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A B S T R A C T

Background: Around 30% of births are through caesarean section and repetition rates for receiving a
caesarean section are high.
Aim: The aim of the prospective study was to compare the course of anxiety in women undergoing their
first caesarean section and women experiencing a repeated caesarean section.
Participants: 304 women with an indication for an elective caesarean section took part. 155 received their
first caesarean section and 149 received a repeated caesarean section.
Methods: In order to measure the course of anxiety on the day of the caesarean section subjective anxiety
levels were measured and saliva samples for cortisol determination were taken at admission, during skin
closure and two hours after the surgery. Blood pressure and heart rate were documented at skin incision
and skin closure.
Results: Women experiencing their first caesarean section displayed significantly higher anxiety levels
compared to women with a repeated caesarean section. Scores of the STAI-State and visual analogue scale
for anxiety differed significantly at admission (p = .006 and p < .001) and heart rate and alpha amylase
levels were significantly higher at skin closure (p = .027 and p = .029).
Conclusion: The results show that previous experience with a caesarean section has a soothing effect. The
study aims to sensitize surgeons, anesthetists, nurses and midwives when treating women receiving a
caesarean section and encourage them to incorporate soothing interventions, especially for women
receiving their first caesarean section to reduce anxiety levels and consequently improve postoperative
recovery and patients’ satisfaction.

© 2019 Australian College of Midwives. Published by Elsevier Ltd. All rights reserved.

Statement of significance

Problem or issue
A previous caesarean section is a strong predictor for the

need of another caesarean section but research looking at

the psychological differences between a first and repeated

CS is lacking.

What is already known
High preoperative anxiety levels before a caesarean section

have been shown to be linked to slower recovery from the

caesarean section, higher post caesarean pain levels and

reduced satisfaction. In other areas of medicine research has

shown that experience with a specific operation or anesthe-

sia method reduces anxiety levels when going through the

same procedure again

What this paper adds
Women experiencing their first caesarean section displayed

significantly higher anxiety levels compared to women with

a repeated caesarean section. Therefore, previous experi-

ence with a caesarean section has a soothing effect. The

results should sensitize surgeons, anesthetists, nurses and

midwives when treating women receiving a caesarean

section and encourage them to incorporate soothing

interventions, especially for women receiving their first
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1. Introduction

The birth of a child is a significant life event and women may
experience a variety of emotions including anxiety.1–3 It has been
shown that antenatal anxiety is related to low birth weight infants4 as
well as to more frequent requests of pain relief during vaginal
deliveries and higher requests for cesarean sections.5,6 To date, about
30% of the deliveries in many developed countries are through
caesarean section (CS).7–10 The CS is therefore the most common
surgery in gynecology and widely seen as a routine procedure.11

However the physical detriments for the women are part of everyday
consent and further also psychological side effects accompany this
intervention.12 Additionally, high preoperative anxiety levels before a
CS have been shown,13,14which are linked to slower recovery from the
CS, higher post caesarean pain levels and reduced satisfaction.15,16

There are several reasons why women are in need of aCS such as
anomaliesof thefetal presentationandcephalopelvicdisproportion to
name two of the most common ones.11,17 One additional main
indication for an elective CS is a uterine scar from a preceding CS.17,18

Even though it is possible to give birth vaginally after a CS, a
previous CS is a strong predictor for another CS.8,11 A study by
Schemann et al.18 showed that 82% of the women who gave birth
by CS with their first child also received a CS for their second child.
As this shows that the repetition rate of a CS is very high, it is
surprising that research looking at the psychological differences
between a first and repeated CS is lacking. In other areas of
medicine, for example cataract surgery, research has shown that
experience with a specific operation or anesthesia method reduces
anxiety levels when going through the same procedure again19,20

indicating that previous experience with the situation has a
soothing effect on anxiety levels.

The aim of the present study was to compare the course of
anxiety on the day of the CS in women undergoing their first or
repeated CS in a between-group design. We expected that women
receiving their first as opposed to repeated CS would show higher
anxiety levels, especially before the surgery.

2. Methods

2.1. Participants

The final sample of the prospective cohort study consisted of
304 women, who were recruited at the Clinic for Gynecology and
Obstetrics at the University hospital in Düsseldorf between March
2015 and August 2017. Only women with an indication for an
elective CS were included.155 received their first caesarean section
(fCS) whereas 149 had already given birth by CS and therefore
received a repeated caesarean section (rCS). Exclusion criteria were
non-sufficient German language skills, known severe comorbid-
ities of the patient or illnesses of the fetus (e.g. gastroschisis, severe
malformation, and severe cardiac defects). The study was approved
by the ethics committee of the Medical Department of the
Heinrich-Heine-University in Düsseldorf and is registered in the
“Deutsche Register Klinischer Studien”. All participants gave
informed written consent prior to participation. For the present
study, 412 patients gave informed written consent. One hundred
and eight women had to be excluded from the study because they
did not fulfill the inclusion criteria anymore at birth (i.e. gave birth
vaginally or received an emergency CS or a CS at preterm; N = 62)
and due to technical difficulties (N = 46). Patients were part of a
larger project, the SAMBA-Study 21.

2.2. Material and methods

To evaluate the patients subjective anxiety levels, the State-
Trait-Anxiety Inventory (STAI)22 and the visual analogue scale for
anxiety (VAS-A) were used. The STAI is an introspective question-
naire, which consists of two parts with 20 questions each
evaluating general tendencies towards anxiety (STAI-Trait) on
the one hand and anxiety levels induced temporarily by a specific
situation (STAI-State) on the other hand. With the VAS-A
participants can indicate their subjective anxiety level by making
a cross on a continuous 10 cm line between two end-points (i.e.
0 = not at all anxious to 10 = extremely anxious). Saliva samples were
collected in order to determine cortisol and alpha-amylase levels
as two proxy measures of stress. Hereby, salivary cortisol is a
marker of the activation of the hypothalamic-pituitary-adrenal
axis, whereas salivary alpha-amylase is an indirect marker of the
autonomic activity.23 For the saliva samples, patients had to
thoroughly insalivate a cotton swab given to them by the midwife
in charge. The saliva samples were kept frozen at �20� until
analyzed following the methods described elsewhere.24 Heart rate
and blood pressure values were obtained at skin incision as well as
at skin closure. Heart rate and blood pressure values were taken
from the anaesthesia records. Heart rate was measured using a
pulse oximeter and blood pressure was measured with an
automatic device applying the Riva-Rocci method.

At the preoperative assessment, around fourteen days before the
scheduled CS, patients were offered participation. After signing the
informed written consent form on the day of the preoperative
assessment appointment approximately two weeks before the CS,
they filled in the STAI-Trait questionnaire. On the day of the CS the
women were asked to fill in the STAI-State questionnaire as well as
the VAS-A and to give a saliva sample at the following three time
points:atadmissioninthemorningof theCS(T1),duringskinclosure
(T2) and two hours after the end of the surgery (T3). Heart rate and
blood pressure measures were documented during skin incision (t1)
and at skin closure (T2). As the participants were part of a larger
project, the SAMBA-Study, which evaluated the effect of a music
interventionduring theCS,half of thewomenheard music duringthe
CS in the operating theatre. The results of the effect of the music
intervention are published in another paper of the group.21

2.3. Statistical analysis

For the statistical analysis SPSS 2425was used. Mixed design
ANOVAs were conducted independently for the four dependent
variables (STAI-state, VASA, amylase and cortisol) with time
(admission vs skin closure vs 2 h post caesarean) as the repeated
variable and group (fCS vs rCS) as the between-subject variable. For
blood pressure and heart rate also mixed design ANOVAs were
applied but here the repeated factor time only had two measures
(skin incision vs skin closure). Greenhouse-Geisser corrections are
reported when sphericity was violated. For the Greenhouse-
Geisser correction the degrees of freedom are adjusted in order to
produce a more accurate significance value.26 Planned post-hoc
independent or paired t-tests were applied where appropriate in
order to disentangle significant interactions and main effects.
Additionally, we calculated difference scores in order to reflect the
change in anxiety levels from admission to skin closure in order to
compare the change (i.e. increase or decrease of anxiety levels)
between groups using an independent-samples t-test. Sample size
estimation was calculated a priori using G*Power.27

As the patients also took part in the SAMBA study, investigating
the effect of music during the CS, half of the sample listened to
music during the CS (music group) while the other half did not
(control group). A chi-square-test confirmed that there was no
difference between the number of women in the music and control
group for the fCS (N = 76/79) and rCS (N = 78/71) group (p = .484).
Additionally, when taking the factor music-group (music vs control
group) into account in the analysis, no significant group*music-
group interactions were revealed.



Table 1
Overview of characteristics and dependent variables (Mean � standard deviation).

First CS Repeated CS p-Value

Age 32.3 � 5.4 34.9 � 5.2 <.001
Duration of surgery 38.8 � 8.75 46.8 � 10.57 <.001
STAI-Trait 37.39 � 8.76 36.06 � 8.42 .202
HB post surgery 10.96 � 1.21 11.22 � 1.25 .072
APGAR 5 min. 9.75 � .66 9.82 � .62 .320
PH arterial 7.32 � .52 7.32 � .46 .485
STAI-State T1 49.86 � 10.78 46.04 � 11.10 .006
STAI-State T2 33.31 � 7.81 32.82 � 8.34 .626
STAI-State T3 30.47 � 6.32 30.12 � 6.99 .675
State decrease T2-T1 �16.43 � 9.86 �13.33 � 10.57 .016
VAS-A T1 5.66 � 2.53 4.34 � 2.80 <.001
VAS-A T2 1.58 � 1.55 1.42 � 1.49 .455
VAS-A T3 .92 � 1.08 .79 � 1.13 .364
VAS-A decrease T2-T1 �4.08 � 2.65 �2.98 � 2.62 .002
sAA T1 26.69 � 31.53 23.62 � 22.48 .522
sAA T2 186.57 � 185.55 123.41 � 137.46 .029
sAA T3 91.46 � 80.05 100.92 � 128.18 .607
sAA increase T2-T1 159.88 � 177.69 99.79 � 134.86 .031
Cortisol T1 14.57 � 8.01 15.54 � 8.27 .430
Cortisol T2 28.85 � 15.42 29.67 � 15.63 .736
Cortisol T3 13.67 � 7.90 15.05 � 8.21 .258
Heart rate t1 89.69 � 19.92 91.18 � 17.80 .483
Heart rate T2 80.97 � 13.82 77.17 � 14.18 .027
Systolic RR t1 133.66 � 16.00 132.33 � 16.16 .495
Systolic RR T2 120.83 � 11.75 122.45 � 13.34 .285
Diastolic RR t1 72.40 � 10.01 71.02 � 9.92 .255
Diastolic RR T2 64.04 � 9.05 65.42 � 9.08 .208

CS: caesarean section; STAI: State-Trait Anxiety Inventory; HB: Hemoglobin;
APGAR: Appearance, Pulse, Grimace, Activity, Respiration; PH: hydrogen ion
concentration; T1: at admission; T2: at skin clossure; T3: 2 h post surgery; VAS-A:
visual analogue scale for anxiety; sAA: salivary alpha amylase; t1: at skin incision;
RR: blood pressure.
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3. Results

3.1. Characteristics of the study sample

The mean ages were 32.3 (SD = 5.4) for the fCS group and 34.9
(SD = 5.2) for the rCS group The mean gestation age was 38 + 3
(SD = 8 days) for fCS group and 38 + 2 (SD = 7 days) for the rCS
group.

An independent-samples t-tests revealed that the two groups
(fCS vs rCS) differed regarding the age of the women, t(300) = 4.32,
p < .001. Women receiving their fCS (M = 32.3 � 5.4) were signifi-
cantly younger than the rCS group (M = 34.9 � 5.2). The duration of
the operation was significantly longer in the rCS group (M = 46.8
min � 10.57) compared to the fCS group (M = 38.8 min � 8.75), t
(300) = 7.24, p < .001. An independent-samples t-test for STAI-Trait
showed a non-significant result for the factor group, t(270) = 1.28,
p = .202.

Regarding the health outcome of the mothers and newborns,
the two groups did not differ regarding APGAR at 5 min. and
arterial pH values of the newborn (p-values > .320) or maternal
hemoglobin levels after the caesarean (p = .072).

In the first CS group 40 women received a CS because of breech
position of the fetus, 40 women because of maternal reasons (i.e.
placenta previa, diabetes), 16 women because of fetal reasons (i.e.
macrosomia) and 59 women received a CS on patients request. In
the repeated CS group the indication for a CS was breech position
for 11 women, maternal reasons for 9 women, fetal reasons for 3
women and 126 received a caesarean section on patients request
after information was given regarding the risks of vaginal births
after a previous CS.

An Overview of the characteristics and dependent variable s
with mean values and standard deviations are given in Table 1.

3.2. Subjective measures

For the STAI-State scores the mixed-design ANOVA revealed a
significant main effect for time, F(1.79, 456.76) = 460.43, p < .001,
hp2 = .644, a significant effect of group, F(1, 254) = 4.12, p = .043,
hp2 = .016 and a significant time*group interaction, F(1.79,
456.76) = 4.93, p = .010, hp2 = .019. Post-hoc paired samples t-tests
showed that STAI-State scores significantly declined from admis-
sion (M = 48.13 � 11.21) to skin closure (M = 32.96 � 7.95) as well as
from skin closure to 2 h post OP (M = 30.27 � 6.54) [p-values <
.001]. Independent-samples t-test for STAI-state showed a
Fig. 1. Subjective anxiety measures. Women receiving their first CS section display highe
compared to women receiving a repeated CS. * p < .01.
significant result for the factor group at admission, t(254) = 2.80,
p = .006, whereas the difference between groups were non-
significant at skin closure and 2h post CS (p-values > .626). Women
receiving their fCS showed significantly higher STAI-state scores at
admission (M = 49.86 � 10.78) compared to women receiving a rCS
(M = 46.04 �11.10). At skin closure and 2h post op the scores were
comparable (see Fig. 1A). Additionally an independent-samples t-
test with the change of STAI-state (STAI-state at admission – STAI-
state at skin closure) as the dependent variable showed a
significant difference t(254) = 2.42, p = .016 indicating that the
women in the fCS showed a significant higher reduction (M =
�16.43 � 9.86) of anxiety from admission to skin closure compared
to the rCS group (M = �13.33 � 10.57).
r preoperative anxiety levels measured by STAI-State (A) and VAS-A (B) at admission
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The analysis with VAS-A as the dependent variable revealed a
significant main effect of time, F(1.41, 305.11) = 396.49, p < .001,
hp2 = .646, a significant effect of group, F(2, 217) = 8.07, p = .005,
hp2 = .036 and a significant time*group interaction, F
(1.41,305.11) = 8.48, p = .001, hp2 = .038. Paired-sample t-tests
revealed a significant successive decline also for VAS-A scores
(admission: 5.02 � 2.76, skin closure: 1.53 � 1.54, 2 h post OP = .83
� 1.09) [p-values < .001]. Additionally, independent-samples t-
test for VAS-A also exposed a significant result for the factor group
at admission, t(217) = 3.61, p < .001 whereas the difference
between groups were non-significant at skin closure and 2h post
op (p-values > .36). Women receiving their fCS showed signifi-
cantly higher VAS-A scores at admission (M = 5.66 � 2.53) com-
pared to women receiving a rCS (M = 4.35 � 2.80). At skin closure
and 2h post op the scores were comparable (see Fig. 1B).
Additionally an independent t-test with the slope of reduction
of VAS-A scores (VAS-A at admission – VAS-A skin closure) as the
dependent variable showed a significant difference t(217) = 3.08,
p = .002 (fCS: M = �4.08 � 2.65) and rCS: M = �2.98 � 2.62).

3.3. Physiological measures

For heart rate a mixed-factors ANOVA with group and time
(begin surgery vs skin closure) revealed a significant main effect of
time, F(1266) = 109.27, p < .001, a non-significant effect of group and
a significant group*time interaction, F(1266) = 5.93, p = .016. A
paired sample t-test showed a significant decrease in heart rate
from the beginning of the surgery to skin closure, t(266) = 10.23,
p < .001. Independent-samples t-tests revealed that at the begin-
ning of the operation the groups display comparable heart rates
(p = .483) whereas at skin closure the women receiving a fCS
displayed higher heart rates (M = 80.97 � 16.92) than the rCS group
(M = 77.17 � 14.18), t(266) = 2.22, p = .027 (Fig. 2B).

For blood pressure the systolic and diastolic values significant
main effects of time were revealed (p-values < .001) respectively,
whereas all group comparisons as well as interaction-effects were
non-significant (p-values > .114).

The analysis with amylase levels as the dependent variables
revealed a significant main effect of time, F(2, 272) = 60.80, p < .001,
hp2 = .309, a non-significant effect of group, F(1, 136) = .16, p = .689
and a significant time*group interaction, F(2, 272) = 3.32, p = .038.
Paired-samples t-tests revealed an increase in amylase levels from
admission to skin closure [t(132) = 9.41, p < .001 as well as a
significant decrease from skin closure to 2h post CS [t(132) = 4.71,
Fig. 2. Objective anxiety measures. Alpha amylase levels (A) and heart rates (B) were sign
with a repeated CS. * p < .05.
p < .001]. Independent-samples t-tests detected a significant result
for the factor group at skin closure, t(131) = 2.21, p = .029 whereas
the groups did not differ at admission nor 2h post OP (p-
values > .522). At skin closure, the group receiving a fCS showed
higher levels of amylase (M = 186.57 � 185.55) compared to the rCS
group (M = 123.41 �137.46). Also the comparison of the change in
amylase levels from admission to skin closure was significantly
different between groups, t(131) = 2.18, p = .031 (Fig. 2A).

The analysis with cortisol levels as the dependent variable and
group as the between factors independent variable revealed a
significant main effect of time, F(2, 346) = 160.37, p < .001, hp2 =
.481, a non-significant effect of group, F(1, 173) = .72, p = .398 and a
non-significant time*group interaction, F(2, 346) = .04, p = .961.

4. Discussion

The aim of the present study was to compare anxiety levels on
the day of the CS between women who receive their fCS and
women receiving a rCS. The here presented results of the
subjective values support the hypothesis that women receiving
their fCS are significantly more anxious than the group of women
with rCS, especially before the operation. The influence of the
factor group on objective values showed that during their first
compared to repeated CS women display higher heart rate and
salivary alpha amylase levels at skin closure. Taken together, the
results revealed that women receiving their fCS are more anxious
than women who had experienced a CS before.

The results presented here, show that women receiving a CS are
very anxious before the operation and then show a decline on
subjective anxiety levels to skin closure when the baby is born.
These results are in line with previous research.13,14,28 In the light of
the present research question, more emphasis should be given to
the result that women who receive their fCS showed significantly
higher subjective anxiety levels at admission in the morning of the
CS and higher amylase levels and heart rates at skin closure than
women with a rCS. This implies that previous experience with this
situation has a soothing effect on anxiety levels. This is in line with
prior research, which also showed that experience with a specific
operation or anesthesia method has a positive effect on the
physical state of the patient when he or she undergoes the same
procedure again.19,20,29 To the best of our knowledge only in one
other study13 it has been investigated as a secondary outcome
whether there is a difference in anxiety levels depending on
whether the women are receiving their first or repeated CS. In line
ificantly higher at skin closure in women receiving their first CS compared to women
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with our results, the pilot study by Wyatt et al.13 also revealed that
subjective anxiety was positively influenced by experience.

A study by Kindler et al.,29 which evaluated patient character-
istics that predispose high anxiety before receiving anaesthesia,
showed that the anxiety dimension ‘fear of the unknown’
correlated strongest with STAI-State and VAS scores measuring
preoperative anxiety. This is also in accordance with Mason30 who
postulated that the elements novelty and uncertainty are central
stressors in the perception of specific situations. In this respect, our
result of lower STAI-State and VAS scores at admission before the
CS in the group receiving their rCS corresponds well, as this anxiety
dimension is less prominent in mothers-to-be who already gave
birth by CS, as they are aware of the procedure of the operation. In
other medical contexts, studies have also shown that previous
experience with a specific operation has a soothing effect on
anxiety levels.19,31

Most studies showing a positive effect of previous experience
with anaesthesia or a specific operation on anxiety only evaluated
subjective measures.20,29,31 The present study also included
physiological markers by measuring salivary cortisol and amylase
as well as heart rate and blood pressure. Women receiving their fCS
displayed increased amylase levels and higher heart rates
compared to the rCS group at skin closure whereas no influence
of previous experience could be revealed for blood pressure and
cortisol levels. This indicates that a soothing effect of previous
experience with the situation may only be detected in some of the
objective stress measures. Related to this, also a study by van
Stegeren et al. revealed a significant increase only on alpha amylase
levels and not cortisol levels in response to a mildly stressful
aversive picture rating task32 indicating that amylase might be a
more sensitive marker in detecting differences in stress and
anxiety. For the amylase levels in our study the measured peak was
at skin closure and here a soothing effect of caesarean experience
was revealed. The inclusion of salivary amylase as a stress marker
during operations has not been well investigated to date. In the
context of a CS, Guglielminotti et al.33 revealed that pregnant
women display significantly increased amylase levels in the
operating theatre just before the CS compared to amylase levels
measured several hours prior on the ward, which fits well to the
course of amylase levels from our study. The maybe surprising
finding that objective markers in the groups mainly differ at skin
closure could be explained by the different time points. For heart
rate the first measurement was taken at skin incision immediately
before the start of surgery. This intense moment of tension and
high anxiety seems not to be influenced by experience. As the
presented results of the effect of previous experience with a CS on
physiological markers of anxiety draws a complex picture, it would
be desirable to investigate this further in future research including
more time points of measurement in order to receive a more in
depth picture of the course of anxiety in physiological parameters.

As studies have shown that preoperative anxiety is negatively
linked to maternal satisfaction, post caesarean pain levels as well
as recovery after the CS,15,16 it is desirable to keep anxiety levels
before and during the operation low. The results of the present
study highlight that women receiving their fCS are especially
anxious, indicating that these women need particular support
before and during the operation. The medical team should be
aware of this and it is advisable that soothing interventions before
the CS such as listening to music34,35 or using a stress ball36 should
be offered especially to mothers-to-be receiving their fCS.
Additionally, it should be emphasized that emotional support by
the women’s partner or another close relative before and during
the CS is an important factor which positively influences perceived
anxiety and which improves maternal satisfaction.15

The present prospective study is based on a large sample of 304
women and examines anxiety on the day of the CS using several
time points and a variety of subjective and objective measure-
ments of anxiety and stress. Hence, the study gives a detailed
overview of the course of anxiety on the day of the CS. A limiting
factor of the study is that we did not include a time point of
measurement of saliva samples, heart rate and blood pressure as
well as VAS-A and STAI-State when the women entered the
operating theatre. As it can be speculated that this is the most
anxious moment of the CS,33 it would be of interest to explore how
experience would influence anxiety levels to this end in a future
study.

5. Conclusion

The present study revealed that women receiving their fCS are
more anxious than women who had experienced a CS before. This
should sensitize surgeons, anesthetists, nurses and midwives
when treating women receiving a CS. The results should encourage
the medical team to integrate soothing interventions especially for
women receiving their fCS in order to improve maternal
satisfaction and recovery.

Conflict of interest

None declared.

Ethical approval

The study was approved by the ethics committee of the
Heinrich-Heine-University Düsseldorf in Germany (ID: 3625).

Funding sources

The study was supported by the Anton-Beetz Stiftung.

Author contributions

N.K.S, T.F., O.T.W., M.F. and P.H. conceived the study concept. All
authors contributed to the study design. N.K.S, P.G., M.H. and P.H.
were responsible for data analysis and interpretation. N.K.S and P.
H. drafted the manuscript and all other authors provided critical
revisions. All authors approved the final version of the manuscript
for submission.

Research data

The data is available on request from the corresponding author.

Acknowledgements

We would like to thank the patients for their participation and
the midwives, anesthesiologists and surgeons at the Clinic for
Gynecology and Obstetrics at the University hospital in Düsseldorf
for their help and cooperation. Furthermore, we would like to
thank Penelope Trollope Schaal for proofreading the manuscript.

References

1. Saisto T, Salmela-Aro K, Nurmi JE, Halmesmaki E. Psychosocial characteristics
of women and their partners fearing vaginal childbirth. Br J Obstet Gynaecol
2001;108(5):492–8.

2. Alehagen S, Wijma B, Wijma K. Fear of childbirth before, during, and after
childbirth. Acta Obstet Gynecol Scand 2006;85(1):56–62.

3. Hildingsson I, Nilsson C, Karlstrom A, Lundgren I. A longitudinal survey of
childbirth-related fear and associated factors. J Obstet Gynecol Neonatal Nurs
2011;40(5):532–43.

4. Wadhwa PD, Sandman CA, Porto M, Dunkelschetter C, Garite TJ. The
association between prenatal stress and infant birth-weight and gestation-
al-age at birth – a prospective investigation. Am J Obstet Gynecol 1993;169
(4):858–65.

http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0005
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0005
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0005
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0010
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0010
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0015
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0015
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0015
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0020
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0020
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0020
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0020


N.K. Schaal et al. / Women and Birth 33 (2020) 280–285 285
5. Saunders TA, Lobel M, Veloso C, Meyer BA. Prenatal maternal stress is
associated with delivery analgesia and unplanned cesareans. J Psychosom
Obstet Gynecol 2006;27(3):141–6.

6. Handelzalts JE, Fisher S, Lurie S, Shalev A, Golan A, Sadan O. Personality, fear of
childbirth and cesarean delivery on demand. Acta Obstet Gynecol Scand
2012;91(1):16–21.

7. Boyle A, Reddy UM. Epidemiology of cesarean delivery: the scope of the
problem. Semin Perinatol 2012;36(5):308–14.

8. Zhang J, Troendle J, Reddy UM, Laughon SK, Branch DW, Burkman R, et al.
Contemporary cesarean delivery practice in the United States. Am J Obstet
Gynecol 2010;203(4):10.

9. Office GFS. 30.5% of hospital deliveries by Cesarean section in 2017. German
Federal Statistical Office; 2018.

10. Prosser SJ, Miller YD, Thompson R, Redshaw M. Why’ down under’ is a cut
above: a comparison of rates of and reasons for caesarean section in England
and Australia. BMC Pregnancy Childbirth 2014;14:13.

11. Villar J, Valladares E, Wojdyla D, Zavaleta N, Carroli G, Velazco A, et al.
Caesarean delivery rates and pregnancy outcomes: the 2005 WHO global
survey on maternal and perinatal health in Latin America. Lancet 2006;367
(9525):1819–29.

12. Edwards GJ, Davies NJ. Elective caesarean section–the patient’s choice? J Obstet
Gynaecol 2001;21(2):128–9.

13. Wyatt SS, Jones DA, Paech MJ, Gurrin L. Anxiety in patients having caesarean
section under regional anaesthesia: a questionnaire and pilot study. Int J Obstet
Anesth 2001;10(4):278–83.

14. Hepp P, Hagenbeck C, Burghardt B, Jaeger B, Wolf OT, Fehm T, et al. Measuring
the course of anxiety in women giving birth by caesarean section: a
prospective study. BMC Pregnancy Childbirth 2016;16:.

15. Hobson JA, Slade P, Wrench IJ, Power L. Preoperative anxiety and postoperative
satisfaction in women undergoing elective caesarean section. Int J Obstet
Anesth 2006;15(1):18–23.

16. Gorkem U, Togrul C, Sahiner Y, Yazla E, Gungor T. Preoperative anxiety may
increase postcesarean delivery pain and analgesic consumption. Minerva
Anestesiol 2016;82(9):974–80.

17. Mikolajczyk RT, Schmedt N, Zhang J, Lindemann C, Langner I, Garbe E. Regional
variation in caesarean deliveries in Germany and its causes. BMC Pregnancy
Childbirth 2013;13:8.

18. Schemann K, Patterson JA, Nippita TA, Ford JB, Roberts CL. Variation in hospital
caesarean section rates for women with at least one previous caesarean
section: a population based cohort study. BMC Pregnancy Childbirth
2015;15:15.

19. Jiang L, Zhang KK, He WW, Zhu XJ, Zhou P, Lu Y. Perceived pain during cataract
surgery with topical anesthesia: a comparison between first-eye and second-
eye surgery. J Ophthalmol 2015;6:.
20. Mackenzie JW. Daycase anaesthesia and anxiety a study of anxiety profiles
amongst patients attending a Day Bed Unit. Anaesthesia 1989;44(5):437–40.

21. Hepp P, Hagenbeck C, Gilles J, Wolf OT, Goertz W, Janni W, et al. Effects of music
intervention during caesarean section on anxiety and stress of the mother.
BMC Pregnancy Childcare 2018.

22. Laux L, Glanzmann P, Schaffner P, Spielberger CD. Der State-Trait Angstinventar
(STAI). Göttingen: Beltz Test; 1981.

23. Strahler J, Skoluda N, Kappert MB, Nater UM. Simultaneous measurement of
salivary cortisol and alpha-amylase: application and recommendations.
Neurosci Biobehav Rev 2017;83:657–77.

24. Schoofs D, Wolf OT. Are salivary gonadal steroid concentrations influenced by
acute psychosocial stress? A study using the Trier Social Stress Test (TSST). Int J
Psychophysiol 2011;80(1):36–43.

25. IBM SPSS Statistics for Windows, Version 24.0. In. Armonk, NY: IBM Corp.;
2016.

26. Abdi H. The Greenhouse-Geisser Correction. 2010.
27. Faul F, Erdfelder E, Lang AG, Buchner A. G*Power 3: A flexible statistical power

analysis program for the social, behavioral, and biomedical sciences. Behav Res
Methods 2007;39(2):175–91.

28. Ryding EL, Wijma K, Wijma B. Experiences of emergency cesarean section: a
phenomenological study of 53 women. Birth-Issues Perinatal Care 1998;25
(4):246–51.

29. Kindler CH, Harms C, Amsler F, Ihde-Scholl T, Scheidegger D. The visual analog
scale allows effective measurement of preoperative anxiety and detection of
patients’ anesthetic concerns. Anesth Analg 2000;90(3):706–12.

30. Mason JW. A review of psychoendocrine research on pituitary-adrenal cortical
system. Psychosom Med 1968;30(5P2) 576-+.

31. Ursea R, Feng MT, Zhou M, Lien V, Loeb R. Pain perception in sequential cataract
surgery: Comparison of first and second procedures. J Cataract Refract Surg
2011;37(6):1009–14.

32. van Stegeren AH, Wolf OT, Kindt M. Salivary alpha amylase and cortisol
responses to different stress tasks: Impact of sex. Int J Psychophysiol 2008;69
(1):33–40.

33. Guglielminotti J, Dehoux M, Mentre F, Bedairia E, Montravers P, Desmonts JM,
et al. Assessment of salivary amylase as a stress biomarker in pregnant
patients. Int J Obstet Anesth 2012;21(1):35–9.

34. Li Y, Dong YJ. Preoperative music intervention for patients undergoing
cesarean delivery. Int J Gynecol Obstet 2012;119(1):81–3.

35. Kushnir J, Friedman A, Ehrenfeld M, Kushnir T. Coping with preoperative
anxiety in cesarean section: physiological, cognitive, and emotional effects of
listening to favorite music. Birth-Issues Perinatal Care 2012;39(2):121–7.

36. Hudson BF, Ogden J, Whiteley MS. Randomized controlled trial to compare the
effect of simple distraction interventions on pain and anxiety experienced
during conscious surgery. Eur J Pain 2015;19(10):1447–55.

http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0025
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0025
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0025
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0030
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0030
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0030
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0035
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0035
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0040
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0040
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0040
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0045
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0045
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0050
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0050
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0050
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0055
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0055
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0055
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0055
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0060
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0060
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0065
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0065
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0065
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0070
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0070
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0070
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0075
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0075
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0075
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0080
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0080
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0080
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0085
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0085
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0085
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0090
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0090
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0090
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0090
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0095
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0095
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0095
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0100
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0100
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0105
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0105
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0105
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0110
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0110
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0115
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0115
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0115
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0120
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0120
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0120
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0130
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0135
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0135
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0135
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0140
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0140
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0140
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0145
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0145
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0145
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0150
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0150
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0155
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0155
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0155
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0160
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0160
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0160
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0165
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0165
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0165
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0170
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0170
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0175
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0175
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0175
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0180
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0180
http://refhub.elsevier.com/S1871-5192(18)31629-9/sbref0180

	Comparing the course of anxiety in women receiving their first or repeated caesarean section: A prospective cohort study
	1 Introduction
	2 Methods
	2.1 Participants
	2.2 Material and methods
	2.3 Statistical analysis

	3 Results
	3.1 Characteristics of the study sample
	3.2 Subjective measures
	3.3 Physiological measures

	4 Discussion
	5 Conclusion
	Conflict of interest
	Ethical approval
	Funding sources
	Author contributions
	Research data
	Acknowledgements
	References


