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CORRELATION BETWEEN THE PERCEPTION OF PREGNANCY 

AND MATERNAL FETAL BONDING AMONG PRIMIGRAVIDA 

AT SELECTED SETTINGS, CHENNAI. 

ABSTRACT 

INTRODUCTION 

A wonderful and noble service that is bestowed on women is pregnancy.  Some 

women enjoyed being pregnant, found pregnancy life-changing and exciting. Most of the 

women may not have much problem during pregnancy, but few of them face some 

problem related to pregnancy and childbirth. The third trimester begins from 25 weeks of 

pregnancy and ends at delivery, or 7
th

 month through 9
th

 month of pregnancy. Women 

have found the experience of pregnancy more challenging, whether for physical or 

emotional reasons or a combination of both. The baby’s movements become prominent 

as the baby grows. Discomfort increases with these sensations and other symptoms/ signs 

like Broxton hicks contraction, shortness of breath, backaches, frequent urination, 

heartburn etc. Coping with minor disorders was more difficult. 

 

Pregnancy being an emotional time, fears and worries is normal and expected 

during pregnancy. Anxiety is one of the many feelings that the women experience. It is 

believed that more than one in ten women struggle with symptoms of anxiety during 

pregnancy. 

 

Maternal Fetal Bonding (MFB) is the term used to describe the relationship 

between the pregnant women and the fetus. The frequency and the intensity of Maternal 



Fetal Bonding increases with advancing age particularly, after quickening at 

approximately 18 to 22 weeks of gestation. 

 

STATEMENT OF THE PROBLEM 

A study to assess the correlation between the perception of pregnancy and 

maternal-fetal bonding among primigravida at selected settings, Chennai. 

 

OBJECTIVES OF THE STUDY  

1. To assess the pregnancy experience, antenatal anxiety and maternal fetal bonding 

among primigravida  

2. To correlate the pregnancy experience, antenatal anxiety and maternal fetal bonding 

among primigravida. 

3. To compare the pregnancy experience, antenatal anxiety and maternal fetal bonding 

among trimesters. 

4. To associate the pregnancy experience, antenatal anxiety and maternal fetal bonding 

with the selected demographic variables of primigravida 

 

METHODOLOGY 

The research approach was Quantitative-evaluative in nature. The study was 

conducted among 120 primigravida. The population for the study was all the 

primigravida who attended the antenatal OPD at selected hospitals in Chennai. Non 

probability convenient sampling technique was used to select the samples. The 

demographic variable was collected using structured questions. Modified Pregnancy 

Experience Scale was used to assess the pregnancy experience, Modified Perinatal 



Anxiety Screening Scale was used to assess the antenatal anxiety and Rating scale was 

used to assess the maternal fetal bonding among primigravida across three trimesters. 

Mother was asked about the present experience of pregnancy and was asked to recollect 

the experience of her first and second trimester. Interview method was used to obtain 

data from the primigravida. 

 

RESULTS 

           The pregnancy experience showed that 55%, 61.7% & 54.2% of the primigravidas 

had good experience in the first, second and third trimesters respectively and the overall 

score showed  that 81.7% of the primigravidas had good experience.  

 

The antenatal anxiety showed that 65%, 52.5% & 50.8% of the primigravidas had 

moderate anxiety in the first, second and third trimesters respectively and the overall 

score showed that 66.7% of the primigravidas had moderate anxiety.  

 

Maternal fetal bonding showed that 74.2%, 96.7% & 75% of the primigravidas 

had high maternal fetal bonding in the first, second and third trimesters respectively and 

the overall score showed that 91.7% of the primigravidas had high maternal fetal 

bonding. 

 

There was a weak positive correlation between pregnancy experience and 

maternal fetal bonding (r=0.283), antenatal anxiety and maternal fetal bonding (r=-0.246) 

and the pregnancy experience and antenatal anxiety (r=0.259) which were significant at 

p<0.01 level of significance. There was a weak positive correlation between pregnancy 

experience and antenatal anxiety (0.247) which was significant at p<0.01 level of 

significance. 



Comparison among trimesters revealed that in the second trimester pregnancy 

events (mean pregnancy experience score was 4.68) were less leading to reduction in 

anxiety (mean antenatal anxiety score was 6.27) which was the least among all the 

trimesters and leading to increase in maternal fetal bonding (mean maternal fetal bonding 

score was 18.12) during the second trimester which was the highest among all the 

trimesters.  

 

There was statistically significant association between antenatal anxiety with 

planned pregnancy at p <0.05 level of significance and maternal fetal bonding with area 

of residence and planned pregnancy at p <0.05 level of significance and the other 

demographic variables were not significant. 

 

CONCLUSION  

Maternal fetal bonding is the pillar of child’s development. Pregnancy experience 

and anxiety will be the major determining factor of maternal fetal bonding. Ensuring 

positive pregnancy experience will reduce anxiety and improve bonding. The study 

concluded that since there was good pregnancy experience the reported anxiety levels 

were mild to moderate in nature which had led to better maternal fetal bonding. 

Providing positive pregnancy experience is a shared responsibility of the family and the 

health care personnel. Providing adequate information about pregnancy and measures to 

cope with the changes will help the mother to achieve positive experience. Also, regular 

antenatal care and education can still improve the pregnancy experience and reduce the 

anxiety and increase the bonding. 
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CHAPTER I 

INTRODUCTION 

 

 A wonderful and noble service that is bestowed on women is pregnancy.  Some 

women enjoyed being pregnant, found pregnancy life-changing and exciting. Most of the 

women may not have much problem during pregnancy, but few of them face some 

problem related to pregnancy and childbirth. The third trimester begins from 25 weeks of 

pregnancy and ends at delivery, or 7
th

 month through 9
th

 month of pregnancy. Women 

have found the experience of pregnancy more challenging, whether for physical or 

emotional reasons or a combination of both. Often women struggle to accept that they 

were experiencing a ‘normal’ pregnancy because they felt so bad physically. The baby’s 

movements become prominent as the baby grows. Discomfort increases with these 

sensations and other symptoms/ signs like Broxton hicks contraction, shortness of breath, 

backaches, frequent urination, heartburn etc. Coping with minor disorders was more 

difficult. A sense of vulnerability and responsibility for their unborn child was described 

by some women, while others remembered marveling at having a baby growing inside 

them (Currey.B, 2013). Pregnancy brings emotional ambivalence for women who had 

always wanted to become a mother, but find pregnancy challenging and feels 

‘miserable’. This leads to anxiety and stress during pregnancy. 

 

Pregnancy being an emotional time, fears and worries is normal and expected 

during pregnancy. Anxiety is one of the many feelings that the women experience. 

Anxiety during pregnancy is common as antenatal and postnatal depression, but it is less 

well known. It is believed that more than one in ten women struggle with symptoms of 

anxiety during pregnancy. People often expect mothers experience their  pregnancy as a 
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joyful time and they expect the mothers  to feel “blooming” or if they try to talk about 

their worries or problems, people might say “Don’t worry; it’s just the hormones!”  This 

type of response from others can make it more difficult for the mother to admit that there 

is a problem (NHS Fife Psychology Department, 2015). 

 

Maternal Fetal Bonding is the term used to describe the relationship between the 

pregnant women and the fetus. A broad spectrum of Maternal Fetal Attachment (MFA) 

has been observed during pregnancy. The frequency and the intensity of MFA increases 

with advancing age particularly, after quickening at approximately 18 to 22 weeks of 

gestation. 

 

BACKGROUND OF THE STUDY 

There are limited studies focusing on women's experiences of pregnancy. Taking 

women's experiences seriously during early pregnancy may prevent future suffering 

during childbirth (Modh. C, 2014). 

 

Pregnancy is the most sensitive and most enjoyable part of a woman's life. Sleep 

patterns and the ability to perform tasks of daily living, as well as quality of life in the 

pregnant woman are affected by systemic variations caused by hormonal, emotional, 

mental and physical factors. Around 950 pregnant women were surveyed about lower 

back pain during pregnancy and about its impact on day to day life. The study revealed 

that 645 respondents had back pain during their pregnancy and majority said that it 

caused sleep disturbance (Department of Anesthesiology, 2014). 

 

Bautista. C et al. in 2018 found that expectant mothers may appear anxious even 

during healthy pregnancies. Antenatal anxiety symptoms appear to be common even in 
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normal pregnancy. The study indicated value in exploring the quantitative measures for 

antenatal anxiety. 

 

Pregnancy is a time of increased vulnerability for the development of anxiety and 

mood disorders. Some women may experience their first depressive episode during 

pregnancy, while others are at risk of recurrence due to a previous history of depression 

and anxiety (Raisanen     et al., 2014)  

 

High levels of anxiety, during pregnancy, have adverse effect on mother and 

baby. Anxiety during first trimester results in abortion and during second and the third 

trimester may lead to low birth weight and increased activity of the Hypothalamus – 

Hypophysis–Adrenal axis (Ding XX et al., 2014, Shahhosseini. Z et al., 2015). Also, 

antenatal anxiety is accompanied by emotional problems, hyperactivity disorder, 

decentralization and disturbance in cognitive development of children (Glover.V, 2014). 

The prevalence of anxiety during pregnancy is 23.6% (Algahtani. H et al., 2018). 

 

Seven out of eleven studies reviewed showed that anxiety during pregnancy 

significantly predicted gestational age and/or preterm birth. Women who are most 

anxious about the pregnancy seem to be more insecurely attached (Dunkel.S & Glynn.L, 

2011). 

 

Antenatal anxiety, a comparison across trimesters revealed a mean antenatal 

anxiety score as 10.74, 11.69 and 14.20 respectively. Independent t test revealed 

significantly higher anxiety score for third trimester when compared to first trimester. 

(Krishna.P, 2017). 
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Screening of 146 antenatal women found that 22.6% of women were screened 

positive for anxiety and it was significantly associated with primigravida (Thomas. C, 

2015). 

 

Anxiety during pregnancy was estimated to affect 15 to 23% of women and was 

associated with increased risk for negative maternal and child outcomes. A systematic 

review found that self reported anxiety symptoms during pregnancy had an increased 

prevalence of 22.9% across trimesters (Sinesi. A, 2019). 

 

Bowlby. J (1960) has first introduced the attachment theory about the mother-

child bond. There has been more acceptance over the past 20 years that the relationship 

between a mother and her child starts to develop while the fetus is in the womb. 

However, the significance of this phenomenon is not well studied as maternal-infant 

attachment (Cannella BL, 2005). 

 

Inquiry into women’s psychological reaction and adjustment during pregnancy 

began in the 1970s. Prior to that there are few scientific data available on women’s 

thought or feeling about their pregnancy. Salisbury (2003) said that the concept of 

maternal fetal attachment is relatively new and has not been well studied or defined. 

 

NEED FOR THE STUDY 

Pregnancy is one of the most significant event during a woman’s lifetime. It is 

considered a period with its own tasks, during which the pregnant woman has to adapt to 

deep physiological, psychological and social changes and development. The expectant 

mother and her fetus live in symbiosis; she thinks about, imagines and talks to her fetus, 
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communicating with him whatever she feels. The nature of this relationship is 

conceptualized by health professionals in term of Maternal-Fetal Attachment (MFA) 

where every thought, emotion and feeling that the pregnant women experience is shared 

and incorporated into the development of her fetus. 

 

MFA has been found to have many benefits to the mother and her baby in uterus. 

It plays an important role in their current as well as postnatal well-being. Moreover, 

MFA is a key element of maternal identity and is necessary for adaptation to 

motherhood. 

 

Turning to fetal benefits, literature suggests that low MFA affects the 

development of the fetus's brain and autonomic nervous system. It also influences the 

child's social development across the lifespan, beyond infancy. This is believed to occur 

through laying the foundations required for successfully accomplishing the 

developmental tasks in social and cognitive skills. Anxiety can have adverse effect on 

the fetus (Hassan. S, 2017). 

 

High levels of anxiety, during pregnancy, have adverse effect on mother and 

baby. Anxiety in early pregnancy, results in the loss of fetus and in second and third 

trimesters lead to a decrease in birth weight. Also, anxiety during pregnancy is 

accompanied by emotional problems, hyperactivity disorder and disturbance in cognitive 

development of children. Mother’s anxiety has a gestational age-dependent temporally 

incremental negative effect on fetal growth and development (Sarkar. K, 2017). 
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There is an inter-linkage between the perception of pregnancy and maternal fetal 

bonding, which influences each other and the Maternal Fetal Bonding (MFB) ultimately, 

has an impact on the infant development. So, the investigator was interested in 

conducting a study to assess the correlation between pregnancy experience, antenatal 

anxiety and maternal fetal bonding among primigravida since this is their first 

experience. This study will assess the variables over the pregnancy to find the changes 

that are occurring in three trimesters. 

 

STATEMENT OF THE PROBLEM 

A study to assess the correlation between the perception of pregnancy and 

maternal-fetal bonding among primigravida at selected settings, Chennai. 

 

OBJECTIVES OF THE STUDY  

1. To assess the pregnancy experience, antenatal anxiety and maternal fetal bonding 

among primigravida. 

2. To correlate the pregnancy experience, antenatal anxiety and maternal fetal 

bonding among primigravida. 

3. To compare the pregnancy experience, antenatal anxiety and maternal fetal 

bonding among trimesters. 

4. To associate the pregnancy experience, antenatal anxiety and maternal fetal 

bonding with the selected demographic variables of primigravida. 
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OPERATIONAL DEFINITIONS 

ASSESS 

 It refers to the systematic collection and validation of data regarding the 

perception of pregnancy and maternal-fetal bonding among primigravida and analyzing 

the data using statistical method. 

 

CORRELATION 

 It corresponds to have a mutual relationship, in which one parameter depends on 

other. The parameter includes perception of pregnancy and maternal fetal bonding 

among primigravida and the relationship is found using statistical method. 

 

PERCEPTION OF PREGNANCY 

 It refers to the interpretation of experience and the feelings throughout the 

pregnancy by a primigravida. The major components are pregnancy experience and 

antenatal anxiety. 

Pregnancy experience refers to the events that leave all possible impression either 

positive or negative which was assessed using Modified Pregnancy Experience Scale. 

 Antenatal anxiety refers to the mother’s feeling of worry, nervousness or unease 

about the unborn baby or an uncertain outcome which was assessed using Modified 

Perinatal Anxiety Screening Scale. 

 

MATERNAL-FETAL BONDING 

It refers to the attachment/interaction that develops between a pregnant mother 

and her intrauterine fetus and is manifested in behaviors that demonstrate care and 

commitment to fetus and includes nurturance (eating well), comforting (stroking the 
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belly and touch of the baby), physical preparation (buying baby cloths and equipments), 

and interaction with the fetus-etc. which was assessed using rating scale. 

 

PRIMIGRAVIDA 

It refers to the woman who is pregnant for the first time and who is in the third 

trimester of pregnancy that is from 25 weeks of pregnancy until the delivery of the baby. 

 

ASSUMPTIONS 

1. Higher the age and education positive is the experience about pregnancy. 

2. Higher the education lesser is the anxiety 

3. Higher the age higher is the anxiety. 

4. Primigravida will have high maternal-fetal bonding in second trimester compared 

to first and third trimester. 

5. Positive the pregnancy experience less is the anxiety. 

6. Negative the pregnancy experience poor is the maternal fetal bonding. 

7. Higher the level of anxiety poor is the maternal fetal bonding. 

 

DELIMITATIONS 

1. This study is limited to primigravida in third trimester. 

2. This study is limited to 4 weeks of data collection. 

 

PROJECTED OUTCOME 

1. The study will help to assess the pregnancy experience, antenatal anxiety and 

maternal fetal bonding. 
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2. The study will help the investigator to identify the relationship between 

pregnancy experience, antenatal anxiety and maternal-fetal bonding. 

3. The study will help to find the influence of the demographic variables on 

pregnancy experience, antenatal anxiety and maternal fetal bonding. 

4. The study will help to make recommendations to include anxiety screening as a 

part of antenatal assessment and include measures in antenatal education to 

improve maternal fetal bonding. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



10 

 

 

 

CONCEPTUAL FRAMEWORK 

 

 Conceptual framework is the theoretical approach to study the problems that are 

scientifically based, which emphasizes on the selection, arrangement and classification of 

its concept. A conceptual framework broadly explains phenomena of interest, expresses 

assumptions and a philosophical stance and it explains the relationship between the 

variables in the diagrammatic representation. 

 

 The conceptual framework for this study was derived from the General system 

theory given by Ludwig Von Bertalonffy, 2005. General system theory is a holistic 

theory that describes a complex system by examining the interaction between its 

components, rather than by analyzing the detailed structure of each component. It serves 

as a model for viewing people as a system and their intervention with their environment. 

A system is a complex interacting element; it can be open or close. Open system is open 

for exchange of matters, energy and information with their environment from which the 

system receives input and gives back output. Ludwig Von Bertalonffy described living 

organism as “open system” that interacts comprehensively with their environment. Next, 

he recognized that complex system had emergent properties that cannot be predicted by 

knowing the properties of its components. In addition, he observed that such a system 

can also exert control over its components, such as homeostasis, by using feeding loops. 

 Open system theory mainly consists of three elements such as, 

• Input 

• Throughput 

• Output and feedback 
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The system creates, organizes and transforms input in the process known as 

throughput which results in a recognition of output. Output is any information that leaves 

the system and enters the environment through system boundaries; feedback is the result 

of output. 

 

INPUT: 

Input refers to the person as a system which has input within the system itself and 

acquired from the environment which refers to the stimuli and important materials from 

the external environment. In this study, the input is the demographic variables of the 

primigravida like age, education, occupation, type of family, marital life, type of 

marriage, area of residence, family income and pregnancy planned, weeks of gestation 

and the information acquired from the environment regarding pregnancy experience, 

antenatal anxiety and maternal fetal bonding  

THROUGHPUT: 

 

Throughput is an action needed to accomplish the desired task. It refers to the use 

of different operational procedures implemented within the process of system. In this 

study, the throughput refers to assessment of 

• Pregnancy experience using Modified Pregnancy Experience Scale 

• Antenatal anxiety using Modified Perinatal Anxiety Screening Scale 

• Maternal fetal bonding using Rating scale. 

 

OUTPUT: 

 Output is any information that leaves the system and enters the environment. In 

this study, the output refers to the primigravida’s experience in terms of good experience, 
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fair experience and poor experience, antenatal anxiety in terms of no anxiety, mild 

anxiety, moderate anxiety and severe anxiety and maternal fetal bonding in terms of low 

bonding, moderate bonding and high bonding. 

              

FEEDBACK: 

 Feedback is the result of output. In this study, if the output was positive (good 

and fair experience, no, mild or moderate anxiety and moderate or good maternal fetal 

bonding) reinforcement was given. If the output was negative (poor experience, severe 

anxiety and low maternal fetal bonding) recommendation was given to include the self 

care management of minor discomforts and process of maternal fetal bonding.  
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                                                                                                                                            Reinforcement 

INPUT THROUGHPUT OUTPUT 

DEMOGRAPHIC 

VARIABLES 

Age, education, 

occupation, type of family, 

marital life, type of 

marriage, area of 

residence, family income, 

pregnancy planned, weeks 

of gestation 

 

Assessment of pregnancy 

experience among 

primigravida using 

modified pregnancy 

experience scale 

Assessment of antenatal 

anxiety among 

primigravida using 

modified perinatal 

anxiety screening scale 

Assessment of maternal 

fetal boding among 

primigravida using 

rating scale 

 

Good experience 

Poor experience 

Fair experience 

No anxiety 

Mild anxiety 

Moderate anxiety 

Severe  anxiety 

Good bonding 

Moderate bonding 

Low bonding 



 

 

 

 

 

 

CHAPTER – 2 

REVIEW OF LITERATURE 

 

 

 

 

 

 



14 

 

 

 

CHAPTER II 

REVIEW OF LITERATURE 

 

Review of literature is the systematic review of the important published scholarly 

literature on the particular topic. A literature is an organized written presentation of what 

had been published on a topic by scholars (Burns and Groove, 2004). For the present 

study, an extensive review of relevant literature and articles was undertaken which was 

organized and presented under the following headings, 

1. Studies related to pregnancy experience.  

2. Studies related to antenatal anxiety. 

3. Studies related to maternal fetal bonding.  

 

Studies related to pregnancy experience 

 Modh, C. (2014) conducted a qualitative study using a phenomenological 

hermeneutic approach to assess the women's experiences of early pregnancy and the data 

were collected using tape-recorded interview. Twelve primigravida between 10–14 

weeks, aged between 17 and 37 years participated in the study. The study results showed 

that to be in early pregnancy means for the women a life opening both in terms of life 

affirming and suffering. The central themes of the study includes living in the present 

and thinking ahead, being in a change of new perspectives and values and being in 

change to becoming a mother. The study concluded that the results have implications for 

the midwife’s encounter with the women during pregnancy. Questions of more 

existential nature, instead of only focusing the physical aspects, the psychological 

aspects of the pregnancy can be included that may lead to an improvement in health 

condition and a positive experience for the pregnant woman. 
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Adrienne, G. Raynes, H. (2013) conducted a cross- sectional study aimed to 

examine maternal perception of fetal movements using a qualitative framework. 156 

pregnant women ≥ 28 weeks, carrying a single child, > 18 years old were selected and 

data was collected. Women perceived and described qualitative changes to fetal 

movements that changed throughout gestation. The study results revealed that 83% of the 

samples reported that they were asked to assess fetal movements in an implicit 

qualitative method during their antenatal visit. In contrast, only 16% of the mothers 

counted the fetal movements regularly and many described counting as confusing and 

reported that the advice they had received on counting differed. 

 

According to National Sleep Foundation, 78% of pregnant women reported more 

sleep disturbance than at other times. Many women also reported feeling extreme fatigue 

during pregnancy, especially during the first and third trimesters. The physical and 

emotional demands of pregnancy was analysed and the prevalence of sleep disorders 

among pregnant women was common and that the expectant mothers become so tired. 

 

Studies related to antenatal anxiety 

Antoinette, M. et al., (2017) conducted a longitudinal study to estimate the 

prevalence, course and risk factors for antenatal anxiety and depression across different 

stages of pregnancy. Consecutive samples of 357 pregnant women were selected. 

Hospital Anxiety and Depression Scale was used to assess anxiety and depression and 

demographic and psychosocial risk factors. The study findings revealed that 54% and 

37.1% of the women had antenatal anxiety and depressive symptoms in atleast one 

antenatal assessment. Anxiety was more prevalent than depression at all stages and 

anxiety was more prevalent and severe in the first and third trimesters. The study 
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concluded that continuous assessment over the course of pregnancy is warranted. 

Identifying and treating this problem is important in preventing postpartum depression. 

 

Biaggi, A., et al. (2016) conducted a systematic review with the aim to identify 

the women at risk and the risk factors involved in the onset of antenatal anxiety and 

depression. An analysis was done using PubMed, PsychINFO and the Cochrane Library 

between 1
st
 January 2003 and 31

st
 August 2015 and a final number of 97 papers were 

selected. The study results showed that the factors which were most relevant and 

associated with antenatal anxiety were lack of partner or social support, unplanned or 

unwanted pregnancy, present/past pregnancy complications and pregnancy loss. The 

study concluded that the administration of a screening tool used to identify women at 

risk of antenatal anxiety and depression should be followed universally in order to 

promote the long term wellbeing of mothers and babies. 

 

Balbuena1, C. et al., (2018) conducted a study to estimate the incidence, 

prevalence and risk factors related to anxiety symptoms throughout the three trimesters 

of pregnancy. A sample of 385 pregnant women participated in a longitudinal study in 

which the Generalized Anxiety Disorder (GAD) 7 questionnaire was used. The study 

results showed that the anxiety prevalence was 19.5% in the first trimester, 16.8% in the 

second trimester, and 17.2% in the third trimester.  The study concluded that, high 

incidence and prevalence of anxiety symptoms occur during pregnancy; consequently, 

applicable preventive policies should be developed. 

 

Silva, M. et al., (2017) conducted a descriptive cross sectional study to evaluate 

the occurrence of anxiety in pregnancy and the factors associated with its occurrence; 
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comparing the presence of anxiety in each trimester. A total of 209 pregnant women 

participated in the study and data was collected using the hospital anxiety subscale. The 

result showed that, 26.8% of pregnant women had anxiety and being more frequent in 

the third trimester. The study concluded that understanding the factors associated with its 

occurrence allows for elaborating preventive measures in prenatal care. 

 

Binita, et al., (2019) conducted a descriptive cross-sectional study to assess the 

level of prenatal anxiety among 337 pregnant women visiting antenatal care outpatient 

department. Prenatal Anxiety Screening Scale was used to collect data. Interview 

technique was used. The findings revealed that 39.5% of the respondents were primi 

gravida and 42.1% had mild to moderate level of anxiety. The study concluded that the 

prenatal anxiety had relation with the gravid status of pregnant women. 

 

Krishna, P., et al., (2017) conducted a cross sectional study to investigate the 

antenatal anxiety across all three trimesters of pregnancy among 169 samples. The 

results showed that the mean anxiety score for the first, second and third trimester was 

10.74, 11.69 and 14.20 respectively. The study concluded that, significantly higher 

anxiety score during third trimester when compared to first trimester. 

 

Kaushik, S. et al., (2017) conducted a cross sectional study with the aim to 

determine the effects of maternal anxiety on fetal growth. 410 pregnant mothers, between 

14 to 40 weeks of gestation were selected as samples and interview method was used to 

collect data. GAD-7 questionnaire was used. The study results showed mild to moderate 

anxiety which was significantly associated with Small for Gestational Age (SGA) fetus. 

Anxiety increased with progression of gestation and had a negative effect on fetal 
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growth. The study concluded that mother’s anxiety had a negative effect on fetal growth 

and brain development.   

 

Sinesi, A. et al., (2019) conducted a systematic review of anxiety scales used in 

pregnancy. The aim of the study was to examine and synthesize the evidence in relation 

to the psychometric properties and content of self report scales used to detect anxiety 

symptoms in pregnant women. A systematic search was carried out and the 

methodological quality of all included studies was assessed. The study results revealed 

that several anxiety symptoms and domains were identified as promising for screening 

the general antenatal anxiety and pregnancy related anxiety including the fear of 

childbirth and lots of worries about the baby’s health.    

 

Studies related to Maternal Fetal Bonding 

Maria, F. et al., (2016) conducted a correlational, cross-sectional descriptive 

study to understand the relation between maternal fetal attachment and gestational age 

and parental memories. 179 pregnant women at 20 or more weeks of gestation were 

selected as sample. The Maternal-Fetal Attachment Scale and the Inventory for 

Assessing Memories of Parental rearing behavior were used to collect information. The 

study results revealed that the maternal-fetal attachment increased with gestational age 

and it was correlated with practices of parental memories.  

 

Salehi, K. et al. (2017) conducted a randomized controlled trial to evaluate the 

effect of early education of fetal movement counting in second trimester on maternal 

fetal attachment in antenatal women. 52 samples were selected through simple random 

sampling and then randomly allotted into control and experimental group. Cranely’s 
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Maternal Fetal Attachment Scale (MFAS) was used to collect data. Face to face training 

was provided to the intervention group from 24
th

 to 28
th

 weeks of pregnancy about 

counting and recording the daily fetal movement. The study result showed that there was 

a statistically significant difference between two groups after education. The study 

concluded that education of fetal movements counting significantly increased maternal 

fetal attachment and the training of this method is inexpensive. 

 

 Tyseer, M. et al. (2015) conducted a quasi experimental study to assess the effect 

of training program about maternal fetal attachment skill on prenatal attachment among 

primigravida. 80 primigravida were selected at 30 weeks of gestation and Cranely’s 

MFAS was used to collect data. The results showed that MFAS score had significantly 

increased in the intervention group from 61.6%. at the baseline to 68.5% and 69.6% at 

32
nd

 and 34
th

 week of gestation. The study concluded that MFAS total score was 

increased significantly in the intervention group at 32
nd

 and 34
th

 week of gestation. The 

study recommended that promoting the training programme improves the maternal fetal 

attachment skill. 

  

Gobel, A. et al., (2018) conducted an explanatory analysis and systematic review 

to find association between maternal-fetal bonding and prenatal anxiety. The prenatal 

period can be associated with an increase in distress and anxiety. A systematic search 

was carried out based on four electronic databases and a targeted reference search. Of the 

3845 identified publications, K = 31 studies fit the eligibility criteria. The result showed 

that the components of maternal fetal bonding centering on pregnancy or maternal role 

were not affected, the quality of perceived emotional proximity to the child, as assessed 

by the Maternal Antenatal Attachment Scale, was impaired by anxieties across studies. 
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The study concluded that the quality of perceived emotional proximity to the fetus was 

impaired consistently by anxiety and multivariate analyses are needed to improve the 

understanding of the interacting factors that influence maternal fetal bonding.  

 

 Neethu, T. et al., (2018) conducted a study to assess the effect of fetal movement 

counting on prenatal attachment and maternal worries among primigravida. True 

experimental design was selected and 60 primigravida attending OPD were selected as 

samples. Modified Prenatal Attachment Inventory and modified Cambridge Worry Scale 

were used. The study results revealed that 55% of primigravida were in the age group of 

26-30 years, 35% were daily wagers had monthly income of 10001-15000, 30% were 

between 32-34 weeks of gestation and 34 % were in 1-3 years of their marital life. The 

correlation coefficient between prenatal attachment and maternal worries was -0.25. The 

study concluded that fetal movement counting was effective in increasing the prenatal 

attachment and reducing the maternal worries among primigravida. 

 

 Chien-ming, T. et al., (2019) conducted a study that aimed to investigate the 

factors of stress, symptoms during pregnancy and mindfulness systematically related to 

maternal fetal attachment. Data was collected from 339 pregnant women using 

mindfulness scale, the pregnancy stress scale and the maternal fetal attachment scale. 

The results showed that pregnancy stress is the most robust factor of maternal fetal 

attachment. The study concluded that mindfulness and stress during pregnancy had 

significantly direct effects on maternal fetal attachment and screening of the relational 

elements should be incorporated into prenatal education programs. 
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 Jamshidimanesh, M.  et al., (2013) conducted a cross sectional study to assess the 

maternal fetal attachment behaviour and some related factors. The study was carried out 

in 12 health and medical centres and 400 pregnant mothers were selected as samples. 

Semi structured questionnaire and maternal fetal attachment scale was used to collect 

data. The study findings showed that the mothers had good attachment toward their fetus. 

The race, higher maternal age, planned pregnancy, sex of the fetus and assessing heath of 

the fetus had positive effects on prenatal attachment. The study concluded that 

understanding maternal fetal attachment behaviour could play an important role in 

quality of prenatal care. Midwives can assess and promote attachment behaviour as well 

as recognize factors influencing maternal fetal attachment. 
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CHAPTER III 

METHODOLOGY 

 

A study was undertaken to assess the correlation between the perception of 

pregnancy and maternal fetal bonding among primigravida in selected hospital in 

Chennai. 

This chapter on methodology deals with the description of research approach, 

design, study setting, population, sample, criteria for sample selection, sample size, 

sampling technique, data collection tool, validity of the tool, reliability of the tool, pilot 

study, data collection procedure and plan for data analysis.  
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SCHEMATIC PRESENTATION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Schematic representation of the methodology 

 

RESEARCH APPROCH 

Quantitative- evaluative   

RESEARCH DESIGN 

Descriptive design  

                                                   SETTING OF THE STUDY 

St. Isabel’s Hospital, Voluntary Health Services Multispeciality hospital and Sri Ranga 

Hospital, Chennai. 

TARGET POPULATION 

Primigravida who attended the antenatal OPD at St. Isabel’s Hospital, Voluntary 

Health Services Multispeciality Hospital and Sri Ranga Hospital, Chennai. 

SAMPLES AND SAMPLE SIZE 

60 Primigravida who fulfilled the inclusion criteria 

SAMPLING TECHNIQUE 

Non probability convenient sampling technique 

DATA COLLECTION METHOD AND TOOL 

Methods: Interview method 

Tools: Structured questionnaire, Modified Pregnancy Experience Scale, Modified Perinatal 

Anxiety Screening Scale and Rating scale 

DATA ANALYSIS 

Descriptive statistics     Inferential statistics           
      Frequency and percentage distribution       t test   

      Mean           Correlation coefficient       

      Standard deviation          Chi-square test 
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RESEARCH APPROACH 

The research approach was Quantitative-evaluative in nature. 

 

RESEARCH DESIGN 

 A descriptive design was chosen for the study. 

 

MAJOR VARIABLES OF THE STUDY 

 The major variables of the study were perception of pregnancy (like pregnany 

experience, antenatal anxiety) and maternal fetal bonding. 

 

RESEARCH SETTING 

The main study was conducted in the following selected hospitals: 

• Voluntary Health Services Multispeciality Hospital Taramani, Chennai. 

• St. Isabel’s Multispeciality Hospital Mylapore, Chennai. 

• Sri Ranga Hospital Mandaveli, Chennai.  

 

POPULATION OF THE STUDY  

The population for the study was all the primigravida who attended the antenatal 

OPD at selected hospitals in Chennai.  

 

SAMPLES OF THE STUDY 

 Primigravida who fulfilled the inclusion criteria were selected as a sample for this 

study. 
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CRITERIA FOR THE SELECTION OF SAMPLES 

INCLUSION CRITERIA 

1. Primigravida who were willing to participate 

2. Primigravida in third trimester of pregnancy 

3. Primigravida  who were available during data collection 

 

EXCLUSION CRITERIA 

1) Primigravida with high risk condition. 

2) Primigravida who conceived following treatment for conception 

3) Samples of pilot study were excluded. 

 

SAMPLE SIZE 

 From the population, a sample of 120 primigravida was selected.  

 

SAMPLING TECHNIQUE 

 Non probability convenient sampling technique was used to select the samples. A 

total of 40 samples from each setting were included in the study. 

Hospital Number of sample 

Voluntary Health Services Multispeciality Hospital 40 

St. Isabels Multispeciality Hospital 40 

Sri Ranga Hospital 40 

Total 120 
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DESCRIPTION OF DATA COLLECTION TOOL, SCORING AND 

INTERPRETATION: 

The tool was prepared based on the information gathered from the review of 

literature and objectives of the study. It consists of three parts. 

PART-A: Demographic data. 

PART-B: Perception of pregnancy. 

PART-C: Maternal fetal bonding. 

 

PART A: DEMOGRAHIC DATA OF THE PRIMIGRAVIDA 

 It consisted of structured questions to elicit the demographic variables of 

primigravida like age, education, occupation, type of family, marital life, area of 

residence, family income, planning for pregnancy and gestational weeks. 

 

PART B: PERCEPTION OF PREGNANCY  

 Tool to assess the perception of pregnancy comprised of two sections. 

SECTION I: PREGNANCY EXPERIENCE 

 It consisted of a checklist with 20 items divided into three trimesters.  

First trimester checklist included feelings about being pregnant at this time, 

physical intimacy, limitations in doing physical task/chores, experience of visiting 

obstetrician /midwife, restriction imposed by the family members due to being pregnant, 

normal discomforts of pregnancy (heart burn, incontinence) and help or assistance 

received from others because one is  pregnant. 

Second trimester checklist included weight gain and body changes due to 

pregnancy, concern about getting complication in  pregnancy (pain, bleeding, headache, 

decreased fetal movements, increased blood pressure), comments from others about the 
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pregnancy /appearance, movement of the baby, rituals performed related to pregnancy 

and thoughts about whether the baby is normal. 

Third trimester checklist included ability to wearing the clothes and shoes 

which was used before pregnancy, pain in labour and type of delivery, disturbance while 

sleeping, thinking about the baby appearance, thinking about care of baby, discussing 

with spouse about baby names and discussing with spouse about pregnancy or childbirth 

issues. 

Each item was with the options such as ‘Yes’ or ‘No’. 

 

 SCORING AND INTERPRETATION: 

Maximum score - 20 and Minimum score - 0. The scoring was done as follows. 

Scale legend Section- I 

Yes 1 

No 0 

Based on the score, pregnancy experience was arbitrarily classified as.  

S.No Score Interpretation 

1 < 07 Poor experience 

2 07-13 Fair experience 

3 >13 Good experience 

 

SECTION II: ANTENATAL ANXIETY 

Modified Perinatal Anxiety Screening Scale was used to assess the antenatal 

anxiety among primigravida. It consisted of an likert scale with 20 items related to 

antenatal anxiety like emotional aspects, physical aspects, labour and baby; each item 

was with four options such as ‘Never, Sometimes, Often or Almost always. 
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SCORING AND INTERPRETATION: 

Maximum score - 60 and Minimum score - 0. The scoring was done as follows. 

 

  

Based on the score antenatal anxiety was classified as  

Scores Category 

0 No anxiety 

1-20 Mild anxiety 

21-40 Moderate anxiety 

41-60 Severe anxiety 

60 Total score 

 

PART C: MATERNAL FETAL BONDING 

Rating scale was used to assess the maternal fetal bonding among primigravida 

across three trimesters. Each trimester has 10 items. 

First trimester included items related to acceptance of the pregnancy, 

concentration in her own needs and the fetus, avoiding food, fruit and activities thinking 

it  may harm the baby etc. 

Second trimester included items related to acceptance of the baby, movement of 

the baby, massaging the abdomen, wanted to hear the fetal heart sounds etc. 

Scale legend Scores 

Never 0 

Sometimes 1 

Often 2 

Almost always 3 
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Third trimester included items related to preparing baby’s cloth, cots or bed, 

eager to give birth, feeling upset to let the fetus go, enjoys watching tummy jiggle as the 

baby kicks inside etc. 

 It consisted of 30 items; each item was with three options such as ‘No, Uncertain 

or Yes’. 

SCORING AND INTERPRETATION: 

The scoring was done as follows. 

Question number Type of  question Scoring 

 

2,3,5,6,7,11,12,13,14,15,16,17, 

18,19,21,22,24,25,26,27,28,29. 

 

Positive questions 

              No- 0 

Uncertain- 1 

              Yes- 2 

 

1,4,8,9,10,20,23 

   

Negative questions 

          Yes- 0 

     Uncertain-1 

      No- 2 

 

 

The scores were arbitrarily classified in three trimesters as 

Bonding Score 

Low bonding 1-20 

Moderate bonding  21-40 

High bonding 41-60 

Total score 60 

 

VALIDITY OF THE TOOL 

 The tool was validated by five experts, two Obstetricians and three Obstetrics and 

Gynecology Nursing experts. The suggestions given by the experts were incorporated in 

the tool. 
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RELIABILITY OF THE TOOL 

 The reliability of the tool was calculated by test retest method using Karl 

Pearson’s correlation coefficient formula. The scores were 0.76 for pregnancy experience 

scale, and 0.9 for both antenatal anxiety and maternal fetal bonding scales which 

indicated an acceptable level of reliability of a tool.  

 

HUMAN RIGHTS AND ETHICAL CONSIDERATION 

The study was approved by the ethical committee constituted by the college. 

Permission was obtained from concerned authority of selected hospital in Chennai. 

Informed consent was obtained from the samples for their willingness to participate in 

the study. 

 

PILOT STUDY 

 The study was conducted from 01.07.2019 to 06.07.2019 at Voluntary Health 

Services Multispeciality Hospital, Chennai. After obtaining approval from the research 

committee in the college, permission was obtained from the concerned authorities to 

conduct the study. Informed written consent was obtained from the samples. Samples 

who fulfilled the inclusion criteria were selected using non probability convenient 

sampling technique. Structured questionnaire was used to collect the demographic data, 

Modified Pregnancy Experience Scale was used to assess the pregnancy experience and 

Modified Perinatal Anxiety Screening Scale was used to assess the anxiety. Maternal 

fetal bonding was assessed using Rating scale. The mother was asked about the present 

experience of pregnancy and to recollect the experience of her first and second trimester. 

Interview method used to obtain data from the primigravida. It took 30 to 40 minutes for 

collecting information from each sample. 
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PILOT STUDY RECOMMENDATION 

 There were no practical difficulties experienced in the sample selection. The tool 

was feasible and the main study was carried out without any modification of pilot study. 

 

DATA COLLECTION METHOD 

 The data for the main study was collected from 02.12.2019 to 28.12.2019 at St. 

Isabel’s Hospital, Voluntary Health Services Multispeciality Hospital and Sri Ranga 

Hospital, Chennai. After obtaining approval from the research committee in the college, 

permission was obtained from the concerned authorities to conduct the study. Mothers 

were explained about the purpose of the study and willingness to participate in the study 

was obtained in writing. Samples were selected using non probability convenient 

sampling techniques. Structured questionnaire was used to collect the demographic data, 

Modified Pregnancy Experience Scale was used to assess the pregnancy experience and 

Modified Perinatal Anxiety Screening Scale was used to assess the anxiety. Maternal 

Fetal Bonding was assessed using Rating scale. Mother was asked about the present 

experience of pregnancy and was asked to recollect the experience of her first and second 

trimester. Interview method was used to obtain data from the primigravida. It took 30 to 

40 minutes for collecting information from each sample. 

 

PLAN FOR DATA ANALYSIS 

 Data was analyzed using descriptive and inferential statistics. 

Descriptive statistics 

• Frequency and percentage distribution was used to describe the demographic 

variables, pregnancy experience, antenatal anxiety and maternal fetal 

bonding. 
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• Mean and standard deviation was used to compare the maternal fetal bonding 

in three trimesters. 

 

Inferential statistics  

• Correlation Coefficient was used to correlate the pregnancy experience, 

antenatal anxiety and maternal fetal bonding. 

• t -test was used to compare the maternal fetal bonding in three trimesters. 

• Chi-square was used to associate the pregnancy experience, antenatal anxiety 

and maternal fetal bonding with the selected demographic variables. 
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CHAPTER IV 

DATA ANALYSIS AND INTERPRETATION 

 

 Data analysis and interpretation is the core step in research process. The 

importance of analysis and interpretation of collected data is to systematically organize, 

classify and summarize it, so that the results can be interpreted and comprehended to 

give all the answers that triggered the research. In this chapter detailed analysis of the 

collected data has been done as per the objectives stated earlier.  

The data obtained were classified and is presented under the following sections. 

SECTION-I: Frequency and percentage distribution of the primigravida based on the 

demographic variables.  

SECTION-B: Assessment of pregnancy experience, antenatal anxiety and maternal 

fetal bonding among primigravida. 

SECTION-C: Correlation of pregnancy experience, antenatal anxiety and maternal 

fetal bonding among primigravida. 

SECTION-D: Comparison of the pregnancy experience, antenatal anxiety and 

maternal fetal bonding among the trimesters among primigravida. 

SECTION-E: Association of pregnancy experience, antenatal anxiety and maternal 

fetal bonding with demographic variables of the primigravida. 
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SECTION I 

TABLE 1:  FREQUENCY AND PERCENTAGE DISTRIBUTION OF 

PRIMIGRAVIDA BASED ON THE DEMOGRAPHIC VARIABLES. 

Table 1.1 Frequency and percentage distribution of primigravida based on age in 

years, educational status, occupational status during pregnancy and type of family. 

 

N=120 

S.No. DEMOGRAPHIC VARIABLES 
FREQUENCY 

(F) 

PERCENTAGE 

(%) 

1. 

 

Age in years   

a. 21yrs -  25 years 

b. 26 yrs - 30 years 

c. 31 yrs -35 years 

 

50 

60 

10 

 

41.7 

50.0 

08.3 

2. 

 

 

 

 

 

Educational status  

a. No formal education 

b. Literate  

If literate,  
i. Primary 

ii. Secondary 

iii. Higher secondary 

iv. Graduate 

v. Post Graduate 

 

0 

120 

 

1 

5 

5 

99 

10 

 

00.0 

100.0 

 

00.8 

04.2 

04.2 

82.5 

08.3 

3. Occupational Status during 

pregnancy 
a. Unemployed 

b. Employed 

if employed, 

i. Government 

ii. Private 

iii. Daily wages  

iv. Business 

 

 

73 

47 

 

4 

39 

1 

3 

 

 

60.8 

39.2 

 

08.5 

 83.0 

 02.1 

06.4 

4. Type of family 
a. Nuclear family 

b. Joint family 

c. Extended family 

 

60 

58 

02 

 

50.0 

48.3 

01.7 

 

Table 1.1 shows that, majority (50% ) of the primigravidas were in the age group 

of  26-30 years and all the primigravidas were literate in that 4.2% had secondary 

education, 4.2% had higher secondary and 82.5% were degree holders. Majority (60.8%) 

of the primigravidas were unemployed and 50% of the primigravidas were from nuclear 

family. 
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Table 1.2: Frequency and percentage distribution of the primigravida based on the 

marital life, type of marriage, area of residence, income per month, planned 

pregnancy and gestational weeks.        

N=120 

S.No. DEMOGRAPHIC VARIABLES 
FREQUENCY 

(F) 

PERCENTAGE 

(%) 

5. 

 

Marital life 

a. Less than 1 year 

b. 1-3 years  

c. More than 3 years 

 

42 

60 

18 

 

35.0 

50.0 

15.0 

6. Type of marriage 

a. Consanguineous marriage 

b. Non consanguineous marriage 

 

23 

97 

 

19.2 

80.8 

7. 

 

Area of residence 
a. Urban 

b. Rural 

 

108 

12 

 

90.0 

10.0 

8. Family monthly income 
a. Less than Rs.15000 

b. Rs. 15000- Rs. 25000 

c. More than Rs. 25000 

 

23 

50 

47 

 

19.2 

41.6 

39.2 

9. Was this pregnancy planned 
a. Yes 

b. No 

 

92 

28 

 

76.7 

23.3 

10. Weeks of gestation 

a. 25 to 28 weeks 

b. 29 to 32 weeks 

c. 33 to 36 weeks 

d. > 36weeks 

 

17 

27 

55 

21 

 

14.2 

22.5 

45.8 

17.5 

 

Table 1.2 shows that majority 50% of the primigravidas were married since 1 to 3 

years and 80.8% of the primigravidas had non consanguineous marriage. Majority (90%) 

of the primigravidas were from the urban area and 41.6% of the primigravidas had 

monthly income of Rs 15000-25000. Majority (76.7%) of the primigravidas had planned 

pregnancy. Majority (45.8%) of the primigravidas were between 33 to 36 weeks of 

gestation. 
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SECTION III 

TABLE 3: CORRELATION OF PREGNANCY EXPERIENCE, ANTENATAL 

ANXIETY AND MATERNAL FETAL BONDING AMONG THE TRIMESTERS 

AMONG PRIMIGRAVIDA. 

          N = 120 

 

S.No. 

 

VARIABLES 

CORRELATION COEFFICIENT VALUE 

I trimester II trimester III trimester Overall  

 

1. 

Pregnancy experience 

& 

Antenatal anxiety 

r = 0.259 

p = 0.004 

**S 

r = 0.165 

p = 0.0717 

NS 

r = 0.137 

p = 0.135 

NS 

r = 0.247 

p = 0.007 

**S 

 

2. 

 

Antenatal anxiety 

& 

Maternal Fetal bonding 

r = 0.246 

p = 0.0067 

**S 

r = -0.119 

p = 0.195 

NS 

r = 0.062 

p = 0.501 

NS 

r = 0.147 

p = 0.109 

NS 

 

3. 

Pregnancy experience 

& 

Maternal Fetal bonding 

r = 0.283 

p = 0.0017 

**S 

r = -0.12 

p= 0.19 

NS 

r = 0.007 

p = 0.939 

NS 

r = 0.041 

p = 0.655 

NS 

*p<0.05, **p<0.01, ***p<0.001 S – significant NS – not significant 

 

Table 3 shows that there was a weak positive correlation between pregnancy 

experience and antenatal anxiety (r= 0.259), antenatal anxiety and MFB (r=0.246), 

pregnancy experience and MFB (r=0.283) in the first trimester and overall pregnancy 

experience and antenatal anxiety (r=0.247) which were significant at p<0.01 level of 

significance. 

There was no correlation between pregnancy experience antenatal anxiety and 

MFB in the second & third trimesters. 
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SECTION IV 

TABLE 4: COMPARISON OF THE PREGNANCY EXPERIENCE, ANTENTAL 

ANXIETY AND MATENAL FETAL BONDING AMONG THE TRIMESTERS 

AMONG PRIMIGRAVIDA.        

 N = 120 

S.No. Variables Mean 
Standard 

deviation 

Mean 

difference 
Paired ‘t’ test 

Pregnancy experience 

1 First trimester 

Second trimester 

5.33 

4.68 

1.225 

0.927 

2.11 t = 5.245 

p =<0.00001  

***S 

2 Second trimester 

Third trimester 

4.68 

5.50 

0.927 

1.283 

1.84 t = -6.914 

p =<0.00001  

***S 

3 First trimester 

Third trimester 

5.33 

5.50 

1.225 

1.283 

0.27 t = 1.168 

p = 0.245 NS 

Antenatal anxiety 

1 First trimester 

Second trimester 

8.38 

6.27 

2.531 

2.431 

2.11 t = 9.934 

p =<0.00001  

***S 

2 Second trimester 

Third trimester 

6.27 

8.11 

2.431 

3.325 

1.84 t = -7.272 

p =<0.00001  

***S 

3 First trimester 

Third trimester 

8.38 

8.11 

2.531 

3.235 

0.27 t = 0.902 

p =<0.01  **S 

Maternal Fetal Bonding 

1 First trimester 

Second trimester 

14.65 

18.12 

2.278 

1.911 

3.47 t = -16.32 

p =<0.00001  

***S 

2 Second trimester 

Third trimester 

18.12 

15.86 

1.911 

2.367 

2.26 t = 10.79 

p =<0.00001  

***S 

3 First trimester 

Third trimester 

14.65 

15.86 

2.278 

2.367 

0.089 t = 4.7 

p =<0.00001  

***S 

*p<0.05, **p<0.01, ***p<0.001 S – significant NS – not significant 

Table 4 shows that the pregnancy experience mean score for first trimester was 

5.33 with a standard deviation of 1.225, second trimester was 4.68 with a standard 
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deviation of 0.927 and third trimester was 5.50 with the standard deviation of 1.283. The 

calculated paired t test value for the first and second trimester was 5.245 and second and 

third trimester was -6.914 which was significant at p<0.001 level of significance and for 

third and first trimester was 1.168 which was not significant. 

 

The antenatal anxiety mean score for the first trimester was 8.38 with a standard 

deviation of 2.531, second trimester was 6.27 with a standard deviation of 2.431 and 

third trimester was 8.11 with the standard deviation of 3.235. The calculated paired t test 

value for the first and second trimester was 9.934, second and third trimester was -7.272 

which was significant at p<0.001 level of significance and for third and first trimester 

was 0.902 which was significant at p<0.01 level of significance. 

 

The MFB mean score for the first trimester was 14.65 with a standard deviation 

of 2.278, second trimester was 18.12 with a standard deviation of 1.911 and third 

trimester was 15.86 with the standard deviation of 2.367. The calculated paired t test 

value for the first and second trimester was -16.32, second and third trimester was 10.79 

and  third and first trimester was 4.7 which was significant at p<0.001 level of 

significance. 
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SECTION V 

TABLE 5: ASSOCIATION OF PREGNANCY EXPERIENCE, ANTENATAL 

ANXIETY AND MATERNAL FETAL BONDING WITH DEMOGRAPHIC 

VARIABLES OF THE PRIMIGRAVIDA. 

Table 5.1: Association of pregnancy experience with age, educational and 

occupational status during pregnancy and type of family among primigravida. 

 N=120 

 

S. 

No  

 

DEMOGRAPHIC 

VARIABLES. 

Pregnancy experience  

Chi 

square 

Test 

Poor 

Experience 

Fair 

Experience 

Good  

Experience 

(F) (%) (F) (%) (F) (%) 

1. 

 

Age in years   
a. 21 -  25 years 

b. 26 - 30 years 

c. 31 -35 years 

 

1 

0 

0 

 

 0.8 

0.0 

0.0 

 

6 

14 

1 

 

5.0 

11.7 

0.8 

 

43 

46 

9 

 

35.8 

38.4 

7.5 

χ
2
=4.136 

d.f=4 

p=0.38 

NS  

2. 

 

 

 

 

 

Educational status  
a. No formal 

education 

b. Literate  

If literate,  

i. Primary 

ii. Secondary 

iii. Higher 

secondary 

iv. Graduate 

v. Post graduate 

 

0 

 

1 

 

0 

0 

0 

 

1 

0 

 

0.0 

 

0.8 

 

0.0 

0.0 

0.0 

 

0.8 

0.0 

 

0 

 

21 

 

1 

1 

0 

 

17 

2 

 

0.0 

 

17.5 

 

0.8 

0.8 

0.0 

 

14.1 

1.66 

 

0 

 

98 

 

0 

4 

5 

 

81 

8 

 

0.0 

 

81.7 

 

0.0 

3.33 

4.16 

 

67.5 

6.67 

 

χ
2
= 6.064 

d.f= 8 

p=0.64 

NS 

3. Occupational Status 

during pregnancy 

a. Unemployed 

b. Employed 

if employed, 

i. Government 

ii. Private 

iii. Daily wages  

iv. Business 

 

 

1 

0 

 

0 

0 

0 

0 

 

 

0.8 

0.0 

 

0.0 

0.0 

0.0 

0.0 

 

 

12 

9 

 

1 

6 

1 

1 

 

 

10.0 

7.5 

 

0.8 

5.0 

   0.8 

0.8 

 

 

60 

38 

 

3 

33 

0 

2 

 

 

50 

31.7 

 

2.5 

27.5 

0.0 

1.6 

χ
2
=6.203 

d.f=8 

p=0.624 

NS 

4. Type of family 

a. Nuclear family 

b. Joint family 

c. Extended family 

 

0 

1 

0 

 

0.0 

0.8 

0.0 

 

11 

10 

0 

 

9.2 

8.3 

0.0 

 

49 

47 

2 

 

40.8 

39.2 

1.6 

χ
2
=1.530 

d.f=4 

p=0.82 

NS 

*p<0.05,**p<0.01,***p=0.001  S – significant  NS – Non-significant.  

 

Table 5.1 shows that there was no statistically significant association between 

pregnancy experience with age, educational and occupational status during pregnancy 

and type of family. 
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Table 5.2: Association of pregnancy experience with marital life, type of marriage, 

area of residence, income per month, planned pregnancy and weeks of gestation.  

           N=120 

 

S.  

No 

 

DEMOGRAPHIC 

VARIABLES. 

Maternal experience  

Chi  

square 

test 

Poor 

Experience 

Fair 

Experience 

Good  

Experienc

e 

(F) (%) (F) (%) (F) (%) 

5. 

 

Marital life 
a. Less than 1 year 

b. 1-3 years 

c. More than 3 years 

 

0 

0 

1 

 

0.0 

0.0 

0.8 

 

4 

14 

3 

 

3.33 

11.7 

2.5 

 

38 

46 

14 

 

31.7 

38.31

1.6 

χ
2
=8.983 

d.f=4 

p=0.062 

NS 

6. 

 

Type of marriage 

a. Consanguineous 

marriage 

b. Non consanguineous 

marriage 

 

1 

 

0 

 

0.8 

 

0.0 

 

2 

 

19 

 

1.6 

 

15.8 

 

20 

 

78 

 

16.7 

 

65.0 

χ
2
=5.575 

d.f=2 

p=0.06 

NS 

7. 

 

Area of residence 
a. Urban 

b. Rural 

 

1 

0 

 

 

0.8 

0.0 

 

18 

3 

 

15.0 

2.5 

 

89 

9 

 

74.2 

7.5 

χ
2
=0.612 

d.f=2 

p=0.736 

NS 

8. Family monthly income 

a. Less than Rs.15000 

b. Rs. 15000- Rs. 25000 

c. More than Rs. 25000 

 

0 

1 

0 

 

0.0 

0.8 

0.0 

 

4 

10 

7 

 

3.33 

8.33 

5.83 

 

19 

39 

40 

 

15.83

2.5 

33.3 

χ
2
=1.914 

d.f=4 

p=0.75 

NS 

9. Was this pregnancy planned 
a. Yes 

b. No 

 

1 

0 

 

 

0.8 

0.0 

 

17 

4 

 

14.1 

3.33 

 

74 

24 

 

61.7 

20.0 

χ
2
=0.593 

d.f=2 

p=0.743 

NS 

10. Weeks of gestation 

a. 25 to 28 weeks 

b. 29 to 32 weeks 

c. 33 to 36 weeks 

d. > 36weeks 

 

0 

0 

1 

0 

 

0.0 

0.0 

0.8 

0.0 

 

2 

5 

10 

4 

 

1.6 

4.2 

8.3 

3.3 

 

15 

22 

44 

17 

 

12.5 

18.3 

36.7 

14.2 

χ
2
=1.671 

d.f=6 

p=0.947 

NS 

*p<0.05, **p<0.01,***p=0.001  S – significant  NS – Non-significant.  

 

Table 5.2 shows that there was no statistically significant association between 

pregnancy experience with marital life, type of marriage, area of residence, family 

monthly income, planned pregnancy and weeks of gestation. 
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Table 5.3: Association of antenatal anxiety with age, educational and occupational 

status during pregnancy and type of family among primigravida.   

  N=120 

S. 

No. 

Demographic  

Variables 

Antenatal anxiety 

Chi square 

test 

Mild 

Anxiety 

Moderate 

Anxiety 

Severe 

anxiety 

(F) (%) (F) (%) (F) (%) 

1. 

 

Age in years   

a. 21-  25 years 

b. 26 - 30 years 

c. 31 -35 years 

 

20 

18 

2 

 

16.7

15 

1.7 

 

30 

42 

8 

 

25 

35 

6.6 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

χ
2
=2.1 

d.f=2 

p=0.350 

NS 

2. 

 

 

 

 

 

Educational status  
a. No formal 

education 

b. Literate  

If literate,  

i. Primary 

ii. Secondary 

iii. Higher secondary 

iv. Graduate 

v. Other 

 

0 

 

40 

 

0 

2 

2 

31 

5 

 

0.0 

 

33.3 

 

0.0 

1.7 

1.7 

25.8 

4.17 

 

0 

 

80 

 

1 

3 

3 

68 

5 

 

0.0 

 

66.7 

 

0.8 

2.5 

2.5 

56.7 

4.2 

 

0 

 

0 

 

0 

0 

0 

0 

0 

 

0.0 

 

0.0 

 

0.0 

0.0 

0.0 

0.0 

0.0 

χ
2
=2.132 

d.f=4 

p=0.712 

NS 

3. Occupational Status 

during pregnancy 

a. Unemployed 

b. Employed 

if employed, 

i. Government 

ii. Private 

iii. Daily wages  

iv. Business 

 

 

29 

11 

 

1 

9 

0 

1 

 

 

24.2 

9.17 

 

0.8 

7.5 

0.0 

0.8 

 

 

44 

36 

 

3 

30 

1 

2 

 

 

36.7 

30 

 

2.5 

25.0 

0.8 

1.7 

 

 

0 

0 

 

0 

0 

0 

0 

 

 

0.0 

0.0 

 

0.0 

0.0 

0.0 

0.0 

χ
2
=3.814 

d.f=4 

p=0.432 

NS 

4. Type of family 
a. Nuclear family 

b. Joint family 

c. Extended family 

 

22 

16 

0 

 

18.3 

13.3 

0.0 

 

38 

42 

2 

 

31.7 

35.0 

1.70 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

χ
2
=5.162 

d.f=2 

p=0.076 

NS 

*p<0.05,**p<0.01,***p=0.001  S – significant  NS – Non-significant.  

 

Table 5.3 shows that there was no statistically significant association between 

antenatal anxiety with age, educational and occupational status during pregnancy and 

type of family. 
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Table 5.4: Association of antenatal anxiety with marital life, type of marriage, area 

of residence, income per month, planned pregnancy and weeks of gestation.   

           N=120 

S. 

No. 

Demographic  

Variables 

Antenatal anxiety  

Chi  

square 

test 

Mild 

anxiety 

Moderate 

anxiety 

Severe 

anxiety 

(F) (%) (F) (%) (F) (%) 

5. 

 

Marital life 
a. Less than 1 year 

b. 1-3 years 

c. More than 3 years 

 

14 

16 

10 

 

11.7

13.3

8.33 

 

28 

44 

8 

 

23.3 

36.7 

6.67 

 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

χ
2
=5.2 

d.f=2 

p=0.074 

NS 

6. 

 

Type of marriage 
a. Consanguineous 

marriage 

b. Non consanguineous 

marriage 

 

8 

 

32 

 

6.67 

 

26.7 

 

15 

 

65 

 

12.5 

 

54.2 

 

0 

 

0 

 

0.0 

 

0.0 

χ
2
=.027 

d.f=1 

p=0.87 

NS 

7. 

 

Area of residence 

a. Urban 

b. Rural 

 

33 

7 

 

27.5 

5.83 

 

75 

5 

 

62.5 

4.16 

 

0 

0 

 

 

0.0 

0.0 

χ
2
=3.750 

d.f=1 

p=0.05 

*S 

8. Family monthly income 
a. Less than Rs.15000 

b.  15000- Rs. 25000 

c. More than Rs. 25000 

 

11 

13 

16 

 

9.17 

10.9 

13.3 

 

12 

37 

31 

 

10.0 

30.8 

25.8 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

χ
2
=3.395

 

d.f=2 

p=0.183 

NS 

9. Was this pregnancy planned 

a. Yes 

b. No 

 

26 

14 

 

21.7 

11.7 

 

66 

14 

 

55.0 

11.7 

 

0 

0 

 

0.0 

0.0 

χ
2
=4.565

 

d.f=1 

p=0.33 

NS 

10. Weeks of gestation 
a. 25 to 28 weeks 

b. 29 to 32 weeks 

c. 33 to 36 weeks 

d. > 36weeks 

 

8 

10 

17 

5 

 

6.67 

8.33 

14.2 

4.16 

 

9 

17 

38 

16 

 

7.50 

14.2 

31.7 

13.3 

 

0 

0 

0 

0 

 

0.0 

0.0 

0.0 

0.0 

χ
2
=2.610 

d.f=3 

p=0.456 

NS 

*p<0.05, **p<0.01,***p=0.001  S – significant  NS – Non-significant. 

 

Table 5.4 shows that there was no statistically significant association between 

antenatal anxiety with marital life, type of marriage, family monthly income, planned 

pregnancy and weeks of gestation. There was a statistically significant association 

between antenatal anxiety with area of residence at p<0.05 level of significance. 

 

 

 

 



51 

 

 

 

Table 5.5: Association of maternal fetal bonding with age, education, occupational 

status during pregnancy and type of family among primigravida. 

           N=120

  

S. 

No. 
Demographic Variables 

Maternal fetal bonding 
Chi 

square 

Test 

Low 

bonding 

Moderate 

bonding 

High 

bonding 

(F) (%) (F) (%) (F) (%) 

1. 

 

Age in years   
a. 21 -  25 years 

b. 26 - 30 years 

c. 31 -35 years 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

 

5 

5 

0 

 

4.17 

4.17 

0.0 

 

45 

55 

10 

 

37.5 

45.8 

8.3 

χ
2
=1.091 

d.f=2 

p=0.580 

NS 

2. 

 

 

 

 

 

Educational status  

a. No formal education 

b. Literate  

If literate,  

i. Primary 

ii. Secondary 

iii. Higher secondary 

iv. Graduate 

v. Other 

 

0 

0 

 

0 

0 

0 

0 

0 

 

0.0 

0.0 

 

0.0 

0.0 

0.0 

0.0 

0.0 

 

0 

10 

 

0 

0 

0 

8 

2 

 

0.0 

8.3 

 

0.0 

0.0 

0.0 

6.7 

1.7 

 

0 

110 

 

1 

5 

5 

91 

8 

 

0.0 

91.7 

 

0.8 

4.17 

4.17 

75.8 

6.7 

 

χ
2
=2.790 

d.f=4 

p=0.594 

NS 

3. Occupational Status during 

pregnancy 
a. Unemployed 

b. Employed 

if employed, 
i. Government 

ii. Private 

iii. Daily wages  

iv. Business 

 

 

0 

0 

 

0 

0 

0 

0 

 

 

0.0 

0.0 

 

0.0 

0.0 

0.0 

0.0 

 

 

8 

2 

 

0 

2 

0 

0 

 

 

6.7 

1.7 

 

0.0 

1.7 

0.0 

0.0 

 

 

65 

45 

 

4 

37 

1 

3 

 

 

54.2 

37.5 

 

3.33 

30.8 

0.8 

2.5 

χ
2
=1.911 

d.f=4 

p=0.752 

NS 

4. Type of family 
a. Nuclear family 

b. Joint family 

c. Extended family 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

 

4 

6 

0 

 

3.3 

5.0 

0.0 

 

56 

52 

2 

 

46.7 

43.3 

1.7 

χ
2
=0.707 

d.f=2 

p=0.702 

NS 

*p<0.05, **p<0.01,***p=0.001  S – significant  NS – Non-significant.  

 

Table 5.5 shows that there was no statistically significant association between maternal 

fetal bonding with age, educational and occupational status during pregnancy and type of 

family. 

 

 

 



52 

 

 

 

Table 5.6: Association of maternal fetal bonding with marital life, type of marriage, 

area of residence, income per month, planned pregnancy, and gestational weeks.  

           N=120 

 

 

S. 

No. 
Demographic Variables 

Maternal fetal bonding 

Chi square 

Test 

Low 

Bonding 

Moderate 

bonding 

High 

bonding 

(F) (%) (F) (%) (F) (%) 

5. 

 

Marital life 

a. Less than 1 year 

b. 1-3 years 

c. More than 3 years 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

 

5 

4 

1 

 

4.2 

3.3 

0.8 

 

37 

56 

17 

 

30.8 

46.7 

14.2 

χ
2
=1.101 

d.f=2 

p=0.577 

NS 

6. 

 

Type of marriage 
a. Consanguineous 

marriage 

b. Non consanguineous 

marriage 

 

0 

0 

 

0.0 

0.0 

 

4 

6 

 

3.3 

5.0 

 

19 

91 

 

15.8 

75.8 

 

χ
2
=3.056 

d.f=1 

p=0.080 

NS 

7. 

 

Area of residence 
a. Urban 

b. Rural 

 

0 

0 

 

0.0 

0.0 

 

6 

4 

 

5.0 

3.3 

 

102 

8 

 

85.0 

6.7 

χ
2
=10.90 

d.f=1 

p=0.001 

***S 

8. Family monthly income 

a. Less than Rs.15000 

b.  15000- Rs. 25000 

c. More than Rs. 25000 

 

0 

0 

0 

 

0.0 

0.0 

0.0 

 

2 

5 

3 

 

1.7 

4.2 

2.5 

 

21 

45 

44 

 

17.5 

37.5 

36.7 

χ
2
=.420 

d.f=2 

p=0.811 

NS 

9. Was this pregnancy planned 
a. Yes 

b. No 

 

0 

0 

 

 

0.0 

0.0 

 

5 

5 

 

4.2 

4.2 

 

87 

23 

 

72.5 

19.2 

χ
2
=4.337 

d.f=1 

p=0.037 

*S 

10. Weeks of gestation 

a. 25 to 28 weeks 

b. 29 to 32 weeks 

c. 33 to 36 weeks 

d. > 36weeks 

 

0 

0 

0 

0 

 

0.0 

0.0 

0.0 

0.0 

 

2 

1 

6 

1 

 

1.7 

0.8 

5.0 

0.8 

 

15 

26 

49 

20 

 

12.5 

21.7 

40.8 

16.7 

χ
2
=1.848 

d.f=3 

p=0.605 

NS 

*p<0.05, **p<0.01,***p=0.001  S – significant  NS – Non-significant.  

 

Table 5.6 shows that there was no statistically significant association between 

maternal fetal bonding with marital life, type of marriage, family monthly income and 

weeks of gestation. There was statistically significant association between maternal fetal 

bonding with area of residence at p<0.001 level of significance and with planned 

pregnancy at p<0.05 level of significance. 
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CHAPTER V 

DISCUSSION 

 

The aim of the present study was to correlate the perception of pregnancy and 

maternal fetal bonding among primigravida in selected hospital, Chennai. 

 

A total of 120 samples were selected by non probability convenient sampling 

method. Data on demographic variables, pregnancy experience, antenatal anxiety and 

maternal fetal bonding were collected by using structured interview schedule. The 

collected data were tabulated and analyzed using descriptive and inferential statistics and 

the results were interpreted. The discussion was based on the objectives specified in the 

study. 

 

The significant findings of the study were as follows 

In relation to demographic variables   

 Majority (50% ) of the primigravidas were in the age group of  26-30 years, 

41.7% of the primigravidas were between the age of 21yrs -  25 yrs and 0.83% of the 

primigravidas were in the age group of 31 yrs -35 yrs. All the primigravidas were literate 

in that most of the primigravidas (82.5%) were degree holders, 8.3% were postgraduates, 

and each 4.2% had higher secondary and secondary education. Majority (60.8%) of the 

primigravidas were unemployed and 39.2% of the primigravidas were employed in that 

83% were working in the private sector, 8.5% were government employees, 6.4% were 

doing business and only 2.1% were daily wages. Most (50%) of the primigravidas were 

from nuclear family, 48.3% were from joint family and 1.7% was from extended family. 
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Majority (50%) of the primigravida’s marital life was between 1-3 years, 35% of 

the primigravida’s marital life was less than 1 year and 15% of the primigravida’s 

marital life was more than 3 years. Majority (80.8%) of the primigravidas had non 

consanguineous marriage and 19.2% had consanguineous marriage. Most (90 %) of the 

primigravidas were residing in urban area and only 10% were from rural area. Majority 

(41.6%) of the primigravida’s family income is between 15,000 to 25,000, 39.2% of the 

primigravida’s family income was more than 25,000 and 19.2% of the primigravida’s 

family income was less than 15,000. Majority (76.7%) of the primigravidas had planned 

their pregnancy and 23.3% had not planned their pregnancy. Most (45.8%) of the 

primigravida’s gestational age was between 33-36 weeks, 22.5% of the primigravidas 

was between 29- 32 weeks of gestation, 17.5% of the primigravida’s gestational age was 

more than 36 weeks and 14.2% of the primigravida’s gestational age was between 25 to 

28 weeks. 

 

The results of the study were discussed as per objectives: 

The first objective was to assess the pregnancy experience, antenatal anxiety and 

maternal fetal bonding among primigravida. 

 Table 2.1 shows that in the first trimester, majority (55%) of the primigravidas 

had good experience. In the second trimester, majority (61.7%) of the primigravidas had 

good experience. In the third trimester, majority (54.2%) of the primigravidas had good 

experience. The overall score showed that majority (81.7%) of the primigravidas had 

good experience, 17.5% of primigravidas had fair experience and only 0.8% of the 

primigravidas had poor experience. The percentage of primigravidas with good 

experience was higher in second trimester when compared to first and third trimester. 
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Table 2.2 shows that in the first trimester, majority (65%) of the primigravidas 

had moderate anxiety. In the second trimester, majority (52.5%) of the primigravidas had 

moderate anxiety. In the third trimester, majority (50.8%) of the primigravidas had 

moderate anxiety. The overall score showed that majority (66.7%) of the primigravidas 

had moderate anxiety and 33.3% of primigravidas had mild anxiety. The percentage of 

primigravidas with moderate anxiety was higher in first trimester followed by second 

and third trimester.  

 

The finding of this study, that the primigravida had mild to moderate level of 

anxiety was in conformity with the descriptive cross-sectional study to assess the level of 

prenatal anxiety among pregnant women by Binita, et. al., (2019). The study findings 

revealed that majority (39.5%) of the respondents were primigravida and 42.1% had 

reported mild to moderate level of anxiety. The study concluded that the prenatal anxiety 

has relation with the gravid status of pregnant women 

 

Table 2.3 shows that in the first trimester, majority (74.2%) of the primigravidas 

had high maternal fetal bonding. In the second trimester, majority (96.7%) of the 

primigravidas had high maternal fetal bonding. In the third trimester, majority (75%) of 

the primigravidas had high maternal fetal bonding. The overall score showed that 

majority (91.7%) of the primigravida had high maternal fetal bonding and only 8.3% of 

primigravidas had moderate bonding. The percentage of primigravidas with high 

maternal fetal bonding was higher in second trimester when compared first and third 

trimester.  
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 The above findings were supported by a cross sectional study to assess the 

maternal fetal attachment behaviour and some related factors conducted by 

Jamshidimanesh, et. al. (2013). The study findings showed that the mothers had good 

attachment toward their fetus. The race, higher maternal age, planned pregnancy, sex of 

the fetus and assessing health of the fetus had positive effects on prenatal attachment. 

 

The second objective was to correlate the pregnancy experience, antenatal anxiety 

and maternal fetal bonding among primigravida 

Table 3 shows that there was a weak positive correlation between pregnancy 

experience and antenatal anxiety (r= 0.259), antenatal anxiety and MFB (r=0.246), 

pregnancy experience and MFB (r=0.283) in the first trimester and overall pregnancy 

experience and antenatal anxiety (r=0.247) which were significant at p<0.01 level of 

significance. There was no correlation between pregnancy experience antenatal anxiety 

and MFB in the second & third trimesters. Hence, the assumption stated that the negative 

the pregnancy experience poor the maternal fetal bonding was not supported. 

 

The third objective was to compare the pregnancy experience, antenatal anxiety 

and maternal fetal bonding among three trimesters. 

Table 4 shows that the pregnancy experience mean score for first trimester was 

5.33 with a standard deviation of 1.225, second trimester was 4.68 with a standard 

deviation of 0.927 and third trimester was 5.50 with the standard deviation of 1.283. The 

calculated paired t test value for the first and second trimester was 5.245 and second and 

third trimester was -6.914 which was significant at p<0.001 level of significance and for 

third and first trimester was 1.168 which was not significant. 
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The antenatal anxiety mean score for the first trimester was 8.38 with a standard 

deviation of 2.531, second trimester was 6.27 with a standard deviation of 2.431 and 

third trimester was 8.11 with the standard deviation of 3.235. The calculated paired t test 

value for the first and second trimester was 9.934, second and third trimester was -7.272 

which was significant at p<0.001 level of significance and for third and first trimester 

was 0.902 which was significant at p<0.01 level of significance. 

 

The finding of the study supported that the mean anxiety score is higher in third 

trimester compared to first and second trimester. Krishna, P., et. al., (2017) conducted a 

cross sectional study to investigate the antenatal anxiety across all three trimesters of 

pregnancy. The results showed that the mean anxiety score for the first, second and third 

trimester were 10.74, 11.69 and 14.20 respectively. The study concluded that, 

significantly higher anxiety score during third trimester when compared to first trimester. 

 

The MFB mean score for the first trimester was 14.65 with a standard deviation 

of 2.278, second trimester was 18.12 with a standard deviation of 1.911 and third 

trimester was 15.86 with the standard deviation of 2.367. The calculated paired t test 

value for the first and second trimester was -16.32, second and third trimester was 10.79 

and  third and first trimester was 9.934 which was significant at p<0.001 level of 

significance. 

 

The findings of this study fit with the Reva Rubin’s Maternal Role Attainment 

theory (1967) which addresses the maternal role identity. The model consists of three 

activities of incorporating role identity. These include Taking- In activities, Taking - On 

activities and Letting- go activities.  
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Based on this theory, the mother often experience fear, concentrates on her own 

needs more than the fetus and the mother is passive and dependent during taking-in 

activities. This can occur in first trimester of pregnancy which indicates that the 

pregnancy events would be more, anxiety is expected to be high and maternal fetal 

bonding is expected to be low in this trimester. The finding of this study was in 

conformity with this theoretical concept where the mean pregnancy experience score was 

5.33, mean antenatal anxiety score was 8.38 which was the highest among all the 

trimesters and mean maternal fetal bonding score was 14.65 which was the least among 

all the trimesters. 

 

In taking-on activities, the mother becomes independent, focuses on the fetus and 

self care activities. This can occur during the second trimester which indicates that the 

pregnancy events would be less, antenatal anxiety will be less and maternal fetal bonding 

is expected to be high in this trimester. The finding of this study was in conformity with 

this theoretical concept where the mean pregnancy experience score was 4.68, mean 

antenatal anxiety score was 6.27 which was the least among all the trimesters and the 

mean maternal fetal bonding score was 18.12 which was the highest among all the 

trimesters. 

 

In third trimester, the mother often feels exhausted and wants to deliver the fetus 

which happens in letting-go activity which indicates that the pregnancy events would be 

more, anxiety is expected to be more and maternal fetal bonding is expected to reduce 

again. The finding of this study was in conformity with this theoretical concept where the 

mean pregnancy experience score was 5.50, mean antenatal anxiety score was 8.11 and 
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the mean maternal fetal bonding score was 15.86 which was lower than the second 

trimester. 

 

The mean anxiety scores were high with low maternal fetal bonding in first and 

third trimester. Hence, the assumption stated that higher the level of anxiety poor the 

maternal fetal bonding was supported by the study findings. 

 

From the study findings it was evident that the maternal fetal bonding varied 

among the trimesters. We can assume that the pregnancy events during first trimester 

were more. So, the anxiety was more and hence the maternal fetal bonding was the least 

during the first trimester. As the mother gets settled with her pregnancy changes, the 

pregnancy events were less leading to reduction in anxiety leading to increase in 

maternal fetal bonding during the second trimester. Also during the third trimester, the 

pregnancy events were more again more so, the anxiety increased leading to reduction in 

the maternal fetal bonding. Hence, the fourth assumption stated that the primigravida 

will have high maternal-fetal bonding in second trimester compared to first and third 

trimester was supported by the study findings. 

 

The fourth objective was to associate the pregnancy experience, antenatal anxiety 

and maternal fetal bonding with the demographic variables among primigravida. 

Table 5.1 & 5.2 shows that there was no statistically significant association 

between pregnancy experience with age, educational and occupational status during 

pregnancy, type of family, marital life, type of marriage, area of residence, family 

monthly income, planned pregnancy and weeks of gestation. 
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Hence, the assumption stated that the higher the age and education positive is the 

experience about pregnancy was not supported. 

 

Table 5.3 & 5.4 shows that there was no statistically significant association 

between antenatal anxiety with age, educational and occupational status during 

pregnancy, type of family, marital life, type of marriage, family monthly income and 

weeks of gestation. There was statistically significant association between antenatal 

anxiety with area of residence at p <0.5% level of significance. Hence, the assumption 

stated that the higher the education lesser the anxiety and higher the age higher the 

anxiety was not supported.  

 

Table 5.5 shows that there was no statistically significant association between 

maternal fetal bonding with age, educational and occupational status during pregnancy 

and type of family. 

 

Table 5.6 shows that, there was no statistically significant association between 

maternal fetal bonding with marital life, type of marriage, family monthly income and 

weeks of gestation. There was statistically significant association between maternal fetal 

bonding with area of residence at p<0.001 level of significance and planned pregnancy at 

p<0.001 level of significance. 

 

The above findings were supported by the cross sectional study conducted by 

Jamshidimanesh, M. et. al., (2013), on the maternal fetal attachment behavior and some 

related factors. The study result concluded that the higher maternal age, planned 

pregnancy, and assessing heath of the fetus had positive effects on prenatal attachment. 
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CHAPTER VI 

SUMMARY, CONCLUSION, IMPLICATION  

RECOMMENDATION AND LIMITATION 

 

SUMMARY  

 The objective of the study was to correlate the perception of pregnancy and 

maternal-fetal bonding among primigravida in selected settings, Chennai. 

 

 A descriptive method was used to correlate the perception of pregnancy and 

maternal-fetal bonding among primigravida. The review of literature provided the base 

and indepth knowledge for the development of tool. Modified Pregnancy Experience 

Scale was used to assess the perception of pregnancy, Modified Perinatal Anxiety 

Screening Scale was used to assess the antenatal anxiety and Rating scale was used to 

assess the maternal fetal bonding among primigravida. A total of 120 primigravida were 

selected from Voluntary Health Services Multispeciality Hospital Taramani, St. Isabels 

Multispeciality Hospital Mylapore and Sri Ranga Hospital Mandaveli, Chennai by using 

non probability convenient sampling technique. The tool was validated by experts and 

the pilot study was conducted. 

 

The main study was conducted at VHS Multispeciality Hospital Taramani, St. 

Isabels Multispeciality Hospital Mylapore, and Sri Ranga Hospital Mandaveli, Chennai. 

After obtaining approval from the research committee in the college, permission was 

obtained from the concerned authorities to conduct the study. Mothers were explained 

about the purpose of the study and willingness to participate in the study was obtained in 

writing. Mother who fulfilled the inclusion criteria were selected as samples. The 
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mothers were asked about their pregnancy experience, antenatal anxiety and maternal 

fetal bonding among three trimesters were assessed. The mother was asked to recall the 

experience of the first and second trimester. Interview method was used to obtain data 

from the primigravida. It took 30 to 40 minutes for collecting information from each 

sample. 

 

Analysis of the demographic variables revealed that 50% of the primigravidas 

were in the age group of  26-30 years, all the primigravidas were literate in that most of 

the primigravidas (82.5%) were degree holders,  60.8% of the primigravidas were 

unemployed, 50% primigravidas were from nuclear family, 50% of the primigravida’s 

marital life was between 1-3 years, majority (80.8%) of the primigravidas had non 

consanguineous marriage,  90%  primigravidas were residing in urban area, 41.6% of the 

primigravida’s family income was between 15,000 to 25,000, 76.7% of the primigravida 

had planned their pregnancy, 45.8% primigravida’s gestational age was between 33-36 

weeks. 

 

Analysis of information about pregnancy experience showed that in the first 

trimester, majority (55%) of the primigravidas had good experience. In the second 

trimester, majority (61.7%) of the primigravidas had good experience. In the third 

trimester, majority (54.2%) of the primigravidas had good experience. The overall score 

showed that majority (81.7%) of the primigravidas had good experience, 17.5% of 

primigravidas had fair experience and only 0.8% of the primigravidas had poor 

experience.  
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Analysis of information regarding antenatal anxiety showed that in the first 

trimester, majority (65%) of the primigravidas had moderate anxiety. In the second 

trimester, majority (52.5%) of the primigravidas had moderate anxiety. In the third 

trimester, majority (50.8%) of the primigravidas had moderate anxiety. The overall score 

showed that majority (66.7%) of the primigravidas had moderate anxiety and 33.3% of 

primigravidas had mild anxiety.  

 

Analysis of information about MFB showed that in the first trimester, majority 

(74.2%) of the primigravidas had high maternal fetal bonding. In the second trimester, 

majority (96.7%) of the primigravidas had high maternal fetal bonding. In the third 

trimester, majority (75%) of the primigravidas had high maternal fetal bonding. The 

overall score showed that majority (91.7%) of the primigravidas had high maternal fetal 

bonding and only 8.3% of primigravidas had moderate bonding. 

 

There was a weak positive correlation between pregnancy experience and 

maternal fetal bonding in the first trimester (r=0.283), antenatal anxiety in and maternal 

fetal bonding in first trimester (r=-0.246) and the pregnancy experience and antenatal 

anxiety in first trimester (r=0.259) which were significant at p<0.01 level of significance. 

There was no correlation between pregnancy experience and MFB, antenatal anxiety and 

maternal fetal bonding and pregnancy experience and antenatal anxiety in second & third 

trimesters. 

 

There was a weak positive correlation between overall pregnancy experience and 

antenatal anxiety (r=0.247) which was significant at p<0.01 level of significance. There 
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was no correlation between overall antenatal anxiety and maternal fetal bonding and 

overall pregnancy experience and maternal fetal bonding. 

 

Comparison among trimesters revealed that the first trimester mean pregnancy 

experience score was 5.33, mean antenatal anxiety score was 8.38 which was the highest 

among all the trimesters and mean maternal fetal bonding score was 14.65 which was the 

least among all the trimesters. 

 

The second trimester mean pregnancy experience score was 4.68, mean antenatal 

anxiety score was 6.27 which was the least among all the trimesters and the mean 

maternal fetal bonding score was 18.12 which was the highest among all the trimesters. 

 

The third trimester mean pregnancy experience score was 5.50, mean antenatal 

anxiety score was 8.11 and the mean maternal fetal bonding score was 15.86 which was 

lower than the second trimester. 

 

 There was a statistically significant association between the antenatal anxiety 

with planned pregnancy and maternal fetal bonding with planned pregnancy and area of 

residence. 

 

 There was no statistically significant association between the pregnancy 

experience, antenatal anxiety and maternal fetal bonding with other demographic 

variables.   
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CONCLUSION 

 Maternal fetal bonding is the pillar of child’s development. Pregnancy experience 

and anxiety will be the major determining factor of adequate maternal fetal bonding. 

Ensuring positive pregnancy experience will reduce anxiety and improve bonding. The 

study concluded that since there was good pregnancy experience the reported anxiety 

levels were mild to moderate in nature which had led to better maternal fetal bonding. 

Providing positive pregnancy experience is a shared responsibility of the family and the 

health care personnel. Providing adequate information about pregnancy and measures to 

cope with the changes will help the mother to achieve positive experience. World Health 

Organization has issued a new series of recommendation to improve the quality of 

antenatal care to reduce the risk of still births and pregnancy complication and give 

women a positive pregnancy experience by nutritional intervention, maternal fetal 

assessment preventive measures etc. So, regular antenatal care and education can still 

improve the pregnancy experience, reduce the anxiety and increase the bonding. 

 

IMPLICATIONS FOR NURSING  

 The study finding has its implications in several branches of nursing namely 

nursing education, nursing practice, nursing administration and nursing research. 

Nursing education 

• Nursing curriculum should focus on teaching students about the needs of 

antenatal mothers and management and counseling to meet these needs. 

• Nursing curriculum should provide opportunities for the students to improve their 

knowledge regarding health education required by these mothers to prevent 

complication. 



66 

 

 

 

• Nursing students should have more exposure to the clinical area where they can 

get all the cases, so that they will be able to differentiate the normal mothers from 

high risk women. 

• Nurse educator need to teach the students about the physiological changes, minor 

discomforts and complication during pregnancy so that they will able to compare 

the complaints of each mother. 

 

Nursing Practices 

• Information about pregnancy and its changes should be explained to the 

primigravida mothers to reduce fear of unknown. 

• Nurses can teach mothers about the daily fetal movement counting. 

• Nurses can develop guidelines for management of minor disorders during 

pregnancy for antenatal mothers. 

• Nurses to provide positive reinforcement to the mothers to help them cope with 

minor ailments 

•  The nurse working in community can identify the high risk mothers and 

encourage for regular antenatal checkup. 

• Counseling should be provided to mothers with high risk pregnancy to reduce 

their anxiety. 

• Nurses need to perform regular antenatal (obstetrical) examination. 

 

Nursing Administration 

• Nursing administrators should make provision for in-service education and 

continuing education for the nurses to handle the antenatal mothers. 
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•  Nursing administrators should ensure that the pregnant woman gets a positive 

experience in the hospital during their antenatal visits. 

• Information about self and baby care to provide to mothers on regular basis in 

antenatal mothers teaching sessions. 

 

Nursing Research 

• Research should be directed for exploring and updating the knowledge of nurses 

regarding the care of high risk mothers. 

• Nursing Research should be conducted to prepare standard material for mother’s 

education about the antenatal care. 

• The findings of the study should be disseminated through conferences, seminar 

and journal publications. 

 

RECOMMENDATIONS 

1. A study can be conducted to compare the pregnancy experience and maternal 

fetal bonding among primigravida and multigravida. 

2. A study can be conducted to assess the factors leading to anxiety during 

pregnancy among primigravida. 

3. A study can be conducted to correlate the support systems and the maternal fetal 

bonding among primigravida and multigravida. 

4. A study can be conducted to compare the pregnancy experience and maternal 

fetal bonding among primigravida residing in urban and rural areas. 

 

LIMITATIONS 

 The investigator did not face any limitations. 



 

 

 

 

 

 

REFERENCES 

 

 

 

 

 

 



68 

 

 

 

REFERENCES 

 

1. Abdullah, et al., (2018). Anxiety and depression during pregnancy in women 

attending clinics in a University Hospital in Eastern province of Saudi Arabia: 

prevalence and associated factor. International Journal of Women’s Health. 10: 101–

108. 10.2147.    

2. Adrienne, G & Raynes, H., (2013). A cross- sectional study of maternal perception of 

fetal movements and antenatal advice in general pregnant population using a 

qualitative framework. BMC pregnancy and childbirth. 13(1). 10.1186. 

3. Adrle, Pilitter., (2007). Maternal and childbirth nursing, care of child bearing and 

child bearing family. (5
th

 Ed). Philadelphia: Lippincott publishers. 

4. Agarwal, B.L., (2011). Text book of statistics. (3
rd

 Ed). New Delhi: CBS publishers. 

5. Algahtani, H. et al., (2018). Anxiety and depression during pregnancy in women: 

prevalence and associated factors, International Journal of Women’s Health.10, 101–

108. 

6. Alligood, R. A. & Groove, K. S., (2005).The practice of nursing research, St.Louis: 

Elsevier publishers. 

7. Antoinette, M. et al., (2007). Prevalence, course, and risk factors for antenatal 

anxiety and depression. Journal of Obstetrics and Gynaecology . 110(5).1102-1112. 

10.1097. 

8. Bautista, C. et al., (2018). Incidence, prevalence and risk factors related to anxiety 

symptoms during pregnancy. Psiothema.  30(3). 257-263.   

9. Basavanthappa, B. T., (2007). Nursing theories. (2
nd

 Ed). New Delhi : Jaypee 

brothers. 



69 

 

 

 

10. Bayrampour, H. et al. (2015). Effect of depressive and anxiety symptoms during 

pregnancy on risk of obstetric interventions.  Journal of Obstetrics and Gynaecology 

Research. 29-33 

11. Biaggi, A. et al., (2016). Identifying women at risk of antenatal anxiety and 

depression. Journal of affective disorders. 62-77. 10.1016. 

12. Binita. et al., (2019). Prenatal anxiety among pregnant women visiting in antenatal 

care OPD. International journal of health science and research.  9(3). 173-181. 

13. Bowlby, J., (1969). Attachment and loss. (Vol. 1). New York: Basic Books 

publication. 

14. Cannella, BL., (2005). Maternal-fetal attachment: An integrative review. Journal of 

Advanced Nursing.50, 60–68. 

15. Chien-ming.T, et al., (2019). The factors related to maternal fetal attachment 

examining the effect of mindfulness, stress and symptoms during pregnancy. 

Archives of nursing practice and care. 5(1). 10.17352. 

16. Currey, B. Stoll, B., (2013). Reducing risk of unborn child. Journal of Royal society 

of medicine, 106 (11), 429. 10.1177. 

17. Department of Anesthesiology., (2014).Quality of life in pregnant women. 

ISBN002589. 

18. Ding XX. et al., (2014). Maternal anxiety during pregnancy and adverse birth 

outcomes: a systematic review and meta-analysis of prospective cohort 

studies. Journal of affective disorders. 159,103–110. 

19. Dunkel, S & Glynn, L., (2011). Stress in pregnancy: empirical evidence and 

theoretical issues to guide interdisciplinary researchers. Handbook of stress science: 

biology, psychology, and health. Springer Publishing Company. 321–343. 



70 

 

 

 

20.  Dutta ,D.C., (2004). Text book of obstetrics. (6
th

 Ed). New Delhi: New central book 

agency. 

21. Glover, V., (2014). Maternal depression, anxiety and stress during pregnancy and 

child outcome. Best practice & research Clinical obstetrics & gynaecology. 28(1), 

25–35. 

22. Gobel, A, et al., (2018). The association between maternal-fetal bonding and prenatal 

anxiety. Journal of affective disorder. 313-327.10.1016.  

23. Gupte, S.P., (2004). Statistical methods. (32
nd

 Ed). New Delhi: sultan chant & son’s 

education. 

24. Gurumani, N., (2004). An introduction of biostatistics. (1
st
 Ed). Bangalore: 

Bangalore printing publishers. 

25. Hassan, S., (2017). Factors related to maternal fetal attachment. Journal of medicine. 

5(2). 10.1016. 

26. Jacob, A., (2015). A comprehensive text book of midwifery and gynaecological 

nursing. (4
th

 Ed). New Delhi: health science publishers. 

27.  Jamshidimanesh, M., (2013). Maternal fetal attachment and its associated factors. 

Journal of hayat. 18. (5). 33-45 

28. Kaushik, S. et al., (2017). Screening antenatal anxiety: predicting its effects on fetal 

growth. Journal of family and primary care.  6(1). 131-135. 

29. Kobra. et al., (2017). The effect of education of fetal movement counting on maternal 

fetal attachment in antenatal women: a randomized controlled clinical trial.  

International journal of pediatrics. doi 10.22038.  

30. Krishna, P. et al., (2017). A study of antenatal anxiety: comparison across trimesters. 

Internaional journal of reproduction, contraception, obstetrics and gynecology. 6(5), 

32-34.  



71 

 

 

 

31. Maria, F. et al., (2016). Relation between maternal fetal attachment and gestational 

age and parental memories. Journal of nursing research. 85-92. 10.2707. 

32. Modh, C., (2014). First time pregnant women's experiences in early pregnancy. 

International Journal of Qual Stud Health Well-being. 6(2), 26. 10.3402  

33. Neethu. et al., (2018). Effect of fetal movement counting on prenatal attachment and 

maternal worries among primigravida. International journal of nursing education 

and research. 6(2).  

34. NHS Fife psychology department., (2015). Anxiety during pregnancy. ISBN 

1567310745. 

35. Polit, F.D & Hungler, B.P., (2005).Essentials of nursing research. Philadelphia: 

Lippincott Williams &Wilkins company. 

36. Rubertsson, et al., (2014). Anxiety in early pregnancy: prevalence and contributing 

factors. Archives of women’s mental health. 17(3). 221–228. 

37. Salehi, K. et al., (2017). The effect of education of fetal movement counting on 

maternal fetal attachment in pregnant women: a randomized controlled trial. 

International journal of pediatrics.10. 2038. 

38. Sarkar, K., (2017). Screening antenatal anxiety: predicting its effect on fetal growth. 

Journal of family medicine and primary care. 6(1). 131-135. 10.4103. 

39. Shahhosseini, Z. et al., (2008). Role of anxiety during pregnancy in preterm 

delivery. Zanjan University of Medical Sciences Journal.16 (63):85–92. 

40. Sharma, K., (2011). Nursing research and statistics. (3
rd

 Ed). New Delhi: Elsevier 

publishers. 

41. Silva, M. et al., (2017). Anxiety in pregnancy: Prevalence and associated factors. 

Journal of nursing research. 212-215.10.1590.  



72 

 

 

 

42. Sinesi, A. et al., (2019). Anxiety scales used in pregnancy: systematic review. British 

journal of Psychology. 5(1). 10.1192. 

43. Sudha, R., (2017). Research and biostatistics for nurses. (1
st
 Ed). New Delhi: Jaypee 

brothers medical publishers (P) Ltd. 

44. Sundar Rao., (1985). The introduction to biostatistics. (4
th

 Ed). Vellore: Orient 

Longman publication. 

45. Thomas, C. et al., (2015). Screening for anxiety among antenatal women attending a 

Taluk hospital in rural India. Journal of Obstetrics and Gynaecology Research. 6(3). 

313-317. 

46. Tyseer, M. et al., (2015). Effect of a training program about maternal fetal attachment 

skill on prenatal attachment among primigravida.  Journal of nursing research. 

10.6084 

 



 

 

 

 

APPENDICES 

 

 

 



LETTER SEKING

From  

 Ms. A. Sasi Rekha, 

 I Year M.Sc Nursing

 M. A. Chidambaram

 Voluntary Health Ser

T.T.T.I. Post, 

 Taramani, Chennai-1

Through 

 The Principal, 

 M. A. Chidambaram

 Voluntary Health Ser

 T.T.T.I. Post, 

 Taramani, Chennai-1

To 

 The Administrator, 

 Sri Ranga Hospital, 

 No.06, Chokkalingam

 Trustpakkam, 

 Mandaveli, Chennai-

 

Respected Madam/ Sir, 

 

 Iam A. Sasi Rekha

Chidambaram College of Nu

 As a part of the requ

Dr. M.G.R medical Univers

I have selected is “A study t

and maternal fetal bonding

interested in conducting the 

 The period of data c

December 2019. 

 I assure you madam

functioning of the institution

DATE  :  

PLACE : Chennai. 

  

G PERMISSION FOR CONDUCTING A STU

ng, 

m College of Nursing, 

ervices, 

113.  

m College of Nursing, 

ervices, 

113. 

 

am street, 

- 28. 

ha, I Year M.Sc Nursing student of  V. H. 

ursing, Voluntary Health Services, Taramani, Ch

uirement in M. Sc Nursing programme as per the

rsity specification. I have to complete a dissertati

y to assess the correlation between perception o

ing among primigravida in selected settings, Ch

e study in your esteemed institution. 

 collection for the study is from 2
nd

 December

am/ Sir that my study will not interfere with

on. Kindly grant me permission to conduct the stud

 

Thanking you, 

 

     Your’s f

        A. Sas

 

 

 

TUDY 

. S – M. A. 

Chennai-113. 

the Tamil Nadu            

tion. The topic 

n of pregnancy 

Chennai”. I am 

er 2019 to 28
th

 

ith the routine 

tudy. 

 faithfully,  

asi Rekha



LETTER SEEKING

From  

 Ms. A. Sasi Rekha, 

 I Year M.Sc Nursing

 M. A. Chidambaram

 Voluntary Health Ser

T.T.T.I. Post, 

 Taramani, Chennai-1

Through 

 The Principal, 

 M. A. Chidambaram

 Voluntary Health Ser

 T.T.T.I. Post, 

 Taramani, Chennai-1

To 

 The Administrator, 

 St. Isabel’s Hospital,

 No.49, Oliver Road, 

 Kattukoil garden, 

 Mylapore, Chennai- 

 

Respected Madam, 

 

 Iam A. Sasi Rekha

Chidambaram College of Nu

 As a part of the requ

Dr. M.G.R medical Univers

I have selected is “A study t

and maternal fetal bonding

interested in conducting the 

 The period of data c

December 2019. 

 I assure you madam

functioning of the institution

 

DATE  :  

PLACE : Chennai. 

  

 

 

 

NG PERMISSION FOR CONDUCTING A ST

ng, 

m College of Nursing, 

ervices, 

113.  

m College of Nursing, 

ervices, 

113. 

l, 

 

 04. 

ha, I Year M.Sc Nursing student of  V. H. 

ursing, Voluntary Health Services, Taramani, Ch

uirement in M. Sc Nursing programme as per the

rsity specification. I have to complete a dissertati

y to assess the correlation between perception o

ing among primigravida in selected settings, Ch

e study in your esteemed institution. 

 collection for the study is from 2
nd

 December

am/ Sir that my study will not interfere with

on. Kindly grant me permission to conduct the stu

Thanking you, 

 

     Your’s f

        A. Sas

TUDY 

. S – M. A. 

Chennai-113. 

the Tamil Nadu            

tion. The topic 

n of pregnancy 

Chennai”. I am 

er 2019 to 28
th

 

ith the routine 

tudy. 

 faithfully,  

asi Rekha



LETTER SEKING PERMISSION FOR CONDUCTING A STUDY 

From  

 Ms. A. Sasi Rekha, 

 I Year M.Sc Nursing, 

 M. A. Chidambaram College of Nursing, 

 Voluntary Health Services,  

T.T.T.I. Post, 

 Taramani, Chennai-113. 

Through 

 The Principal, 

 M. A. Chidambaram College of Nursing, 

 Voluntary Health Services, 

 T.T.T.I. Post, 

 Taramani, Chennai-113. 

To 

 Dr. S. Janaki, 

 Director, Clinical and Academic Affairs, 

 Voluntary Health Services, 

 T.T.T.I. Post, 

 Taramani, Chennai-113. 

 

Respected Madam/ Sir, 

 

 Iam A. Sasi Rekha, I Year M.Sc Nursing student of  V. H. S – M. A. 

Chidambaram College of Nursing, Voluntary Health Services, Taramani, Chennai-113. 

 As a part of the requirement in M. Sc Nursing programme as per the Tamil Nadu            

Dr. M.G.R medical University specification. I have to complete a dissertation. The topic 

I have selected is “A study to assess the correlation between perception of pregnancy 

and maternal fetal bonding among primigravida in selected settings, Chennai”. I am 

interested in conducting the study in your esteemed institution. 

 The period of data collection for the pilot study is from 1
st
 July 2019 to 6

th
 July 

2019 and the main study is from 2
nd

 December 2019 to 28
th

 December 2019. 

 I assure you madam/ Sir that my study will not interfere with the routine 

functioning of the institution. Kindly grant me permission to conduct the study. 

 

Thanking you, 

 

DATE  :       Your’s faithfully,  

PLACE : Chennai.         A. Sasi Rekha 

 

  

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

Date:          Signature with seal, 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

 

 

Date:           

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

 

 

Date:          Signature with seal, 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

Date:           

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

Date:          Signature: 

       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTIFICATE OF CONTENT VALIDITY 

 

 This is to certify that the tool developed by A. Sasi Rekha, M.Sc (Nursing) 

student of   M. A. Chidambaram College of Nursing for the study “A study to assess the 

correlation between perception of pregnancy and maternal fetal bonding among 

primigravida in selected settings, Chennai” has been validated by the undersigned and 

she can proceed with this content for her study. 

 

 

Date:           

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CERTI

 

 This is to certify th

student of   M. A. Chidamba

correlation between perce

primigravida in selected se

she can proceed with this co

 

 

Date:    

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TIFICATE OF CONTENT VALIDITY 

that the tool developed by A. Sasi Rekha, M.

baram College of Nursing for the study “A study

ception of pregnancy and maternal fetal bon

 settings, Chennai” has been validated by the und

ontent for her study. 

     Signatur

    

.Sc (Nursing) 

y to assess the 

onding among 

ndersigned and 

ure with seal,
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Dear participants, 

 I am II year M.Sc (N) student of VHS - M. A. Chidambaram College of Nursing, 

Taramani, Chennai. I am conducting “A study to assess the correlation between the 

perception of pregnancy and maternal fetal bonding among primigravida”.  

With your consent, I request you to participate in this study by giving your 

cooperation throughout interview. 

All the response will be kept confident. 

 

Thanking you, 

 

 

Signature, 

 

Place : 

Date : 
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A STUDY TO ASSESS THE CORRELATION BETWEEN THE PERCEPTION 

OF PREGNANCY AND MATERNAL FETAL BONDING AMONG 

PRIMIGRAVIDA AT SELECTED SETTINGS, CHENNAI. 

TOOLS FOR DATA COLLECTION 

PART-A: DEMOGRAPHIC VARIABLES 

S.No :     

1. Age    

� 21yrs -  25 yrs 

� 26 yrs - 30 yrs 

� 31 yrs -35 yrs  

2. Education 

� Non literate 

� Primary 

� Secondary 

� Higher secondary 

� Graduate 

� others 

3. Occupational Status during pregnancy 

� Unemployed 

� Employed 

Government 

Private 

Daily wages  

Business 

4. Type of family 

� Nuclear family 

� Joint family 

� Extended family 

5. Marital life 

� Less than 1 year 

� 1-3 years  

� More than 3 years 



6. Type of marriage 

� Consanguineous marriage 

� Non consanguineous marriage 

7. Area of residence 

� Urban 

� Rural 

8. Family monthly income 

� Less than Rs.15000 

� Rs. 15000- Rs. 25000 

� More than Rs. 25000 

9. Was this pregnancy planned 

� Yes 

� No 

10. Weeks of gestation 

� 25 to 28 wks 

� 29 to 32 wks 

� 33 to 36 wks 

� > 36wks 

 

 

 

 

 

 

 

 

 

 



PART-B 

 TOOLS TO ASSESS THE PERCEPTION OF PREGNANY 

SECTION-1 

TOOL TO ASSESS THE PREGNANCY EXPERIENCE AMONG 

PRIMIGRAVIDA  

Below are 20 items related to pregnancy, based on your experience state whether it 

has made you feel concerned. Place a tick mark on appropriate column.   

S.No. Content Yes No 

 First trimester: 

1 Feeling about being pregnant at this time.   

2. Physical intimacy.   

3. Limitations in doing physical task/chores.   

4. Experience of visiting obstetrician /midwife.   

5. Restriction imposed by the family members due to being pregnant.   

6. Normal discomforts of pregnancy (heart burn, incontinence).   

7. Help or assistance received from others because you are pregnant.   

 Second trimester: 

8. Weight gain and body changes due to pregnancy.   

9. Concern about getting complication in  pregnancy (pain, bleeding, 

headache, decreased fetal movements, increased blood pressure) 

  

10. Comments from others about your pregnancy /appearance.   

11. Movement of the baby.   

12. Rituals performed related to pregnancy.    

13. Thoughts about whether the baby is normal.   

 Third trimester: 

14. Not able to wear clothes and shoes as before pregnancy.   

15. Pain in labour and type of delivery.   

16. Disturbance while sleeping.   

17. Thinking about the baby appearance.   

18. Thinking about care of baby.   

19. Discussing with spouse about baby names.   

20. Discussing with spouse about pregnancy or childbirth issues.   

 



SCORING AND INTERPRETATION: 

The scoring was done as follows. 

 

Scale legend Section- I 

Yes 1 

No 0 

 

Based on the score, pregnancy experience was arbitrarily classified as.  

 

S.No Score Interpretation 

1 < 07 Poor experience 

2 07-13 Fair experience 

3 >13 Good experience 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SECTION-2 

TOOL TO ASSESS THE ANTENATAL ANXIETY AMONG PRIMIGRAVIDA 

Place a tick mark against appropriate feeling 

As a pregnant woman how do you rate the following feeling about your pregnancy 

and baby? 

S.No Content Never Sometimes Often Almost 

always 

 I Trimester     

1. Worry about the baby/ pregnancy     

2. Feeling disturbed while sleeping.     

3. Feeling really uneasy in crowd      

4. Anxious in participating social 

activities. 

    

5 Fear of travelling  that may cause 

harm to baby 

    

6 Feeling jumpy or easily startled     

7 Fear that physical intimacy that may 

cause harm to the baby. 

    

 II Trimester     

8. Worry about the physical changes 

due to pregnancy  

    

9 Fear about Blood, birth pain, needles.     

10 Fear of doing physical activities like 

climbing upstairs. 

    

11. Worry about the original physique 

after delivery. 

    

12 Fear of something bad may happen 

to the baby 

    

13 Worry about the foods that harm the 

baby. 

    

 III Trimester     

14. Worry about preterm birth     

15. Worry about baby and birth process      



16. Worry about the type of delivery      

17. Worry about the baby’s sex.     

18. Fear that harm will come to the baby.     

19. Worry about the baby’s weight.     

20 Worry about the baby’s physical and 

psychological growth. 

    

 

SCORING AND INTERPRETATION: 

The scoring was done as follows. 

 

 

 

 

   

Based on the overall score antenatal anxiety was classified as  

 

Scores Category 

0 No anxiety 

1-20 Mild anxiety 

21-40 Moderate anxiety 

41-60 Severe anxiety 

 

 

 

 

 

 

 

Scale legend Scores 

Never 0 

Sometimes 1 

Often 2 

Almost always 3 



PART-C 

TOOL FOR ASSESSING THE MATERNAL FETAL ATTACHMENT AMONG 

PRIMIGRAVIDA 

Below 30 items related to maternal fetal attachment, Place a tick mark against 

appropriate column. Recall the first and second trimester attachment and state the 

attachment at present. 

S. 

No. 
Content Yes Uncertain No 

 First trimester (confirmation of pregnancy till 12 weeks)                                      

   1. Doubted about readiness or desire for having been conceived    

2. Accepted the pregnancy    

3. Concentrated in her own needs and the fetus.     

4. Avoided food and fruit thinking harm to the baby    

5. Avoided activities that may harm the baby.    

6. Eager to feel the baby movement.    

7. Perceived fetus as a separate entity    

8. Blamed fetus for the minor physical discomfort of pregnancy     

9. Not felt excited about pregnancy    

10. Precautions taken to prevent abortion    

 Second  trimester (from  12 weeks to 24 weeks) 

11 Accepted the baby    

12 Movement of the baby    

13 Massaged the abdomen    

14. Wanted to hear the fetus heart sounds.    

15. Calls baby by nick name    

16. Was ready to assume care taking relationship with newborn    

17. Talks to the unborn baby.    

18. Fear and anxiety forgotten as the fetus move.    

19. Perceived the  fetus as self part    

20.  Blames baby for the restrictions and adjustments.    

 Third trimester(from 24 weeks to today ) 

21. Preparing baby’s cloth, cots or bed    

22. Eager to give birth    



S. 

No. 
Content Yes Uncertain No 

23. Feeling upset to let the fetus go.    

24. Enjoys watching tummy jiggle as the baby kicks inside.    

25. Picturized feeding the baby in her mind    

26. Planning about caring of the baby    

27. Strokes the tummy to calm the baby when there is too much 

kicking 

   

28. Discuss with others about the baby name    

29. Feels good when baby responds to her voices or music    

30. Feels wonder if the baby think or feel inside me.     

 

 

SCORING AND INTERPRETATION: 

The scoring was done as follows. 

Question number Type of  question Scoring 

2,3,5,6,7,11,12,13,14,15,16,17, 

18,19,21,22,24,25,26,27,28,29. 
Positive questions 

No- 0 

Uncertain- 1 

Yes- 2 

1,4,8,9,10,20,23 Negative questions 

Yes- 0 

Uncertain-1 

No- 2 

 

and the score were arbitrarily classified in three trimester as 

Total score 60 

Low bonding 1-20 

Moderate bonding  21-40 

High bonding 41-60 
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ப�தி-II : க	�ப தி� க� �. 

ப�தி-  அ:க	�பகால அ:பவ ைத மதி�ப�' அள�ேகா). 

 

வழி�ைற: உ9க� அ:பவ தி) ஒ�றி�ேபா� வ<ைசைய ேத	� 

ெச�ய�. 

 

 

எ& வ�வர9க� ஆ இ)ைல 

I �த) >�? மாத9க� 

1 இ8த ேநர தி) க	�பமாக இ��பைத ப�றி உண	கிேற� 

உண	கிேற� 

  

2 க	�பகால உட@ற�   

3 உட) சா	8த பண�கைள ெச�ய ��கிற�   

4 ம� �வைர காண வ� ேபா�   

5 க	�ப த< த) காரணமாக �'ப தினரா) வ�தி3க�ப,ட 
வ�தி3க�ப,ட க,'�பா'க� 

  

6 க	�பகால ெதா8தர�க�   

7 க	�ப த< ததா) ம�றவ	க� உதவ�னா	க�   

II இர&டாவ� >�? மாத9க� 

8 எைட அதிக<�- அ)ல� க	�பகால உட) மா�ற9க� 
மா�ற9க� 

  

9 க	�பகால அபாய9கைள அ)ல� சி3க)கைள ெப�வ� 
ெப�வ� ப�றிய கவைல 

  

10 க	�பகால ேதா�ற �றி � ம�றவ	கள�� க� �   

11 �ழ8ைதய�� அைச�   

12 க	�பகால தி) ெச�ய�ப' சட9�க�   

13 �ழ8ைதய�� உட)நல �றி த ேயாசைன   

III >�றாவ� >�? மாத9க� 

14 க	�பகால தி�� �� அண�8த உைடக� ம�? 

காலண�கைள த�ேபா� அண�ய ��யவ�)ைல 

  

15 ப�ரசவவலி ம�? ப�ரசவ �றி த ேயாசைன   

16 E9�வதி) ெதா8தர�   

17 �ழ8ைதய�� ேதா�ற �றி � எ&Fத)   



எ& வ�வர9க� ஆ இ)ைல 

18 �ழ8ைதைய பரம<�ப� ப�றி எ&Fத)   

19 �ழ8ைதய�� ெபய	 �றி � கணவ�ட� 

கல8தாேலாசி த) 

  

20 க	�ப அ)ல� �ழ8ைத ப�ற�-  ப�ரGசைனக� �றி � 

�றி � கணவ�ட� கல8தாேலாசி த) 

  

 

மதி�பH' 

ஆ  - 1 

இ)ைல - 0 

 
 

மதி�பH' ப�<� 

<7 ேமாசமான அ:பவ 

7-13 நியாயமான அ:பவ 

>13 ந)ல அ:பவ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ப�தி – ஆ: க	�பகால பய ைத அளவ�' அள�ேகா) 

வழி�ைறக�: : உ9க� அ:பவ ஒ�றி�ேபா� வ<ைசைய  ேத	� 

ேத	� ெச�ய�. 

எ& வ�வர9க� 

ஒ
�

 ே
ப
ா
�


 

இ
)

ை
ல

 

ச
ில

 �
ை

ற
 

அ
�
3
க
�
 

க
ி,

ட
த
,
ட
எ

�
ே
ப
ா�


 

I �த) >�? மாத9க� 
1 �ழ8ைத அ)ல� க	�ப ைத �றி த 

�றி த கவைல 
    

2 E3க தி) ஏ�ப' ெதா8தர� 
�றி த உண	�  

    

3 0,ட தி) இ�3� ெபா� ஏ�ப' 
ஏ�ப' ச9கடமான உண	� 

    

4 ச>க ெசய)ப'கள�) 
ப9ேக��பதி) பய 

    

5 பயண ெச�வதா) �ழ8ைத3� 
ஆப � ஏ�படலா எ�ற பய 

    

6 எள�தி) தி'3கி'த) அ)ல� 
ச8ேதாச தி) �தி த) ேபா�ற 
உண	� 

    

7 உட@ற� ெகா�வதா) �ழ8ைத3� 
�ழ8ைத3� பாதி�- ஏ�ப' எ�? 
எ�? பய 

    

 இர&டாவ� >�? மாத9க� 
8 உடலி) ஏ�ப' 3	�ப3கால. 

மா�ற �றி த கவைல 
    

9 இர த,ப�ரசவவலி ம� ஊசி 
�றி த பய 

    

10 உட) சா	8த பண�க� (ப�ஏ?த))  
ெச�வதா) பய 

    

11 ப�ரசவ தி�� ப�� பைழய உட) 
வா�ைவ அைடய ��Xமா எ�ற 
பய 

    

12 �ழ8ைத3� ஏேத: த29�     



எ& வ�வர9க� 

ஒ
�

 ே
ப
ா�


 

இ
)

ை
ல

 

ச
ில

 �
ை

ற
 

அ
�
3
க
�
 

க
ி,

ட
த
,
ட
எ

�
ே
ப
ா�


 

ஏ�ப'ேமா எ�ற பய 
13 �ழ8ைதைய ஏேத: உண� 

பாதி � வ�'ேமா எ�ற பய 
    

 >�றாவ� >�? மாத9க� 
14 �ைற ப�ரசவ தி) �ழ8ைத 

ப�ற3�ேமா எ�ற கவைல 
    

15 ப�ரசவ ம�? �ழ8ைத �றி த 
கவைல 

    

16 எ8த �ைறய�) �ழ8ைத ப�ற3�ேமா 
ப�ற3�ேமா எ�ற கவைல 

    

17 �ழ8ைதய�� பாலின �றி த 
கவைல 

    

18 �ழ8ைத3� ெக,ட� 
ஏ�ப'ேமா எ�ற கவைல 

    

19 �ழ8ைதய�� எைட �றி த கவைல 
கவைல 

    

20 �ழ8ைதய�� உட) ம�? மனநல 
மனநல வள	Gசி �றி த கவைல 

    

 

மதி�பH' 

0- ஒ�ேபா�இ)ைல 

1- சில�ைற 

2- அ�3க� 

3- கி,ட த,டஎ�ேபா� 

 

மதி�பH' ப�<� 
1-20 ேலசான பத,ட 
21-40 மிதமான பத,ட 
41-60 அதிகமான பத,ட 

 



ப�தி -III 

தா�வழி க��ப�ைண�ைப அளவ�' அள�ேகா) 

வழி�ைறக�: உ9க� அ:பவ ஒ�?�ேபா� வ<ைசைய ேத	� 

ெச�ய� 

எ& வ�வர9க� 

ஆ

 

ந
ிG

ச
ய

ம
�
ற
 

இ
)

ை
ல

 

I �த) >�? மாத9க� 
1 க� த<3க�ப,ட ஆைச அ)ல� தயா	நிைல ப�றிய 

ப�றிய ச8ேதக 
   

2 க���றைத ஏ�?3 ெகா�@த)    
3 ெசா8த ம�? �ழ8ைத3�<ய ேதைவகள�) கவன 

கவன ெச@ �த) 
   

4 �ழ8ைதைய பாதி3க3 0�ய உண� ம�? 
பழ9கைள  தவ�	 த) 

   

5 �ழ8ைத3�  த29� தர3 0�ய ெசய)கைள  
தவ�	 த) 

   

6 �ழ8ைதய�� அைசைவ உணர ஆவ@ட� இ� த) 
இ� த) 

   

7 �ழ8ைதைய  தன� உய�ராக க��த)    
8 க	�பகால ெதா8தர�கY3� �ழ8ைதைய �ைற 

�ைற 0?த) 
   

9 க���றத�காக  உ�சாக� படவ�)ைல    
10 க�கைலயாம) இ�3க �� எGச<3ைக 

நடவ�3ைக எ' த) 
   

II இர&டாவ� >�? மாத9க� 
11 �ழ8ைதைய ஏ�?3 ெகா�@த)    
12 �ழ8ைதய�� அைச�கைள உண	த)    
13 வய��ைற  தட�த)    
14 �ழ8ைதய�� இதய���ைப3 ேக,க வ��-த)    
15 �ழ8ைத3� ெச)ல  ெபய	 ைவ த)    
16 �ழ8ைதைய பராம<3க  தயாராக இ� த)    
17 வய��றி) இ�3� �ழ8ைதXட� ேப/த)    



எ& வ�வர9க� 

ஆ

 

ந
ிG
ச
ய

ம
�
ற
 

இ
)

ை
ல

 

18 �ழ8ைத அைச�க� ெத<8த�ட� பய அ)ல� 
பத,ட �ைறத) 

   

19 �ழ8ைதைய த� உடலி� ப�தியாக ஏ�?3 
ெகா�Yத) 

   

20 க	�பகால3 க,'பா'கY3காக �ழ8ைதைய  
�ைற3 0?த) 

   

III >�றாவ� >�? மாத9க� 
21 �ழ8ைத3காக �ண�, ப'3ைககைள தயாரா3�த) 

தயாரா3�த) 
   

22 �ழ8ைத ப�ற�-3காக கா தி� த)    
23 �ழ8ைத வய��றி) இ�8� ெச)வத�3காக 

வ� த�ப'த) 
   

24 �ழ8ைத உைத3� ேபா� வய��றி� அைச�கைள 
அைச�கைள பா	 � ச8ேதாச�ப'த) 

   

25 �ழ8ைத3�� பாZ,'வைத� ேபால எ&Fத) 
எ&Fத) 

   

26 �ழ8ைதைய� பராம<�பைத� ேபால எ&Fத)    
27 �ழ8ைத அதிகமாக உைத3� ேபா� 

சமாதான�ப' த வய��ைற  தட�த) 
   

28 �ழ8ைதய�� ெபய	 �றி � ம�றவ	கYட� 
கல8தாேலாசி த) 

   

29 �ழ8ைத த� �ர@3� பதிலலள�3� ேபா� 
ச8ேதாசமாக உண	த) 

   

30 �ழ8ைதயா) வய��றி) இ�3� ேபாேத ேயாசி3க 
ேயாசி3க ��X எ�? அறி8த� ஆGச<ய�ப'த) 
ஆGச<ய�ப'த) 

   

 

 

 

 



மதி�பH': 

ேக�வ� எ& மதி�பH' 
2-7, 11-19,22, 24-29 இ)ைல-0 

நிGசயம�ற-1 
ஆ-2 

1,4,8-10,20,23 ஆ-0 
நிGசயம�ற-1 
இ)ைல-2 

 

 

 

 

 

 

மதி�பH' ப�<� 

<7 �ைற8த ப�ைண�- 

7-13 மிதமான ப�ைண�- 

>13 அதிக ப�ைண�- 
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