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Introductory Chapter: Overview of Thesis 

 This thesis explores Acceptance and Commitment Therapy (ACT) processes within 

perinatal mental health. The perinatal period is defined in the National Health Serviceôs 

(NHS) Long Term Plan (NHS, 2019) as the period of time from pregnancy to two years after 

birth. This transitional period can be a time of significant psychological, physical, and social 

changes and adjustments which can impact the mental health of the mother1 (OôBrien et al., 

2023). Pregnancy, and the addition of an infant into a family system can; place additional 

pressures on relationships (Antoniou et al., 2022), reawaken unresolved psychological 

trauma (Fraiberg et al., 1975), and lead to changes in self-identity and self-efficacy 

(OôConnell et al., 2021). 

The significant impact of perinatal mental health (PMH) difficulties on the mother, 

infant, the partner, and the wider family system is evidenced throughout the literature (Stein 

et al., 2014a; Howard & Khalifeh, 2020). PMH difficulties also have a sizeable economic 

burden to health and social care (Bauer et al., 2016). The substantial impact of PMH was 

acknowledged in the five-year forward plan (Mental Health Taskforce, 2016) which led to an 

investment of over £290 million into specialist perinatal mental health services in the UK for 

women experiencing mental health difficulties during the perinatal period. To facilitate a 

preventative approach to PMH difficulties, research exploring modifiable and transdiagnostic 

processes within the perinatal period must be carried out. This would allow for effective, 

targeted psychotherapeutic interventions to be offered to women to reduce their risk of 

developing PMH difficulties (Thomas et al., 2023). 

Fear of childbirth (FOC) can also have significant negative implications for the mother 

and the infant (Bakteh et al., 2024). To prevent negative outcomes associated with FOC, 

 
 
1 The terms ówomenô, ówomanô and ómotherô is used throughout this thesis as this is the terminology 
widely used within the literature to refer to female gestational parents. All participants in the specific 
studies cited (to the best of the authorôs knowledge) identified as women/female and therefore the 
term mother/s is used in this systematic review. However, the authors acknowledge that the term 
ómotherô will not be used by all gestational parents. 
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early detection and evidence-based interventions are fundamental, thus research assessing 

psychological interventions to support individuals experiencing FOC has been deemed a 

priority in an expert consensus statement (Jomeen et al., 2021).  

 This thesis comprises two chapters. The first chapter in this thesis presents a 

systematic review which aims to narratively synthesise quantitative studies that have 

explored the relationship between psychological flexibility and perinatal mental health. The 

second chapter is an empirical paper which aims to test the feasibility and acceptability of an 

online two-session Acceptance and Commitment Therapy (ACT) group intervention to 

support individuals in their first pregnancy who experience fear of childbirth (FOC). 

Preliminary treatment signals and mechanisms of change will also be explored. The findings 

from the systematic review offer valuable information to maternity services, maternal mental 

health and PMH services regarding psychological flexibility as a possible modifiable risk 

factor in the development of postpartum anxiety and depression symptoms. The findings of 

the empirical paper have clinical implications for future development of psychological 

interventions for FOC. The systematic review and empirical paper were prepared for 

submission to the Journal of Contextual Behavioural Science.  
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Abstract 

Background: Perinatal mental health (PMH) difficulties are a significant global health 

concern. Identifying modifiable and transdiagnostic processes within the perinatal period 

allows for more effective, targeted psychotherapeutic interventions to be offered to 

individuals experiencing mental health difficulties during the perinatal period. Low 

psychological flexibility has been found to play a role in development and maintenance of 

varying mental health difficulties across different populations. The aim of this review was to 

examine whether there is a relationship between psychological flexibility and PMH. Method: 

Five databases (Medline, PubMed, Web of Science, Scopus, and OVID) were systematically 

searched for relevant studies. Studies were included if they explicitly analysed the 

relationship between psychological flexibility and PMH outcomes and used validated 

measures of both parameters. Included studies were assessed for methodological quality 

using a standardised checklist. Results: Twelve papers derived from 11 samples of women 

were included and summarised narratively. Twelve papers highlighted an association 

between maternal levels of psychological flexibility and perinatal psychological wellbeing, 

with some papers indicating the predictive role that low psychological flexibility may play in 

postpartum anxiety and depression. Conclusions: This review highlights there is evidence 

that levels of maternal psychological flexibility are linked to experiences of PMH difficulties. 

While the association between maternal psychological flexibility and experiences of PMH 

difficulties needs further research investigation, the findings indicate that psychological 

flexibility may be a possible transdiagnostic target for future preventative and intervention 

research. 

Keywords: Systematic review; psychological flexibility; perinatal mental health; perinatal 

period, postpartum depression; postpartum anxiety.  
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Introduction 

Perinatal mental health (PMH) difficulties such as anxiety, depression, post-traumatic 

stress disorder and psychosis that develop, continue, or deteriorate during pregnancy or 

within the first year postpartum are a substantial global public health concern (Stevenson et 

al., 2023). PMH difficulties can affect up to 27% of women2 in high-income countries 

(Howard & Khalifeh, 2020) and even higher prevalence rates are found within low and 

middle-income countries (Fisher et al., 2012). The most prevalent mental health difficulties 

faced by mothers during the perinatal period are anxiety and depression (Millard & 

Wittkowski, 2023).  

PMH difficulties are associated with significant maternal mortality. Between 2019-

2021 in the United Kingdom and Ireland, suicide was found to be the leading cause of 

maternal deaths between 6 weeks and 12 months postpartum (Knight et al., 2023). PMH 

difficulties also have a considerable adverse impact on the infant, the wider family and 

society (Stein et al., 2014). PMH difficulties can negatively impact the mother-infant bond 

which can lead to a reduction in the short and long-term psychological wellbeing of infants 

(Wall & Dempsey, 2023; Hoffman et all., 2017). For example, longitudinal studies have 

proposed that experiences of depression during pregnancy can lead to difficulties in the 

establishment of a secure attachment between the infant and the mother which can increase 

the likelihood of the infant experiencing various emotional difficulties during childhood and an 

increased risk of the child developing symptoms of depression during their adolescent years 

(Gerardin et al., 2011; Velders et al., 2011; Pearson et al., 2013)  

In terms of perinatal anxiety, a meta-analysis found that maternal anxiety during 

pregnancy and the postnatal period was associated with poor social-emotional, cognitive, 

 
 

2 The term ómotherô and ówomenô is used throughout this systematic review as this is the 
terminology widely used within the literature to refer to female gestational parents. All participants in 
the specific studies cited (to the best of the authorôs knowledge) identified as women/female and 
therefore the term mother/s is used in this systematic review. However, the authors acknowledge that 
the term ómotherô will not be used by all gestational parents. 
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motor and language development in the infant (Rogers et al., 2020). Further, a longitudinal 

study found that maternal anxiety symptoms assessed at eight weeks postnatal were 

associated with poorer infant global development (Rogers et al., 2023).  Therefore, the 

consequences of PMH difficulties for both the mother and the infant are significant.  

In addition to the impact of PMH on the mother and the infant, PMH difficulties have a 

large economic burden to health and social care. Within the UK this is estimated to be 

£75,728 per woman for perinatal depression and £34,840 for perinatal anxiety, with a 

collective cost of £8.1 billion (Bauer et al., 2014). Around 75% of this financial burden is 

related to subsequent infancy, childhood, and adolescent morbidity (Bauer et al., 2016). The 

mental health needs of mothers and their families during the perinatal period were 

highlighted in the five-year forward plan (Mental Health Taskforce, 2016). This led to an 

investment of over £290 million into specialist PMH services in the UK for women 

experiencing mental health problems in pregnancy and up to two years following childbirth. 

To inform predictive and preventive approaches for women at risk of developing PMH 

difficulties, research has focussed on examining the risk factors and predictors of PMH 

difficulties. This field of research literature has demonstrated the following as predictors of 

developing perinatal anxiety and depression; ethnicity, history of mental health difficulties, 

severe sleep difficulties, availability of social and familial support, socioeconomic status, 

previous experiences of trauma, age, educational attainment and multiparity (Yang et al., 

2022; Guintivano et al., 2018; Furtado et al., 2018). Identifying modifiable and 

transdiagnostic processes within the perinatal period allows for more effective, targeted 

psychotherapeutic interventions to be offered to women to reduce their risk of developing 

PMH difficulties (Thomas et al., 2023). 

An important modifiable factor in PMH which has gained an increasing amount of 

research support over the past 10 years is psychological flexibility. Psychological flexibility is 

known as the ability to take mindful action that is guided by our personal values (Harris, 

2019). Individuals with higher levels of psychological flexibility, have greater capacity to be 

fully aware and present with internal experiences, such as thoughts, feelings, and memories, 
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be open and accepting of these experiences, including negative or unwanted internal 

experiences, and act in a manner that is consistent with our personal values (Hayes et al., 

2012). Whereas psychological inflexibility refers to an individualôs non-acceptance of internal 

experiences. This non-acceptance lead individualôs behaviours to be dominated by attempts 

control the frequency or content of their thoughts, feelings, and memories, or take actions 

with the intention of avoiding these internal experiences, resulting in a loss of rich, 

meaningful, value-guided actions (Thomas et al., 2023; OôBoyle-Finnegan et al., 2022). 

Acceptance and Commitment Therapy (ACT) suggests that experiences of mental health 

distress are partly maintained by attempts to avoid or control the distress (Hayes et al., 

1999, 2012).  

 The therapeutic goal of ACT is to increase an individualôs psychological flexibility by 

developing six therapeutic skills: acceptance, cognitive defusion, self as context, contact with 

the present moment, values, and committed action (Hayes et al., 1999). These skills 

combine to promote psychological flexibility and reduce experiential avoidance (Hayes et al., 

2012). Research has found that psychological inflexibility is associated with a variety of 

mental health difficulties such as depression, anxiety, stress, substance abuse, negative 

body image and, pain catastrophizing (Doorley et al., 2020). Additionally, research 

examining the role of psychological flexibility in PMH difficulties has demonstrated that 

maternal levels of psychological flexibility may play a role in development and maintenance 

of perinatal anxiety and depression (Prokopowicz et al, 2023; Thomas et al, 2023; Stotts et 

al, 2019; Monterio et al, 2019). ACT has been suggested as a psychological intervention that 

is well placed to meet the needs of women presenting with moderate-to-severe perinatal 

depression and/or anxiety (Bonacquisti et al., 2017).  

Rationale and aims 

The body of research exploring the role of psychological flexibility within PMH is 

growing (Thomas et al., 2023; Prokopowicz et al., 2023; Whittingham & Mitchell, 2023; 

Monteiro et al., 2019; Stotts et al., 2019; Fonseca et al., 2018), however, to date a 

systematic literature review on the relationship between psychological flexibility and PMH 
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has not been completed. Therefore, an examination of depth and direction of any link 

between psychological flexibility and PMH appears to be warranted. The aim of this 

systematic review is to identify, evaluate and synthesise relevant research findings in 

relation to the link between psychological flexibility and PMH and to identify gaps within the 

literature to inform future research.  
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Methods 

International Prospective Register of Systematic Reviews Registration 

  This systematic review was completed by following the Synthesis without Meta-

analysis (SWiM) guidance (Cambell et al., 2020) and the Preferred Reporting Items for 

Systematic Review and Meta-Analysis (PRISMA) statement (Moher et al., 2010).  A protocol 

of the systematic review was developed and was pre-registered on International Prospective 

Register of Systematic Reviews (PROSPERO) database (registration number: 

CRD42023469472). 

Search strategy 

Following completion of scoping searches, five electronic databases were searched: 

Medline, PubMed, Web of Science, Scopus, and OVID. The databases were searched using 

title and abstract search terms, including: (perinatal OR prenatal OR postnatal OR preg* OR 

postpartum OR puerperal OR prepartum OR antenatal OR antepartum OR childbirth OR 

labour OR labor OR birth OR maternal) AND ("psychological flexibility" OR "experiential 

avoidance" OR "acceptance and action questionnaire" OR "AAQ-2" OR "Comprehensive 

assessment of Acceptance and Commitment Therapy processes" OR "CompACT" OR 

"psychological inflexibility" OR "psychological rigidity" OR "experiential acceptance" OR 

"acceptance and commitment therapy" OR "psychological acceptance") AND (depress* OR 

anxiet* OR "low mood" OR "post traumatic stress" OR ptsd OR tokophobia OR 

"psychological distress" OR "psychological wellbeing" OR "mental health" OR "mental 

wellbeing" OR "mood disorder" OR "affective disorder" OR stress OR panic OR trauma OR 

"birth trauma" OR obsessions OR compulsions OR ocd OR "obsessive compulsive disorder" 

OR psychosis OR psychotic). No date restrictions were applied to the search. The reference 

lists of retrieved papers were checked to identify other relevant studies. The search was run 

in November 2023 and was updated in February 2024. 
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Inclusion and exclusion criteria 

Inclusion criteria 

Inclusion criteria were as follows: papers were required to report quantitative data 

from validated mental health measures or diagnostic interviews, and validated measures of 

psychological flexibility. Validated measures were required to be completed 

contemporaneously during the perinatal period (from conception up to 24 months 

postpartum). Papers were required to explicitly analyse the relationship between 

psychological flexibility and PMH outcomes. Full texts of papers needed to be available in 

English and were required to be published within a peer-reviewed journal.  There were no 

date or location restrictions. 

Exclusion criteria 

The exclusion criteria were as follows: papers reporting only qualitative data, papers 

using non validated measures or whereby validated measures of psychological flexibility 

and/or validated mental health measures were completed retrospectively. Studies were also 

excluded where the relationship between psychological flexibility and PMH measures were 

not assessed.  

Study selection 

Upon completion of the systematic search, duplicated articles were removed, and the 

titles and abstracts of remaining articles were screened by the first author (AA). Using the 

eligibility criteria, articles were excluded where appropriate. The full text of the remaining 

articles were then examined to determine their suitability for the synthesis. The reliability of 

this process was corroborated by an assistant psychologist, outside of the research team 

who reviewed 20% of the records at random against the eligibility criteria. The assistant 

psychologist was provided with a spreadsheet of the random sample of studies to be 

checked, a list of the inclusion and exclusion criteria and the detailed Prospero protocol 

outlining the review question. Finally, the first author hand searched the reference lists of 

remaining articles to identify additional eligible articles. Discrepancies were resolved through 
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consultation with the third author (PS). The PRISMA flow diagram demonstrates the 

selection process. 

Quality Assessment  

 The quality of the included articles was appraised using the Quality Assessment Tool 

for Quantitative Studies (QATQS; Effective Public Health Practice Project, 2010). This tool 

was chosen to allow for all included articles to be appraised against the same criteria which 

enhanced the authorôs ability to synthesise and critique the quality of the papers and allowed 

the author to evaluate the strengths and weaknesses of each article in a consistent manner. 

The QATQS has demonstrated content and construct validity as well as inter-rater reliability 

(Thomas et al., 2004) and has been judged to be an appropriate quality assessment tools 

when completing systematic reviews (Armijo-Olivo et al., 2010).  The QATQS requires 

articles to be rated on eight components of study methodology which generated an overall 

global quality rating of each article. The overall quality rating was categorised as weak, 

moderate, or strong. The tool requires the following components of study methodology to be 

appraised; selection bias, study design, presence of confounders, blinding of participants 

and outcome assessors, validity and reliability of data collection methods and study attrition 

rates and withdrawals. The quality of each paper was independently judged by the first 

author (AA). The quality appraisals were corroborated by the same assistant psychologist, 

who appraised the quality of 20% of the papers using the QATQS tool. Any discrepancies 

within the component ratings were resolved through consensus with the third author (PS). 

Data Extraction  

Relevant descriptive and analytical data were extracted from each paper as follows: 

(a) author, (b) year of publication, (c) study characteristics (country, study design, sample 

size, pregnancy/postpartum status, parity, clinical or non-clinical sample), (d) participant 

characteristics (age, ethnicity), (e) measure of mental health used, (f) measure of 

psychological flexibility used, (g) study aims, (h) method of data collection, (i) data analysis 

and (j) main findings, including correlates and associations between PMH and psychological 

flexibility. Where studies reported multiple analyses, only data relevant to the research 
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question was extracted. Articles that reported data from a larger randomised controlled trial 

(RCT), but focused analyses on different outcomes to each other were interpreted as 

separate papers.  

Data Synthesis 

 A meta-analysis of the study findings was not appropriate given the clinical diversity of the 

papers (Higgins et al., 2021). As the papers utilised differing study designs, outcome 

measures and populations, the key findings from the papers were narratively synthesised 

using the SWiM guidance (Campbell et al., 2020). It has been argued that narrative 

synthesis is more flexible than a meta-analysis and does not rely on the need for an existing 

body of knowledge in the area, so this accommodated the wide range of research designs 

that were included (Popay et al., 2006). 

The inclusion of papers utilising various research designs allowed for a more detailed 

exploration of the relationship between PMH and psychological flexibility. The inclusion of 

cross-sectional studies enabled preliminary conclusions to be drawn regarding whether there 

is an association between maternal psychological flexibility levels and PMH experiences. 

Longitudinal observational studies allowed for conclusions to be made in relation to the 

potential predictive, mediating, or moderating role that maternal psychological flexibility 

levels may play in PMH experiences. Finally, the inclusion of RCTs allowed for exploration of 

maternal psychological flexibility levels as a mechanism of change in PMH outcomes.  

  The synthesis involved presenting the characteristics, findings, and quality appraisal 

information for each study within tables to enable a within-study synthesis. Finally, a cross-

study synthesis was conducted where the studies were grouped according to the mental 

health outcome assessed within the paper and differences between the findings and quality 

appraisal ratings of the studies were reviewed and integrated, considering sources of bias. 

This was with the aim of identifying, evaluating and synthesising relevant research findings 

in relation to the link between psychological flexibility and PMH. The overall weight of the 

evidence provided by each paper was assessed via examination of the appropriateness of 
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the research design used within the paper to assess the relationship between PMH and 

psychological flexibility, as well as the paperôs quality appraisal. 

Results 

Study Selection 

 The search strategy identified a total of 555 papers. Following the exclusion of 

duplicates, 200 papers remained for title and abstract screening. Of these, 159 papers were 

deemed to be irrelevant. Therefore, 41 full-text paper were screened. Three papers (Carona 

et al. 2023a, 2023b, 2023c) were derived from the same sample. As Carona et al. (2023a, 

2023b) reported on the results from the baseline measures of Carona et al (2023c), they 

were considered as one study. Only Carona et al. (2023c) was reported in full with the 

inclusion of Carona et al (2023a) and Carona et al. (2023b)ôs main findings. Similarly, the 

samples in two further papers overlap (Monteiro et al. 2019; Fonseca et al. 2019), however 

as these papers reported on different mental health measures, they were reported 

separately. Hand searching reference lists of included studies yielded an additional study, 

giving a total of 12 papers, derived from 11 samples for review (Figure 1).  
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Figure 1 

PRISMA Flow Diagram  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Quality Assessment  

The results of the quality assessment are displayed in Table 1. The use of a cross-

sectional design by six of the studies led to the high number of ñweakò ratings for the study 

design component as significant associations found within cross-sectional studies may be 

indicative of multicollinearity and does not allow for causal inferences to be drawn. 

Additionally, five of the studies utilised a self-selecting sampling method, which led to a large 

Records identified from 
databases: 

PsycINFO (n=72) 
OVID (n=121) 
Scopus (n=158) 
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number of ñweakò appraisals when examining for selection bias. As utilising validated 

measures of mental health and psychological flexibility were an inclusion criterion for the 

review, all 12 papers scored as ñstrongò in relation to their data collection methods. The 

reporting of confounding variables was also rated as ñstrongò across the 12 studies. As the 

three papers that utilised a RCT design did not describe the blinding of the outcome 

assessors, these papers obtained a ñweakò rating on the blinding component. The remaining 

nine studies were observational, meaning that participants cannot be blinded.   

The withdrawals/dropouts component was not applicable to the studies utilising a 

cross-sectional design. For this component, the only paper to gain a ñstrongò rating was 

Stotts et al. (2019) due to the adequate description of numbers and reasons for withdrawals 

within the paper and having a 91.8% completion rate. Monteiro et al (2021) obtained a 

ñweakò rating in relation to withdrawals/dropouts as they achieved a completion rate of 

59.7% and Carona et al (2023c) was rated as ñmoderateò on this component as they 

obtained a completion rate of 67.6%. Overall, four papers obtained a ñweakò global rating, 

and six papers had a global rating on ñmoderateò and two papers were globally rated as 

ñstrongò.  
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Table 1 

Quality Assessment of Included Studies (n=12) 

Study Study Design Source of Bias Global 
Rating  Selection 

bias 
Study 
design 

Confounders Blinding Data 
collection 

Withdrawals/ 
dropouts 

Carona et al., 
(2023c) ÿ RCT W S S W S M W 

Evans et al., 
(2012) 

Cross-
sectional 

M W S N/A S N/A M 

Fonseca et al., 
(2018) 

Cross-
sectional 

M W S N/A S N/A M 

Fonseca et al., 
(2019)* 

Pilot RCT M S S W S M M 

Franz et al., 
(2021) 

Longitudinal 
Observational 

W M S N/A S S M 

Monteiro et al., 
(2019)* 

Cross-
sectional 

M W S N/A S N/A M 

Monteiro et al., 
(2020) 

Cross-
sectional 

W W S N/A S N/A W 

Monteiro et al., 
(2021) 

RCT W S S W S W W 

Prokopowicz et 
al. 

(2023) 
 

Cross-
sectional 

M W S N/A S N/A M 

Stotts et al 
(2019) 

Longitudinal 
Observational 

M S S N/A S S S 

Thomas et al 
(2023) 

Longitudinal 
Observational 

M M S N/A S M S 

Whittingham et al 
(2023) 

Cross-
sectional 

W W S N/A S 
 

N/A 
 

W 

Note. RCT - Randomized Controlled Trial. *Shares sample. ÿ Overlap with Carona et al. (2023a; 2023b).  

 

 

Study and participant characteristics 

 The study and participant characteristics for the 12 papers from 11 samples are 

summarised in Table 2. The 12 papers were published during an 11-year period, from 2012 

to 2023. Six studies were from Portugal, three were from the USA, two were from 

Australasia and one study was from Poland. Three of the studies used a two-arm RCT 

design and six had a cross-sectional research design. The three studies utilising a RCT 
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design assessed the efficacy of a web-based, five module, self-directed post-partum 

depression (PPD) preventative intervention, named ñBe a Momò (Carona et al., 2023c; 

Fonseca et al, 2019; Monterio et al, 2021). The intervention draws on principles from 

Cognitive Behavioural Therapy (CBT), Compassion Focussed Therapy (CFT) and ACT. 

Fonseca et al (2019) reports the pilot RCT findings and Carona et al (2023c) reports the full 

scale RCT findings; whereby the intervention was delivered to women identified as being at 

risk of PPD. On the other hand, Monterio et al (2021) investigated and reported on the 

efficacy of the ñBe a Momò intervention for women identified as low risk of PPD. As the 

intervention draws upon ACT principles, the papers assessed whether the intervention 

improved womenôs psychological flexibility levels and investigated whether psychological 

flexibility mechanism of change in postpartum mental health outcomes. Three studies 

utilised a longitudinal observational design; Franz et al. (2021) collected data from women 

daily for two weeks during pregnancy, Thomas et al. (2023) collected data from women at 

four time points starting from the third trimester to 12 weeks post-partum, and Stotts et al. 

(2019) also collected data at four time points, with the initial assessment at 1-2 weeks post-

delivery and admission to Neonatal Intensive Care Unit (NICU) and the final assessment 

being five months NICU discharge. 

Sample sizes ranged from 127 to 1053 participants. Eleven of the studies recruited 

women within the post-partum period, ranging from 1 day-24 months post-partum. Thomas 

et al (2023) recruited women during their third trimester of pregnancy and collected data 

during the third trimester, and at 4-, 8- and 12-weeks post-partum. Only one study collected 

data solely within the antenatal period (Franz et al., 2021). In this study, the mean gestation 

of participants was 30 weeks.  

 One study recruited women from a postnatal ward at a hospital who were two days 

post-partum (Prokopowicz et al 2023). Five studies recruited women during the early post-

partum period (>3 months postpartum) who presented as ñhigh risk of postpartum 

depression (PPD)ò. These studies utilised the Portuguese postnatal version of the 

Postpartum Depression Predictors Inventory-Revised (PDPI-R; Beck et al., 2002) as a 
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screening tool, using a score of >5.5 to identify high risk women, as informed by a 

Portuguese validation study (Alves et al., 2018). One study used the same measure to 

recruit women in the early post-partum period (>3 months postpartum) presenting as ñlow 

risk of postpartum depressionò, using a score of <5.5 on the PDPI-R as indicative as low 

risk.  

One study carried out secondary data analysis on data collected as part of the 

Babyôs Breath II Project, a two-group RCT to assess a motivational intervention to reduce 

Neonatal Intensive Care Unit (NICU) infant exposure to second-hand smoke following 

discharge (Stotts et al., 2013). Therefore, participants within Stotts et al (2019) paper were 

mothers of infants admitted to the NICU, who were up to six months postpartum, and 

reported at least one smoker living in the same household as the infant. A further study 

recruited mothers of pre-term infants (<37 weeks gestational age at time of birth) who were 

up to 24 months postpartum (Evans et al., 2012).  

Of the 12 papers, 11 reported participants being primiparous and multiparous. 

Participants in Franz et al (2021) study were a mix of nulliparous, primiparous, and 

multiparous. One paper did not report the parity of their participants (Thomas et al., 2023). 

All papers reported the mean age of the participants, the highest reported mean age was 

37.9 (Thomas et al., 2023) and the lowest mean age was 26.7 (Stotts et al., 2019). The 

ethnicity of the participants was not reported in eight papers. The majority of Stotts et al. 

(2019) sample identified as Black, Non-Hispanic (62%). Thomas et al (2023) reported 

whether participants identified an ñLatino or Hispanicò, or ñnon-Latino or Hispanicò, with 

95.6% identifying as the latter. Similarly, Franz et al (2021) reported whether participants 

identified as White or Hispanic/Latina, with 89.3% identifying as White. The majority of 

Evans et al. (2012) sample also identified as being White Caucasian (93%), and 8% 

identifying as European, and 1% identifying as Asian.  

In terms of measures of psychological flexibility, ten of the papers used the 

Acceptance and Action Questionnaire-II (AAQ-II; Bond et al., 2011). Two of these papers 

described AAQ-II as a measure of experiential avoidance (Fonseca et al., 2018; Evans et 
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all., 2012). Of note, these two papers were the oldest papers included within the review. The 

eight, more contemporary papers that used the AAQ-II described it is a measure of 

psychological flexibility. This reflects the changes in terms used within the Acceptance and 

Commitment Therapy model over time (Hayes et al., 2011). One paper used The 

Comprehensive Assessment of Acceptance and Commitment Therapy 

Processes (CompACT; Francis et al., 2016) to assess psychological flexibility and one paper 

used Multidimensional Psychological Flexibility Inventory (MPFI; Rolffs et al., 2018). The 

paper using the CompACT described this tool as a measure of psychological 

flexibility/inflexibility (Carona et al., 2023c) and the paper using the MPFI described this as a 

measure of experiential avoidance, also known as psychological inflexibility (Franz et al., 

2021). 

 The measure of PMH utilised varied across the papers. In order to measure symptoms 

of depression during the postnatal period, five papers (Carona et al., 2023c; Monteiro et al., 

2020, Monterio et al., 2019; Fonseca et al., 2018; Fonseca et al 2019) used the Edinburgh 

Postpartum Depression Scale (EPDS; Cox et al., 1987), one paper (Thomas et al., 2023) 

used the Inventory of Depression and Anxiety Symptoms ï General Depression Scale 

(IDAS-GD; Watson et al., 2008) and one paper (Stotts et al.,2019) used the Center for 

Epidemiologic Studies Depression Scale (CES-D: Radloff, 1977).  

  To measure symptoms of post-partum anxiety, four papers (Carona et al., 2023c; 

Monterio et al., 2019; Prokopowicz et al., 2023; Fonseca et al., 2018) used the Hospital 

Anxiety and Depression Scale ï Anxiety Subscale (HADS-A; Zigmond & Snaith, 1983) and 

Prokopowicz et al (2023) also used the State-Trait Anxiety Inventory (Spielberger et al., 

1971).  

  Postpartum levels of anxiety, depression and stress were assessed by Evans et al. 

(2012) using one measure; Depression Anxiety Stress Scale-21 (DASS-21; Lovibond & 

Lovibond, 1995). Within the paper, Evans et al (2012) described this scale as a measure of 

ñmaternal psychological symptomsò. 
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One paper assessed antenatal trauma symptoms (Franz et al, 2021) using the PTSD 

checklist for DSM-5 (PCL-5; Blevins., 2015) and one paper (Whittingham, 2023) assessed 

postnatal post-traumatic stress symptoms using the Impact of Event ScaleïRevised (IES-R; 

Weiss, 2007). 

 Two papers used the Mental Health Continuum-Short Form (MHC-SF; Keyes et al., 

2008) to assess ñpositive mental healthò during the postpartum period (Monteiro et al., 2020; 

Monteiro et al., 2021). Monterio et al (2021) used the measure with women described as 

being low risk of developing post-partum depression. This measure also classifies scores as 

being indicative of flourishing mental health, moderate mental health or languishing mental 

health. 

 Depending on the research design and the data obtained, the relationship between 

levels of psychological flexibility and mental health outcomes were assessed using various 

inferential statistical analyses on the psychological flexibility data and mental health outcome 

data, such as pearsonôs correlations, hierarchical statistical regression, mediation analysis, 

latent change score models, hierarchical statistical regression, and structural equation 

modelling.
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Table 2  
Study Characteristics  

Study Characteristics Participant Characteristics 

Author 
(Year) 

Country 
Design 

(Intervention) 

Participants 
and sample 

size 

Pregnancy 
Postpartum 

status 

Nulliparous/ 
Primiparous/ 
Multiparous 

n, (%) 

Ethnicity 
n, (%) 

Age 
M (SD) 

Validated 
measure of 

mental health 

Validated 
measure of 

psychological 
flexibility 

Carona et al., 
(2023c)ÿ 

Portugal RCT (óBe a Momô: 
5 module PPD 
preventative 

intervention based 
on CBT, ACT and 
CFT principles vs 

waitlist) 
 
 

1053 women 
at high risk for 

PPD 
 

0-4 months 
postpartum 

Primiparous 
Control 296, 

(57.9%) 
Intervention 
347, (64%) 

Not reported Control 32.81 
(4.66); 

Intervention 
32.91(4.40) 

EPDS; 
HADS-A 

CompACT 

Evans et al., 
(2012) 

Australia Cross-sectional 127 mothers of 
preterm infants 

(gestational 
age weeks, M 
= 30.40, SD = 

3.53) 
 

0-24 months 
postpartum 

Primiparous 
82 (66%) 

Caucasian: 117 
(93%); 

European: 8 
(6%); Asian: 1, 

(1%) 
 

32.47 (7.63) 
 

DASS-21 AAQ-II 

Fonseca et 
al., (2018) 

Portugal Cross-sectional 262 women 0-12 months 
postpartum 

 

Primiparous 
174 (66.4%) 

Not reported 31.82 (4.55) 
 

EPDS; 
HADS-A 

AAQ-II 

Fonseca et 
al., (2019)* 

Portugal Pilot RCT (óBe a 
Momô: 5 module 

PPD preventative 
intervention based 
on CBT, ACT and 
CFT principles vs 

waitlist) 

194 women at 
high risk for 

PPD 

0-4 months 
postpartum 

 

Primiparous: 
Intervention 
62, (63.3%) 
Control 71, 

(74%) 
 

Not reported Intervention: 
32.22 (4.36) 

Control: 
32.94 (5.24) 

 

EPDS 
 

AAQ-II 
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Study Characteristics Participant Characteristics 

Author 
(Year) 

Country 
Design 

(Intervention) 

Participants 
and sample 

size 

Pregnancy 
Postpartum 

status 

Nulliparous/ 
Primiparous/ 
Multiparous 

n, (%) 

Ethnicity 
n, (%) 

Age 
M (SD) 

Validated 
measure of 

mental health 

Validated 
measure of 

psychological 
flexibility 

Franz et al., 
(2021) 

USA Longitudinal 
Observational 

159 women Pregnant at 
time of 

assessment. 
(mean week 
of pregnancy 
= 28.23, SD = 

7.54) 

57.9% 
nulliparous 

 

White (89.3%); 
Hispanic or 

Latina/;( 9.4%) 
 

28.67 (4.27) 
 

PTSD 
checklist for 

DSM-5 (PCL-
5) 

MPFI 

 
Monteiro et 
al., (2019)* 

 
Portugal 

 
Cross-sectional 

 
185 women at 
high risk for 

PPD 
 

 
0-4 months 
postpartum 

 

 
Primiparous 
125 (67.6%) 

 
Not reported 

 
32.5 (4.90) 

 

 
EPDS; 

HADS-A 

 
AAQ-II 

Monteiro et 
al., (2020) 

Portugal Cross-sectional 661 women 0-12 months 
postpartum 

 

Primiparous 
418 (63.3%) 

Not reported 32.05 (4.69) EPDS; 
MHC-SF 

AAQ-II 

Monteiro et 
al., (2021) 

Portugal RCT óBe a Momô: 
5 module PPD 
preventative 

intervention based 
on CBT, ACT and 
CFT principles vs 

waitlist) 
 

367 women at 
low risk for 

PPD 

0-4 months 
postpartum 

 

Primiparous 
Intervention 

140, 
(73.3%) 

Control 122, 
(69.3%) 

 
 

Not reported Intervention: 
32.97 
(4.04); 

Control: 
33.03 (4.43) 

MHC-SF AAQ-II 

Prokopowicz 
et al. 

(2023) 
 
 
 
 
 
 
 

Poland Cross-sectional 187 women 1 day 
postpartum 

Primiparous 
93 (49.7%) 

 

Not reported 32 years 
(range, 22-
43 years) 

 

HADS-A 
STAI 

AAQ-II 
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Study Characteristics Participant Characteristics 

Author 
(Year) 

Country 
Design 

(Intervention) 

Participants 
and sample 

size 

Pregnancy 
Postpartum 

status 

Nulliparous/ 
Primiparous/ 
Multiparous 

n, (%) 

Ethnicity 
n, (%) 

Age 
M (SD) 

Validated 
measure of 

mental health 

Validated 
measure of 

psychological 
flexibility 

Stotts et al 
(2019) 

USA Longitudinal 
Observational 

328 mothers 
with an infant 

in NICU 

0-6 months 
postpartum 

 

Not reported White, 
Hispanic: 60 

(18%);  White, 
non-Hispanic: 

34, (10%); 
Black, 

Hispanic: 3, 
(1%); Black, 

non-Hispanic: 
203, (62%); 

Asian: 6, (2%); 
Other: 79, 

(24%) 
 

26.7 (5.8) 
 

CES-D 
PSS 

AAQ-II 

Thomas et al 
(2023) 

USA Longitudinal 
Observational 

180 women Third 
trimester-12 

months 
postpartum 

 

Not reported Hispanic or 
Latino 10, 

(4.3%), Not 
Hispanic or 
Latino 219, 

(95.6%) 
 

37.9, (7.20) 
 

IDAS-GD AAQ-II 

Whittingham 
et al (2023) 

Australia Cross-sectional 405 women 0-24 months 
postpartum 

Primiparous 
235 (58%) 

 

Not reported 33.12 (4.37) 
 

IES-R AAQ-II 

Note *Shares sample. ÿ Overlap with Carona et al. (2023a, 2023b). PPD ï Postpartum Depression; NICU ï Neonatal Intensive Care Unit; EPDS ï Edinburgh Postnatal 

Depression Scale, HADS-A ï Hospital Anxiety and Depression Scale: Anxiety Subscale, MHC-SF ï Mental Health Continuum: Short Form,, DASS-21 ï Depression, Anxiety 

Stress Scale, STAI ï State Trait Anxiety Inventory, CES-D Center for Epidemiologic Studies Depression Scale, PSS - Perceived Stress Scale, IDAS-GD -The Inventory of 

Depression and Anxiety Symptoms ïGeneral Depression Scale, IES-R - Impact of Event ScaleïRevised, MPFI - Multidimensional psychological flexibility inventory, CompACT 

ï Comprehensive Assessment of Acceptance and Commitment Therapy Processes, AAQ-II ï Acceptance and Action Questionnaire 
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Main Findings   

The narrative synthesis of the study findings grouped studies based on the primary 

mental health outcome that was assessed.  

Psychological Flexibility and Postpartum Depression (PPD) 

Three papers analysed and reported on the relationship between levels of 

psychological flexibility and postpartum depressive symptoms in women identified as being 

at high risk of developing PPD (Carona et al, 2023c; Monterio et al., 2019; Fonseca et al., 

2019). Monterio et al (2019) reported cross sectional data gathered from baseline measures 

administered within Fonseca et alôs (2019) pilot RCT and Carona et al (2023c) reports on the 

results from the full-scale RCT. Four papers reported on the relationship between levels of 

psychological flexibility and postpartum depressive symptoms in postpartum women 

whereby risk of developing PPD was not screened for (Monterio et al., 2020; Stotts et al., 

2019; Fonseca et al., 2018; Thomas et al., 2023).  

One cross-sectional study (Monteiro et al., 2019) found that women at high risk of 

developing PPD who presented with higher levels of psychological flexibility were 

significantly more likely to experience fewer symptoms of depression than those with lower 

levels of psychological flexibility. Additionally, two cross-sectional studies found similar 

significant associations in postpartum women where risk of depression was not screened for. 

One paper found in that increased levels of depression was found to be significantly 

associated with lower levels of psychological flexibility (Fonseca et al., 2018) and another 

paper found that postpartum women with higher levels of psychological flexibility were less 

likely to report experiencing symptoms of depression (Monterio et al., 2020). The cross-

sectional design used in these four papers led to these studies obtaining a weak rating on 

the study design component of the QATQS as causality cannot be established. However, all 

papers were rated as strong in relation to controlling for confounders and utilised validated 

and reliable measures, and one paper had relatively large sample size (Monterio et al., 

2020), and therefore provides stronger evidence for the negative correlational link between 

psychological flexibility and experiences of PPD.  
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One paper carried out a pilot RCT of the ñBe a Momò intervention with women at high 

risk of developing PPD (Fonseca et al., 2019). They found that although womenôs levels of 

psychological inflexibility and depressive symptoms were positively associated at baseline, 

as reported within the Monteiro et al (2019) paper, no significant association was found 

between the womenôs change in levels of psychological inflexibility and the womenôs change 

in their levels of symptoms of depression over time (Fonseca et al., 2019). This indicates 

that psychological flexibility did not act as a mechanism of change in depression symptoms 

in that study. 

A full-scale trial of the ñBe a Momò intervention was later completed, which assessed 

the efficacy of an online self-guided intervention for women presenting as high risk of 

developing PPD (Carona et al., 2023c). The paper found that lower levels of psychological 

flexibility were significantly associated with higher levels of depressive symptoms at baseline 

in both intervention and control groups. The full-scale trial also found that a higher increase 

in psychological flexibility was statistically significantly associated with a higher reduction in 

depressive symptoms in both groups, indicating that psychological flexibility may be a 

mechanism of change in depressive symptoms.  

 It is important to acknowledge that Fonseca et al (2019) obtained a global moderate 

rating on the QATQS quality assessment and Carona et al (2023c) obtained a global weak 

rating. This is due to the difference in the selection bias rating between the two papers. 

Fonseca et al (2019) recruited women from an antenatal clinic as well as via online 

advertisements, whereas Carona et al (2023c) used online advertisements only to recruit 

their sample, which may indicate that their sample is less representative of their target 

population. However, it is also important to acknowledge differences in the sample size 

between the two studies. As Carona et al (2023c) has a much larger sample size, the results 

may be more generalisable to populations outside of the study sample. Whereas Fonseca et 

al. (2019) had a much smaller sample, meaning that sample size may not have been 

adequate in sufficiently powering the analysis to detect significant results, however an a 

priori power calculation was not reported. 
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A longitudinal observational study which examined the role of psychology flexibility in 

the maintenance of depressive symptoms in women from third trimester to 12 weeks 

postpartum found that psychological inflexibility mediated a positive relationship between 

four and 12-weeks postpartum depressive symptoms (Thomas et al., 2023). This suggests 

that those with greater levels of psychological inflexibility experienced greater symptom 

maintenance across the postpartum period. This paper was rated as strong overall on the 

quality assessment; and the longitudinal research design allows for the predictive capacity of 

psychological flexibility on postpartum depressive symptoms to be assessed. 

A further longitudinal study assessing depressive symptoms of mothers of infants 

who were admitted to the NICU following birth found that NICU mothers with higher 

depressive symptoms at 1-2 weeks postpartum were significantly more likely to be lower in 

psychological flexibility upon infant discharge from the NICU, which was in turn significantly 

associated with higher depressive symptoms at 2 and 5 months postpartum (Stotts et al., 

2019). Of note, levels of psychological flexibility at the point of discharge fully mediated the 

relationship between depression symptoms at 1-2 weeks postpartum and at 2 months 

postpartum, whilst controlling for other confounding variables such as stress, length of NICU 

stay, income, marital status, education, birth weight and gestational age at birth. This 

demonstrates the important and influential role that psychological flexibility may play in the 

persistence of depressive symptoms in women following infant discharge from NICU. 

Although this paper was rated as ñstrongò overall on the quality assessment, the results are 

not generalisable to all women in the postpartum period as the study used a selective 

sample; women living in a household with at least one smoker.   

Overall, the findings of both the cross-sectional and longitudinal papers indicate that 

women with higher levels of psychological flexibility may be more likely to experience fewer 

or less severe symptoms of PPD, in comparison to those with lower levels of psychological 

flexibility. RCTs also highlight that psychological flexibility levels may act as a mechanism of 

change in PPD symptoms; however, this finding was not consistent across both RCTs, 

therefore firm conclusions cannot be made. 
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Psychological Flexibility and Postpartum Psychological Distress 

 One paper examined the role of psychological flexibility on postpartum psychological 

symptoms using the DASS-21: a measure of depression, anxiety and stress in post-partum 

women who gave birth to preterm infants (gestational age <37 weeks; Evans et al., 2012). 

This cross-sectional study found high levels of experiential avoidance/psychological 

inflexibility were significantly associated with higher levels of depression, stress, and anxiety. 

Psychological inflexibility was also found to be the strongest predictor of depression, stress 

and anxiety symptoms in a hierarchical regression analysis including infant birth weight, 

experiential avoidance, relationship satisfaction, prenatal expectations, and postpartum 

support. This paper further highlights the association between the severity of PPD symptoms 

and levels of psychological flexibility and suggests that higher levels of psychological 

flexibility during the postpartum period may also be associated with lower severity of 

symptoms of postpartum anxiety and stress. As the study used a cross-sectional design, the 

paper scored a moderate overall rating on the quality assessment. Due to studying a 

relatively small sample of women who gave birth to preterm infants, the results are not 

generalisable to the wider population of postpartum women. However, as the study obtained 

a moderate rating in relation to selection bias, the findings are more likely to be 

generalisable to mothers of preterm infants during the postpartum period.  

Psychological Flexibility and Postpartum Anxiety 

Two papers analysed and reported on the relationship between levels of 

psychological flexibility and postpartum anxiety symptoms in postpartum women identified as 

being at high risk of developing PPD (Carona et al., 2023c; Monteiro et al., 2019). Two 

papers reported on the relationship between levels of psychological flexibility and 

postpartum anxiety symptoms in postpartum women whereby risk of developing PPD was 

not screened for (Prokopowicz et al., 2023; Fonseca et al., 2018) 

The paper which carried out the RCT aimed at assessing the efficacy of the ñBe a 

Momò, an intervention for women presenting as high risk of developing PPD also analysed 

the relationship between postpartum anxiety symptoms and psychological flexibility levels 
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(Carona et al., 2023c). Similarly to their findings for postpartum depressive symptoms, the 

authors found that lower levels of psychological flexibility were significantly associated with 

higher levels of anxiety symptoms at baseline in both intervention and control groups. They 

also found that increases in psychological flexibility was significantly associated with a 

greater reduction in anxiety symptoms in both the control and intervention groups.  

One cross-sectional study that examined this relationship with postpartum women at 

risk of PPD also found that those women who were not presenting with anxiety symptoms 

reported significantly higher levels of psychological flexibility, than those presenting with 

anxiety symptoms (Monteiro et al., 2019). Similarly, two cross-sectional studies examined 

the relationship between psychological flexibility and postpartum anxiety, where screening 

for risk of PPD was not carried out and found that higher levels of psychological flexibility 

was significantly associated with fewer symptoms of anxiety in women up to 12 months 

postpartum (Fonseca et al., 2018) and in women two days postpartum (Prokopowicz et al., 

2023).  

The three cross-sectional papers were rated as moderate overall on the quality 

assessment as the research design prevents casual links from being deduced. Additionally, 

although the RCT design of Carona et al.ôs (2023c) paper is a strength, a self-selecting 

sampling strategy was used, therefore the representativeness of the sample must be 

questioned. Additionally, three of these papers had relatively small samples sizes 

(Prokopowicz et al., 2023; Monteiro et al., 2019; Fonseca et al., 2018) meaning that these 

findings may not be generalisable to the wider population of postpartum women during the 

perinatal period. However, all studies were rated as strong in terms of controlling for 

confounding variables and utilising valid and reliable measures of anxiety and psychological 

flexibility. 

The findings of both the cross-sectional papers and the RCT may suggest 

correlational and causal links between psychological flexibility and presence of postpartum 

anxiety symptoms in women at risk of PPD and postpartum women not at risk of developing 

PPD during the perinatal period. The RCT also suggests that maternal psychological 
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flexibility levels may act as a mechanism of change in postpartum anxiety symptoms. 

However, due to the low quality of the studies, the results must be interpreted tentatively. 

Psychological Flexibility and Perinatal Trauma Symptoms  

Two studies examined the relationship between psychological flexibility and perinatal 

trauma symptoms. One study analysed this relationship within the antenatal period and one 

study explored the relationship within the postpartum period. A cross-sectional study 

examining the relationship between postpartum post-traumatic stress symptoms and levels 

of psychological flexibility found that greater symptoms of postpartum post-traumatic stress 

(PTS) was significantly associated with lower levels of psychological flexibility (Whittingham 

et al., 2023). They also found that psychological flexibility levels significantly moderated the 

relationships between levels of fear in relation to childbirth and post-traumatic stress 

symptoms, acting as a buffer, whereby as psychological flexibility increases the relationship 

between fear during labour and PTS decreases. The study obtained an overall weak rating 

on the quality assessment due to utilising a self-selecting sample and cross-sectional 

research design, however the power calculations reported within the paper, suggest that the 

sample size was adequate to detect medium effects for the regression analysis.  

A longitudinal observational study that examined whether antenatal trauma symptom 

severity predicted trajectories of experiential avoidance, also known as psychological 

inflexibility, found that trauma symptom severity was significantly associated with higher 

levels of psychological inflexibility over a two-week period during pregnancy (Franz et al., 

2021). However, the impact of levels of psychological inflexibility on the severity of trauma 

symptoms was buffered for women in the presence of higher quality partner support, in that 

trauma symptoms were no longer associated with psychological inflexibility when support 

quality was above average, demonstrating the protective role of partner support.  

This paper was rated as moderate overall on the quality assessment. Although the 

longitudinal design was a strength of the paper, the sample size was relatively small, and no 

power analysis was reported within the paper. Additionally, the self-selecting sampling 

method limits the representativeness of the sample. The findings of these two papers 
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indicate that higher levels of psychological flexibility during the antenatal and postpartum 

period may be associated with fewer symptoms of post-traumatic stress, however due to the 

potential bias within the papers, the results must be interpreted with caution. 

Psychological Flexibility and Postpartum Positive Mental Health  

Three papers examined the relationship between levels of psychological flexibility 

and levels of postpartum positive mental health. Analysis of the baseline measures from 

Carona et al. (2023c), reported within Carona et al (2023b) found a significant positive 

correlation between levels of psychological flexibility and positive mental health, meaning 

that individuals with higher levels of psychological flexibility were significantly more likely to 

experience higher levels of positive mental health. Additionally, another cross-sectional 

study found that higher levels of psychological flexibility in postpartum women was 

associated with ñflourishingò, described by the authors as meaning high levels of emotional, 

psychological, and social wellbeing (Monteiro et al., 2020). Although these two papers 

scored an overall weak rating on the quality assessment, both papers had a relativity large 

sample size, increasing the generalisability of the findings. 

The researchers who examined the efficacy of the ñBe a Momò intervention also 

carried out an RCT examining the efficacy of the ñBe a Momò intervention with a different 

sample of women who were identified as being at a low risk of developing PPD (Monterio et 

al., 2021). They found that at baseline, women who had higher levels of positive mental 

health were significantly more likely to have higher levels of psychological flexibility, however 

they found that changes in positive mental health following the intervention was not 

mediated by changes in psychological flexibility. It is important to note that this study 

obtained an overall global rating as weak on the QATQS, this was due the self-selecting 

sample and the high dropout rates, which were unequal across the two groups.  

These findings suggest a correlational link between levels of psychological flexibility 

and presence of positive mental health during the postpartum period. However, a causal link 

was not found between these variables within an RCT.



 33 

Table 3 
Study Findings  

Author 
(Year) 

Aims  Data collection method Statistical analysis Main findings  

Carona et 
al., (2023c)ÿ 

To assess the efficacy of Be a Mom 
intervention, in reducing depressive and 

anxiety symptoms of women at high risk for 
PPD and examine mechanisms of change 
linking modifiable self-regulatory skills (i.e., 
psychological flexibility) to improved PMH 

outcomes. 
 

Researcher developed 
online survey. 

Self-report. 
 

Univariate latent 
change score 

models; 
2-wave latent 

change score model 
 

Carona et al. (2023b) - Higher levels of psychological 
flexibility were significantly associated with lower levels of 

symptoms of anxiety r=- .55, p<.001 and depression r= -.58, 
p<.001and higher levels of positive mental health r= .36, 

p<.001. Carona et al. (2023c) - A higher increase in 
psychological flexibility was statistically significantly 

associated with a higher reduction in depressive and anxiety 
symptoms in both the intervention and control groups p<.001 

 
Evans et al., 

(2012) 
To test potential predictors of maternal 

attachment, maternal psychological 
symptoms, and maternal responsiveness. 

Potential predictors were experiential 
avoidance, relationship satisfaction, 

prenatal expectations and postpartum 
support. 

 

Researcher developed 
online survey. 

Self-report. 
 

Hierarchical multiple 
regression analysis 

 

Significant correlations were found between experiential 
avoidance and maternal psychological symptoms (p<.001). 

Experiential avoidance had a significant 10% unique 
contribution to the variance for maternal psychological 

symptoms, t (127) = 4.43, p< .001. 
The relative weights for each predictor were calculated to 
indicate the relative importance of each predictor. It was 
found experiential avoidance had a weighting of 44%, 

 
Fonseca et 
al., (2018) 

To examine the relationship between 
dysfunctional motherhood-related beliefs 
and postpartum anxiety and depression 

symptoms, and whether experiential 
avoidance may be a potential mechanism in 

explaining these relationships. 
 

Researcher developed 
online survey. 

Self-report. 
 

Pearson 
correlations; 

Structural Equation 
Modelling 

 

Higher levels of psychological inflexibility were significantly 
associated with higher levels of anxiety symptoms (p= 0.685, 

p<.001) and depression symptoms (p=.677, P>.001). 
 

Fonseca et 
al., (2019)* 

To explore the Be a Mom intervention 
promotes the enhancement of self-

regulatory skills and to examine whether 
changes in self-regulatory skills are 

associated with changes in depressive 
symptoms. 

 

Researcher developed 
online survey. 

Self-report. 
 

T-tests; Chi-squared 
tests, Pearson 
correlations; 

Latent change score 
models 

 

Womenôs levels of psychological inflexibility and depressive 
symptoms were significantly positively associated at baseline 

(p<.001). 
No significant association was found between womenôs 
psychological inflexibility at baseline and their levels of 

change in depressive symptoms over time. 
 

Franz et al., 
(2021) 

To examine whether trauma symptom 
severity predicted trajectories of daily 

experiential avoidance over 2 weeks among 
pregnant couples, and to examine the 

Researchers 
administered measures 
and completed clinical 

interview 

Latent trajectory 
modelling 

 

Trauma symptom severity was associated with higher levels 
of experiential avoidance across the 2 weeks (p=.23, P>.05). 
However, among women, the impact of trauma symptoms on 
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Author 
(Year) 

Aims  Data collection method Statistical analysis Main findings  

stress-buffering role of partner support in 
reducing daily experiential avoidance 

resulting from elevated trauma symptoms. 
 

 experiential avoidance was no longer significant when 
support from a partner was above average quality or higher. 

 

 
Monteiro et 
al., (2019)* 

 
To examine the differences in psychological 
flexibility and self-compassion among at-risk 

postpartum women presenting and not 
presenting clinically relevant depressive and 

anxiety symptoms. 

 
Secondary data 

analysis using data from 
an RCT. Researcher 

developed online 
survey. 

Self-report. 
 

 
Pearson 

correlations; 
Hierarchical logistic 

regression 
 

 
Women not presenting depressive and anxiety symptoms 

reported significantly higher levels of psychological flexibility, 
than women presenting depressive and anxiety symptoms. 

Hierarchical logistic regression showed that women with 
higher levels of psychological flexibility (OR=1.06, CI: 1.01ï
1.12) had a significantly higher likelihood of not presenting 

depressive and anxiety symptoms. 
 

Monteiro et 
al., (2020) 

To investigate the factors associated with 
flourishing and with the absence of PPD 

symptoms. 

Researcher developed 
online survey. 

Self-report. 
 

Univariate and 
multivariate logistic 

regression 
 

Psychological flexibility was related to an increased 
likelihood of flourishing (OR:1.14 (95% CI 1.12ï1.17) p<.001. 

psychological flexibility was associated with not reporting 
depressive symptoms. OR1.17 (CI 95% 1.14ï1.21) p<.001. 

Additionally, women with higher levels of selfȤcompassion 
and psychological flexibility had higher odds of not reporting 

depressive symptoms. 
 

Monteiro et 
al., (2021) 

To examine whether Be a Mom intervention 
was effective in enhancing psychological 
processes among low-risk postpartum 

women and to explore whether changes in 
psychological processes mediated 

improvements in positive mental health. 

Researcher developed 
online survey. 

Self-report. 
 

t-tests, chi-squared 
tests, linear mixed 

models with an 
autoregressive 

covariance matrix; 
multilevel mediation 

model 
 

Higher levels of psychological flexibility were significantly 
associated with higher levels positive mental health in the 
control group (ɟ = .56; P<.001) and intervention group (ɟ = 

0.31; P <.05) at baseline. 
Psychological flexibility did not significantly contribute to the 

improvement of positive mental health over time. 

Prokopowicz 
et al. 

(2023) 

To explore the relationship between 
psychological flexibility and anxiety in 

women in the rooming-in unit during the 
COVID-19 pandemic. 

Measures administered 
by hospital staff. 

Self-report 

Spearmanôs ɟ 
coefficient. 

One-way logistic 
regression 

Higher levels of psychological inflexibility were significantly 
associated with higher levels of trait ɟ=0.659; P< .001 and 

state anxiety (p=0.443; P<.001) 
 

 
Stotts et al 

(2019) 
To explore longitudinally the relations 
between early depressive symptoms 

postpartum, psychological flexibility, and 
depressive symptoms later in the 

Secondary data 
analysis using data from 

an RCT. 

Structural Equation 
Modelling 

 
 

Significant direct effects found for baseline depression on 
mid-study psychological inflexibility and mid-study 

psychological inflexibility on follow-up 1 depression. 
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Author 
(Year) 

Aims  Data collection method Statistical analysis Main findings  

postpartum period among new mothers with 
an infant admitted to the NICU. 

 

Baseline assessment 
(1ï2 weeks 

postpartum), mid-study 
assessment, (2 weeks 

after the infant was 
discharged from NICU), 
follow up 1 (2 months 

postpartum), follow up 2 
(5 months post-partum) 
Measures administered 

by therapist. 
Self-report 

 

A significant indirect effect found for baseline depression on 
follow-up 1 depression via mid-study psychological 

inflexibility. Full mediation of the relationship between 
depressive symptoms at baseline and depressive symptoms 

at follow-up 1 by mid-study psychological inflexibility 
 
 

 
Thomas et 
al (2023) 

 
To examine what role psychological 

flexibility plays in maintaining depressive 
symptoms across the postpartum period 
while controlling for history of depression. 

 

 
Researcher developed 

online survey.  
Self-report. 

 

 
Mediation analysis 

 

 
Psychological inflexibility at 8-weeks postpartum predicted 
depressive symptoms at 12-weeks postpartum (ɓ = 0.32, 

SE=.08, t(176)=4.09, p<.001). 
Depressive symptoms at 4-weeks postpartum predicted 

psychological inflexibility at 8-weeks postpartum (ɓ = 0.31, 
SE=0.06,t(177)=6.06, p<.001). 

Depressive symptoms at 4-weeks, 8-week psychological 
inflexibility, and lifetime history of depression accounted for 

42% of the variance in 12-week depressive symptoms. 
 
 

Whittingham 
et al (2023) 

To examine the relationships among birth 
and breastfeeding events and experiences, 
two variables (psychological flexibility and 

self-compassion), and two maternal mental 
health outcomes: post traumatic stress 

symptoms and shame.  

Researcher developed 
online survey. 

Self-report. 
 

Pearson 
correlations; 

Hierarchical logistic 
regression 

 

Higher post-traumatic stress scores correlated with lower 
psychological flexibility scores (r=-0.39, p<.001) 

Psychological flexibility predicted both post-traumatic stress, 
and moderated relationships between both fear and post-

traumatic stress. 
 

Note *Shares sample. ÿ Overlap with Carona et al. (2023a, 2023b). PPD ï Postpartum Depression, NICU ï Neonatal Intensive Care Unit
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Discussion  

 
 This review summarised cross-sectional and longitudinal and RCT research which 

examined the relationship between psychological flexibility and PMH. Twelve papers, from 

11 samples, were included and summarised narratively. Relationships between a variety of 

mental health experiences and levels of psychological flexibility during the perinatal period 

(conception ï two years postpartum) were reported, with 11 papers examining the 

relationship within the postpartum period and one paper reported on the relationship within 

the antenatal period. 

 Overall, the findings suggest support for lower levels of psychological flexibility being 

linked to poorer mental health during the perinatal postpartum period namely anxiety and 

depressive symptoms. The findings also suggest that higher levels of psychological flexibility 

may be related to the absence or less severe symptoms of depression and anxiety and the 

presence of more positive mental health. Additionally, most of the longitudinal and RCT 

studies indicate that psychological flexibility may act as a mechanism of change in PMH 

outcomes and that psychological flexibility levels may be predictive of PMH symptom 

severity.  

Summary of the evidence 

 The evidence suggests that a womenôs level of psychological flexibility plays a role in 

her experience of mental health difficulties during the postpartum perinatal period. PPD and 

anxiety were the most common PMH difficulties examined in the papers, which is not 

surprising given that these are the most common mental health difficulties experienced 

during the perinatal period (Millard & Wittkowski, 2023).  

 Evidence from cross-sectional studies, observational longitudinal studies, and RCTs 

suggests that psychological flexibility may be a transdiagnostic modifiable factor that may 

play a role in the presence, maintenance and severity of postpartum depression and anxiety 

symptoms, as well as experiences of positive mental health. Cross sectional studies have 

found an association between levels of psychological flexibility and symptoms of depression 
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and anxiety. For example, when comparing the psychological flexibility levels of women in 

the early postpartum period presenting with symptoms of anxiety, and those not presenting 

with anxiety symptoms, Monteriro et al (2019) found that those presenting with no anxiety 

symptoms were more likely to have higher levels of psychological flexibility levels than those 

presenting with clinically relevant anxiety symptoms. 

An RCT highlighted that psychological flexibility may act as mechanism of change in 

depressive and anxiety symptoms following a third-wave CBT online, self-directed 

intervention (Carona et al, 2023c). Their findings suggest that that increasing levels of 

psychological flexibility during the early months following childbirth, in women at risk of 

developing PPD, may play a role in the reduction of their symptoms of depression and 

anxiety (Carona et al., 2023c).  

Longitudinal studies also found that psychological flexibility played a predictive role in 

postpartum depressive symptoms; Thomas et al. (2023) found that depressive symptoms at 

4 weeks postpartum predicted psychological flexibility at eight weeks post-partum, and that 

psychological flexibility levels at 8 weeks postpartum predicted depressive symptoms at 12 

weeks post-partum. Stotts et al. (2019) found that levels of psychological flexibility at two 

weeks following infant NICU discharge predicted the persistence of postpartum depressive 

symptoms three months later, meaning that women with lower levels of psychological 

flexibility following discharge were more likely to continue experiencing depressive 

symptoms at three months than those women with higher levels of psychological flexibility.  

Therefore, research evidence suggests that psychological flexibility may not only be 

associated with postpartum depression and anxiety symptoms but may also play a role in 

predicting the presence of symptoms and may also act as a mechanism of change. 

However, it is important to hold in mind that Stotts et al. (2019) and Carona et al. (2023c) 

used purposive sampling, with the former recruiting women who were identified as being at 

risk of developing PPD and the latter recruiting mothers of NICU infants whereby there was 

at least one smoker in the household, meaning that their results may not be generalisable to 
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the wider postpartum population. Additionally, Thomas et alôs (2023) sample size was 

reasonably small, therefore the results must be interpreted tentatively.  

 Therefore, it is possible that when a mother is more accepting and takes a normalising, 

compassionate approach to her own negative internal experiences (e.g. thoughts, feelings, 

or intrusive images), without negatively appraising, controlling, or avoiding these 

experiences, they may be less likely to experience clinically relevant symptoms of 

depression and anxiety.  Although more high-quality research is needed, the findings 

highlight a possible target for future intervention research. To date, there is a small body of 

research examining the efficacy of ACT, the therapeutic model which aims to increase 

individualôs psychological flexibility, as an intervention for women struggling with their mental 

health during the perinatal period. A single-session ACT intervention was found to be 

feasible and acceptable for helping women manage fear of childbirth for a first pregnancy 

(Howard et al., 2022) and an eight session ACT intervention has also been found to be 

effective in reducing fear of birth in nulliparous women during pregnancy (Vakilian et al., 

2023). ACT has also been shown to be effective in reducing antenatal symptoms of stress, 

depression, and anxiety (Hosseinian, 2021) and PPD (Waters et al., 2020). Thus, although 

there are only a few studies examining ACT for the perinatal period, preliminary findings 

support its suitability, feasibility, and acceptability. More research is clearly warranted, 

however. 

These results are in accordance with the research findings of studies examining the role 

of psychological flexibility on depression in individuals who have experienced major life 

events outside of the perinatal context. For example, Fonseca et al (2020) found that 

individuals from the general population presenting with increased symptoms of depression 

were significantly more likely to present with lower levels of psychological flexibility. They 

also found that in individuals with higher levels of psychological flexibility, the impact of a 

cumulative number of major life events and their negative appraisal on depression 

symptoms is attenuated. The results from the current systematic review are also in line with 
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research findings of studies exploring the relationship between levels of anxiety and 

psychological distress and levels of psychological flexibility in the general population, 

whereby psychological flexibility accounted for unique and distinct variance in anxiety and 

psychological distress (Masuda & Tully, 2012). 

Papers examining the link between levels of psychological flexibility and post-traumatic 

stress symptoms were scarce, with only one study examining the relationship during the 

postpartum period and one study studying the relationship antenatally. These findings 

suggested that women with higher levels of psychological flexibility levels during pregnancy 

and the perinatal postpartum period may experience less symptoms of post-traumatic stress. 

Interestingly, high quality partner support appears to play an important part in the experience 

of post-traumatic stress symptoms during the antenatal period (Franz et al., 2021). Although 

further robust longitudinal research is needed, these preliminary findings provide some 

limited support for targeting psychological flexibility within future fear of childbirth intervention 

research.  

These findings are in accordance with research findings from studies examining the role 

of psychological flexibility in the experiences of post-traumatic stress symptoms in other 

populations, whereby higher levels of psychological flexibility have been shown to reduce 

symptom severity and increase post-traumatic growth (Landi et al., 2022; Ben-Zion et 

al., 2019; Meyer et al., 2019).  

Methodological limitations  

 While the review identified important preliminary findings, several limitations should be 

acknowledged. It is noted that the QATQS used to assess the quality of the paper contains a 

blinding rating which did not align with the design of the majority of the studies due to the 

observational nature of the studies included within the review. Many papers also gained an 

overall weaker score on the QATQS due to utilising a cross-sectional design. Therefore, if a 

specific tool was used to assess the risk of bias of cross-sectional studies alone, as opposed 

to the QATQS, which allows for the appraisal of studies using a variety of research designs, 
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the papers may have gained a stronger rating of quality. Therefore, utilising tools that have 

been designed solely for the quality assessment of studies with specific types of design may 

have yielded more accurate quality appraisals. For example, the Critical Appraisal Skills 

Programme (CASP; CASP, 2013) to appraise the quality of RCTs and using the Newcastle-

Ottawa scale (Wells et al., 2012) to appraise the quality of cross-sectional and longitudinal 

observational studies.  

 It is important to recognise the weakness of the cross-sectional research design 

utilised by seven of the 12 included papers. Findings from cross-sectional studies prevents 

the ascertainment of directionality, and therefore the causality, between levels of 

psychological flexibility and maternal mental health outcomes. However, the findings of the 

cross-sectional studies were consistent with the longitudinal observational studies examining 

the same relationship. 

 Six of the papers included within the review also scored poorly in relation to selection 

bias on the QATQS. This was due to the papers utilising a self-selecting sampling method, 

meaning that the sample may not be representative of the target population and the study 

findings may not be generalisable to the wider perinatal population. As these six papers 

used advertisements on social media to recruit participants, individuals experiencing higher 

levels of distress during the perinatal period may have been prone to participate in the 

research. In addition, these papers do not capture the experiences of those who do not have 

access to the internet or social media, due to experiencing digital literacy difficulties, financial 

restrictions or because they consciously choose to live without it (Oudat & Bakas, 2023). 

Additionally, as the papers included within the current review used community samples, the 

findings of the current review may not be representative of clinical samples.  

It was also noted that the ethnicity of samples was poorly reported on within papers, 

with two papers reducing the ethnicity of participant to two categories (Franz et al., 2021; 

Thomas et al., 2023), which can raise important ethical questions and can be subject to 

interpretative inaccuracy (Yao et al., 2021). Therefore, it cannot be concluded how ethnically 

diverse sample populations were. Given that research has demonstrated that women from 
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Black African, Asian, and White Other backgrounds were more likely than White British 

women to face an involuntary mental health hospital admission during the perinatal period 

(Knight et al., 2023), it is crucial for PMH prevention and intervention research to include 

individuals from all ethnicities. Additionally, only biological sex was reported on across all 

papers, as opposed to gender identity, which is a notable limitation all studies within the 

current review. Capturing data on gender identity is necessary for measuring and analysing 

the variations and complexities related to these factors, and their influences on PMH 

(Kaufman et al., 2023). It is increasingly recognised that trans and non-binary individuals are 

becoming parents; yet invisibility continues within PMH research, reflecting cis-

heteronormativity (Greenfield & Darwin, 2020). To address this, more research is needed to 

explore the mental health experiences of trans and non-binary parents during the perinatal 

period. 

A final limitation of the papers included within the current review is that ten of the 12 

papers used the AAQ-II to measure maternal levels of psychological flexibility. Although this 

is a validated and reliable measure of psychological flexibility (Bond et al., 2011), research 

has suggested that the AAQ-II is correlated with psychological distress rather than the 

flexibility in the responses to the distress (Doorley et al., 2020). For example, researchers 

have raised that some AAQ-II items are conflated with general functional difficulties e.g., 

ñEmotions cause problems in my life,ò ñIt seems like most people are handling their lives 

better than I amò, and neuroticism e.g., ñIôm afraid of my feelingsò, ñworries get in the way of 

my successò (Bond et al., 2011; Doorley et al., 2020). Additionally, the AAQȤII has 

demonstrated high correlation with the Beck Depression Inventory (Bond et al., 2018).  

Research suggests that the CompACT (Francis et al., 2016) measure, used by two papers in 

the review (Carona et al., 2023b, 2023c), is better able to discriminate between 

psychological flexibility and the outcome of psychological distress (Doorley et al., 2020). 

Additionally, many of the papers differed in terms of the specific construct the measure is 

purported to measure (i.e., psychological inflexibility or experiential avoidance).  
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Future research 

The final sample of this review predominately reported on validated measures of 

depression and anxiety administered during the postpartum period. Therefore, further 

research is needed to explore the relationship between psychological flexibility and 

experiences of tokophobia (fear of birth), perinatal psychosis or post-traumatic stress 

disorder experienced during the perinatal period. Additionally, it would be important for future 

research to examine the role of psychological flexibility in experiences of antenatal 

depression and anxiety. In addition, there is a need for longitudinal studies to follow 

individuals within the perinatal period prospectively, from the antenatal period into the 

postpartum period. Examining womenôs psychological flexibility and mental health 

experiences during pregnancy and within the perinatal postpartum period will allow for 

causal relationships to be established. Given that PMH is a national priority within the UK 

(NHS, 2019), UK based research which aims to identify modifiable and preventative risk 

factors for PMH difficulties is important. Researching the feasibility, acceptability and efficacy 

of an ACT intervention delivered during the perinatal period for mothers experiencing mental 

health difficulties would also generate important conclusions regarding psychological 

flexibility as a mechanism of change for PMH difficulties, as this intervention specifically 

targets psychological flexibility. 

Clinical implications  

The results of the current systematic review provide preliminary findings indicating 

that psychological flexibility is an important psychological construct related to the 

psychological wellbeing of women during the perinatal period. Thus, should future robust 

longitudinal research replicate the findings detailed in this review, increasing psychological 

flexibility in women during this critical period may be considered as an important goal of 

preventive and intervention measures.  

 ACT is an approach whereby increasing levels of psychological flexibility is the overall 

therapeutic goal. When hypothesising the potential impact that psychological inflexibility 
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could have on a woman during the postpartum period, it could be suggested that a 

postpartum parent who is struggling with their mental health may avoid seeking professional 

support due to fears of being stigmatised and experiencing feelings of guilt and shame 

(Manso-Córdoba et al., 2020). Avoiding seeking professional support is likely to result in 

short-term relief from shame. However, in the long-term, the parent may experience a 

greater reduction in their mental health, which will likely result in a loss of rich, meaningful, 

value-guided actions and may paradoxically increase and reinforce feelings of guilt and 

shame (Hayes et al., 2006). By utilising an ACT approach, and increasing psychological 

flexibility, the parent may become increasingly aware of the impact of shame-based thoughts 

and avoidance behaviours which take them away from living accordingly with their values 

and build greater awareness and engagement with valued-based living (Hayes et al., 2012). 

Although this is just one example, by increasing motherôs psychological flexibility during the 

postpartum period could potentially reduce their experiences of depression and anxiety, 

increase maternal wellbeing as well supporting them to engage in behaviours that are in 

accordance with their values whilst adapting to their new roles and responsibilities of 

parenthood (Bonaqcquisti et al., 2017). It may be helpful for mental health professionals 

working with individuals during the perinatal period to assess the individualôs awareness of 

and responses to their own negative internal experiences and whether this impacts on their 

ability to engage in value-driven behaviour.  

Conclusion 

This review highlights that there is evidence that lower levels of maternal 

psychological flexibility is associated with increased experiences of post-partum anxiety and 

depressive symptoms as well perinatal trauma symptoms. Additionally, higher levels of 

psychological flexibility was found to be associated with increased experiences of positive 

mental health during the postpartum perinatal period and decreased symptoms of post-

partum anxiety and depressive symptoms. Although the association between maternal 

psychological flexibility and experiences of PMH needs further research investigation, the 
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findings indicate that psychological flexibility may be a possible transdiagnostic target for 

future preventative and intervention research. These findings could have important 

implications for the subsequent mental health care and support women should be offered in 

the perinatal period.  
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Abstract 

Background: Fear of childbirth (FOC) is a significant issue for many people during 

pregnancy. However, findings from studies of psychological interventions to reduce FOC are 

equivocal. Resource constraints highlight the need for briefer interventions. Previous 

research has demonstrated that a face-to-face single session Acceptance and Commitment 

Therapy (ACT) showed promise. However, the National Health Service Long Term Plan for 

England highlights a wish to increase digitalization. There is a need to test online 

adaptations of interventions for FOC. Aims: To test the feasibility and acceptability of 

providing and evaluating a two-session online ACT group intervention for individuals in their 

first pregnancy who experience FOC. The objectives were to establish whether; (i) first-time 

expectant individuals could be recruited, and retained, (ii) this was acceptable to this 

population, (iii) suitable measures could be identified and indicated symptomatic change, 

and (iv) hypotheses regarding preliminary change mechanisms could be identified. 

Methods: Participants were recruited via an NHS maternity service, to attend an online two 

session, small group, ACT intervention. Primary outcome measures included measures of 

FOC and anxiety. Secondary outcome measures included measures of psychological 

flexibility and coping style to identify potential mechanisms of change. Primary and 

secondary measures were completed pre-intervention and two weeks following the second 

session. Qualitative and quantitative feedback on the sessions was also gathered. Results: 

Forty-six expressions of interest were received. Seven two-session groups ran; 25 

individuals participated in both sessions, and all provided follow up data. Feedback 

information suggested that the intervention was highly acceptable. Statistical and clinical 

reductions in FOC and anxiety were found. Statistically significant changes in levels of 

psychological flexibility and coping style offers preliminary hypotheses regarding potential 

mechanisms of change.  Conclusion:  A two-session online ACT group intervention tailored 

for FOC appears feasible and acceptable and shows promise in terms of potential impact. A 

pilot randomised controlled trial is warranted. 
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Introduction 

Fear of childbirth 

 Fear of childbirth (FOC) is thought to exist along a continuum whereby at the lowest 

level, women3 have no concerns in relation to giving birth and at the highest-level women 

experience extreme fear specific to giving birth, known as tokophobia (Bakhteh et al., 2024; 

Hofberg & Brockington, 2000). Currently, the prevalence rate of tokophobia varies across the 

world, with an estimated global prevalence of 14% (O'Connell et al., 2017; Nilsson et al., 

2018; AguileraȤMartín et al., 2020). There are various terms used within the literature to 

describe this phenomenon, such as fear of birth, fear of childbirth and childbirth anxiety. For 

the purpose of this study, the term ñfear of childbirthò is used to refer to experiences of 

anxiety and fear in relation giving birth. 

   Severe FOC can have a negative impact on a womanôs psychological wellbeing 

during pregnancy, her experience of birth and can lead to greater postpartum mental health 

difficulties. Specifically, FOC is closely linked to increased healthcare usage, requests for 

medical interventions (e.g. elective caesareans), postnatal depression, post-traumatic stress 

disorder (PTSD) related to childbirth, and low rates of breast feeding (OôDonovan & 

OôDonovan, 2018; Dencker et al., 2019; Ayers & Ford, 2013). Furthermore, increased 

psychological distress during pregnancy can lead to poorer developmental outcomes in 

children, as being exposed to maternal stress can negatively impact a childôs acquisition of 

cognitive, motor and emotion regulation skills (Dunkel-Schetter & Tanner, 2012). Key 

elements of underpinning FOC are fear of the unknown, fears of not being heard during 

birth, fearing harm or stress to the baby, injuries and pain, and feeling ódone toô, out of 

control, or abandoned during the birth, fear regarding personal ability to give birth and 

receiving adequate support (Slade et al., 2019; Sheen & Slade 2018).  

 
 
3 The term mother is used throughout this paper as this is the terminology widely used within the 
literature to refer to female gestational parents. All participants in the specific studies cited (to the best 
of the authorôs knowledge) identified as women/female and therefore the term mother/s is used in this 
empirical paper. However, the authors acknowledge that the term ómotherô will not be used by all 
gestational parents. 
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Guidelines provided within the United Kingdom (UK) maternity care pathways 

recommend midwives to assess depression and anxiety symptoms during routine antenatal 

care (National Institute of Care and Excellence, 2020). However, currently there are no 

guidelines or recommendations provided in relation to the assessment of FOC, therefore 

midwives are not required to assess this (Richens et al., 2015). Although parallels exist 

between generalised anxiety and FOC, research demonstrates that they are not 

synonymous and should be viewed as distinct constructs (Storksen et al., 2012). Within the 

UK, women experiencing FOC are offered varying levels of support depending on the 

womanôs local National Health Service (NHS) trust provision (Maternal Mental Health 

Alliance, 2023).  

Fear of childbirth interventions 

As distress associated with FOC has extensive implications for women, children, and 

healthcare services, FOC psychological intervention research has been deemed a priority in 

an expert consensus statement (Jomeen et al., 2021). To date, research demonstrates that 

the effectiveness of psychological interventions for FOC, such as Cognitive Behavioural 

Therapy (CBT), motivational interviewing, psychoeducation, and counselling for FOC are 

equivocal (Badaoui, Abou-Kassm & Naja, 2019; AguileraȤ Mart²n et al., 2020). Two 

systematic reviews examining the efficacy of interventions for FOC highlighted the need for 

more robust, high quality intervention research (Aguilera-Martin et al., 2021; Webb et al., 

2021). Due to the risk of bias within the studies and the heterogeneity among the papers, the 

authors could not draw definite conclusions on the efficacy of the interventions reviewed 

(Aguilera-Martin et al., 2021). A systematic review and meta-synthesis of 66 FOC 

intervention papers found that most of the intervention approaches were effective in reducing 

FOC (Webb et al., 2021). The authors concluded that the theoretical intervention model may 

not be of importance, and that providing women with a space to explore their fears may be 

the driver for reducing FOC. However, of note, the effectiveness of alternative therapeutic 

models routinely drawn upon within perinatal contexts, such as Compassion Focussed 
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Therapy (Gilbert, 2009; Cree, 2015; Millard & Wittkowski, 2023) were not evaluated. 

Additionally, the efficacy of Acceptance and Commitment Therapy (ACT) was also not 

evaluated within the reviews (Webb et al., 2021; Aguilera-Martin et al., 2021), a therapy 

which has been proposed to be beneficial for PMH difficulties (Bonacquisti et al., 2017). 

Online Perinatal Mental Health (PMH) Interventions  

Although the research examining psychological interventions aimed at supporting 

women experiencing FOC is promising, researchers have identified multiple barriers to 

accessing traditional face-to-face psychological intervention such as lack of sufficient 

specialist perinatal mental health (PMH) resources; especially within rural areas, lack of time 

and finances needed for transportation to appointments, and childcare requirements (Vigod 

& Dennis, 2020; Smith et al., 2019). However, these barriers can be addressed by using the 

internet to increase accessibility. The 2020 coronavirus pandemic led to adaptation of 

psychological therapy delivery, with online therapy becoming routine practice (Weinberg, 

2020). Research assessing the efficacy of online individual psychological interventions 

during the perinatal period suggests that web-based interventions targeted at improving 

PMH may be effective and offer flexibility and convenience to women (Ashford et al., 2016). 

However, research assessing the efficacy of online psychological intervention groups for 

pregnant women is scarce (Weinberg, 2020). Importantly, the NHS Long Term Plan (NHS, 

2019) highlights the need to increase digitalization within NHS programs, with the aim of 

reducing face-to-face appointments by one-third over the next 5 years (Alderwick & Dixon, 

2019). However, it is important to acknowledge that implementing remote health 

consultations is dependent on individuals having access to relevant technologies and being 

able to utilise these methods (Jethwa & Abraham, 2020).  

Two meta-analyses evaluated the efficacy of remotely delivered interventions, such 

as CBT, mindfulness interventions, problem solving, psychoeducation and behavioural 

activation, for reducing perinatal anxiety and depression (Li et al., 2023; Evans et al., 2022).   
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Both papers reported similar findings in that, all interventions were effective for reducing 

symptoms of perinatal depression and anxiety (Li et al., 2023; Evans et al., 2022). Although 

Evans et al. (2022) highlighted that due to small sample sizes within the papers and an 

unclear risk of bias across the papers, the results must be interpreted with caution. Li et al. 

(2023) found that self-directed interventions had higher dropout rates than those guided by a 

healthcare professional.  

Acceptance and Commitment Therapy  

Acceptance and Commitment Therapy (ACT) is a óthird-waveô cognitive behavioural 

therapy, based on Relational Frame Theory (Hayes et al., 2001) which takes a 

transdiagnostic approach (Hayes et al., 2013). The key therapeutic goal of ACT is to 

increase an individualôs psychological flexibility, which is the ability and willingness to remain 

in the present moment, be accepting and open to the presence of unpleasant internal 

experiences (e.g., thoughts, feelings, memories), whilst actively choosing to behave in 

accordance with our personal values (Hayes et al., 2012). The opposite to psychological 

flexibility is psychological inflexibility, also known as experiential avoidance. This is the 

unwillingness, and non-acceptance of unpleasant internal events which lead individualôs 

behaviours to be dominated by attempts control the frequency or content of their thoughts, 

feelings, and memories, or take actions with the intention of avoiding these internal 

experiences, resulting in a loss of meaningful, value-guided actions (Hayes et al., 2012, 

OôBoyle-Finnegan et al., 2022). The ACT model (Hayes et al., 1999) draws upon six 

therapeutic processes in order to foster psychological flexibility;  ñcontacting the present 

momentò (being psychologically present, engaging with the current moment), ñdefusionò 

(stepping back, detaching from thoughts, feelings, images), ñacceptanceò (opening up, 

making space for unpleasant experiences without the struggle), ñself-as-contextò (becoming 

an observer of self), ñvaluesò (desired qualities action, guiding our behaviour) and 

ñcommitted actionò (taking effective action, guided by our values). 
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ACT can be effective for reducing symptoms of depression, anxiety, psychosis, pain, 

and substance misuse (Gloster et al., 2020). Both face-to-face and internet delivered ACT 

interventions have been found to be effective in reducing depression, with internet delivered 

ACT interventions having a lower attrition rate in comparison to face-to-face delivered ACT 

interventions (Lappalainen et al., 2014). The trans-diagnostic applicability of ACT and the 

comorbidity of difficulties experienced by individuals during the perinatal period are 

highlighted within the literature as reasons why ACT maybe beneficial for PMH difficulties 

(Bonacquisti et al., 2017). Research assessing the efficacy of ACT for PMH difficulties has 

shown promising preliminary findings. Waters et al. (2020) conducted a feasibility and proof 

of concept study for an 8-week, group ACT intervention for women with a diagnosis of 

perinatal depression and anxiety which was found to be safe, acceptable, feasible and 

effective in reducing symptoms of perinatal anxiety and depression.  

 A randomised controlled trial (RCT) assessing the effectiveness of an ACT intervention 

for antenatal anxiety found that anxiety symptoms were more greatly reduced in the ACT 

intervention group in comparison to the control group (usual care) immediately after the 

intervention and one month later (Vakilian et al., 2019). A similar RCT assessed the efficacy 

of ACT in reducing FOC and found the intervention to be effective in reducing FOC in 

nulliparous women during pregnancy (Vakilian et al., 2023). In both RCTS, participants 

received eight weekly group sessions. It is important to consider the economic, time and 

staffing requirements to provide this level of intervention, as well as attrition rates. Streibich 

et al. (2018) highlights the resource constraints of providing multiple sessions emphasises 

the need for cheaper and shorter interventions to be offered within the NHS.  

 
A feasibility study was conducted to assess whether a single session ACT 

intervention can help women manage uncertainties about childbirth and therefore cope with 

FOC during first pregnancy (Howard et al., 2022). The intervention was found to be 

acceptable and feasible in helping women to cope with FOC during first pregnancy. 

Preliminary treatment signals demonstrated clinical and statistical reductions in FOC and 
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anxiety. Although no changes in intolerance of uncertainty (IOU) were found, at baseline, 

high levels of IOU were uncommon in the sample. This raises an important question 

regarding whether IOU is a key underlying mechanism in FOC and warrants further 

exploration of potential mechanisms of change in FOC following a brief ACT intervention.  

Rationale for the current study  

PMH is a priority area in the NHS Long Term Plan, with a key priority being improving 

access to evidence-based psychological interventions (NHS England, 2019). Feasibility 

studies must be completed to gather data in relation to recruitment and retention, content, 

and delivery, and to examine the acceptability of the intervention to inform future RCTs 

(Skivington et al., 2021). The Medical Research guidance suggests that a key source of 

intervention development is adapting an intervention that has been developed elsewhere to 

a new context (Skivington et al., 2021). Additionally, the importance conducting research 

examining the feasibility and acceptability of internet-delivered versus face-to-face group 

therapy during the perinatal period has been highlighted within the literature (Simon et al., 

2023). Therefore, to take Howard et al.ôs (2022) research forward, the current study will 

assess the acceptability and feasibility of an online ACT group intervention for FOC, as 

opposed to face-to-face delivery. 

Having brief, psychological interventions for individuals presenting with FOC in their 

first pregnancy is important, as fears typically manifest towards the end of pregnancy (Ben-

Rafael et al., 2023). This presents challenges regarding time limitations, meaning that 

traditional 6-8 session psychological interventions may not be feasible  Additionally, a paper 

examining the perspectives of facilitators of a videoconference-delivered ACT group for 

women experiencing perinatal depression and anxiety highlighted the importance of 

maximining engagement, interaction, and group cohesion, providing sufficient time and 

space for reflections, questions, and interactive elements (Simon et al., 2023). Holding these 

research-based recommendations in mind, it was decided that adapting Howard et alôs 

(2022) single session intervention into a two-session intervention would maintain the brevity 
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of the intervention, whilst creating more space and time for information processing and 

consolidation of ACT skills, problem solving the generalisation of skills into daily life, sharing 

reflections, questions, and interaction.  

 The core aim of ACT is to increase ópsychological flexibilityô by taking a óbe present, be 

open, and do what mattersô approach (Hayes et al., 2011). Individuals with higher levels of 

psychological flexibility are more able to be fully aware, present, and accepting of internal 

experiences, such as thoughts and feelings, including negative or unwanted internal 

experiences, and act in a manner that is consistent with our personal values (Hayes et al., 

2012). Maternal levels of psychological inflexibility have been shown to play a role in the 

development and maintenance of PMH difficulties such as anxiety and depression (Prokopowicz 

et al, 2023; Thomas et al, 2023; Stotts et al, 2019; Monterio et al, 2019), however there is 

limited research examining the relationship between psychological flexibility and FOC. Research 

has also demonstrated that low levels of psychological flexibility, known as psychological 

inflexibility, relates to a tendency to utilise avoidant coping strategies and higher levels of 

psychological flexibility has been associated with the use of approach coping strategies 

(Dawson & Golijani-Moghaddam, 2020; Rueda and Valls, 2020). Therefore, the current study 

aims to explore changes in levels of psychological flexibility and use of avoidant and approach 

coping strategies following the two session ACT intervention, in order to provide preliminary 

indications of change mechanisms. Interestingly, Whittingham and Mitchell (2023) found that 

psychological flexibility levels significantly moderated the relationships between levels of fear in 

relation to childbirth and post-traumatic stress symptoms, acting as a buffer, whereby as 

psychological flexibility increases the relationship between fear during labour and post-traumatic 

stress symptoms decreases. Psychological flexibility and coping style are potentially important 

psychological mechanisms not tested in Howard et al.ôs (2022) study and could help to explain 

reductions in FOC following a brief ACT intervention.  

 Another important factor not assessed in Howard et al.ôs (2022) study was experiences of 

the self-help tool kit provided to participants after the single ACT session. The current study 

aims to evaluate the usage of the tool kit by incorporating open-ended and closed questions into 
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the session evaluation form. A summary of the adaptations made to Howard et alôs (2022) study 

within the current study is provided within Table 1. 

 

Table 1  

Summary of adaptations made to Howard et alôs (2022) study. 

 

Due to the adaptation of the delivery of the intervention to an online delivery, it is important to 

reassess the acceptability and feasibility of the online two-session intervention. Feasibility refers 

to whether women can be recruited, will attend the two sessions and complete outcome 

measures and session evaluations. Acceptability refers to how well an intervention is received 

by women. This information will be used to inform whether a future RCT would be justified to 

analyse the effectiveness of an online ACT intervention during first pregnancy.  We will also 

examine preliminary treatment signals in order to gain initial indications on the effectiveness of 

the intervention in supporting women with FOC.  

 

Aims  

 The primary aim is to assess the feasibility of a two-session online group ACT 

intervention to support the mental wellbeing of women experiencing fears of childbirth in first 

pregnancy. Data on recruitment and retention of participants will be used to assess the 

feasibility on the intervention. The second aim is to ascertain whether the intervention is 

acceptable to individuals during their first pregnancy. The third aim is to examine whether 

 Howard et al (2022)  Current study 

Mode of intervention delivery 

 

Face-to-face Online 

Number of intervention sessions 1 2 

Examination of self-help tool kit 

acceptability 

Not examined Self-help tool kit 

acceptability data gathered 

and examined. 

 

Change mechanisms examined Intolerance of 

uncertainty 

Psychological flexibility and 

coping style 
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the outcome measures utilised in the current study are acceptable to identify preliminary 

treatment signals between baseline (T1) and follow up (T2) scores. The final aim is to 

explore whether hypotheses regarding preliminary indications of potential mechanisms of 

change which may underpin any changes in T1 and T2 scores could be generated. 

 

Method 

Design  

This feasibility study used a pre-post mixed methods design and was informed by the 

Medical Research Councilôs guidance for the development and evaluation of complex 

interventions (Skivington et al., 2021). This guidance highlights the importance and value of 

feasibility studies and recommends researchers to utilise a mixed-methods research design 

to gather data in relation to recruitment and retention, content and delivery, and data to 

examine the acceptability of the intervention. Qualitative feedback regarding session one 

and two was gathered from participants using open ended survey questions administered via 

an online survey platform. This platform was also used to administer standardised outcome 

measures, gathering quantitative data at two time points: T1 (pre-session) and T2 (two 

weeks following session two). This approach was deemed the most appropriate choice as it 

allowed for a broad understanding of the complex nature of anxieties during this period and 

allowed for an exploration how the women experienced attending an ACT informed session 

during their first pregnancy. 

Ethics 

University of Liverpool Sponsorship (UoL001752), HRA and Health and Care 

Research Wales approval (IRAS:323825; REC Reference: 23/PR/0083) were granted prior 

to data collection (Appendix B and C). 

Setting 

Participants were recruited from a large inner-city tertiary maternity hospital.  

Participants 
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 As this is a feasibility study, a power calculation is not required in order to meet the 

aims and objectives of the study. Based on previous feasibility studies which evaluated 

interventions for FOC (Howard et at., 2022), the current study aims to recruit a maximum of 

50 women, with an estimated attrition rate of 50%, resulting in a final sample of 25 women. 

The inclusion criteria were as follows; participants had to be in their first pregnancy, 

carrying a single pregnancy, receiving care from Liverpool Womenôs hospital and were self-

reporting fears and worries in relation to childbirth. Participants were required to have a good 

understanding of the English language, be over the age of 18 years and be between 11-34 

weeks pregnant at the time of recruitment. 

The exclusion criteria for the current study were; individuals aged under 18 years or 

were carrying multiple pregnancies, had medical complications affecting their pregnancy or 

birth status which meant that they were under the care of the hospitalôs foetal medicine unit. 

Individuals were also excluded if they were under the receipt of care from psychiatric 

services for severe and enduring mental health difficulties. 

Recruitment 

Community midwives employed by the hospital were provided with an information 

card detailing the inclusion/exclusion criteria (Appendix I). The cards also displayed a QR 

code which midwives shared with eligible individuals who expressed FOC during their 

routine antenatal appointments. By scanning the QR code, individuals were taken to an 

online survey page which displayed the recruitment poster (Appendix G) and an expression 

of interest (EOI) form (Appendix H). By completing this form, individuals provided consent for 

researchers to contact them to inform them further about the study. Paper expression of 

interest forms were also provided to midwives, however all women in the current study 

expressed interest using the online form. The recruitment poster and EOI form was also 

posted on the hospitalôs social media pages. Individuals could self-refer in response to the 

advertisement by completing the online EOI form. The eligibility of self-referring individuals 

was checked with the Consultant Midwife. 
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 Following the completing of the online EOI form, the researcher contacted each 

individual via email. Eligibility was checked with each individual and information regarding 

the session format, times and dates and the research element of the sessions was provided. 

Individuals who wished to attend the sessions were sent a participant information sheet (See 

Appendix F) and were also sent a link to an online consent form (Appendix E) and pre-

session measures (Appendix N) which were required to be completed prior to attending the 

first session. Individuals were also sent instructions for accessing the Zoom platform 

(Appendix J) and were informed that the Zoom meeting links would be sent out via email on 

the morning of the session date. 

 

Materials  

The ACT session materials used in Howard et alôs (2022) study were expanded on 

and adapted for an online session delivery. The session materials included two ñCoping with 

Worries and Fears of childbirthò presentations (Appendix K and L) and a self-help tool kit 

(Appendix M). To equip the researcher with the necessary skills and knowledge to deliver 

the sessions and adapt the materials from Howard et alôs (2022) study, they completed an 

Acceptance and Commitment Therapy training course ran by the Association of 

Psychological Therapies (APT). The researcher also consulted with Howard et al. (2022), a 

Consultant Clinical Psychologist and midwifery supervisors regarding making adaptations to 

the original session materials. 

 The presentations used throughout the sessions incorporated both didactic learning 

methods via ACT informed psychoeducation and experiential exercises. The exercises 

allowed participants to practice the skills and techniques discussed during the sessions and 

reflect on their experiences of the techniques with the wider group, allowing for blocks and 

barriers to techniques to be discussed and problem solved with the facilitators (first author: 

AA and second author: JW). The presentations mapped onto Hayes et al (1999) ñbe present, 

be open and do what mattersò approach and were tailored to coping with fears regarding 

childbirth. The first session introduced the six primary components of ACT (Hayes et al., 
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2012); present moment awareness, self as context, defusion, acceptance, values and 

committed action. Women were provided with psychoeducation in relation to these concepts 

and these skills were practised via experiential exercises. The second session reintroduced 

the six primary components using different metaphors and practised using alternative 

exercises to those in session one. This session also introduced the concept of workability 

(Hayes et al., 2012), which aims to develop an individualôs awareness of how they respond 

behaviourally to their thoughts and feelings and whether this behaviour ñworksò for them (i.e., 

does their behaviour allow them to act effectively and in a way that is in accordance with 

their personal values).  

 

Service User Consultation  

 Two service user advisors were recruited via the hospitalôs Maternity Voices 

Partnership. These women had given birth within the last 24 months and had an interest in 

providing advice in relation to the session materials. The ACT PowerPoint slides, and the 

self-help tool kit were presented to the service user advisors. Their feedback was sought on 

the accessibility and helpfulness of the materials for women who in their first pregnancy 

experiencing FOC. The women felt it was important to bring awareness during the session of 

how social media can perpetuate unrealistic and perfectionistic ideas of pregnancy, and the 

importance of normalising fears and worries of childbirth during the sessions. The service 

user advisors offered positive feedback regarding the use of Padlet software during 

feedback and discussion points during the sessions. Padlet is an online whiteboard function 

that allows participants to share anonymous reflections, thoughts, and experiences. The 

service user advisors also participated in various experiential exercises and provided 

feedback on the usefulness and accessibility of these. This feedback was used to further 

shape the presentation. The women recommended sending out text message, or email 

reminders in between the first session and the final session to increase retention of 

participants. Service user advisors expressed positive views in relation to the materials and 

reflected that there is currently a lack of psychological support for women experiencing fear 
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of birth in their first pregnancy and communicated hope and interest in the findings of the 

current study.  

Procedure  

Over a seven-month period, a total of seven, two-session ACT groups ran. All group 

sessions were facilitated by the first author (AA) and the second author (JW). The sessions 

ran on weekday evenings via the Zoom video-conferencing platform. The sessions started at 

6:30pm, with the first group session lasting up to two hours and the second group session 

lasting up to one hour. Based on British Psychological Societyôs (BPS) best practice 

guidance on remote therapy groups during the perinatal period (BPS, 2010), there were a 

maximum of 8 participants per group session.  

Prior to joining the first online group session, participants were required to complete a 

consent form and baseline measures using online survey software. An email reminder of the 

date and time of the session was sent one week prior to the session date to those 

participants who had signed up to attend the session. On the morning of the session, a 

Zoom link was sent out to participants. The session began once the Consultant Midwife and 

the women had joined the online meeting. The researcher then guided women through the 

first ACT presentation with support from the Consultant Midwife. Didactic, metaphor and 

experiential methods were used throughout the sessions that mapped onto Hayes et al 

(1999) ñbe present, be open and do what mattersò approach and were tailored to coping with 

FOC. During both sessions, space and time was provided for group discussions and for any 

reflections from group members to be shared. Women were also provided with many 

opportunities to raise any questions or queries.  

Towards the end of the first session, the self-help tool kit was introduced which was 

sent the following day via email or post depending on the preference of the women. The self-

help tool kit offered additional ACT coping strategies and links to ACT resources. Women 

were also provided with an exercise to practise values-based living prior to attending the 

second session if they wished to do so. At the end of the session, women completed the 
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online ACT-session evaluation form anonymously and were reminded of the second session 

date and time.  

The second session ran two-weeks after the first session. Women were sent an 

email reminder of the date and time of the session one week prior. The Zoom meeting link 

was emailed to women on the morning of the session. When all women and the Consultant 

Midwife had joined the meeting, the researcher guided the group through the second 

presentation. Time and space were provided at the start of the second session for women to 

discuss any reflections, thoughts, or experiences they had following the first session and 

feedback on their values-based living practice if they wished to do so. Women were also 

provided with the opportunity to raise any questions they had in relation to the content of the 

first session. During the second session, the key ACT concepts and skills were recapped 

and additional exercises and metaphors were also provided to increase understanding of the 

model and generalisation of the ACT skills. Throughout both sessions, the Consultant 

Midwife offered specialist knowledge in relation to any specific birth related queries or 

concerns that were raised by the women. At the end of the second session, next steps 

regarding follow-up measures were discussed and the women were also provided with the 

contact details of the Consultant Midwife, should they require additional support.  

Two weeks after attending the second session, women were contacted by the 

researcher via email to request completion of the follow-up measures. In line with ethical 

approval, women who completed the follow up measures were provided with a £10 Amazon 

gift voucher as reimbursement for their time.  

Measures  

Feasibility  

Feasibility was operationalised by recruitment and session attendance numbers, as well as 

completion of time one and time two outcome measures. Recruitment data was gathered by 

monitoring the number of expressions of interest forms completed by women as they were 

received, and session attendance and completion of outcome measures were monitored 

weekly by the first author (AA). 
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Acceptability 

To ascertain the acceptability of the two-session ACT intervention, an anonymous 

online session feedback form was also requested to be completed by participants following 

both sessions. The form was used to retrieve feedback on the regarding clarity, organisation, 

interest, and usefulness of the intervention. The form also requested qualitative feedback 

regarding suggestions for improvement and any further comments. The evaluation form was 

completed by participants after the first and second session. The feedback form was based 

on that used in Howard et alôs (2022) study, however an additional question was added to 

the session two evaluation form to ascertain use and experience of the self-help tool kit.  

Demographic information 

Demographic data was obtained from participants in relation to their age, marital 

status, ethnicity, education level, and pre-pregnancy employment status.  

Primary outcome measures 

FOC and anxiety symptoms were the primary outcome measures. FOC was assessed 

using two different measures and anxiety symptoms was assessed using one measure. 

These measures were administered at T1 and T2. 

1. Fear of Childbirth (FOC): 

a. Fear of Birth Scale (FOBS; Haines et al., 2011). 

The measure is a two-item visual analogue scale asking to rate degree of worry 

(calm/worried) and fear (no fear/strong fear) about the approaching birth with the question: 

ñHow do you feel right now about the approaching birth?ò on two 100 mm scales, the cut-off 

to identify fear of childbirth is 50. Research has demonstrated that the FOBS has high 

internal consistency and is a valid measure for measuring FOC, sensitivity was 89% and 

specificity was 79% (Haines et al., 2011). In the current study the internal consistency was 

high (Ŭ=.84) 
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b. Fear of Childbirth Questionnaire (FCQ; Slade et al., 2022).  

The FCQ is a 20-item scale designed to measure fear of childbirth in English-speaking 

women in the UK. Items are rated on a 4-point scale. Total scores range from 0-60, with 

higher scores indicating a higher level of fear. The measure also includes an impact 

subscale which asks respondents óHave any of the points above really bothered you over the 

past 2 weeks?ô Followed by a series of three further questions; 1. How much have they 

bothered you? 2. How often have they bothered you? 3. Is this something you would like 

specific help or support with? There is already evidence of good construct validity and 

internal reliability information for UK populations (Slade et al., 2022). The internal 

consistency in the current study was high (Ŭ=.82) 

2. Anxiety symptoms: Generalized Anxiety Disorder Scale (GAD-7; Spitzer, Kroenke, 

Williams, & Lowe, 2006).  

The GAD-7 is seven-item scale which measures anxiety levels during the previous 

14 days. The scale ranges from 0 = not at all to 3 = nearly every day. Total scores range 

from ó0- 21ô. A score of >10 represents clinical levels of anxiety. Sensitivity is 89% and 

specificity 82% (Spitzer et al., 2006). In the current study the internal consistency was high 

(Ŭ=.91) 

Secondary outcome measures 

 The secondary outcome measures were used to examine preliminary indications of 

potential mechanisms of change which may underpin any changes in T1 and T2 scores on 

primary outcome measures. A measure of psychological flexibility and a measure of coping style 

was administered at T1 and T2:   
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1. Psychological Flexibility: The Comprehensive assessment of Acceptance and 

Commitment Therapy processes (CompACT; Francis et al., 2016).  

 The CompACT is a 23-item scale designed to measure psychological flexibility. 

Psychological flexibility is the ability to be fully aware and accepting of all internal experiences, 

such as thoughts, feelings, and act in a manner that is consistent with our personal values 

(Hayes et al., 2012). Items are rated on a 7-point scale. The scale provides a general 

psychological flexibility score and three sub-scores representing different aspects of 

psychological flexibility. This measure has demonstrated convergent, discriminant, and 

concurrent validity (Francis et al., 2016). The internal consistency in the current study was high 

(Ŭ=.80) 

2. Brief - Coping Orientation to Problems Experienced Inventory (Brief COPE; Carver, 

1997).  

 The Brief-COPE is a 28-item questionnaire designed to measure effective and 

ineffective ways to cope with a stressful life event. Factor analysis has demonstrated that the 

scale can determine someoneôs primary coping styles as either approach coping (comprising 

active coping, use of emotional and instrumental support, positive reframing, planning, and 

acceptance), or avoidant coping (comprising self-distraction, denial, substance use, 

behavioural disengagement, venting, and self-blaming) (Eisenburg et al., 2012). This scale is 

well-validated for use in the general population and have been shown to have acceptable 

reliability during pregnancy (Guardino & Schetter, 2014). Internal consistency was high in the 

current study (Ŭ=.85) 

Data analysis  

 SPSS v.29 was used to perform data analysis. Descriptive statistics were used to 

collate demographic data. Measures of skewness, kurtosis and analysis of histograms 

allowed for the normality of the data to be assessed. Descriptive statistics and paired t-test 

or Wilcoxon Signed-Rank test were carried out depending on the normality of the variable 

data to perform within-group analyses between baseline and post-group outcomes. Analysis 

of reliable change and clinically significant improvement were reported using Jacobsen and 
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Truaxôs (1991) methodology, alongside the óHow to do it V3.1 with graph.xlsmô (Morley, 

2013) Cut-off criterion b (following the ACT session womenôs scores move within two 

standard deviations of the normal population mean) was used due the availability of non-

clinical comparative norms. 

 The ACT session evaluation form data was described using descriptive statistics and 

qualitative feedback was analysed using content analysis; a method used to discover 

underlying meanings within the womenôs qualitative responses Hsieh & Shannon, 2005). To 

do this, the researcher initially familiarised themselves with the free text responses 

individually in order to develop a coding frame. From this coding analysis, patterns and 

themes were identified. The researcher and their supervisor discussed and finalised the 

themes generated from the data. 

 
 

Results 

Quantitative Data 

Recruitment and Attendance  

The sample recruitment and retention data address the primary aim of the study, 

which was to assess the feasibility of the intervention. As displayed in Table 2, 46 women 

expressed an interest in attending the sessions. Of the expressions of interest, 30 women 

self-referred following viewing the recruitment poster on the hospitalôs social media websites 

and 6 self-referred by scanning a QR code on a recruitment poster displayed within the 

hospital. Ten women completed an expression of interest form following being directed to 

this by their midwife. Of the 46 expressions of interest received, 26 women attended session 

one and 25 of these women also attended session two. All 25 women who attended both 

sessions completed T1 and T2 measures and completed the session feedback 

questionnaires. One woman completed T1 measures and attended session one, however 

she was unable to attend session two as she had given birth by this date.  
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Table 2  

Recruitment data  

 

 
Table 3 describes that over seven months, seven, two-session groups ran. The 

range of women attending each session ranged from 1-7, with an average of 4 per session.  

 

Table 3 

Session attendance  

 

Group number  Number of women who 
attended session one 

Number of women who 
attended session two 

Group one 4 4 
Group two 3 3 
Group three 2 2 
Group four 5 5 
Group five 1 1 
Group six 4 4 
Group seven 7 6 

 
 

Participants 

The participantôs demographic data is described in Table 3 (n=26). The mean age of 

the women was 31.2 (SD=2.63) years and the mean gestation at session one was 26.9 (SD 

=5.84) weeks, and at session two was 31.3 (SD =5.62) weeks. The age of women in the 

sample were comparable to national maternal data (Office of National Statistics, 2020. 

However, differing from national comparative data (Office of National Statistics, 2021, 2022, 

Source Expression 
of Interest 

n (%) 

Proportion of 
women who 

completed T1 
measures 

 

Proportion of 
women who 

attended 
session one 

 

Proportion of 
women who 

attended 
session two 

 

Proportion of 
women 

who 
completed 

T2 measures  

Midwifery 
referral 

10 (21.7) 7/10 7/10 7/7 7/7 

Self-referral: 
Clinic poster 

6 (13.1) 2/6 2/6 2/2 2/2 

Self-referral: 
Social media 

30 (65.2) 17/30 17/30 16/17 16/17 

Total 46 (100) 26/46 26/46 25/46 25/46 
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2023), more women in the sample identified as being White British, were married, had a 

higher level of education, and higher rates of employment. 

Table 4 

Participant characteristics (n=26) 

 

 

 

 Mean (SD)  Range 

Age (years) 31.2 (2.63)                        27-38 

Gestation at T1 (weeks)                                             26.9 (5.84)                        18-34 

Gestation at T2 (weeks)                                             31.3 (5.62)                        22-39 

 Total, n (%) 

Marial Status                                               

Married 

Cohabiting 

Other (widowed/divorced/   

separated/single/never married) 

 

17 (65.4) 

9 (34.6) 

0 

 

Education Level 

Education (Graduate/Postgraduate) 

Education (A-levels, Vocational) 

Education level (GCSEs) 

No qualifications 

 

20 (76.9) 

4 (15.4) 

2 (7.7) 

0 

Pre-pregnancy employment status 

Paid, full-time 

Unemployed 

Other (paid, part-time/student/voluntary 

work/self-employed 

 

25 (96.2) 

1 (3.8) 

0 

 

Ethnic Origin 

 White British 

 White Other 

 Mixed Other 

 Other 

 Black/African/Caribbean 

 Asian (Indian, Bangladeshi, Pakistani,                                       

Chinese, any other Asian background 

 

23 (88.5) 

1 (3.8) 

1 (3.8) 

1 (3.8) 

0 

0 

0 
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Analysis of Data Distributions  

The normality of the distributions of the outcome variable data was analysed via 

examination of histograms, skewness, and kurtosis values. Due to the small sample size, the 

Shapiro-Wilk test of normality was also used. The normality analysis revealed that scores on 

the FOBS, CompACT and the COPE were normally distributed, whereas scores on the FCQ 

and GAD-7 were non-normally distributed. 

Descriptive Statistics  
 

          Table 5 demonstrates the number of women reporting clinical levels of FOC (FOBS) 

and anxiety (GAD-7) at T1 and T2. Prior to completing the two-session intervention, 20 of 26 

women reported clinical levels of FOC. Following the intervention, five of 25  women 

reported clinical levels of FOC. In relation to anxiety, seven women reported ñmoderateò or 

above levels of anxiety prior to completing the intervention, and two women reported 

moderate levels of anxiety following the intervention. Clinical cut-off scores are not available 

for the FCQ, or not applicable for the CompACT and Brief-COPE measures. 

 

Table 5 

Clinical cut-off scores (n=25) 

 

Scale T1  
n (%) 

T2  
n (%) 

FOBS score of Ó50 20 (80%) 5 (20%) 

GAD-7 score of Ó10 7 (28%) 2 (8) 

 Note. FOBS; Fear of Birth Scale; GAD-7; Generalized Anxiety Disorder-7. 

       

          As attendance at session two was almost complete, with the loss of only one person, 

the descriptive data for the 25 women who completed session one and two is provided in 

table 6.  

 

 



 81 

Table 6 

T1 and T2 descriptive statistics 

Note. GAD-7: Generalized Anxiety Disorder-7. 

 

 

 

 
 
4 5 6 9Reduction in scores indicates improvement. 
 
 
7 8 Increase in scores indicate improvement.  
 
 

 Pre-session scores ï T1 
(n=25) 

Post-session scores ï T2 
(n=25) 

Variable Mean (SD) Median 

(range) 

Mean (SD) Median 
(range) 

Fear of Birth Scale (0-100) (FOBS)4 

Q1. Calm-Worried 60.64 (20.45)  36.84 (16.55)  

Q2. No Fear - Fear 57.00 (21.58)  35.92 (18.43)  

Average 58.8 (19.5) 65 (86.5) 36.3 (17.04) 40 (73.5) 

Fear of Childbirth Questionnaire5 

(FCQ) 

Total Score 33.12 (7.88) 32 (5.50) 25.48 (10.82) 26 (15.00) 

Anxiety Symptoms 

(GAD-7)6 

Total Score 5.8 (5.10) 4 (16) 3.7 (3.49) 3 (12) 

Comprehensive Assessment of ACT Processes (CompACT)7 

Valued Action 34.88 (3.83)  38.24 (6.01)  

Openness to Experiences 27.16 (8.13)  38.68 (9.52)  

Behavioural Awareness 16.12 (6.33)  20.04 (7.08)  

Total Score 78.16 (13.90)  96.96 (17.90)  

Brief Coping Orientation to Problem Experiences (COPE) 

Approach Coping8 32.12 (7.30)  37.08 (6.31)  

Avoidant Coping9 20.96 (5.06)  18.92 (3.89)  
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Paired t-test/ Wilcoxon matched-paired signed-rank test 

Scores on the FOBS, CompACT and Brief-COPE at T1 and T2 were compared using 

paired t-test due to the normality of the data. Scores of the FCQ and the GAD-7 at T1 and 

T2 were compared using the Wilcoxon Matched-Paired Signed-Rank Test due to the non-

normality of the data (Table 7). The information yielded from the analysis of primary mental 

health outcomes addressed the third research aim; to examine whether the outcome 

measures were acceptable to identify preliminary treatment signals. The information 

gathered from secondary data analysis address the fourth research aim; to explore possible 

mechanisms that may underpin any changes in outcomes. 

Primary mental health outcomes  

In terms of FOC measures, the average score on the FOBS was lower at T2 

(M=36.3) than at T1 (M=58.8). A paired t-test indicates that this difference is significant, 

T=6.91, p<.001. The effect size was large with a Hedgesô g of 1.34. Additionally, on the 

FCQ, womenôs scores were on average lower at T2 (Mdn=26) than at T1 (Mdn=32). The 

Wilcoxon signed-rank test found this difference to be significant (Z=-3.45, p=.001) and a 

medium effect size was found (g=.65). On average, womenôs anxiety scores were 

significantly reduced from T1 (Mdn=4) to T2 (Mdn=3, Z=-2.53, p=.012). The effect size was 

medium with a Hedgesô g of .51.  

Secondary outcome measures 

Womenôs overall psychological flexibility scores significantly improved following the 

intervention (M=96.96) than prior to the intervention (M=86.16, T=-6.31, p<.001) and a large 

effect size was found (g=-1.22). Scores on the three subscales of the psychological flexibility 

measure (CompACT) were also significantly higher at T2 (Valued Action; M=38.24, 

Openness to Experiences; M=38.86, Behavioural Awareness; M=20.04) than at T1 (Valued 

Action; M=34.88, T=-3.11, p=.005; Openness to Experiences; M=27.16, T=-6.89, p<.001; 

Behavioural Awareness; M=16.12,T=-3.95, p<.001). Hedgesô g suggests a large effect size 

in relation to changes in womenôs openness to experiences (g=-1.33) and behavioural 

awareness (g=-.76), and medium effect size regarding changes in valued action (g=-.60). 
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Use of approach coping strategies had significantly increased following the intervention 

(M=37.08) in comparison to before (M=32.12, T=-4.91, p<00.1) and effect size was found to 

be large(g=.95). A significant decrease in use of avoidant coping strategies was also found 

at T2 (M=18.92) in comparison at T1 (M=20.96, T=2.07, p=.049) and effect size was found 

to be moderate (g=.40).  

Table 7 

Within-Group Analysis (n=25) 

Measure Z-score T-score p-value Effect size (g) 95% 
Confidence 

interval 

FOBS  - 6.91 <.001 1.34 15.74, 29.13 

 

FCQ Ɋ -3.45  .001 .65 -12.0, -4.0 

 

GAD-7 Ɋ -2.53  .012 .51 0.56, 3.67 

 

CompACT Total 

Valued Action   

Open to Experiences  

Behavioural Awareness 

- 

 

-6.31 

-3.11 

-6.89 

-3.95 

<.001 

.005 

<.001 

<.001 

-1.22 

-.60 

-1.33 

-.76 

-24.94, -12.65 

-5.58, -1.13 

-14.96, -8.07 

-5.95, -1.87 

 

Approach Coping 

 

- 

 

-4.91 

 

<.001 

 

.95 

 

-2.0, 2.0 

Avoidant Coping  - 2.07 .049 .40 -2.0, 0.5 

Note: pÒ0.05; Ɋ Non-parametric test; medians analysed; FOBS: Fear of Birth Scale; FCQ: Fear of 

Childbirth Questionnaire; GAD-7: Generalized Anxiety Disorder-7; CompACT: Comprehensive 

Assessment of Acceptance and Commitment Therapy Processes.  

Future Trial Sample Size Calculation  

 G*Power v3.1 was used to estimate the sample size needed to detect statistically 

significant differences in mean FOBS (Haines et al., 2011) scores at baseline and follow up 

using a RCT design. It was estimated that only 9 participants would be required in each of 
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the experimental and control groups, due to the large within group effect size on the FOBS, 

(Ŭ level p=.05, power 90%).  

Reliable Change and Clinically Significant Change  

 Analysis of reliable change and clinically significant improvement were reported for the 

mental health outcome measures where normative data was available. Analysis of reliable 

change and clinically significant change was not possible to be calculated for the FCQ due to 

the unavailability of non-clinical or clinical comparative norms for this measure. The 

information gathered from this analysis also helped to address the third research aim; to 

examine whether the outcome measures were acceptable to identify preliminary treatment 

signals.  

 Table 8 demonstrates the degree in which changes in the T1 and T2 mental health 

outcome measures were both statistically reliable and clinically meaningful. Average T1 

FOBS scores indicated a clinical level of FOC (M=58.8, SD=19.5), and average T2 FOBS 

scores fell with the normative level for FOC (M=36.3, SD=17.04). The reliable change index 

(RCI) and clinically significant change (CSC) analysis shows a reliable improvement and 

clinically significant reduction in FOC scores in 18 of the 25 women (72%).  

 Average T1 GAD-7 scores indicated a ómildô level of anxiety (M=5.84, SD=5.10), with 

average T2 scores indicating óminimalô anxiety (M=3.70, SD=3.49). RCI and CSC analysis 

demonstrated a reliable improvement and clinically significant reduction in anxiety symptoms 

of four women. This analysis demonstrates that the intervention led to greater clinically 

significant changes specific to FOC, as opposed to more general anxiety symptoms.  
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Table 8  

RCI and CSC for T1 and T2 primary mental health outcome measures (n=25) 

Variable  T1 mean 
(SD) 

T2 mean 
(SD) 

Reliability 
Co-efficient 

(a) 

Normative mean 
(SD) 

RCI No 
change 
n, (%) 

Improved, 
n, (%) 

Deteriorated, n, 
(%) 

CSC, n, 
(%) 

FOBS 
58.8 

(19.5) 
36.3 

(17.04) 
.9110 41.0011 (21.00) 16.27 7 (28%) 

18 
(72%) 

0 18 (72%) 

GAD-7 
5.84 

(5.10) 
3.70 

(3.49) 
.8912 3.2013 (3.50) 4.69 

21 
(84%) 

4 (16%) 0 4 (16%) 

Note: FOBS: Fear of Birth Scale; FCQ: Fear of Childbirth Questionnaire; GAD-7: Generalized Anxiety Disorder-7.   

 

 
 
10 11 Haines et al (2011) 
 

12 Zhong et al (2015) 
13 Lowe et al (2008) 
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ACT Session Feedback 

The secondary aim, to ascertain whether the intervention is acceptable to individuals 

during their first pregnancy was addressed using the post session feedback. Descriptive 

statistics of the feedback provided following session one and two regarding the session 

delivery, content and understanding are presented in Table 9. Descriptive statistics in 

relation to the specific ACT concepts and skills delivered across the two sessions are 

presenting in Table 10. In general, the feedback provided by the women was positive with 

most women rating both sessions as extremely or very useful and interesting. Most women 

also rated the clarity of explanations provided throughout both sessions as extremely clear. 

Mindfulness and óbeing presentô appealed most to women, with (72%) of women expressing 

an interest in this strategy. Most women indicated that they were very confident in their 

ability to apply the strategies discussed in the two sessions in their daily lives. 
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Table 9 

Session one and two feedback: Clarity, organisation, interest, usefulness and understanding. 

Question and response options 
Session One Session Two 

Frequency (%)  Frequency (%) 

How clear were the session objectives?   

Extremely unclear 0  0 

Somewhat unclear 0  0 

Neither clear nor unclear 0  0 

Somewhat clear 5 (20%)  4 (16%) 

Extremely clear 20 (80%)  21 (84%) 

How well organised was the session?   

Not well at all 0  0 

Slightly well 0  0 

Moderately well 1 (4%)  0 

Very well 7 (28%)  6 (24%) 

Extremely well 17 (68%)  19 (76%) 

How interesting was the session?   

Not interesting at all 0  0 

Slightly interesting 0  0 

Moderately interesting 2 (8%)  1 (4%) 

Very interesting 12 (48%)  10 (40%) 

Extremely interesting 11 (44%)  14 (56%) 

How useful was the session?   

Not at all useful 0  0 

Slightly useful 0  0 

Moderately useful 3 (12%)  1 (4%) 

Very useful 9 (36%)  10 (40%) 

Extremely useful 13 (52%)  14 (56%) 

How confident are you that you will be able to apply some of the strategies discussed 
today into your daily life? 

Not at all confident 0  0 

Somewhat confident 2 (8%)  0 

Moderately confident 6 (24%)  2 (8%) 

Very confident 13 (52%)  15 (60%) 

Extremely confident 4 (16%)  8 (32%) 
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Table 10 

Clarity and appeal of ACT concepts and strategies 

Question and response options Frequency (%) 

How clearly was ñbe presentò explained? 

Extremely unclear 0 

Somewhat unclear 0 

Neither clear nor unclear 0 

Somewhat clear 3 (12%) 

Extremely clear 22 (88%) 

How clearly was ñbe openò explained? 

Extremely unclear 0 

Somewhat unclear 0 

Neither clear nor unclear 0 

Somewhat clear 3 (12%) 

Extremely clear 22 (88%) 

How clearly was ñdo what mattersò explained? 

Extremely unclear 0 

Somewhat unclear 0 

Neither clear nor unclear 0 

Somewhat clear 3 (12%) 

Extremely clear 22 (88%) 

Which strategies appealed the most? 

Mindfulness and being present 18 (72%) 

Observing self and being open 12 (48%) 

Value driven behaviours 11 (44%) 

 

Descriptive statistics of feedback provided in relation to the self-help tool kit is 

displayed in table 11. Most women referred to the self-help tool kit during the two-week gap 

once or twice (92%), with only two women reporting that they had not used the self-help tool 

kit during this time. Approximately half of those who referred to the tool kit did so 2-3 times 

(52%) and the remaining women referred to it once during the two weeks. Most women 

(78%) reported that they felt very or extremely confident in their ability to make use of the 

tool kit. 
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Table 11 

Self-help toolkit feedback 

Question and response options Frequency (%) 

Since the first session, have you referred to the self-help tool kit? 

No 2 (8%) 
Yes 23 (92%) 

How many times have your referred to the self-help tool kit? 

1 11 (48%) 
2-3 12 (52%) 

3+ 0 

How confident are you that you will be able to refer to and make use of the self-
help tool kit? 

Not at all confident 0 

Somewhat confident 1 (5%) 

Moderately confident 4 (17%) 

Very confident 15 (65%) 

Extremely confident 3 (13%) 

 
Qualitative Data 

Table 12. illustrates the content analysis of the feedback provided following the two 

sessions. The information provided within the feedback forms following session one and two 

were similar. Across the two feedback forms, 25 comments were provided. Content analysis 

of the comments generated 12 themes relating to the feedback from session one and two. 

One code, enthusiasm, was relevant to the content from the session one feedback form 

only. The feedback provided by the women was positive, with women expressing gratitude 

for the sessions, and reporting the session to be informative and enjoyable, and the ACT 

techniques being helpful for coping with birth related anxieties, as well as more general 

experiences of anxiety.  
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General comments 

Content (code) 
Quotes Frequency 

Helpful 
ñI felt I have benefitted from themò.                   

ñVery helpful, thank you!ò 
10 

Gratitude 

 

ñVery powerful session, makes you stop and think, 

thank youò.                                                              

ñI appreciate the time and information given to meò 

9 

Learning of new skills 

 

ñIt was really useful to reframe my thinking and 

gave me some techniques to practiceò.                  

ñI think these new skills were useful and I can see 

them benefitting me during pregnancyò 

6 

Informative 

 

ñVery informative, made me think of things that I 

wouldn't have otherwise thought ofò                       

ñI found the methods discussed really informativeò 

5 

Enjoyment 

 

ñI enjoyed the sessions a lotò                                   

I really enjoyed the chance to speak to other 

women in the same position and hear their stories. 

5 

Generalisability  

 

ñ..I feel theyôll not only be useful for anxieties 

around childbirth but in general..ò                           

ñI have found the sessions very helpful not only for 

worries about birth, but coping with more general 

worries as well.ò 

4 

Accessibility  

 

ñFelt it was laid out greatò                                        

ñI think it was extremely well presentedò 

3 

Participation 

 

ñX gave us chance to openly speakò                     

ñX gave us chance to speak freelyò 

2 

Anonymity  

 

ñThe padlets were great for jotting down ideas 

anonymouslyò.                                                        

ñI liked the interactiveness of the whiteboard, which 

meant we were getting involved but not necessarily 

having to speak or share own thoughts, it was still 

quite confidential.ò 

2 

Enthusiasm 14 ñI'm looking forward to the next sessionò 2 

 

Supportive 

 

 ñX was really supportive, and I felt listened toò 
1 

Increasing availability  1 

Table 12 

Content analysis of session one and two feedback forms (n=25) 
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Table 13 summarises additional feedback that was provided spontaneously by four 

women who voluntarily contacted the researcher via email. This feedback was also very 

positive, with women wanting to express their gratitude and enjoyment in relation to the 

sessions, reflections regarding the generalisability of the ACT skills to anxieties outside of 

birth, and reflections on their experience of implementing the ACT skills learnt in the 

sessions.  

Table 13 

Content analysis of additional feedback (n=4) 

Content (code) Quotes Frequency 

Gratitude 

ñThank you for your support.ò 
ñThank you very much again for all of your 

help.ò 
 

3 

Implementation of new 
skills 

ñI used the 'I'm noticing I'm having a thought 
that...' strategy which was helpful!ò 

ñNormally this would cause me to worry but 
Iôve been practicing being present and not 
letting my thoughts run off and all the ñwhat 
ifsò... Iôve also told myself if I do have any 

negative thoughts to accept them rather than 
being busy to avoid them like the bouncy ball 

analogy you used.ò 
 

2 

New skills  

 
ñI feel I learnt practices I can utilise in the 

future.ò 
 

2 

Enjoyment 
ñIôve really enjoyed the sessionsò 

2 

Generalisability  

ñThese skills will be helpful for everything in life 
not just worries about childbirthò 

ñI think the techniques discussed will come in 
helpful moving forward, even outside of my 

worries about childbirth.ò 
 

2 

 
 
14 Enthusiasm code is generated from session one feedback only. 

ñI think all women who are pregnant should be 

offered these sessions.ò 

Integration of 

psychology and 

midwifery  

ñReally liked how x the midwife was involved too 

alongside xò 
1 
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Increasing availability 
ñI think all women who are pregnant should get 

these sessions.ò 
 

1 

 

Within the feedback forms from session one and two, women were asked to provide 

any recommendations they had in relation to the sessions. There were five 

recommendations provided, therefore codes could not be themes could not be generated 

from this data. Two of these recommendations referred to a desire for increased participation 

from group members: 

ñX tried her best to get others to engage but I think more engagement from other 

women would have improved the sessionò. 

ñMore interaction - difficult though with it being onlineò  

Two women also recommended greater explanation of the purpose of increasing value-

driven behaviours to reduce FOC: 

ñMaybe a bit more time could have been spent to explain the link between the values, 

adhering to these and reducing anxiety in childbirthò  

ñMaybe unpack the values a bit more, but I appreciate this is difficult in a group 

session as opposed to individual sessionò 

Finally, one woman recommended that case studies could be used as examples during the 

session: 

ñAdding some examples or experiences about childbirth cases and linking them to 

the techniques or skills that were presented.ò  

Women were also asked to provide feedback regarding any comments or recommendations 

they had to relation to the self-help tool kit. There were few responses to these questions, 

therefore codes could not be themes could not be generated from this data. One woman 

appreciated the hard-copy tool-kit option, one woman appreciated the inclusion of website 

links to experiential exercises, and one woman reflected that the tool kit was a memory aid:  

ñI liked that I was given the chance to have the tool kit posted out to me ï I have put it 

in my birthing bagò. 
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ñTool kit is a good reminder of the session contentò. 

ñI like the links in the booklet to the exercisesò. 
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Discussion 

 This study used a mixed methods design to explore the feasibility and acceptability of 

a two-session online ACT intervention to support the mental wellbeing of women 

experiencing FOC during first pregnancy. The sample recruitment and retention data 

address the primary aim of the study, which was to assess the feasibility of the intervention. 

Specifically, feasibility was ascertained by examining whether women could be recruited via 

referral from midwives or self-referral and reviewing session attendance and attrition rates. 

The secondary aim, to ascertain whether the intervention is acceptable to individuals during 

their first pregnancy was addressed using the post session feedback. The third aim, to 

examine whether the outcome measures were acceptable to identify preliminary treatment 

signals was addressed via analysis of quantitative primary mental health measures, FOC 

and anxiety symptoms at baseline and at follow-up. Finally, the fourth aim to explore 

possible mechanisms that may underpin any changes in outcomes, was addressed via 

analysis of secondary outcome measures, namely psychological flexibility, and coping style, 

at baseline and follow-up. 

Feasibility  

Regarding the first research aim, the current study found it possible to recruit women 

in their first pregnancy who were experiencing fears regarding childbirth via self-referral and 

signposting from community midwives. Over the seven-month recruitment period, 46 women 

expressed an interest in taking part, 26 women were deemed as eligible and signed up to 

participate, with self-referral via social media advertisements being the most successful 

method of recruitment. Of the 26 women who signed up, 25 women took part in both session 

one and two and completed follow up questionnaires. One woman did not complete session 

two as she gave birth earlier than expected. The very high retention rates in the current 

study support the feasibility of recruiting and retaining women in their first pregnancy who 

experience FOC to a two-session online ACT informed group intervention.  
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The retention rates of the two-session online group intervention are typically higher 

than those reported within longer psychological interventions delivered within the perinatal 

period. For example, an eight session ACT intervention group for perinatal mood and anxiety 

difficulties had an 88% completion rate, however it is important to note that ócompletersô were 

women who attended at least 4 out of the 8 sessions (Waters et al., 2020). Similarly, two 

studies evaluating the efficacy of 8-week online CBT intervention for women experiencing 

FOC reported that 67.7% (Hildingsson & Rubertsson, 2020) and 63% (Rondung et al., 2018) 

of women were ótreatment completersô. Although the sample size in the current study is 

small, meaning the results are preliminary, the almost complete retention rate is promising. A 

review of approaches and interventions to support women experiencing FOC highlighted the 

resource constraints of multiple session interventions and discussed the need for briefer, 

less costly interventions for FOC, that may be easier to implement within the NHS, to be 

evaluated (Striebich et al., 2018). Although there is mixed research evidence regarding 

fluctuation patterns of FOC during pregnancy, it has been suggested that FOC can increase 

towards the later stages of pregnancy, which presents challenges regarding time limitations 

and highlights the importance of having brief, psychological interventions for individuals 

experiencing FOC (Ben-Rafael et al., 2023; Rúger-Navarrete et al., 2023; OôConnell et al., 

2021; Toolhill et al., 2014). In this study, women were on average seeking support for 

birthing fears towards the end of the second trimester at 26.9 weeks gestation.  

 The Medical Research guidance suggests that adapting an intervention that has been 

developed elsewhere to a new context is a vital source of intervention development 

(Skivington et al., 2021). Therefore, any differences between the recruitment and retention 

rates between an online and face-to-face delivery of an ACT intervention may be important 

for future FOC research. In Howard et alôs (2022) study, over an eight-month recruitment 

period, 33 women expressed an interest in participating in the single face-to-face ACT 

session, 21 women signed up, with 15 attending the session and 11 completing the follow up 

questionnaires. The differences noted between recruitment and retention rates in the current 

study and Howard et allôs (2022) study suggest that when recruiting women in first 
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pregnancy who are fearful of childbirth, an online delivery, as opposed to a face-to-face 

delivery, where two sessions are offered as opposed to one, may be more appealing to 

some women and may improve retention rates. However, as the sample size in the current 

study is small, the results must be interpreted tentatively.   

 The very low attrition rates in the current study are similar to those found in 

(Lappalainen et al., 2014) study where face-to-face and remotely delivered ACT for 

depression was compared. They found that in the face-to-face group, 3 participants dropped 

out, however no participants dropped out in the remotely delivered ACT group. Interestingly, 

facilitators of a videoconference-delivered ACT group for women experiencing perinatal 

depression and anxiety reported concerns that videoconference-delivered therapy groups 

may not be prioritised by service users in the same way that face-to-face group interventions 

would be (Simon et al., 2023), however the retention rates in the current small study appears 

to negate this concern. In summary, a brief two session online group ACT intervention to 

support women in first pregnancy with FOC appears feasible. 

Acceptability 

 Regarding the second research question, the analysis of the post session feedback 

forms, indicated evidence for the acceptability of the intervention. Firstly, the feedback forms 

were completed following session one and two by all women. This suggests quantitative and 

qualitative evaluative feedback is acceptable. Womenôs experience of session one and two 

were similarly positive, with all women reporting that the sessions were useful and 

interesting and found the different strategies appealing, and most women reporting the ACT 

strategies were explained clearly, and that they had confidence in their ability to apply the 

ACT strategies into their daily life. Women reported that the session was informative and that 

the strategies were beneficial to manage anxieties in relation to childbirth, and more general 

anxieties. Gratitude was expressed by many women in relation to being offer support for 

manging their FOC. Additional feedback that was submitted spontaneously from women 

following the intervention highlighted the implementation and usefulness of the strategies 
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when women experienced antenatal anxieties following the sessions. Some women reported 

that they appreciated the use of anonymous whiteboard web application; Padlet. Some 

researchers have suggested that interventions delivered online during the perinatal period 

may be more acceptable to women who may fear being stigmatised for experiencing mental 

health difficulties during pregnancy and may provide women with greater anonymity and 

security (Heller et al., 2020; Forsell et al., 2017). It is possible that the anonymity of the 

Padlet and the online mode of delivery allowed for those experiencing fears of stigma to feel 

safer to participate during the sessions.  

 An aspect that was not assessed in Howard et alôs (2022) study was the actual use or 

acceptability of the self-help tool kit. In the current study, women expressed positive views in 

relation to the self-help tool kit, with most women accessing the toolkit once or twice in the 

two-week period between the group sessions and most women expressing a confidence in 

utilising the self-help tool kit.  

 When reviewing womenôs recommendations, some women reported that increased 

participation from group members would have improved the sessions. Upon reflection, this 

feedback is in line with the views of the author/group facilitator. It was felt that in larger 

groups, participants were silenced due to fears of interjecting one another. Additionally, 

Simon et al (2023) found that online ACT group facilitators found the limited non-verbal cues 

challenging and reported limited conversational flow within the groups. 

Preliminary Treatment Signals  

Complementing the evidence that the two-session online group ACT intervention is 

both feasible and acceptable are the analyses in relation to preliminary treatment signals. 

However, the primary research aims of the current study were to assess the feasibility and 

acceptability of the intervention. Therefore, the absence of a control group and the small 

sample size in the current study preclude the attribution of the outcomes solely to the ACT 

intervention.  
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Promising findings in relation to FOC, anxiety, psychological flexibility and coping 

style were found. Firstly, significant reductions in FOC and anxiety following the intervention 

were found. The post intervention effect size on the FOBS was large and on the FCQ was 

medium. The effect size on the FOBS was slightly larger than that reported for the face-to-

face single session ACT intervention for FOC (Howard et al., 2022) and higher than that 

reported for internet-based CBT interventions for FOC, where the effect size was medium 

(Rondung et al., 2018). Over two thirds of women demonstrated reliable and clinically 

significant changes in relation to their FOC, which is also a slightly higher proportion than 

that reported in the face-to-face intervention (Howard et al., 2022). It is important to note that 

the participants in Howard et alôs (2022) study showed similar levels of fear at baseline as 

participants in the current study.  

In relation to changes in general anxiety symptoms, measured by the GAD-7, the 

post intervention effect size was medium, which is smaller than that reported in Howard et 

alôs (2022) study, where a large effect size in relation to anxiety symptoms was found. 

However, over half of the women in Howardôs (2022) study reported clinically significant 

levels of anxiety at baseline, whereas less than one third of participants in the current study 

were reporting clinically significant levels of anxiety at baseline, yet statistically significant 

reductions in anxiety symptoms were found. As the intervention targeted women 

experiencing FOC, rather than generalised anxiety, and as these concepts are not 

synonymous (Storksen et al., 2012), it is not surprising that 80% of participants presented 

with clinical levels of FOC prior to the intervention, whereas only 18% presented with 

moderate levels of anxiety symptoms. A review of prenatal interventions aimed at reducing 

maternal distress found that interventions were more effective for women with clinical levels 

of distress than preventative interventions for those with little or no symptoms at baseline  

(Fontein-Kuipers et al., 2014). Therefore, it is understandable that the effect size was smaller 

in the current study due to participants presenting with low levels of general anxiety 

symptoms at baseline. Of the women who experienced a reduction in general anxiety 



 99 

symptoms following the intervention, 16% were found to be reliable and clinically significant 

reductions. For those women deemed to have óno changeô on the reliable change index 

(RCI), it is possible that attending the sessions prevented an escalation in anxiety 

symptoms, which research suggests tends to occur towards the end of pregnancy (Ben-

Rafael et al., 2023; Toolhill et al., 2014). However, this was not present for women in the 

current study, as the RCI indicated that no women experienced an increase in general 

anxiety symptoms following the intervention.  

Regarding changes in psychological flexibility, a significant increase in psychological 

flexibility following the intervention was found, with a large within group effect size. In relation 

to the three psychological flexibility processes measured within the CompACT, the largest 

effect size was found for the óopenness to experiencesô subscale, indicating that following 

the intervention women were significantly more open and willing to experience their 

thoughts, feelings without attempting to avoid them or change them (Francis et al., 2016). 

Significant increases were also found for the two other psychological flexibility processes; 

óbehavioural awarenessô and óvalued actionô, indicating an increase in mindful attention to 

current actions greater engagement in valued actions and meaningful activity following the 

intervention. The significant increase of psychological flexibility demonstrates the validity of 

the intervention, given that this is the key process targeted in ACT (Hayes et al., 1999). This 

finding is in accordance with the ACT theoretical model which suggests that increases in 

levels of psychological flexibility are associated with reductions in psychological distress 

(Hayes et al., 2012). The within group psychological flexibility effect sizes are comparable to 

those reported for face-to-face 8 session ACT group intervention for perinatal mood and 

anxiety difficulties (Waters et al., 2020). Finally, in relation to coping style, significant 

increases in the use of approach coping strategies and significant reductions in use of 

avoidant coping strategies were found following the intervention. The effect size for 

approach coping was large and for avoidant coping was medium.  
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These findings provide preliminary indications of mechanisms of change. Dawson 

and Golijani-Moghaddam (2020) and Rueda and Valls (2020) suggest that levels of 

psychological flexibility may determine the type of coping style an individual may employ 

when distressed. Their research findings suggest that individuals with higher levels of 

psychological flexibility utilise more approach coping strategies and less avoidant coping 

strategies. Whereas individuals with lower levels of psychological flexibility are more likely to 

adopt more avoidant coping strategies and fewer approach coping strategies (Dawson & 

Golijani-Moghaddam, 2020). Mediation analysis also found that lower levels of psychological 

inflexibility indirectly increased psychological distress through the utilisation of avoidant 

coping strategies (Rueda & Vallas, 2020). Extending these findings, Tindle et al. (2022) 

found that higher levels of psychological flexibility led to an increase in approach coping, 

reduction in avoidant coping and reduction in psychological distress. Therefore, it is possible 

that increases in psychological flexibility in the current study led to an increase in approach 

coping and reduction in avoidance via increases in willingness and acceptance of thoughts 

and feelings which in turn led to a reduction in anxiety and fear. Although these results are 

preliminary, they generate important theoretical hypotheses in relation to psychological 

flexibility and its potential role in facilitating adaptive coping strategies as the mechanism of 

change in fear and anxiety following the ACT intervention.   

Finally, the completion rates of the measures in the current study suggest that the 

measures are suitable to be used with this population. The secondary outcome measures 

also yielded useful information regarding potential mechanisms of change. The current study 

used the CompACT (Francis et al., 2016), a validated psychological flexibility measure. The 

CompACT has been demonstrated to be more able to discriminate between psychological 

flexibility and the outcome of psychological distress (Doorley et al., 2020) than the 

Acceptance and Action Questionnaire-II (AAQ-11; Bond et al., 2011) which has been used 

within many research papers to assess psychological flexibility during the perinatal period 

(Waters et al., 2020; Whittingham & Mitchell, 2023; Prokopowicz et al., 2023; Monteiro et al., 
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2019). It has been demonstrated that compared to the CompACT, the AAQ-II is less 

sensitive to treatment change (Benoy et al., 2019) and is correlated with psychological 

distress, as opposed to the flexibility displayed in response to the distress. 

 In summary, the preliminary treatment signals suggest that the two-session online 

ACT group intervention is beneficial for women experiencing FOC during first pregnancy. To 

evaluate the efficacy of the intervention, because of the large effect size found, a power 

calculation demonstrated that only a very small sample size is required for an RCT. The 

National Institute of Health and Care Research (2021) framework for developing and 

evaluating complex interventions suggests that the next stage would be to carry out an 

external pilot RCT in order to test the feasibility of recruitment and randomisation within this 

population. As although the recruitment in the current study was highly feasible, the current 

study did not involve randomisation and participants were aware that they would be 

accessing the intervention once they had provided their consent.  

Strengths and Limitations  

The NHS Long Term Plan (NHS, 2019) highlights the need to increase digitalization 

within the NHS, with the aim of reducing face-to-face appointments by one-third over the 

next 5 years (Alderwick & Dixon, 2019). Therefore, the feasibility and acceptability of a 

remote delivery of the two session ACT intervention demonstrated in the current study is a 

strength. Additionally, Evans et al (2022) suggest that a barrier to accessing face-to-face 

interventions during the perinatal period is lack of time and access to transportation. The 

remote delivery increases the accessibility of the intervention, meaning that women from 

more rural areas or those who have limited access to transport can access the intervention. 

Additionally, the remote delivery saves time and funds required to travel to a face-to-face 

group session, thus increasing equitable access to support for FOC. It has also been 

suggested a barrier to accessing PMH interventions is fear of stigma (Stentzel et al., 2023). 

It has been suggested that remotely delivered PMH group interventions may help to 

overcome this barrier as individuals often perceive themselves as being less identifiable 
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when accessing remote support (Evans et al., 2022). The group format of the intervention 

also offers validation and normalisation of FOC experiences and can increase social support 

(Stentzel et al., 2023; McLeish et al., 2023).  

Another strength was the joint working of psychology and maternity disciplines, as 

the intervention sessions were jointly run by the Trainee Clinical Psychologist and 

Consultant Midwife. Evans et al (2022) suggested that interventions delivered to support 

PMH can be improved by support offered via midwives. Midwives can offer encouragement 

to attend interventions and also provide individualised advice regarding pregnancy and birth 

(Evans et al., 2022). In the current study, women were provided with time and space to ask 

questions to the Trainee Clinical Psychologist and Consultant Midwife. Almost all questions 

were birth or pregnancy related questions directed towards the Consultant Midwife, that 

would have been beyond the competency and knowledge of the Trainee Clinical 

Psychologist. Upon reflection, it was felt that the combination of psychologically informed 

knowledge and skills provided in the intervention sessions, along with the individualised 

pregnancy and birth midwifery information provided during the question-and-answer slots 

added to the helpfulness of the intervention. This reflection was supported by one woman in 

her written feedback. 

The lack of a control group and small sample size limits the generation of concrete 

conclusions about intervention efficacy. As the follow-up period was limited to two weeks 

following the intervention, the knowledge of longer-term effects of the intervention are 

unknown. Additionally, it is important to reflect on the possible response bias via demand 

characteristics. As the T1 and T2 measures were emailed to the women by the first 

author/group facilitator (AA), women may have altered their responses to fit their 

assumptions of the research hypotheses or to please the facilitator/researcher. The post-

session feedback forms were also emailed to participants by the author/group facilitator; 

however, participants were informed that the feedback given was anonymous, which may 

have reduced the likeliness of participants suppressing less positive feedback. It is important 
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to note that the analysis plan for the current study was not pre-registered on a registry. Pre-

registration is important to ensure researcher do not deviate from the original planned 

analyses. However, a research protocol was written prior to commencing research activity, 

and the analysis plan stated within the protocol was adhered to. 

The representativeness of the sample must also be questioned. The ethnic diversity 

of the sample was limited, with an over representation of white women, who were married 

with high education attainment and in full-time employment. Therefore, the generalisability of 

the findings to women from other ethnic backgrounds, single parents, women with lower 

educational attainment and lower rates of employment must be questioned. Additionally, all 

participants within the current study identified as cis-gender females. Although trans and 

non-binary individuals are becoming parents; invisibility continues within PMH research, 

which reflects cis-heteronormativity (Greenfield & Darwin, 2020).  

Clinical Implications  

Within the UK, the NHS Long Term Plan emphasises the need for increasing 

specialist mental health support for women and families during the perinatal period (NHS, 

2019). FOC is a major clinical concern as the distress associated with FOC has extensive 

implications for women, children, and healthcare services (Bakhteh et al., 2024). Therefore, 

research assessing psychological interventions to reduce FOC has been deemed a priority 

in an expert consensus statement (Jomeen et al., 2021). Within the UK, Maternal Mental 

Health Services have recently been developed which offer specialist interventions for women 

experiencing FOC. However, research evidence regarding effective interventions is scarce 

and inconclusive (Aguilera-Martin et al., 2021; Webb et al., 2021). Additionally, research 

reports the need for briefer interventions due to the time-limited nature of pregnancy and due 

high levels of cost involved in delivering longer interventions (Streibich et al., 2018; Ben-

Rafael et al., 2023). Therefore, the feasibility and acceptability of a two-session online ACT 

group intervention that has been demonstrated within the current study, along with 
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preliminary indications of treatment signals and potential mechanisms of change is timely 

and significant. Although the findings are preliminary and should be interpreted tentatively, 

they support the design and execution of a pilot RCT. Due to the lack of conclusive evidence 

regarding effective FOC interventions, Maternal Mental Health Services must currently offer 

FOC interventions that are not evidence-based. Therefore, whilst the research evidence 

base for effective FOC intervention is developing, in the interim, the adoption of the two-

session online group ACT intervention, based on the promising preliminary evidence of the 

feasibility, acceptability and efficacy in the intervention that is detailed in the current study 

may be preferable.  

Additionally, within the UK, Specialist PMH and Maternal Mental Health services sit 

separately to maternity services which limits the integration of psychology and maternity 

disciplines. The success of the joint working of psychology and midwifery to support PMH in 

the current study highlights that it may be beneficial for Perinatal Clinical Psychologists to 

become more embedded within maternity services in order to support interdisciplinary team 

working and deliver integrated PMH care. 

Future Research 

 The current study has added to the development of interventions to support women 

who experience FOC. A pilot RCT is required to ascertain whether changes in FOC, anxiety, 

psychological flexibility and coping style are due to receiving the intervention. Furthermore, 

the effect sizes from the current study can be used to inform a power analysis for a future 

RCT. It would also be important to carry out an economic evaluation of the intervention, due 

to the brevity of the intervention, it is highly likely that it could be cost-effective.  

 As 78% of participants expressed an interest via self-referral, following viewing the 

recruitment poster on hospital displays or on social media, it is not possible to obtain data on 

the number of women who viewed the poster and chose not express a in taking part. 

However, it is important for future pilot RCT research to gather data regarding the number of 
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women informed about the research by their midwife. This information would be helpful in 

appraising the feasibility of recruitment. 

Future research may wish to utilise a longitudinal research design to explore 

womenôs application of ACT skills during labour. Additionally, awareness of FOC within 

fathers is increasing, with approximately 13% of fathers-to-be experiencing severe fear 

(Eriksson et al., 2005), however, most of the FOC research focuses on maternal FOC 

(Moran et al., 2021). Research literatures suggests that women experiencing PMH 

difficulties are likely to have a speedier recovery when they feel well supported by their 

partner than those who feel unsupported (Yargawa & Leonardi-Bee, 2015). However, it is 

important to hold in mind the capacity of the partner to provide this support it they 

themselves are struggling. Future FOC intervention research should aim to support not only 

birthing women and people, but also their partners. Future studies should also aim to recruit 

a more diverse sample to improve the generalisability of the findings. To do this, prior to 

recruitment, it may be helpful for the researchers to increase their understanding and 

awareness of underrepresented and minoritised communities, engage with these 

communities, gain a better understanding of their needs and for the researchers to reflect on 

their own positionality and privilege. It would also be beneficial to recruit service user 

advisors from underrepresented populations to support the development of culturally 

concordant recruitment materials people.    

 

Conclusion 

The feasibility and acceptability of a two-session online group ACT intervention to 

support women in their first pregnancy with fears of childbirth has been demonstrated. 

Positive preliminary treatment signals have also been demonstrated, with decreases in FOC 

and anxiety symptoms. Potential mechanisms of change have also been identified, with 

increases in psychological flexibility levels and use of more adaptive approach coping 

strategies and reductions in the use of less adaptive avoidant coping strategies. Future 
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research needs to move toward RCT designs, and the intervention must be provided to a 

more diverse sample of first-time pregnant individuals to establish general efficacy. It is 

recognised that this may also involve the need for some further adaptation.  
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