
Journal of Midwifery &Women’s Health www.jmwh.org
Original Research

Maternal Stress Exposures, Reactions, and Priorities for Stress
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Introduction: Maternal psychosocial stress has been associated with adverse maternal-child outcomes. Vulnerable women’s experiences with
stressors during pregnancy and their desires and priorities for appropriate and useful stress reduction interventions are not well understood.

Methods:Qualitative interviews with low-income, urban women explored their stress exposures and reactions during pregnancy, ways that stres-
sors overlapped and interacted, and their priorities for stress reduction. Quantitative measures (Perceived Stress Scale; My Exposure to Violence
Instrument Danger Assessment; Center for Epidemiologic Studies of Depression Scale, Revised; and Posttraumatic Stress Disorder Checklist-
Civilian) supplemented qualitative descriptions of women’s stress exposures and reactions. Analyses explored relationships between stressors
and women’s priorities for stress intervention. Lay advisors from the sample population reviewed qualitative interview guides for appropriate-
ness, completeness, and language prior to interviews and reviewed study findings for validity. Study findings were returned to the community in
newsletter form.

Results: Twenty-four low-income, urban women participated in interviews. Women in the sample reported high stress, lifetime violence expo-
sure, depression, and posttraumatic stress disorder symptoms. The most common stressors reported were financial strain, violence exposure, and
feelings of intense isolation and loneliness. Few participants reported having discussed psychosocial stressors with prenatal care providers. Partic-
ipants in this study described connections with other women as desirable to relieve their stress and provided input on ways health care providers
could facilitate such connections.

Discussion: Clinical and research implications of findings are discussed, including approaches that health care providers may find useful to facil-
itate connections among vulnerable pregnant women.
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INTRODUCTION

Maternal stress has been defined as the physiologic and be-
havioral responses that occur when acute or chronic psy-
chosocial difficulties overwhelm the coping abilities that al-
low a woman to return to physiologic homeostasis.1 Chronic
maternal stress is increasingly accepted as a predictor of
maternal-child health.1–6 Specific stressors such as low so-
cioeconomic status, partner violence, and depressive or post-
traumatic stress disorder (PTSD) symptoms have been asso-
ciated with adverse pregnancy outcomes such as low birth
weight and preterm birth.6–12 While these stressors are of-
ten analyzed independently in studies, in reality they may
overlap and act synergistically in complex ways. For exam-
ple, both depression and PTSDmay be conceptualized as ma-
ternal responses to stress exposures and as stressors them-
selves.3,10,13–15

In 2006, the AmericanCollege of Obstetricians andGyne-
cologists16 recommended that practitioners screen pregnant
women each trimester for psychosocial stressors in an attempt
to identify patients under stress and provide appropriate inter-
vention. TheAmericanCollege of Obstetricians andGynecol-
ogists includes both overall maternal stress and specific psy-
chosocial issues as areas for concern with regard to pregnancy
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outcomes, including barriers to prenatal care, unstable hous-
ing, pregnancy intention, communication barriers, problems
with nutrition, substance use, household and neighborhood
safety concerns, mental health symptoms, general stress, and
exposures to violence. Suggested interventions to reduce the
impact of psychosocial stressors in pregnancy include offering
validation and information, suggestions for possible changes,
resources, and referrals for further evaluation or intervention
where needed.

Other stress-reduction interventions tested to date with
pregnant women include nurse case management, cognitive-
behavioral stress management techniques, and mind-body
interventions.17–19 There is insufficient evidence to suggest
which interventions are truly effective or which interventions
represent women’s own priorities for stress reduction. Re-
searchwith vulnerable populationsmay be perceived as irrele-
vant, inappropriate, or unhelpful, and harms may befall com-
munities if research is inaccurate, is designed or interpreted
in ways that are harmful/blaming of participants, or does not
consider the safety and confidentiality of participants.20 In-
cluding the perspectives ofwomen in the design of study ques-
tions and interpretation of results may be useful in the de-
velopment and implementation of future maternal stress in-
terventions that are acceptable, appropriate, and relevant to
women at risk.21–23

In this exploratory study, we aimed to describe maternal
stress exposures, reactions, and the interrelationships among
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✦ Researchers interviewed 24 low-income, urban women about their stressors during pregnancy and potential stress-
reduction interventions.

✦ Thewomen’smost common stressorswere finances, violence, and isolation and loneliness, andmanywomenhad symptoms
of depression (54%) or posttraumatic stress disorder (83%).

✦ Women felt that a tangible connection with other women would be helpful in reducing their stress.

✦ Screening women for psychosocial risk during pregnancy is important and should be conducted with empathy and a non-
judgmental attitude.

✦ Future research should examine how clinicians might best facilitate peer connections for vulnerable pregnant women.

stressors during pregnancy in a sample of low-income, urban
women, a population at high risk for maternal stress. A sec-
ondary aim was to better understand women’s priorities for
stress reduction during pregnancy. Specifically, we aimed to
understand women’s informational needs and to identify use-
ful content for a stress-reduction information resource that
health care providers might provide to women, thereby lay-
ing the groundwork for future prenatal interventions.

METHODS

We chose a mixed-methods approach combining qualita-
tive and quantitative measurement. This approach has been
described as effective to facilitate multiple perspectives and
examine complex health phenomena.24 The qualitative ap-
proach predominated in this study. Qualitative description
was chosen as an analysis approach for this study, as it
prioritizes minimal researcher abstraction and using partic-
ipants’ own language to describe phenomena.25 It is consid-
ered particularly useful for illuminating patterns and address-
ing health problems embedded in complex social and cultural
contexts, such as maternal stress, providing a clear descrip-
tion of participants’ viewpoints in everyday language that can
be understood by laypersons and identifying areas potentially
amenable to intervention.25

We developed a semistructured, open-ended interview
guide with qualitative questions and probes that askedwomen
to describe their stressors and responses to stress during preg-
nancy and explored what women identified as helpful or
harmful and what was needed to reduce stress, with respect
to information, support, and services. For example, questions
asked women to define what the word “stress” meant to them,
describe what was stressful for them, and describe what they
thought would be most helpful to reduce stress, with addi-
tional probes to elicit information as needed. Quantitative
measures were chosen to provide additional descriptive infor-
mation regarding key individual psychosocial risk factors as-
sociated with adverse pregnancy outcomes, including symp-
toms of global stress, depression, and posttraumatic stress and
exposures to violence. Table 1 lists the survey instruments and
measures of validity and reliability.

Participants were recruited from urban health/social ser-
vice settings (ie, Women, Infants and Children programs,
Healthy Start) in a metropolitan Pacific Northwest region by
posting fliers inviting women to participate in a “stress and

women’s health” study. Eligible participants were aged at least
18 years, English-speaking, and had either given birth to a
child within the previous 3 years and/or were currently preg-
nant. The interviewer (author 1) met with participants indi-
vidually in a safe and private setting of the participant’s choice,
such as her home or a coffee shop, and first administered
quantitative measures, then conducted audiotaped qualitative
interviews. Each participant received a cash stipend of $50 and
was provided referrals to resources such as domestic violence
or hotline information as needed. Human subjects procedures
were approved by the Oregon Health & Science University in-
stitutional review board.

Eight women from the sample population were first re-
cruited to review the interview guide. These lay advisors gen-
erally agreed that the interview guide was understandable,
largely complete, and not offensive, overly long, or burden-
some. They advised adding qualitative probes for stress related
to housing, employment, documentation of citizenship, par-
enting, and step-parenting. It was also suggested to add transi-
tional language between quantitative measures (eg, “Now I’m
going to ask you about how generally stressed you have been
over the past month.”). Following interview guide revisions,
participants were recruited for one to 2 individual interviews.
Six lay advisors later participated in the study as interviewees.

Qualitative interviews were transcribed verbatim, with
identifying details removed and each participant assigned a
pseudonym. Transcripts were coded line by line and codes
sorted to identify similar patterns and phrases among the
data. A priority for organization of themeswas describing how
individual stressors related, overlapped, and intertwined in
women’s experiences.

Analyses were performed continuously and iteratively
with interviews. The investigator gradually decided on tenta-
tive generalizations/trends that held true for the data and used
these emerging findings to present more focused questions
in subsequent interviews, exploring preliminary findings
with subsequent interviewees and exploring commonalities
and differences. Descriptive statistics, frequencies, and mean
scores were calculated for quantitative measures, with the
findings compared with qualitative data in the analysis phase
to illuminate emerging themes. Interviews and data analy-
ses were performed by the first author and reviewed by the
other authors at several points during the study. Data collec-
tion continued until investigators agreed that qualitative data
had reached saturation, with no new information emerging.
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Table 1. Quantitative Measures
Measure Description Scoring

Demographic Self-reported age, marital status, children under the

age of 18 in the home, living situation (ie, homeless,

living alone, living with partner), race, and Latina

ethnic subgroup

N/A

Exposure to violence:

My Exposure to

Violence Instrument

(EVI); Danger

Assessment (DA)

EVI: Assesses past-year/lifetime exposure to violent

events either witnessed or personally experienced,

including frequency of exposure, for past year and

lifetime. Has demonstrated high internal

consistency (r = 0.68-0.93), test-retest reliability

(r = 0.75-0.94), and evidence of construct validity.48

EVI: 18-item yes/no dichotomous response format

measures exposure to 18 possible categories of

violent events. Frequency of exposure is measured

on a 5-point scale (never, once, 2 or 3 times, 4 to 10

times, more than 10 times).

DA: Widely-used clinical/research instrument

assessing the presence of risk factors associated with

intimate partner homicide. Assesses the risk of

severe/lethal intimate partner violence; has been

used as a proxy for severity of partner violence.

Internal consistency reliability has a range of

0.60-0.86, test-retest reliability of 0.89-0.94.49

DA: 20-item yes/no dichotomous response format

measure exposure to risk factors. A weighted

scoring algorithm for 4 levels of danger has been

developed: variable danger (score of 0-7); increased

danger (9-13); severe danger (14-17); and extreme

danger (≥ 18). Possible scores range 0-38.

Global stress symptoms:

Perceived Stress

Scale-10 (PSS-10)

Widely-used; assesses perceived global/chronic

past-month stress, including how unpredictable,

uncontrollable, and overloaded respondents find

their lives to be. The PSS has good internal

consistency (� = .78) and good construct validity,

with scores moderately correlating to other

measures of appraised stress.29

Ten items are scored from 0 (never) to 4 (very often).

Scores are obtained by reversing scores on the 4

positive items and then summing across all 10 items.

Possible scores range from 0-40. Population-based

norms for women (mean score 13.7, standard

deviation 6.6) have been published.29

Depressive symptoms:

Center for

Epidemiologic Studies

Depression Scale,

Revised (CESD-R)

Widely-used scale measures past-week depression

symptoms, corresponding to DSM-IV symptom

groups. Internal consistency estimates range from

0.85-0.90 and split-half reliability from 0.77-0.92;

test-retest from 0.51-0.67.

Twenty items are each rated on 4-point Likert scales

indicating the degree of past-week occurrence. The

scales range from 0 (rarely or none of the time) to 4

(most all of the time); scored by summing items.

Possible scores range from 0-60; higher scores

indicate greater depressive symptoms. Scores of 16

or greater are suggestive of depressive illness.47

PTSD symptoms:

Posttraumatic Stress

Disorder

Checklist-Civilian

(PCL-C)

Widely-used scale measures past-month PTSD

symptoms, paralleling DSM-IV diagnostic criteria

for PTSD. Has demonstrated excellent reliability

(0.94) for total scale score.

Seventeen items ask the respondent to rate the degree

to which they have been bothered by past-month

posttraumatic symptoms on a 5-point Likert scale,

with responses ranging from 1 (not at all) to 5

(extremely). Responses are summed for total

possible score, 17-85; higher scores indicate greater

PTSD symptoms. Scoring algorithm used by Walker

et al (� 30 = low; 31-44 = moderate; ≥ 45 = severe

symptoms) has demonstrated excellent specificity

(0.76) and sensitivity (0.82) in a health maintenance

organization sample of women.50

Abbreviations: EVI, My Exposure to Violence Instrument; DA, Danger Assessment; PSS-10, Perceived Stress Scale-10; CESD-4, Center for Epidemiologic Studies Depression
Scale, Revised; Posttraumatic Stress Disorder Checklist-Civilian (PCL-C); PTSD, posttraumatic stress disorder.

Study findings were presented in a 4-page, lay-language
newsletter format to lay advisors in individual meetings. Lay
advisors had no access to participant identities or data. In
these meetings, lay advisors were asked if they had concerns

or objections to findings or felt informationwasmissing. They
responded positively to findings, generally agreed that the
themesmade sense and resonated with their own experiences,
and recommendedno further revisions. Finally, the newsletter
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Table 2. Sample Demographics
n (%)

Gross annual income

� $5K 4(16.7)

$5K-11,999 3(12.5)

$12K-24,999 9(29.1)

$25K-34,999 5(20.8)

$35K-49,999 2(8.3)

$75K-99,999 1(4.2)

Don’t know income 2(8.3)

Relationship status

Single/live alone/children 7(29.2)

Live with partner 17(70.8)

Race

White 19(79.1)

Black 1(4.2)

Native American 1(4.2)

Biracial 1(4.2)

Other/did not identify 2(8.3)

Ethnicity

Latina 5(20.8)

Current living situation

Own apt/house, pay rent 8(33.3)

With extended family 7(29.2)

Subsidized housing 5(20.8)

Own home w/ mortgage 2(8.3)

Transitional housing 1(4.2)

Homeless 1(4.2)

was provided to participants and program staff at recruitment
sites, returning findings to the community.

RESULTS

Interviews were conducted over 6 months in 2007 through
2008. Thirty-three women contacted the toll-free study num-
ber in response to the flyer. Four did not meet inclusion
criteria; 5 others were unreachable after their initial con-
tact. Twenty-fourmet inclusion criteria andwere interviewed.
Most were interviewed once; investigators returned for a
second interview with 8 women to ask clarification ques-
tions and/or perform member checks, in which emerging
themes in qualitative data are shared with participants for the
purposes of validation. Demographic data are presented in
Table 2. Participants’ mean age was 25.7 years (standard de-
viation [SD] 4.97; range 18-35); mean education was 12.9
years (SD 2.1; range 10-20). Thesewomenwere primarily low-
income, white, and partnered. Twenty-two participants had
given birth to a child within the previous 3 years; 3 were cur-
rently pregnant, 2 with their first child.

Participants endorsed high levels of stress, with a mean
Perceived Stress Scale (PSS) score approximately twice
population-based norms for women (Table 3).16 Yet, many as-
sumed they should be able to control their responses to stress:

I am prone to be really judgemental on how much stress I
can tolerate. And I should be like superwoman.

Financial Stress

Three stressors were most commonly reported in the sample:
financial stress, violence, and isolation/loneliness. Many par-
ticipants had difficulty meeting basic needs, including hav-
ing enough food. Affordable housing was difficult to find,
thus some mothers became ensnared in violence. For exam-
ple, Kathleen could not leave her apartment at night because
of neighborhood crime, Vivian was living with her abusive fa-
ther, and Sadie could not afford to leave her subsidized apart-
ment, although her violent ex-husband was stalking her. (All
names are pseudonyms.)

Mothering added financial burdens and a sense of greater
consequences of financial problems. Participants often re-
ferred to their own childhood deprivations and worried
about the impact of financial distress on children. Talise de-
scribed herself as valuing family overmaterial possessions, but
lamented:

Having it, or not having it, changes the whole dynamic of
our family. Not having the money has so much major con-
sequences.We either go without something, or I’m irritated
all the time. Yeah, actually, it really does make me sad if I
think about it.

Table 3. Scale Scores
Measure Mean (SD) Range n (%)

DA 4.5(5.2) 0 − 18 24(100)

PSS 26.1(7.5) 12 − 37 24(100)

CESD-R 21.1(14.7) 1 − 60 24(100)

Distribution

≤ 15 11(45.8)

16-30 8(33.8)

31-60 5(20.8)

PCL-C 46.3(15.6) 20 − 74 24(100)

Distribution

≤ 30 (low) 4(16.7)

31-44 (moderate) 6(25.0)

≥ 45 (severe) 14(58.3)

EVI

Witnessing violence, past-year

Number of items reported 1.4(1.3) 0 − 4 24(100)

Violent victimizations, past-year

Number of items reported 0.1(0.3) 0 − 1 24(100)

Witnessing violence, lifetime

Number of items reported 3.4(2.6) 0 − 9 24(100)

Violent victimizations, lifetime

Number of items reported 2.8(2.2) 0 − 7 24(100)

Abbreviations: CESD-R, Center for Epidemiologic Studies Depression
Scale-Revised; DA, Danger Assessment; EVI, My Exposure to Violence
Instrument; PCL-C, Posttraumatic Stress Disorder Checklist-Civilian; PSS,
Perceived Stress Scale.
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Eleven participants believed they had been unfairly
passed over for a job; over half (n = 14) reported being un-
fairly fired/not promoted. Participants commonly reported
that employers did not want to hire women who were preg-
nant and/or mothers. Consequentially, some avoided talking
about children at work and concealed pregnancy until it was
no longer possible to hide it. Many also believed others saw
them as “welfare queens” or “cheating the system.” For ex-
ample, Michelle could not bear to use her Women, Infants
and Children program vouchers, believing grocery cashiers
treated her poorly when she did. She reported:

I’d leave the grocery store in tears. . . It was not good.

Violence

Violence was another highly predominant stressor described.
Participants reported relatively few past-year violence ex-
posures, but had substantial lifetime exposures (Table 3),
including sexual assault, rape, ormolestation (n= 9; 38%); be-
ing hit, slapped, punched, or beaten up (n= 18; 75%); attacked
with a weapon (n= 9; 38%); or shot/shot at (n= 4; 17%). State
mandatory reporting requirements prevented follow-up ques-
tions regarding timing/perpetrators, thus it was not possible
to report what proportion of exposures occurred in child-
hood. Only 3 women reported having ever disclosed violence
to a health care provider. Four women disclosed current inti-
mate partner violence in interviews; 3 more did not disclose
intimate partner violence but reported significant violent and
controlling behavior on the Danger Assessment.

Violence and its consequences, including mental health
symptoms and financial stress, often existed in overlapping
relationships that increased women’s vulnerability. Gina had
experienced severe intimate partner violence and had been
formally diagnosed with PTSD (Posttraumatic Stress Disor-
der Checklist-Civilian [PCL-C] score = 65). She moved from
awomen’s shelter into transitional housingwith 2 toddlers but
had been recently threatened with a knife by another resident,
triggering a trauma response. Her abuser had actively sabo-
taged her employment in the past (preventing her from leav-
ing, hiding car keys, refusing to take care of the children, and
beating her so badly she could not go to work), thus her work
history was spotty. After months of attempting to manage her
PTSD, conceal her current pregnancy from prospective em-
ployers, and find work, she worried she would never succeed
and be able to move from transitional housing.

Isolation and Loneliness

The third common stressor that emergedwas intense isolation
and loneliness, which participants often dated back to child-
hood family dysfunction and chaos. One-third of this sam-
ple (n = 8) reported having no friends. Motherhood often
increased women’s isolation and loneliness. Participants lost
friends when their priorities changed in pregnancy and when
they stopped drinking or using drugs. Entering social settings
where they might make new friends was anxiety-producing:

I don’t have my old friends, and it’s hard to make new
friends. It’s hard to open up. It’s just hard for me to do. . .

I’m starting all over again. . . it’s like, kindergarten, here I
come.

Yet, 4 women in the sample reported they no longer strug-
gled with isolation and loneliness. One had learned to uti-
lize church-based mothers’ groups. Three were friends who
had met in drug treatment while pregnant. One likened their
friendship to a “bubble” that buffered stress:

They’re my support sisters. . . we can call each other at any
time of the day or night with problems. And we’re just there
to work through stuff with each other. Or just throw some-
thing at them, and just say, ‘I don’t need no feedback, I just
need to be able to say something to somebody . . .

While interviews focused on stress during pregnancy,
many noted that, like loneliness and isolation, their stress had
been chronic since childhood due to family chaos/disruption.
Women worried that their stress affected their own family, in-
cluding the health or personalities of unborn children. These
worries often persisted after birth:

I feel so bad. . . I’m afraid I’m affecting her. From being just,
you know, so frustrated, and angry, and angry at myself,
and then melting down right there, and crying while I’m
holding her. . . I don’t want that to go into her psyche.

Psychosocial Problems and Prenatal Care

Thirteen participants (54.2%) had depression symptom levels
exceeding the cut score for clinical significance; 20 (83%) re-
ported symptoms consistent with moderate to severe levels of
PTSD. Eleven (45.8%) readily identified symptoms of depres-
sion and reported prior diagnosis/treatment; only 5 reported
formal diagnosis and treatment for PTSD. Prior to formal di-
agnosis, these women often attributed PTSD symptoms of hy-
perarousal, avoidance, and/or intrusion to “my stress” or “how
I am,” as in one who assumed she was “just going crazy” prior
to learning she had PTSD.

Women described becoming “worn down” over time and
conceptualized stress as a serious health issue, attributing out-
comes including mental health symptoms, substance use, dis-
ordered eating, self-mutilation, and/or disease to chronic high
stress. For example, Kathleen was fired when she told her em-
ployer she was pregnant, increasing her financial dependency
on her highly controlling partner. She became depressed and
unable to eat, losing weight until her provider warned her
she was hurting her child. Anna was a rape survivor who
described her coping method as “just eat, eat, eat, to con-
stantly eat.” Una attributed severe preeclampsia to stress in
drug treatment:

From years back I had, I have an eating disorder. . . the
stress, everything like kind of kicked up. I was not drinking
anymore and, or anything while I was in there, of course,
but my bulimia came back. And so that, I think that that is
a really big part of why I got so sick, just the physical stress
of that in my body. That behavior, coupled with my depres-
sion and everything.

Journal of Midwifery &Women’s Health � www.jmwh.org 171



Five women reported that prenatal providers were key
sources of support in dealing with stress during pregnancy.
Conversely, other participants reported little continuity of
care, and some reported unhelpful or judgmental responses
from providers, such as Naomi, who reported that once
providers knew of her history of drug use in pregnancy they
would often not look her in the eye. Several women chose not
to disclose problems to providers, believing they would find
such disclosures inappropriate, a belief that was reinforced for
some by brief, impersonal interactions with hurried providers
who appeared to focus primarily on physical concerns. For ex-
ample, Beatriz had been choked into unconsciousness by her
husband when 8 months pregnant and fled with her children
into awomen’s shelter and then to a vacant rental house, where
they lived without electricity, heat, or running water. She did
not disclose these experiences to her provider, remarking:

They don’t want to know these things. . . they are like tech-
nicians, concerned with the body when you are pregnant.

Priorities for Support to Reduce Stress

A secondary aim of this study was to describe women’s pri-
orities for stress reduction—in particular, to identify useful
content for an informational resource that could be provided
in prenatal care settings. However, a finding that emerged
clearly was that even the most vulnerable participants knew
and could recommend sources of information and resources.
Additionally, information and resources actually fell far short
of what participants described as key to reducing their stress,
that is, tangible connection with other women. As Talise said:

I’m a woman. . . I’m an emotional creature. . . If you hand
me information, all the pamphlets in the world are not go-
ing to mean anything. They’re going to give me knowledge,
and I am going to put that information back someplace
and remember it. But if I don’t have that connection with
somebody. . . or, feel like I can have somebody to talk to,
or, go to with my problems, you’re still going to be left with
that. . . hole. That empty spot. I like to talk about things . . .

It always comes down to having somebody safe to talk to.

Some participants found Internet support groups accept-
able; most preferred to meet other women face-to-face. Iter-
ative questions in later interviews focused on how providers
might be able to facilitate such connections.None experienced
group prenatal care, but reactions to the conceptwere positive.
Women described it as a setting where they could dialogue in
a safe and structured atmosphere with other pregnant women,
with the presence of the provider key to ensuring safety in a
group. Wendy commented:

I really like that idea. I like that concept of sharing your ex-
perience with other people going through the same thing
you’re going through. . . Wow, I really wish I’d had that.

For some women, the opportunity to provide support to
other women and thus make meaning of their own difficul-
ties was equally important as receiving support themselves. As
Beatriz said:

Because then it is that something good has come out of what
I have been through—if I can help someone else get through
it.

DISCUSSION

It is not surprising that low-income women might report fi-
nancial strain, nor that a convenience sample volunteering
for a study about “stress and women’s health” might have ex-
tremely high stress. In addition, given the known high preva-
lence of violence in women’s lives26–28 and the significant
interrelationship of violence, mental health symptoms, and
stress for women,3,10,13–15 the high levels of lifetime violence
exposures, depression/PTSD symptoms in these women also
is not surprising. However, it is nonetheless concerning, be-
cause adverse health outcomes associatedwith stressful events
are presumed to occur when they overwhelmwomen’s coping
resources.1,29 The high degree of psychosocial risk reported
by women in this study has tremendous implications for their
health.

Women in this study generally reported that they had re-
ceived prenatal care, believed stress was a health concern, and
were concerned about its impact on their pregnancies, but
many reported that they did not discuss stress or psychoso-
cial risk with a health care provider during pregnancy. While
we did not systematically ask our participants whether they
were screened for psychosocial risk during pregnancy and
thus cannot definitively say they were not, the research lit-
erature documents persistently low screening rates for vio-
lence and mental health symptoms.30–32 Failing to acknowl-
edge psychosocial problems can result in decreased patient
satisfaction, missed or inappropriate treatment, retraumati-
zation, and future victimization, thus diagnosis and treat-
ment are key.16,33,34 We believe our findings reinforce cur-
rent guidelines and the need for psychosocial risk screening
by providers16 and agree that prenatal care provides a key
window to connect with vulnerable women and address such
problems and to connect women to appropriate sources of
help.16,35–37

However, we believe our findings also suggest that
providers also must consider how they perform such screen-
ing and the messages, intended or unintended, that they send
vulnerable women when they do. For women to feel safe
discussing their problems in prenatal care, providers must
clearly and consistently convey empathy, a nonjudgmental at-
titude, and the message that prenatal care providers are not
just “technicians concerned with the body” as one participant
in this study described them. This finding is consistent with
other studies of vulnerable pregnant women and their desired
interactions with health care providers.17,37–39 In addition,
providers need to provide appropriate assessment and follow-
up, including identification and treatment for depression and
mental health symptoms and violence resources whenwomen
do share their problems.

As the literature suggests,21–23,25 a participatory design
and the use of a qualitative descriptive approach for analysis
did facilitate “hearing” the viewpoint and voices of our par-
ticipants and led to a much richer concept for future inter-
ventions. We believe that including the voice of vulnerable
women in the research process is a strength of this project and
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recommend that future researchers also include women in the
development and implementation of futurematernal stress in-
terventions that are appropriate, relevant, and helpful to the
target population. At the outset of this study, we hoped partic-
ipants could help us identify information/resources useful to
reduce stress, so that we could develop an easily disseminated
(and easily tested) resource such as an informational book or
pamphlet that could be provided in prenatal care settings. Our
data led us in a substantially different direction than we an-
ticipated, in that what emerged was women’s strong sense of
loneliness and isolation and desire for connection with other
women to reduce their stress.

Little evidence exists to describe how cliniciansmight best
facilitate such connections for vulnerable pregnant women.
Many participants in this study had fractured childhood fam-
ily systems, loosened social bonds, depression, and feelings
of isolation that substantially predated childbearing. New so-
cial situations caused anxiety; substantial traumahistories and
symptoms of depression/PTSD likely represented additional
barriers towalking into a room full of strangers. Thesewomen
need help, support, and a safe atmosphere to facilitate the con-
nections they desire.

Other research has demonstrated that pregnant women
want to connect to peers34 and that group prenatal care mod-
els appear well-liked by pregnant women.40–44 Some evidence
suggests that while women in group care models do not re-
port less stress specific to the pregnancy itself,45 they may
be less likely to give birth to preterm or low-birth-weight
neonates.40,45 Such findings are intriguing, given that preterm
birth and low birthweight have been linked tomaternal stress.
More research is needed regarding group prenatal models and
their ability to facilitate peer networks, reduce overall per-
ceived maternal stress, and improve outcomes among women
with trauma histories andmental health symptoms. Providers
also may consider how they might help vulnerable women
connect with their peers in childbirth preparation classes, pre-
natal exercise classes, breastfeeding classes, and child care
classes.

As a primarily qualitative study, findings are based on
a small convenience sample, presenting limitations to gen-
eralizability. The quantitative measures may have sensitized
participants to “desired” areas for discussion. Six lay advi-
sors also participated in study interviews, which may have af-
fected their interpretation of results. Consistent with the Pa-
cific Northwest setting, only one-third of the mothers were
racial/ethnic minorities, and the primary interviewer was
white, thus, stress based on minority status is likely under-
represented and underreported. Participants were uniformly
of low socioeconomic levels and English-speaking, thus, the
stressors of mothers in different socioeconomic brackets and
of non-English speaking women are not represented. Finally,
while these depression and PTSD scales have demonstrated
discriminant validity in distinguishing between clinical and
community samples,46,47 they are not intended as diagnostic.
Therefore, the high scores on these measures are most accu-
rately interpreted in terms of symptom levels, not diagnoses.
We did not ask about current psychiatricmedications in inter-
views or about adverse outcomes in pregnancy. Women may
have given birth up to 3 years prior, introducing the potential
for recall bias. Finally, we did not administer measures of ma-

ternal anxiety or of protective factors such as resilience and
social support.

CONCLUSION

Our findings suggest that vulnerable, low-income women
with substantial, intersecting, and chronic stressors during
pregnancy are often highly resourceful and adept at locating
sources of information, but the meaningful bonds with other
women that they identify as key to reducing their stress may
elude them. Health care providers who care for such women
can play a key role in reducing maternal stress by recogniz-
ing that these mothers need an invitation in prenatal care set-
tings to disclose their stressors, by providing appropriate as-
sessment and follow-up, and by considering ways in which
they might facilitate the connections with other women that
mothers identify as key interventions to reduce the ongoing
health impacts of stress.
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