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บทคดัยอ่  

วตัถปุระสงค์: เพื่ออธบิายความกลวัการคลอดบุตรและปัจจยัท านาย ในมารดา

ตัง้ครรภ์ที่มคีวามเสีย่งสูง วิธีการศึกษา: การศกึษาภาคตดัขวางเชงิคาดการณ์

สหสมัพนัธ์ทีค่ลนิิกฝากครรภ์ของหน่วยสุขภาพครอบครวัของโรงพยาบาลบไวลา 

ลลิองเว มาลาว ีช่วงมนีาคม 2567 รวบรวมมารดาตัง้ครรภ์ทีม่คีวามเสีย่งสูงอายุ 

15 ถงึ 40 ปี รวบรวมขอ้มลูโดยใชแ้บบสอบถามทางประชากรและสงัคม ความกลวั

การคลอดบุตร ความรู้เกี่ยวกบัการเตรยีมตวัคลอดบุตร มาตรวดัความกลวัการ

คลอดบุตรแบบเหน็ภาพโดยใชก้ระดาษ มาตรวดัภาวะซมึเศรา้หลงัคลอดของเอดนิ

เบอร์ก การสนับสนุนทางสงัคม และความไว้วางใจในความสมัพนัธ์ทางสุขภาพ  

ทดสอบความสมัพนัธ์แบบเพยีร์สนัต์และพอทย์ไบซเีรยีล และสหสมัพนัธ์ถดถอย

แบบมาตรฐาน ผลการศึกษา: คะแนนเฉลี่ยความกลวัการคลอดบุตรอยู่ในระดบั

ต ่า (20.43, SD=10.49)) ความรูเ้กีย่วกบัการเตรยีมตวัคลอดบุตร ความเจบ็ปวดที่

เกี่ยวข้องกับการตัง้ครรภ์ ภาวะแทรกซ้อนที่เกี่ยวข้องกับการตัง้ครรภ์ ภาวะ

ซึมเศร้าขณะตัง้ครรภ์ การสนับ  สนุนจากคู่สมรส และความไว้วางใจใน

ความสมัพนัธ์ทางสุขภาพร่วมกนัท านายความสมัพนัธก์บัความกลวัการคลอดบุตร 

19.0% (R2 = 0.190, F6,116 = 4.53, P-value < 0.001  และภาวะซึมเศร้าขณะ

ตัง้ครรภ์ (β = 0.256, P-value = 0.007) และความรู้เกี่ยวกบัการเตรยีมตวัคลอด

บุตร (β = -0.196, P-value = 0.022) ท านายความสมัพนัธไ์ดอ้ย่างมนีัยส าคญัทาง

สถติ ิสรปุ: มารดาตัง้ครรภ์ทีม่คีวามเสีย่งสงูมคีวามกลวัการคลอดบุตรในระดบัต ่า 

โดยมคีวามรูเ้กี่ยวกบัการเตรยีมตวัคลอดบุตรและภาวะซมึเศรา้ขณะตัง้ครรภ์เป็น

ปัจจยัท านายส าคญั ควรใหสุ้ขศกึษาอย่างลกึซึ้งเกีย่วกบัการเตรยีมการคลอดบุตร

ร่วมกับการให้บริการทางสุขภาพจิตในระหว่างการตัง้ครรภ์ เพื่อป้องกันภาวะ

ซมึเศรา้และวติกกงัวล  

ค าส าคญั: ความกลวัการคลอดบุตร; ภาวะซมึเศรา้ขณะตัง้ครรภ์; ความรูเ้กีย่วกบั

การเตรยีมตวัคลอดบุตร; การตัง้ครรภท์ีม่คีวามเสีย่งสงู; มาลาว ี

 

 

 

Abstract 

Objectives: To describe the level of fear of childbirth (FoC) and its predicting 
factors among high-risk pregnant mothers. Methods: A correlative predictive 
cross-sectional study was conducted at the Antenatal Clinic of the Family 
Health Unit (FHU) of Bwaila Hospital, Lilongwe, Malawi in March 2024. High-
risk pregnant mothers aged between 15 and 40 years were included. Data 
were collected using socio-demographic questionnaire, fear of childbirth 
questionnaire, knowledge of childbirth preparation questionnaire, paper-
based visual analog pain scale, Edinburgh postnatal depression scale, social 
support effectiveness questionnaire, and the health relationship trust scale. 
Associations were tested by Pearson’s product-moment and point-biserial 
correlation, and multiple linear regression. Results: The participant's FoC 
was low (mean score = 20.43, SD = 10.49). Knowledge of childbirth 
preparedness, pregnancy-related pain, pregnancy-related complications, 
antenatal depression, partner support, and maternal trust in midwife 
predicted FoC, explaining 19.0% variance of FoC (R2 = 0.190, F6,116 = 4.53, 
P-value < 0.001). Only antenatal depression (β  = 0.256, P-value = 0.007) 
and knowledge of childbirth preparedness (β  = -0.196, P-value = 0.022) 
significantly predicted FoC. Conclusion: The level of FoC among high-risk 
pregnant mothers was low and only knowledge of childbirth preparedness 
and antenatal depression significantly predicted FoC. High-risk pregnant 
mothers should be provided with childbirth preparation and integrated mental 
health services in ANC to prevent antenatal depression and anxiety.   

Keywords: fear of childbirth; antenatal depression; knowledge of childbirth 

preparedness; high-risk pregnancy; Malawi  

 
 
 
 
 
 

 
 

Introduction  

While the World Health Organization (WHO) has not 
directly addressed fear of childbirth (FoC), it acknowledges the 
major public health challenge posed by maternal mental 
health problems1, with nearly 20% of women experiencing 
mental health conditions during or after pregnancy WHO.2 

Thus, neglecting mental health can adversely affects both 
mothers' and infants' well-being.2 Therefore, there is a need 
for a stronger focus on mental health status in the delivery of 
integrated maternal and child health services.1 Childbirth is a 
significant and often stressful milestone for women, marked 
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by a range of emotions from joy and satisfaction to anxiety 
and fear.3 When feelings of uncertainty and anxiety about 
childbirth are influenced by personal beliefs, experiences, and 
personality traits, they can result in a pronounced fear of 
childbirth.3 This fear is defined as a negative perception of 
birth, leading to anxiety and impaired daily functioning and 
well-being in pregnant women.4  

Globally the prevalence of FoC varies among countries 
with global prevalence rates of 14%.5 African countries like 
Tanzania, Ethiopia, and Kenya reported 16.0 %, 22.1%, and 
24.5% of FoC respectively.6-8 FoC has also been reported in 
Malawi, with low-risk pregnant women experiencing higher 
rates (20%) of FoC compared to postpartum women.9 

All pregnant women have some degree of FoC. However, 
if the fear reaches a serious level, it has negative effects on 
the mother, baby, and partner. These effects include abnormal 
fetal development termination of a wanted pregnancy, request 
for caesarian birth without medical indication, sleep 
disturbances, cognitive impairment, and development of Post-
Traumatic Stress Disorder (PTSD).10 Furthermore, FoC also 
leads to the development of FoC in the partner, increased pain 
during labor, unfavorable birth outcomes that impact mother-
child bonding, and postpartum depression.11 

Lilongwe is the capital city of Malawi and the biggest city 
with a total population of 1637,583.12 Located in this city is 
Bwaila Hospital, a district hospital providing a range of 
services. Bwaila Hospital acts as a referral center for all the 
high-risk pregnant mothers within the district. A high-risk 
pregnancy is defined as a pregnancy that is complicated by 
factors (fetal or maternal) that negatively impact the pregnancy 
outcome (maternal, perinatal, or both). The risks include 
anemia, heart disease, hypertension, gestational diabetes, 
HIV infection, malpresentation, multiple pregnancies (such as 
twins or triplets), fetal anomalies, complications from previous 
pregnancies (e.g., uterine scars from prior cesarean sections), 
and extreme maternal ages (teenage or advanced maternal 
age). Pregnant women may face risks before conception due 
to a variety of reasons, and some pregnancies may become 
high-risk as they progress. Although not many studies have 
focused specifically on high-risk pregnancies, FoC among 
women with high-risk pregnancies is also common. 13 
Researchers have reported that in high-risk pregnancies fears 
arise from various factors such as the diagnosis of high-risk 
status (managing a high-risk pregnancy), pregnancy-related 
complications, potential for adverse outcomes, uncertainty of 

the unknown, lack of information about high-risk pregnancies, 
and loss of control over the gestational situation14 potentially 
leading to FoC.15  

High-risk pregnancies are expected to have intensive 
utilization and frequent visits to the antenatal clinic for 
monitoring of their conditions and psychological support. 
However, in settings like Malawi, it may be difficult for high-
risk pregnant mothers to adequately utilize the service due to 
a strained healthcare system that poses significant 
challenges, including inadequate emergency obstetric care, a 
shortage of qualified healthcare professionals, limited access 
to high-quality healthcare16, and insufficient maternal health 
services. 9  As a result, high-risk pregnant mothers face 
uncertainties about receiving timely and appropriate medical 
treatment which could exacerbate their fears.17 In Malawi, the 
commonest high-risk pregnancies are teenage pregnancy 
(29%)18, hypertension (13.4%), and pregnancy-induced 
hypertension (10.3%).19  

The present study utilized Engle's BioPsychoSocial (BPS) 
wellness model and literature review. The BPS model is an 
interdisciplinary framework that posits that health and well-
being stem from a complex interaction of biological, 
psychological, and sociocultural factors.20 The interplay of 
these three components affects the etiology, appearance, and 
recovery of the sickness.20 These factors are associated with 
FoC21, suggesting that physiological stressors during 
pregnancy may exacerbate this fear. The model considers 
biological elements such as inherited traits and prior physical 
harm or infection experiences that affect health. Biological 
factors in this study included pain from pregnancy and 
pregnancy-related complications. Studies have reported a 
significant positive impact of these factors on FoC.22,23 
According to the BPS, psychological factors assess clients’ 
mental health, and learning, including mood disorders, 
depression, anxiety, drug abuse, or substance abuse. The 
psychological element in this study was knowledge of 
childbirth preparedness and antenatal depression, which had 
a negative and positive impact on FoC respectively.15,24 
Additionally, social factors include the person’s relationships, 
community, and cultural context. The social factors in the 
study were partner support 25 and maternal trust in midwives7, 
both of which negatively influence FoC. 

Research has shown the importance of the BPS model in 
understanding FoC. Pain (biological symptom) and depression 
(psychological symptom) are closely related, with physical and 
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psychological symptoms developing together, research 
findings have demonstrated this interplay. For instance, 
research findings showed that pregnant women with higher 
FoC had poorer physical and mental health whilst on the other 
hand, increased support could reduce pain and depressive 
symptoms, ultimately reducing FoC.21   

In Malawi FoC as a maternal mental health issue requires 
attention due to its implications on maternal and neonatal 
health. It is also worth noting that only one study among low-
risk pregnant mothers was conducted in Malawi and globally, 
most of the studies are done among low-risk pregnant women 
with relatively few addressing high-risk pregnancies. 
Identifying and addressing factors predicting FoC can lead to 
better physical and mental health outcomes for pregnant 
women. Secondly, understanding the specific factors 
contributing to FoC in Malawi can inform the development of 
targeted interventions and policies. This can lead to improved 
training for healthcare professionals, better patient education, 
and more effective support systems for pregnant women. 
Furthermore, addressing FoC is crucial for the overall mental 
health and well-being of pregnant women. Moreover, reducing 
FoC can lower the incidence of antenatal and postpartum 
depression, contributing to better long-term outcomes for 
mothers and their children. Lastly, conducting this research 
aligns with the UN Sustainable Development Goal 3.4, which 
aims to reduce premature mortality from non-communicable 
diseases and promote mental health and well-being. By 
focusing on maternal mental health in Malawi, this study could 
contribute to global efforts to improve health outcomes for 
women and babies. 

Therefore, this study aimed to assess the level of FoC and 
investigate factors predicting FoC among high-risk pregnant 
mothers in Malawi by addressing the question of what factors 
could predict FoC among high-risk pregnant mothers. It was 
hypothesized that pregnancy-related pain, pregnancy-related 
complications, mothers' knowledge of childbirth preparedness, 
antenatal depression, partner support, and maternal trust in 
midwives could predict FoC among high-risk pregnant 
mothers. 

Methods 

This cross-sectional study with a predictive correlation 
approach was conducted at one Antenatal Clinic (ANC) of 
Bwaila Hospital, a government-run facility located in the urban 
area of Lilongwe District, Malawi. Bwaila Hospital. This 

hospital serves both as a district hospital and a referral center 
for high-risk pregnancies, operates as a crucial healthcare 
facility within the region. 

Bwaila Hospital is one of several healthcare institutions in 
Lilongwe, which includes a mix of public and private hospitals. 
For this study, Bwaila Hospital was selected due to its role as 
the primary referral center for high-risk pregnant women in the 
district. The choice of Bwaila Hospital was based on its 
significant caseload and specialized services (i.e., ultra-sound 
scanning, obstetricians, and blood transfusion) for high-risk 
pregnancies, making it an ideal setting for collecting relevant 
data. The ANC at Bwaila Hospital serves a population of 
approximately 40,852 women of reproductive age (15 - 49). 
The clinic is equipped with six examination rooms and is 
staffed by obstetricians and midwives. It operates Monday 
through Friday from 8:00 a.m. to 12:00 p.m. Data collection 
was conducted from 11 to 29 March 2024. 

The study targeted all high-risk pregnant women aged 15 
and above attending the ANC of Bwaila Hospital during this 
period. High-risk pregnancies included those with gestational 
diabetes, malaria, pre-eclampsia, previous cesarean births, 
HIV, syphilis, hepatitis B, anemia, multiple pregnancies, fetal 
anomalies, adolescents, advanced age, and breech 
presentation. To be eligible, participants had to be able to read 
and communicate in Chichewa and give written informed 
consent. Individuals receiving antipsychotic treatment were 
excluded from the study. A total of 123 high-risk pregnant 
women were randomly selected from the ANC for participation 
in this study. The sample size was determined using G*Power 
3.1.9.726, with a medium effect size of 0.15, an alpha level of 
0.05, and a power of 0.90.27 

 

Selection of participants 
High-risk pregnant mothers were identified through a 

review of their health passport books and a series of questions 
regarding their medical history. Once identified, each high-risk 
participant was assigned a number between 1 - 15, and on 
each day, 15 - 16 high-risk pregnant mothers were identified. 
A simple random sampling method with a random number 
table was used to select 10 high-risk pregnant women per 
day.  The prospective participants were approached and 
invited to join the study. They were provided with an 
information sheet detailing the study’s aims and procedures 
and if they consented to participate, they signed an informed 
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consent form. Following consent, the participant was given a 
questionnaire to complete by themselves in a private room.  
 

Research instruments  
A Chichewa self-administered questionnaire with seven 

parts was used to collect data. The socio-demographic 
characteristics questionnaire had two parts. The first part 
collected age, educational level, employment status, and 
marital status. The second part collected obstetric information 
such as gravidity, parity, gestational age, pregnancy-related 
complications, or planned and unplanned pregnancies. 

Fear of childbirth was evaluated using the Chichewa scale 
of Fear of Childbirth Questionnaire (FCQ) developed by Slade 
and colleagues.28 The scale has 20 items with four categories. 
The first category is uncertainty and injury (7 items) assessing 
fear of pain, control, power, and injury. The second one is the 
behavior of maternity staff (5 items) which assessed fears 
related to competence, attention, and care. The third part is 
unpredictability (4 items) which assessed fear of events and 
challenges. The fourth part is negative emotions (4 items) 
which assessed fear of loneliness and anxiety. Responses 
were rated on a 4-point Likert-type rating scale ranging from 
0-strongly disagree to 1-somewhat disagree, 2-somewhat 
agree, and 3- strongly agree. The score was reversed for 
positive items (i.e., 1, 3, 5, 8, 10, 14, 17, and 20). The possible 
score ranges from 0 to 60. For this study, items 1 and 11 were 
excluded due to low reliability (r ≤ 0), resulting in a revised 
possible score range of 0 to 54 points. Fear levels were 
categorized as low, moderate, and severe (≤ 29, 30 – 39, and 
≥ 40 points, respectively). Based on 123 participants in this 
study, the scale was found to have a high internal consistency 
reliability (Cronbach’s alpha coefficient of 0.83).  

Pregnancy-related pain was assessed using the Chichewa 
Visual Analog Scale (VAS) developed by Weighl and 
Forstner.30 The scoring involved marking pain intensity on a 
10 cm line. The marked value was converted into millimeters 
(mm), with categories defined as ≤ 32 mm for no pain, 33 - 
49 mm for mild pain, 50 - 66 mm for moderate pain, and ≥ 
67 mm for severe pain. The reliability with an intraclass 
correlation coefficient (ICC) from a pilot study of 30 
participants was 0.90. 

Pregnancy-related complications was defined as a yes 
answer to any of the complications in the current or previous 
pregnancy, such as pre-eclampsia, malaria, gestational 
diabetes, hyperemesis gravidarum, malaria, antepartum 

hemorrhage abortion, or anemia. It was assessed through 
yes/no questions in the socio-demographic questionnaire. 

Knowledge of childbirth preparedness was evaluated 
using the Chichewa version of the Knowledge of Birth 
Preparedness (KBP) Questionnaire developed by Alatawi and 
colleagues.29 The KBP questionnaire consisted of 40 multiple-
choice questions. Each question had one answer, with each 
incorrect and correct response assigned 0 and 1, respectively. 
Due to low item-objective congruence (IOC) and reliability 
concerns, 15 items were deleted, and 25 items were left, with 
a possible score range of 0 to 25 points. Knowledge levels 
were classified as poor, moderate, and good (≤ 14, 15 – 19, 
and ≥ 20 points, respectively). In this study, the 
questionnaire’s reliability was confirmed with a Kuder–
Richardson 20 coefficient of 0.73 from a sample of 123 
participants. 

Antenatal depression was assessed using the Chichewa 
version of the Edinburgh Postnatal Depression Scale (EPDS) 
validated by Chorwe and Chips.31 The tool consisted of 10 
items which were rated on a 4-point Likert0type rating scale 
ranging from 3-Yes, most of the time, to 2-Yes, some of the 
time, 1-Not very often, and 0-No, never. With the total possible 
score of 0 – 30 points, 0 - 9 points were considered no 
depression, and 10 and above as antenatal depression. 
Based on the 123 participants in this study, the internal 
consistency reliability with a Cronbach's alpha coefficient of 
0.82.   

Partner support was assessed using the Chichewa Social 
Support Effectiveness Questionnaire (SSE) developed by Rini 
and colleagues.32 The tool had three areas including help with 
tasks or responsibilities, advice or information, and emotional 
support. Different scorings for specific questions were used 
for  items 1, 6, and 11 (very poor = 0, poor = 1, Fair = 2, good 
= 3, and excellent = 4), items 2, 7, and 12 (not at all = 4, a 
little bit = 3, moderately = 2, quite a bit = 1, and extremely = 
0), items 3, 8, and 13 (not at all = 0, a little bit = 1, moderately 
= 2, quite a bit = 3, and extremely = 4), items 4, 9, and 14 
(never = 4, rarely = 3, sometimes = 2, often = 1,and  always 
= 0),  items 5, 10, and 15 (never = 0, rarely = 1, sometimes = 
2, often = 3, always = 4), and items 16 through 25 (yes = 0, 
and no = 2). Due to low item reliability and content validity, 6 
items were removed, leaving 19 items with a possible score 
range of 0 to 58 points. Absence and presence of partner 
support were based on scores of 0 – 34 and 35-58 points, 
respectively. Based on the 123 participants in this study, 
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internal consistency reliability was at a high level with a 
Cronbach’s alpha coefficient of 0.78. 

Maternal trust in midwives was evaluated using the 
Chichewa Health Care Relationship (HCR) trust revised scale 
developed by Bova and colleagues.33 The scale had 13 items 
across the three domains namely relationships, respectful 
communication, and professional collaboration. The scale 
uses a 5-point Likert-type rating scale ranging from 0-none of 
the time, to 1-some or a little of the time, 2-occasionally, 3-
most of the time, and 4-all of the time. The score was reversed 
for item 12. With the possible total score of 0 to 52 points, 
absence and presence of maternal trues were based on 
scores of 0 – 31 and 34 - 52 points, respectively. With the 123 
participants in this study, a internal consistency reliability was 
high with a Cronbach's alpha coefficient of 0.81.  

 The EPDS Chichewa version was already validated in the 
country with 68% sensitivity rate and 88% specificity rate).31 
The Chichewa versions of the FCQ, KBP, VAS, SSE, and 
HCRT-R were validated for content validity by three experts 
(2 Malawian lecturers in midwifery and 1 experienced 
practicing midwife with a master's in midwifery). The FCQ, 
KBP, VAS, SSE, and HCRT-R demonstrated acceptable 
content validity with the index of congruence of 0.90, 
0.85,1.00, 0.90, 0.82, and 1.00, respectively. 
 

Participant ethical protection  
The study was approved by the Institutional Review Board 

(IRB) of Burapha University (approval number: G-
HS111/2566,) and the Research Ethical Board of the National 
Health Sciences Research Committee (NHSRC) of Malawi 
(approval number: 24/03/4348). Additionally, permission was 
sought from the research committee of Lilongwe District 
Assembly and the management team of Bwaila FHU. During 
the data collection, potential participants were given detailed 
information about the study's aims and procedures. The right 
to voluntarily agree, decline, or withdraw participation without 
affecting the quality of care was emphasized. Additionally, for 
the participants who were less than 18 years old, consent was 
sought from their guardians, and they signed the assent form. 
To protect the confidentiality, no names were used, instead, 
each participant was assigned a unique number. For privacy, 
paper documents containing data were safely kept, and 
electronic data were protected with passwords, accessible 
only to the researcher. All data-related documents will be 
securely destroyed one year after the study's publication. 

Participants with higher scores on the EPDS and FCQ were 
given counseling, ensuring comprehensive support for their 
well-being.  

 

Data collection procedures 
After gaining consent from the participants, data collection 

took place in a prepared private room within the premises of 
Bwaila ANC where women were given a questionnaire to 
answer by themselves. It took approximately 20 - 30 minutes 
to complete the questionnaire.  

 

Data analysis  
The analysis used descriptive statistics (frequency with 

percentage and mean with standard deviation) to summarize 
demographic characteristics and study variables. Bivariate 
correlations of FoC with relevant factors were tested using 
point biserial and Pearson’s product moment correlation 
analyses. Multiple linear regression analysis was performed to 
identify the predictive factors of FoC. Assumptions for multiple 
linear regression such as normality of variables, linearity, 
homoscedasticity, absence of outliers, no autocorrelation, and 
no multicollinearity were met. Statistical significance was set 
at a type I error of 5%. All statistical analyses were conducted 
using the software program SPSS version 26.  

 

Results  

Of the 123 high-risk pregnant women, their mean age was 
29.87 ± 6.45 years old. Most participants were married 
(89.4%), almost half had completed primary (45.5%), and 
nearly half (47.2%) were self-employed. Majority of the 
participants were multigravidas (69.9%) with almost half of 
them were multiparous (49.6%) with a mean gestational age 
of 27.28 ± 5.44 weeks. Nearly one-third had a pregnancy-
related complication (43.9%) with 11.4% of the participants 
reporting pre-eclampsia (Table 1).  

FoC was the dependent variable in this study with a mean 
score of 20.43±10.49 which indicated a low level of fear.  The 
study’s independent variables included pregnancy-related 
complications (Table 1), knowledge of childbirth 
preparedness, (moderate level), pregnancy-related pain (no 
pain), antenatal depression (no depression), partner support 
(presence of support), and maternal trust in midwives 
(presence of trust) (Table 2). 
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 Table 1  Socio-demographic and obstetrics characteristics 
of the participants (N = 123).  

Characteristics N (%) 
Age (years)   
15 - 19 10 (8.1) 
20 - 34 76 (61.8) 
35 - 40 37 (30.1) 

Marital status   
Married 110 (89.4) 
Unmarried  11 (9.0) 
Divorced 1 (0.8) 
Widow 1 (0.8) 

Education   
      Primary  56 (45.5) 
      Secondary  52 (42.3) 
      College 12 (9.8) 
      University  3 (2.4) 

Occupation  
Self-employed/Business 58 (47.2) 
Housewife 50 (40.7) 
Government employed 15 (12.1) 

Gravidity  
     Primigravida  13 (10.6) 
     Multigravida  110 (89.4) 

Parity 
     Nulliparity 16 (13.0) 
     Primiparity 35 (28.5) 
     Multiparity  72 (58.5) 

Gestational age (weeks), mean = 27.28 ± 5.44.  
1 - 12 (1st trimester) 2 (1.6) 
13 - 27 (2nd trimester) 58 (47.2) 
28 - 40 (3rd trimester) 63 (51.2) 

Planned pregnancy 
Planned  82 (66.7) 
Unplanned  39 (31.7) 
Not sure 2 (1.6) 

Pregnancy-related complications 
Yes  54 (43.9) 

Hyperemesis gravidarum 10 (8.1) 
Malaria  10 (8.1) 
Eclampsia, Pre-eclampsia 14 (11.4) 
Antepartum hemorrhage 5 (4.1) 
Abortion 4 (3.3) 
Fresh/macerated stillborn 8 (6.5) 
Gestational diabetes mellitus 3 (2.4) 

No complications 69 (56.1) 

 
 Table 2  Mean and standard deviation of the studied 
variable (123) 

Variables Possible 
Score range 

Actual 
Score range 

Mean ± SD Level 

Fear of childbirth 0-54 2- 43 20.43±10.49 Low fear 
Knowledge of childbirth preparedness 0-25 10-23 17.24±3.05 Moderate 

knowledge 
Pregnancy-related pain  0-83 16-65 31.02±15.22 No pain 
Antenatal depression  0-30 0-21 7.11±5.53 No depression 
Partner support  0-58 22-56 41.09±8.48 Presence of 

support 
Maternal trust in midwives 0-52 23-52 41.85±8.05 Presence of trust 

  * SD=Standard Deviation 

 
Factors associated with FoC 
Pearson correlation was computed to establish the 

relationship between FoC and knowledge of childbirth 

preparedness, pregnancy-related pain, antenatal depression, 
partner support, and maternal trust in midwives, and a point-
biserial correlation was also conducted to establish the 
relationship between pregnancy-related complications and 
FoC. 

Results showed that there was a significant positive 
statistical relationship between FoC and pregnancy-related 
complications (r=0.181, P-value = 0.04), pregnancy-related 
pain (r=0.236, P-value < 0.001), and antenatal depression (r= 
0.329, P-value < 0.001). Additionally, there was a significant 
negative statistical relationship between FoC and knowledge 
of childbirth preparedness (r=-0.208, P-value = 0.03). 
However, there were negative correlations between partner 
support (r=- 0.152, P-value = 0.09) and maternal trust in 
midwives (r=-0.157, P-value = 0.08) with FoC which were not 
statistically significant (Table 3). 

 
 Table 3  Correlation matrix of factors associated with FoC 
(N = 123). 

 Variables Fear of Childbirth  
1. Pregnancy-related complications 0.181a* 
2, Pregnancy-related pain 0.236b

** 
3, Knowledge of childbirth preparedness -0.208b

* 
4. Antenatal depression 0.329b

** 
5. Partner support -0.152b 
6. Maternal trust in midwives  -0.157b 

* p< .05 level, ** p<.01 level, a=point biserial correlation, b=Pearson’s product moment correlation. 

 
A standard multiple regression analysis was computed to 

find factors contributing to FoC. Results from a standard 
multiple linear regression revealed that knowledge of childbirth 
preparedness, pregnancy-related pain, pregnancy-related 
complications, antenatal depression, partner support, and 
maternal trust in midwife predicted FoC, explaining 19.0% 
variance of FoC among high-risk pregnant mothers (R2=0.19, 
F (6,116) = 4.529, P-value < 0.001). The results also revealed 
that antenatal depression significantly predicted FoC (β = 
0.256, P-value = 0.007). This means higher levels of antenatal 
depression were associated with higher levels of FoC. 
Secondly, knowledge of childbirth preparedness significantly 
predicted FoC (β=-0.196, P-value = 0.022), implying that 
better knowledge of childbirth preparedness was associated 
with lower levels of FoC. However, pregnancy-related pain 
(β=0.119, P-value = 0.186), pregnancy-related complications 
(β=0.116, P-value = 0.177), partner support (β=0.005, P-
value = 0.953), and maternal trust in midwife (β=0.099, P-
value = 0.267) did not significantly predict FoC (Table 4). The 
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equation of FoC predictors includes as following: 
FoC=16.725+0.496(Antenatal Depression)-0.686 
(Knowledge of Childbirth Preparedness). 

 
 Table 4  Multiple Regression Analysis for Variables 
Predicting FoC (N = 123). .  

Predictor B SE β t P-value 

Constant  16.725  9.480  1.764 <.001 

Pregnancy-related Complications 2.440 1.798 0.116 1.357 0.177 

Pregnancy-related Pain 0.084 0.063 0.119 1.329 0.186 

Knowledge of childbirth 
Preparedness 

-0.686 0.296 -0.196 -2.319 0.022 

Antenatal Depression 0.496 0.181 0.256 2.745 0.007 

Partner support 0.007 0.114 0.005 .060 0.953 

Maternal trust in midwives 0.132 0.119 0.099 1.116 0.267 

R2 = 0.190, Adjs.R2 = 0.148, F6,116 = 4.53, P-value < 0.001. 

 
Discussions and Conclusion 

The cross-sectional study was conducted to assess the 
level of FoC and its predicting factors: pregnancy-related 
complications, pregnancy-related pain, knowledge of childbirth 
preparedness, antenatal depression, partner support, and 
maternal trust in midwives b among high-risk pregnant 
mothers attending ANC at Bwaila Hospital, Lilongwe, Malawi. 
The study found that the mean score for FoC was 
20.43±10.49 indicating low fear among high-risk pregnant 
women in Malawi. This finding is consistent with previous 
studies that also reported low levels of fear among high-risk 
pregnant mothers 34. However, in contrast, other studies 
reported moderate to severe fears among pregnant women 
35,36. The current finding is attributed to several factors which 
include; 

Firstly, the multigravidity and multiparity status of the 
participants (more than two-thirds) could be the reason for the 
low fear among this group. Multigravida/parous women are 
generally more prepared for subsequent births, and they 
exhibit a lower risk of FoC compared to nulliparous women 
36. Additionally, the maternal age of the participants also 
contributed to the lower levels of fear. More than two-thirds of 
participants were over 20 years of age and fell into the older 
adult category. This age group is considered fit and mentally 
mature regarding childbirth, making them less fearful 37. 
Lastly, the marital status of the participants also played a role 
in the low level of fear. More than two-thirds of the participants 
were married, and FoC is significantly associated with single 
status compared to married or cohabiting women 38.  

These findings suggest that the interplay of good biological 
well-being (no pain), social well-being (partner support), and 

psychological well-being (no depression, moderate 
knowledge) contributed to the low levels of fear in the 
participants. 

In this study, one-third (29.3%) of the participants reported 
having depressed symptoms with antenatal depression 
emerging as the strongest predictor of FoC (β = 0.256, P-
value = 0.007). Therefore, this study suggests that higher 
levels of antenatal depression are linked to increased FoC 
among high-risk pregnant mothers. According to the BPS 
model, psychological factors such as depression can 
significantly influence individuals’ thoughts and emotional 
states. Antenatal depression leads women to perceive 
themselves and the world negatively, fostering feelings of fear 
and uncertainty about childbirth17. The present study supports 
earlier findings that found that antenatal depression 
significantly predicted FoC (β = 0.09, P-value= 0.042) and (β 
= 0.30, P-value < 0.05) 39,40. 

These findings underscore the importance of addressing 
antenatal depression and providing appropriate support and 
intervention which can help alleviate fears and promote a 
more positive childbirth experience for mothers at high risk. 

In this study, more than two-thirds (68.5%) of the 
participants had moderate knowledge of childbirth 
preparedness which negatively impacted FoC (β = -0.196, P-
value = 0.022), suggesting that having no or inadequate 
knowledge about childbirth preparedness can lead to FoC or 
that knowing childbirth preparedness can reduce the likelihood 
of developing FoC. Within the BPS framework, knowledge 
acts as a protective psychological factor, for women with 
information about childbirth processes, potential 
complications, and coping strategies, and knowledge 
enhances their confidence in navigating the birthing 
experience. This reduction in uncertainty not only empowers 
mothers but also mitigates feelings of fear and apprehension 
associated with childbirth. However, those with little or no 
information regarding childbirth preparedness may panic due 
to fear of the unknown 41. 

The current study finding is consistent with other studies 
that revealed that birth preparedness significantly predicted 
FoC among nulliparous (β=-0.40, P-value < 0.01) and 
multiparous (β=-0.37, P-value < 0.01) women respectively 42. 
Despite this fact, few studies have been conducted in this 
area; thus there is a need for more data that will support the 
present outcome. On the contrary, researchers also found that 
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FoC was strongly impacted by not attending antenatal 
preparation classes (B=19.2, P-value < 0.001) 41. This 
underscores the role of antenatal education in equipping 
pregnant women with the knowledge and skills necessary for 
childbirth preparation.  

In this study, (43.9%) of the participants reported 
experiencing pregnancy-related complications which were 
significantly and positively correlated with FoC (r=0.181, P-
value=0.04). However, these complications did not 
significantly impact FoC (β=0.119, P-value=0.177). According 
to the BPS model, biological factors such as complications 
can increase fear about childbirth, leading to FoC through high 
levels of anxiety and fear of potential danger 43. Additionally, 
mothers with pregnancy-related complications may anticipate 
complications during childbirth, medical management, or 
repeat procedures due to their condition which may increase 
the fear 44. Moreover, the lack of support for those with 
pregnancy-related complications heightens concerns such as 
fear of death, baby injury, and loss of control during childbirth 
8.  

The present finding is in contrast to previous studies that 
found a significant predictive power of pregnancy-related 
complications in FoC 8,23. This difference could be attributed 
to high-risk pregnancy awareness because the participants in 
this study were already aware of their high-risk status, which 
led to better psychological preparation, advanced planning, or 
health care -increased support from providers. Thus, although 
complication is associated with increased FoC, it may be less 
involved with already anticipated or already experienced fear, 
and thus less involved in strong prediction. 

One-third of the participants (37.4%) reported pregnancy-
related pain of varying levels. The analysis revealed a positive 
and significant correlation between pregnancy-related pain 
and FoC (r = 0.236, P-value < 0.001). The BPS model 
suggests that pain experienced during pregnancy contributes 
to increased anxiety about labor and delivery, potentially 
increasing FoC. Individuals experiencing pain from pregnancy, 
especially if it is severe or persistent, may worry about 
managing the pregnancy effectively due to the fear that labor 
pain will be severe, and potentially harmful to their baby. Pain 
from pregnancy can feel overwhelming and unmanageable as 
such, individuals may be concerned about their ability to cope 
with pain during labor and manage the birth effectively 43. 
However, despite the significant associations found in this 
study, pregnancy-related pain did not significantly predict FoC, 

presumably due to the absence of pain in the participants. 
This finding is consistent with other studies whereby 
vaginismus did not predict FoC (β=0.247, P-value > 0.05), 
and a non-predictive effect of lower abdominal pain on FoC 
(β=1.79 95 CI -0.40-3.97, P- value=0.108) in pregnant women 
45,40. 

However, a study by Mortazavi & Agah found that those 
with pregnancy-related pain were more likely to have FoC (OR 
= 2.829; 95% CI: 1.479–5.414) 22. Differences in the literature 
may be influenced by mediating factors such as demographic 
characteristics or other contextual influences such as 
individual coping strategies, antecedents of pain, and 
psychological adjustment, and therefore possibly pain of 
pregnancy is associated with FoC, but its predictive power is 
limited when considered in isolation from other psychosocial 
factors.  

The study findings show that partner support was not 
significantly correlated with FoC (r = -0.152, P-value = 0.092) 
and did not significantly predict FoC, despite a mean score of 
41.09 (SD = 8.48), which indicated the presence of partner 
support. This suggests that although having a supportive 
partner is helpful, it does not significantly reduce childbirth-
related fears, especially in this case where the assessed 
partner support was done during pregnancy and not during 
childbirth. The findings are consistent with previous studies 
that reported no significant impact of partner support on FoC. 
These studies reported that spousal support did not 
significantly predict FoC (β=0.04, P-value = 0.504), and (β=-
0.856, P-value = 0.064) 46,47. However, other studies have 
revealed the significant predictive power of partner support on 
FoC. For example, a study conducted in China revealed that 
inadequate or lack of support from a spouse was identified as 
a predictor for FoC (β=0.93, P-value < 0.001 and β= 0.92, P-
value < 0.001, respectively) 48. Furthermore, in other studies, 
the women who received low emotional support from their 
partners were reported to be 2 times more likely to develop 
FoC than their counterparts 22, and those who received 
support from their partners were less likely to develop FoC 
36,49.  

Within the BPS framework, social factors such as support 
may influence emotional well-being. The availability of support 
from partners during pregnancy, childbirth, and postpartum is 
important for problem-solving, reducing emotional intensity, 
and enhancing psychological well-being thereby reducing fear. 
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However, cultural norms, attitudes, and contextual issues may 
affect the effectiveness of predicting FoC among pregnant 
mothers. 

More than two-thirds of the participants reported trusting 
their midwives (41.85± 8.05). However, the current study 
finding has revealed a non-significant association between 
maternal trust in midwives and FoC (r = -0.157, P-value = 
0.083) and a non-significant impact of maternal trust in the 
midwife on FoC (β = 0.099, P-value = 0.267). So, even with 
trust in their midwives and confidence in staff availability, 
mothers' fear of childbirth was not strongly influenced. This 
suggests that factors other than trust in midwives or staff 
availability likely play a role in mothers' fear of childbirth such 
as the competence or capability of the healthcare worker and 
mothers’ prioritization based on health issues and medical 
interventions. In the BPS model, trust in the health care 
providers as a social factor, is important to reduce anxiety and 
promote a positive birth experience through improved 
communication and care, consequently reducing fear and the 
absence of maternal trust in midwives may exacerbate fear. 
The current study finding is in contrast to a previous study that 
found that maternal trust in midwives significantly predicted 
FoC (β= -1.378, P-value < 0.05) 7. 

Therefore, only antenatal depression and knowledge of 
preparedness for childbirth significantly predicted FoC. In the 
BPS model, these two factors are interplay factors in such a 
way that although knowing childbirth preparedness can reduce 
fear by providing information and reassurance, antenatal 
depression can undermine this positive effect. Distressed 
women struggle to process and benefit from their knowledge 
because their negative thoughts can mask the reassuring 
aspect of being well-informed. Furthermore, Depression can 
lead to a lack of motivation or energy to seek or obtain 
childbirth information, which leads to unpreparedness and 
conversely, ignorance can create feelings of helplessness and 
greater anxiety and can exacerbate depressive symptoms. 

The level of FoC among high-risk pregnant mothers was 
low and only antenatal depression and knowledge of childbirth 
preparedness were found to be significant predictors of FoC. 
Nonetheless, the overall explained variance was low (19.0%) 
suggesting that other factors beyond those under 
consideration are likely to contribute towards levels of fear of 
childbirth among high-risk pregnant mothers.  

The findings of this study underscore the critical need for 
healthcare providers to enhance their focus on comprehensive 

education regarding childbirth preparation and to integrate 
mental health services within ANC settings. Specifically, 
addressing antenatal depression through targeted 
interventions is essential for reducing fear and anxiety 
associated with childbirth. 

Despite the lack of significant prediction from factors such 
as pregnancy-related pain, pregnancy-related complications, 
partner support, and maternal trust in midwives, it is evident 
that these elements still play a role in the overall childbirth 
experience. Thus, healthcare providers must continue to 
effectively manage pain, communicate clearly about potential 
complications, and actively involve partners in the care 
process. Furthermore, the study highlights the importance of 
prioritizing midwifery care that builds trust through consistent, 
compassionate, high-quality communication. This approach 
can provide a more supportive environment for high-risk 
pregnant women, which in turn can improve their overall 
experience and outcomes. 

This study used a validated questionnaire in Chichewa to 
collect cross-sectional data and this ensured the cultural 
relevance and comprehensiveness of the data collected. By 
focusing on high-risk pregnancies, the study addressed an 
important area of maternal health that is often under-
researched in resource-limited settings such as Malawi. The 
study highlighted the importance of integrating mental health 
services into antenatal care (ANC), providing valuable insight 
into the need for comprehensive care. 

However, there are some limitations to this study. Firstly, 
the single hospital setting limits the ability to generalize the 
findings to the general population. Moreover, only specific 
factors were considered, which may not capture all effects of 
FoC in high-risk pregnant women. Furthermore, failure to 
control for potential confounders in the regression analysis 
may lead to biased results. The study’s reliance on 
quantitative data suggests that a qualitative perspective on 
participants’ experiences and perspectives was not captured. 
Finally, the use of self-administered questionnaires had the 
potential for response bias and a lack of in-depth 
understanding of participants’ true feelings and experiences. 

Therefore, future studies should consider the following; 
more centers to improve the generalizability of findings, 
additional factors such as personality traits, socioeconomic 
status, and cultural norms to develop a comprehensive 
understanding of FoC, use of both quantitative and qualitative 
methods to capture the depth and breadth of participants’ 
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experiences and thoughts, inclusion of potentially confounding 
variables in the regression analysis and the use longitudinal 
studies to track changes in FoC and related factors over time, 
to gain insight into the long-term effects of interventions. 
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