.1)

Smoking during pregnancy, n (%)

Yes 32 (7.9)

No 371 (92.1)
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rules (Q3). Similarly, these scores were significantly higher in preg-

nant women when the isolation rules were not followed by the

healthcare workers during pregnancy follow‐up visits (Q4). In addi-

tion, HADS‐anxiety and HADS‐depression scores were significantly

higher in pregnant women who had no information about the effects

of COVID‐19 on pregnancy (Q5) and who were not informed by

healthcare workers about the effects (Q6) (Table 5).

3.5 | Multivariate analysis of factors related to the
development of anxiety and depression in pregnant
women during the COVID‐19 pandemic

Of the 11 probable factors related to the development of anxiety

that were entered into multivariate logistic regression analysis, five

factors were found to be significant (Table 6 and Figure 1). The risk

of anxiety in pregnant women who were not working was 1.87 times

(95% confidence interval [CI]: 1.01–3.48] higher than that in preg-

nant women who were working (p = .047). In addition, the risk of

anxiety in pregnant women who did not engage in regular physical

activity was 1.93 times (95% CI: 1.05–3.56) higher than that in

pregnant women who engaged in regular physical activity (p = .034).

Further, the risk of anxiety in pregnant women who experienced

discomfort with visiting the hospital or doctor for follow‐up visits

was 8.87 times (95% CI: 4.76–16.51) higher than that in pregnant

women did not experience discomfort with these visits (p < .001). The

risk of anxiety in pregnant women who did not have any information

about the effects of COVID‐19 on pregnancy was 3.4 times (95% CI:

1.56–7.43) higher than that in pregnant women who had this in-

formation (p = .002). Moreover, the risk of anxiety in pregnant wo-

men who were not informed by their doctor/nurse/midwife about

the effect of COVID‐19 was 2.6 times (95% CI: 1.31–5.17) higher

than that in pregnant women who had this information (p = .006).

TABLE 2 The knowledge and attitudes of pregnant women about
the COVID‐19

N %

Q1. Do you experience discomfort with visiting the

hospital or doctor for your pregnancy follow‐up
visits?

Yes 274 68.0

No 129 32.0

Q2. Do you visit the hospital regularly for your

pregnancy follow‐up visits?

Yes 319 79.2

No 84 20.8

Q3. Do you follow the isolation rules during the

pregnancy follow‐up visits?

Yes 386 95.8

No 17 4.2

Q4. Does your doctor/nurse/midwife follow the

isolation rules during the pregnancy follow‐up
visits?

Yes 380 94.3

No 23 5.7

Q5. Do you have any information about the effects of

COVID‐19 on pregnancy?

Yes 230 57.1

No 173 42.9

Q6. Does your doctor/nurse/midwife give you detailed

information about the effects of COVID‐19 on

maternal and fetal health?

Yes 132 32.8

No 271 67.2

Abbreviation: COVID‐19, coronavirus disease 2019.

TABLE 3 HADS‐anxiety and HADS‐depression levels in pregnant
women during the COVID‐19 pandemic

Mean ± SD

Median

(Min–Max)

HAD‐anxiety score 9.6 ± 6.4 10 (0–21)

HAD‐depression score 8.7 ± 5.2 9 (0–21)

Prevalence of anxiety

(HADS‐anxiety score ≥8)

64.5%

Prevalence of depression

(HADS‐depression score ≥8)

56.3%

Abbreviations: COVID‐19, coronavirus disease 2019; HADS, hospital

anxiety and depression scale.

TABLE 4 Comparison of HADS‐anxiety and HADS‐depression
scores of the pregnant women by sociodemographic and clinical
characteristics

HADS‐anxiety HADS‐depression

Education (years)

<9 13 (0–21) 11 (1–19)

≥9 9 (0–21) 8 (0–21)

p <.001 <.001

Working status during pregnancy

Yes 6.5 (0–21) 5 (0–20)

No 11 (0–21) 10 (0–21)

p <.001 <.001

Chronic illness

Yes 12 (0–21) 11 (0–21)

No 10 (0–21) 9 (1–19)

p .013 .074

Regular physical activity, (walking or pregnancy exercise)

Yes 7 (0–1) 5 (0–19)

No 12 (0–21) 11 (0–21)

p <.001 <.001

Smoking during pregnancy

Yes 13.5 (0–21) 11.5 (2–19)

No 10 (0–21) 8 (0–1)

p .001 .001

Note: Median (min–max).

Abbreviation: HADS, hospital anxiety and depression scale.

KAHYAOGLU SUT AND KUCUKKAYA | 863



Finally, the risk of anxiety was higher in pregnant women who had

lower education levels (odds ratio = 2.36; CI: [0.99–5.66]; p = .054).

Four significantly independent risk factors were determined to

be related to the development of depression (Table 6 and Figure 2).

The risk of depression in pregnant women whose education level was

less than 9 years was 2.76 times higher (95% CI: 1.22–6.28) than that

in pregnant women whose education level was 9 years or above

(p = .015). In addition, the risk of depression in pregnant women who

did not engage in regular physical activity was 2.36 times (95% CI:

1.34–4.18) higher than that in pregnant women who engaged in

regular physical activity (p = .003). The risk of depression in pregnant

women who experienced discomfort with visiting the hospital or

doctor for follow‐up visits was 6.61 times (95% CI: 3.43–12.75)

higher than that in pregnant women who did not experience dis-

comfort with these visits (p < .001). Moreover, the risk of depression

in pregnant women who did not have any information about the

effects of COVID‐19 on pregnancy was 8.87 times (95% CI:

4.23–18.59) higher than that in pregnant women who had this

information (p < .001).

4 | DISCUSSION

The present study revealed that the prevalence of anxiety and de-

pression in pregnant women during the COVID‐19 pandemic was

64.5% and 56.3%, respectively. Previous studies have reported the

prevalence of anxiety in pregnant women to be between 63% and

68% during the COVID‐19 pandemic.16–18 The prevalence of anxiety

and depression in pregnant women was between 7.8% and 22.3%

before the pandemic.26,27 Thus, the prevalence of anxiety and

TABLE 5 Comparison of HADS‐anxiety and HADS‐depression scores by the knowledge and attitudes of pregnant women related to
COVID‐19

HADS‐anxiety HADS‐depression

Q1. Do you experience discomfort with visiting the hospital

or doctor for your pregnancy follow‐up visits?

Yes 12 (0–21) 11 (2–19)

No 10 (0–21) 9 (0–21)

p <.001 <.001

Q2. Do you visit the hospital regularly for your pregnancy

follow‐up visits?

Yes 9 (0–21) 8 (0–21)

No 14 (2–21) 13 (1–21)

p <.001 <.001

Q3. Do you follow the isolation rules during the pregnancy

follow‐up visits?

Yes 10 (0–21) 8 (0–21)

No 19 (0–21) 18 (0–21)

p <.001 <.001

Q4. Does your doctor/nurse/midwife follow the isolation

rules during the pregnancy follow‐up visits?

Yes 10 (0–21) 8 (0–21)

No 21 (0–21) 18 (0–19)

p <.001 <.001

Q5. Do you have any information about the effects of

COVID‐19 on pregnancy?

Yes 7 (0–21) 5 (0–21)

No 13 (0–21) 11 (1–21)

p <.001 <.001

Q6. Does your doctor/nurse/midwife give you detailed

information about the effects of COVID‐19 on maternal

and fetal health?

Yes 0 (0–21) 3 (0–18)

No 12 (0–21) 11 (0–21)

p <.001 <.001

Note: Median (min–max).

Abbreviations: COVID‐19, coronavirus disease 2019; HADS, hospital anxiety and depression scale.
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depression in pregnant women has significantly increased after the

spread of COVID‐19 throughout the world.

The risk of anxiety and depression in pregnant women with low

education levels was found to be higher in the present study. Simi-

larly, low education levels have been found to be associated with a

high prevalence of anxiety and depression in Chinese pregnant

women.28 Furthermore, the risk of psychological abnormality has

been reported to be higher in pregnant women with less than high

school education.6 These findings indicate that education is an im-

portant factor related to the development of anxiety and depression

during pregnancy and that pregnant women with low education le-

vels have a high risk of developing anxiety and depressive symptoms.

Nanjundaswamy et al.12 found that approximately 35% of preg-

nant women in India have job‐related concerns. A significant positive

relationship has been reported between unemployment and prenatal

depression in pregnant women (Ma et al.26). Moreover, being a

housewife (i.e., being unemployed) during pregnancy has been found

to be a risk factor related to the development of anxiety and

depression.29 In accordance with previous findings, the present study

revealed that the risk of anxiety and depression is higher in pregnant

women who are not working during the pandemic. Being unemployed

or being a housewife during the pandemic increases the time spent at

home and reduces socialization and interpersonal communication,

thereby increasing the risk of anxiety and depression.

The present study revealed that regular physical activity is an

important factor related to the development of anxiety and de-

pression during pregnancy. Pregnant women who do not engage in

regular physical activity have a higher risk of anxiety and depression.

Regular activity during pregnancy has been shown to have a pro-

tective effect on the development of anxiety and depressive

symptoms.29 Furthermore, there is a positive relationship between a

sedentary lifestyle and the development of mental problems in the

second trimester and an inverted U‐shaped curvilinear relationship

in the third trimester.30 Half of the pregnant women who prefer to

stay at home during the pandemic do not engage in regular physical

activity. However, regular physical activities doing during pregnancy

have a protective effect on the development of anxiety and de-

pressive symptoms.

TABLE 6 Effect of socio‐demographic variables, knowledge, and attitudes of pregnant women about COVID‐19 on anxiety and depression

HADS‐anxiety (≥8) HADS‐depression (≥8)

p OR (95% CI) p OR (95% CI)

Education (years)

<9 .054 2.36 (0.99–5.66) .015 2.76 (1.22–6.28)

Working status during pregnancy

No .047 1.87 (1.01–3.48) .101 1.66 (0.91–3.03)

Chronic illnes

No .760 1.17 (0.43–3.13) .342 1.56 (0.62–3.92)

Regular physical activity

No .034 1.93 (1.05–3.56) .003 2.36 (1.34–4.18)

Smoking during pregnancy

Yes .319 1.9 (0.54–6.67) .151 2.27 (0.74–6.95)

Q1. Do you experience discomfort with visiting the hospital or doctor for your

pregnancy follow‐up visits?

Yes <.001 8.87 (4.76–16.51) <.001 6.61 (3.43–12.75)

Q2. Do you visit the hospital regularly for your pregnancy follow‐up visits?

No .176 1.82 (0.77–4.31) .890 1.05 (0.51–2.16)

Q3. Do you follow the isolation rules during the pregnancy follow‐up visits?

No .310 5.76 (0.2–169.5) .632 1.68 (0.2–14.18)

Q4. Does your doctor/nurse/midwife follow the isolation rules during the

pregnancy follow‐up visits?

No .685 0.65 (0.08–5.1) .991 1.01 (0.19–5.5)

Q5. Do you have any information about the effects of COVID‐19 on pregnancy?

No .002 3.4 (1.56–7.43) <.001 8.87 (4.23–18.59)

Q6. Does your doctor/nurse/midwife give you detailed information about the

effects of COVID‐19 on maternal and fetal health?

No .006 2.6 (1.31–5.17) .093 1.78 (0.91–3.48)

Abbreviations: CI, confidence interval; COVID‐19, coronavirus disease 2019; HDAS, hospital anxiety and depression scale; OR, odds ratio.
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In the present study, more than half of the pregnant women

(68%) stated that they experience discomfort with visiting the hos-

pital or doctor for face‐to‐face follow‐up visits. There is a very high

risk of anxiety and depression in pregnant women who experience

discomfort with such follow‐up visits. In Wuhan, 41.9% of pregnant

women stated that they refused to visit any hospital because of the

fear of infection and that they would postpone antenatal care and

prenatal hospitalization. Of the pregnant women, 12.8% reported

that they wanted to have a cesarean delivery instead of waiting for

labor at the hospital.10 In Israel, 68.7% of pregnant women reported

being concerned about going for pregnancy examinations.15

Face‐to‐face prenatal consultation is the most important factor that

increases anxiety during pregnancy in the USA. Consequently, pregnant

women plan to not give birth in the hospital. While the rate of planning to

give birth in the hospital was 96.4% before the COVID‐19 pandemic, it

decreased to 87.7% during the pandemic.11 In India, the most common

concern reported by pregnant women to obstetricians is the fear of

getting infected during hospital visits for prenatal check‐ups and ultra-

sound scans.12 Avoiding prenatal follow‐ups can lead to conditions that

threaten pregnancy outcomes, for example, ectopic pregnancy, delayed

detection of fetal congenital anomalies, uncontrolled hypertension and

pre‐eclampsia, postterm birth, and dystocia.31–33

More than 2% of pregnancies are ectopic, and 3%–5% of chil-

dren are born with genetic disorders or congenital disabilities.6

Although the cancelation of hospital follow‐up visits can reduce the

risk of infections, it can cause more serious problems. Pregnant

women are concerned about getting infected with COVID‐19 during

hospital visits; however, the maternal and fetal health benefits of

such visits should be considered.

Pregnant women who do not have information about the effects

of COVID‐19 on pregnancy and who are not informed by their

doctor/nurse/midwife about the effects have a high risk of anxiety

and depression. As limited information is available about the effects

of COVID‐19 on pregnancy, pregnant women have a high risk of

anxiety and psychological distress.15 The concerns of pregnant

women also increase with the thought that the virus would be

transmitted to the fetus by vertical transmission.2 However, there is

still no evidence of in utero or placental transmission of COVID‐19
from infected pregnant women to fetuses.6–8,36

The irrational use of social media to inform about the effects of

COVID‐19 increases the risk of anxiety and fear of getting in-

fected.34 Most pregnant women want to learn about personal pro-

tection, susceptibility to COVID‐19, and intrauterine transmission.8

There is an urgent need for healthcare workers to manage the psy-

chological distress of pregnant women during the pandemic. Mid-

wives have played a very important role in providing care, health

education, and counseling to pregnant women during and after the

severe acute respiratory syndrome epidemic.35 Not having enough

information about the effects of COVID‐19 on pregnancy and being

uncertain about the duration of the pandemic increase the risk of

anxiety and depression in pregnant women. Therefore, doctors/

nurses/midwives should provide evidence‐based information about

the effects of COVID 19 on pregnancy according to the scientific

literature to pregnant women.

4.1 | Study limitations

The present study has several limitations. One of the limitations is its

cross‐sectional design. The investigation of causal relationships is

more difficult with a cross‐sectional design than with a longitudinal

design. Another limitation is that participation in the study was

voluntary; therefore, there is the possibility of selection bias. The

results of the present study may not be generalizable because of

sociocultural differences.

5 | CONCLUSION

The prevalence of anxiety and depression in pregnant women has

significantly increased during the COVID‐19 pandemic. Having low

education levels, not engaging in regular physical activity,

F IGURE 1 Forrest plot of significantly factors related to anxiety
in pregnant women, odds ratios and 95% confidence intervals.
Q1: Do you experience discomfort with visiting the hospital or
doctor for your pregnancy follow‐up visits?, yes; Q5: Do you have
any information about the effects of coronavirus disease 2109
(COVID‐19) on pregnancy?, no; Q6: Does your doctor/nurse/midwife
give you detailed information about the effects of COVID‐19 on
maternal and fetal health?, no

F IGURE 2 Forrest plot of significantly factors related to
depression in pregnant women, odds ratios and 95% confidence
intervals. Q1: Do you experience discomfort with visiting the hospital
or doctor for your pregnancy follow‐up visits?, yes. Q5: Do you have
any information about the effects of COVID‐19 on pregnancy?, no.
COVID‐19, coronavirus disease 2019
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experiencing discomfort with face‐to‐face hospital visits, and not

having information about the effects of COVID‐19 on pregnancy are

important factors related to the development of both anxiety and

depression in pregnant women. In addition, being unemployed and

not being informed by the doctor/nurse/midwife about the effects of

COVID‐19 are important factors related to the development of

anxiety.

5.1 | Implications for nursing practice

Pregnant women are prone to anxiety and depression during the

COVID‐19 pandemic. High levels of anxiety and depression can have

long‐term effects on maternal and fetal health. Protective targets are

needed within the framework of the related factors. Doctors/nurses/

midwives should provide evidence‐based information to pregnant

women about the effects of COVID‐19 on pregnancy. In addition,

pregnant women should be questioned to assess anxiety and de-

pressive symptoms. Timely psychological support should be provided

to pregnant women with mental health issues. Online psychological

support should be provided to pregnant women by specialists.

Moreover, planning physical activity for pregnant women and en-

couraging them to engage in social activities are very important to

reduce the development of anxiety and depression during pregnancy.
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