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Abstract

In recent years, the Covid-19 pandemic has caused major disruption across all sectors. Many maternity hospitals in Ireland have continued to implement strict measures. Such measures include requesting service users to attend appointments alone, limited partner and no family or friend visits on postnatal wards. Some qualitative research suggests women felt safer with restrictions (Cullen et al, 2021), while others spoke of not seeing their partner for multiple days after giving birth (Panda et al, 2021). 132 participants participated in a quantitative study, with 95 reporting giving birth during the pandemic. Differences in stress, coping-self efficacy and negative pregnancy experience across groups were non-significant. Perceived social support significantly predicted positive pregnancy experience scores, while those who experienced partner restrictions in SCBU had significantly higher negative pregnancy experience scores. 









1. Introduction

1.1. Covid-19 
In December 2019, an unknown, pneumonia like virus was discovered in Wuhan, China, when numerous patients were presenting to health professionals with serious respiratory symptoms. The virus was identified as a novel coronavirus and subsequently named SARS-CoV-2, or Covid-19. Initial reports suggested Covid-19 had an 8%-15% fatality rate (Del Rio & Malani, 2020) and had a 14-day incubation period post exposure. It is worth adding, while the true Covid-19 fatality rate is unknown, it is estimated to be somewhere between 1%-2% globally, as of January 2021 (Challen et al, 2021). Despite efforts to contain the virus in Wuhan, it spread worldwide and was declared a global pandemic on March 11th, 2020 (Cucinotta & Vanelli, 2020). In response to this declaration, many countries introduced lockdowns, limiting the populations movements outside their residence, as well as gatherings, activities, education, and work in an attempt to “flatten the curve” (Joffe, 2021), which essentially refers to minimizing the number of people catching the virus, and minimizing the strain on health services. Covid-19 continued to spread at a steady rate, during and after lockdowns, which was identified as the first wave. A new variant, B.1.1.7, was discovered in England in late 2020, and was estimated to have emerged in September 2020. This variant soon became the dominant variant in many countries, due to it being more transmissible than the original Covid-19 strain (Galloway et al, 2021). Between December 2020 and February 2021, a total of 4 vaccines were granted emergency use authorisation (EUA), all of which were designed to protect against serious infection. Throughout 2021, more variants began to circulate. Most notable, the B.1.617.2 variant, known as Delta, first found in India in late 2020, became the dominant variant in many countries, was believed to be twice as contagious, and cause more serious infections than previous strains (Katella, 2022), until it was overtaken by the BA.1 variant, known as Omicron, first discovered in South Africa in late 2021. Although research suggests Omicron is approximately 2.7-3.7 times more infectious than Delta (Abramson, 2022), it has been noted to be less severe than previous strains, with hospitalisations, disease severity indicators, length of stay, ICU admissions, and death, “lower than previous pandemic peaks” (Iuliano et al, 2022). As of March 19th, 2022, there has been over 468 million confirmed cases of Covid-19, and nearly 6.1 million deaths worldwide (Worldometer, n.d.).
1.2.  Covid-19 in Ireland
The island of Ireland recorded its first confirmed case of Covid-19 on February 26th, in Ulster (Perumal et al, 2020), with the republic of Ireland confirming its first case of Covid-19 on February 29th, 2020 (Cazelles et al, 2021). Following a steady increase in cases, all schools and colleges were closed on March 12th (Leahy et al, 2020). Ireland was placed under a full lockdown on March 27th, which required all non-essential businesses to close, hospitals were no longer allowed accept visitors, except on compassionate grounds, and all non-essential health procedures and surgeries were postponed (Department of the Taoiseach, 2020). Restrictions remained in place until May 18th. Despite infection numbers staying relatively low throughout summer, three counties were placed under lockdown in August due to outbreaks. A second wave was observed in October, with many countries, including Ireland, temporarily reimplementing lockdown measures until December 1st (Cazelles et al, 2021). Following a huge surge of infections throughout December, lockdown measures were reintroduced for a third time in Ireland (Cazelles et al, 2021). Restrictions began to ease in May, with most of the hospitality sector reopening in July, with customers requiring an EU Digital Covid Certificate to dine indoors (O'Loughlin & O'Regan, 2021). Although cases continued to rise throughout the second half of 2021, nightclubs were allowed to reopen, for the first time since March 2020, but subsequently were ordered to close again on December 3rd (Daly, 2021). Despite cases remaining high, the vast majority of restrictions were lifted, with nightclubs being allowed to reopen, masks becoming optional, and EU Digital Covid Certificates not being required (Loughlin et al, 2022). Despite restrictions being lifted, there are still many healthcare settings in which still have huge restrictions. Many outpatient appointments are now virtual, where feasible. As of March 19th, 2022, a lot of hospitals still are unable to any accept visitors, except on compassionate grounds. These hospitals consist of but aren’t limited to Beaumont Hospital, The Mater Hospital, St James’ Hospital Dublin, St Vincent’s Hospital, and more.
1.3. Maternity Restrictions in Ireland
As with many settings, healthcare and otherwise, maternity hospitals saw a number of restrictions implemented in March 2020, when the spread of Covid-19 was declared a global pandemic. Restrictions took immediate effect, with many service users left in difficult situations. While routine antenatal care continued, some hospitals did look to move certain appointments to virtual/phone consultations, with early pregnancy assessments taking place virtually. Face to face appointments were limited, with some women having as little as 3 physical appointments throughout their pregnancy (Sheil & McAuliffe, 2021). Women were informed they must attend all antenatal appointments alone, including scans (O'Donoghue & McKernan, 2020). This included the Anomaly scan. The Anomaly scan, also known as the 20-week scan, which is known for being a key scan in pregnancy (Verweij et al, 2020), this scan can often reveal the sex of the baby, as well as look to ensure the baby is developing as normal, and check for a number of conditions. Partners of pregnant women were restricted to just labour and delivery before having to leave again, and were not allowed to visit the Neonatal unit, but were allowed to view their baby, using a camera. Later in 2020, as cases began to drop, partners were permitted limited visits during the postnatal period (O'Donoghue & McKernan, 2020). While birthing partners were eventually allowed in to 20-week scans in most hospitals throughout Ireland, most restrictions placed upon maternity hospitals and settings remained. Despite Covid-19 infection rates varying throughout the year following, many restrictions were lifted in other areas throughout summer and beyond, heavy restrictions remained in place in antenatal and post-natal settings. The lack of clarity regarding easing of restrictions was cause for discussion, with a birthing coach stating speaking out, saying “I have spoken to woman who have miscarried alone” (Holland, 2020) as a result of restrictions. A protest was held outside Leinster House on October 6th, 2021, which sought to end the restrictions in place, which were nearly identical to a year prior. One protester noted she was responsible for setting up a petition in September 2020 to end all maternity restrictions yet found it hard to believe she was still fighting for the same thing, over a year later (Ward & McGrath, 2021). Many women took to the stage to share their own stories, of how they were affected by these restrictions, “I was alone for most of it. It was the worst experience of my life” was what one affected service user mentioned, with another stating “There was nobody to help me” (Evoke, 2021). Current restrictions vary between hospitals, but restrictions began to ease in October 2021, with certain hospitals allowing partners to attend the early pregnancy assessment, 12-week scan, and 20-week scan. Restrictions on visits to neonatal care unit have also been relaxed (The Coombe, 2022). While experiences may be considered somewhat less negative, restrictions placed upon visits from other family and friends are still in place, as of March 2022, over 2 years since they were implemented.
1.4. Perceived Stress
Perceived stress can be defined as the feelings one has when considering the amount of stress, they are experiencing, or have experienced over a period of time. These feelings often incorporate one’s ability to overcome periods of stress, or cope with problems (Phillips, 2013). Perceived stress if often measured using the Perceived Stress Scale (Cohen et al, 1983), which is outlined in the materials section, and can be seen in Appendix F.
1.5.  Coping & Self Efficacy
Coping self-efficacy refers to an individual’s judgment about their ability to cope with challenges in life (Chesney et al, 2006, as cited by Hua & Howell, 2022). Higher perceived coping skills are believed to influence outcomes in challenging situations (Chesney et al, 2006). Coping and Self Efficacy is measured using the Coping Self Efficacy Scale (CAPS, 2005). It is detailed in the materials section, and can be seen in Appendix H.
1.6. Perceived Social Support
Perceived social support can be defined as “how individuals perceive friends, family members and others as sources available to provide material, psychological and overall support during times of need” (Ioannou et al, 2019). Perceived social support is measured using the Perceived Social Support Scale (Zimet et al, 1988), which is in Appendix I and outlined in the materials section.
1.7.  Literature Review 
Given the Covid-19 pandemic and the implemented restrictions were implemented just 2 years ago and are ongoing, it is worth noting that research within this area is limited but ongoing. One qualitative study interviewed 19 mothers who had given birth in April and May 2020 (Panda et al, 2021). Women described difficulty with public health nurses and midwives due to many being redeployed to other areas due to Covid-19. Using thematic analysis, the following theme was highlighted within the responses, “At the end of the day, it’s just you” (Panda et al, 2021). As mentioned previously, for many women, partners were only allowed to be present for labour and delivery (O'Donoghue & McKernan, 2020), but for many women who experienced early labour, they were left to experience this alone. Many women also highlighted the issue of their partners being forced to wait in the car park for hours, before being let in, with one woman sharing her experience of early labour “…They started the induction medication at 9 and my husband came in about 2”, despite this, this woman’s husband was not allowed in the hospital, so she instead walked laps in the car park with him (Panda et al, 2021). All participants in this study were unable to have their partner visit in the days following the birth, so the theme of loneliness was a common one, “I knew I wouldn't see him then for three days, and, well, I was more sorry for him actually” said one participant. Despite negative themes being more prevalent, a notable theme was the fact some viewed the changes within maternity hospitals as “a blessing in disguise”, with some enjoying the opportunity to bond with their new-born alone, without the worry of visitors (Panda et al, 2021). This research provides first hand experiences and feelings surrounding the restrictions at an early time point in the pandemic. It is however worth mentioning, all participants were aged over 30 and while the ages 30-39 make up for 65.9% of pregnant women in Ireland as of 2019 (CSO, 2019), previous research has showed that in the context of first-time mothers, younger groups often have more negative expectations surrounding childbirth, while older groups do not (Zasloff et al, 2008), so results may be a little skewed, as a result.
While this study does focus on Ireland, restrictions were in place across the world, most were extremely similar, if not identical, to those in Ireland, so research from outside Ireland was not excluded from this literature review. Another study looked at maternity care experiences in the UK between June and September 2020 (Sanders & Blaylock, 2021). Similar to Ireland, the UK placed restrictions on antenatal scans for partners, as well as introduced virtual appointments where possible. Over 92% of participants experienced restrictions with partners attending appointments. As in Ireland, partners were only allowed into the labour ward when labour was well underway. One participant noted her husband missed the birth of their child after progressing quickly, and not being allowed in until she reached 4cm (Sanders & Blaylock, 2021). Feelings towards postnatal stays were largely negative as well, with 71.9% of participants reporting feelings of loneliness, likely caused by partner restrictions in postnatal wards, although 49.7% reported enjoying spending time alone with their baby (Sanders & Blaylock, 2021).
While most research to date indicates mostly negative feelings, a mixed methods study on maternity restrictions in Ireland (Cullen et al, 2021) found many mothers were pleased with some restrictions, many were satisfied with the lack of crowding for antenatal appointments, and found things ran a lot more efficient with restrictions, one participant stated, ‘Appointments are very quiet, nearly no waiting time, it's not crowded’ while others acknowledged the difficulties of attending appointments alone but still agreed they were beneficial, ‘The good outweigh the difficulties. I feel safer with restrictions in place’ one mother shared, with 96.7% agreeing the hospital preparations made them feel safe (Cullen et al, 2021). Despite restrictions leaving most feeling at ease, 86.5% reported wanting their partners present with them on the ward. Some responses indicated feelings of anxiety or nervousness around attending appointments alone, “When I attended for my scan, I was anxious because early scan discovered chromosomal abnormality and I was having follow-up scan. I was very anxious about receiving any bad news all by myself”. One feeling that remained fairly unanimous throughout this study was participants view on family visits, over 52.7% strongly or somewhat disagreed that family should be allowed visit post-natal wards, with another 26.8 % neither agreeing nor disagreeing (Cullen et al, 2021). While this study contained a large sample size, perhaps suggesting validity within results, it is important to note that data collection took place in July 2020 over a 2-week period, a time in which Covid-19 was still largely feared among the general population. Though this does not deter from the feelings of women at the time, it could be argued that some of the positive feelings recorded in this study, would likely not be reflective of feelings towards restrictions today.
Other studies continue to present similar results to those presented above, a study with a small sample size in Italy exploring feelings surrounding Newborn ICU (NICU) restrictions (Bembich et al, 2020) found 29% of participants experienced sadness, and 25.5% expressed suffering due to separation partner, or newborn. Another study found restrictions in NICU in Oslo had notable negative effects on parental experiences (Kynø et al, 2021).
1.8. Study Rationale
Given this situation surrounding maternity restrictions is still very much a current issue and research is ongoing, it seemed appropriate to create a study exploring these restrictions and the impact as a result. It was observed that a lot of research in this area to date use a qualitative or mixed method design, which also encouraged the decision to use a pure quantitative design. This research aimed to build upon previous research, particularly that in Ireland (Panda et al, 2020; Cullen et al, 2021), but also outside Ireland.
These findings could prove useful for the HSE, and Maternity hospitals around Ireland, by presenting experiences through pregnancy experience, as well as perceived stress, coping skill and perceived social support, as reported by participants who experienced these restrictions first hand. Risks and benefits can be weighed up using data provided, ensuring the safety and wellbeing of maternity service users.
1.9. Study Aim 
The aim of this study was to explore perceived stress scores, coping self-efficacy scores, perceived social support scores, and positive and negative pregnancy experience scores, while considering the restrictions implemented in maternity settings, while also being able to examine these scores in participants who gave birth before and during restrictions, as well those who had only given birth before restrictions were implemented. Based on previous research outlined in the literature review, 4 hypotheses were developed.


1.10. Hypotheses
Hypothesis 1 – Those who gave birth before restrictions (IV) were imposed, will have significantly lower perceived stress scores (DV) than those who gave birth during the restrictions (IV).  
Hypothesis 2 – There will be significant differences across COVID groups (IV), when examining Coping-self efficacy scores (DV). 
Hypothesis 3 – There will be significant differences across COVID groups (IV) and those who didn't have their partner present for scans (IV), when examining negative pregnancy experience scale scores (DV).
Hypothesis 4 – Perceived social support (PV) will significantly predict pregnancy experience scores (CV). 
Hypothesis 5 – Those who experienced restrictions within NICU/SCBU(IV) will have significantly higher negative pregnancy experience scores (DV), than those who did not (IV). 









2. METHODOLOGY

2.1. Participants
Participants were recruited using snowball sampling through social media. The link to participate was posted on Facebook and Instagram (Appendix A). A total of 132 participants took part in this study. The inclusion criteria were participants must be aged over 18 and must have given birth before. The questionnaire was anonymous and contained no questions which may have led to identifying any participants. Participants confirmed they were aware their participation was anonymous, as well as confirmed they were aware the research would be used for academic purposes. Participants who answered “no” to questions regarding consent to participate, or answered they were under 18, or that they had not given birth before, were unable to proceed further, and were exited from the survey once the submit button was pressed. Participants were then asked to indicate their situation based on four options. These options were “I gave birth for the first time, between March 2020 and September 2021”, “I gave birth for the first time, between October 2021 and February 2022”, “I gave birth when restrictions were in place, but I have also given birth before restrictions were in place”, and “I have never given birth when restrictions were in place, but I have given birth before”. Participants were then placed into groups, known as groups 1, 2, 3, and 4, respectively, based on their reported situation. Groups 1, 2 and 3 were known as “Covid groups”, with group 3 serving as somewhat of a control group, having experienced maternity both before and during restrictions. Group 4 was purely a control group, having never experienced maternity during restrictions. Group 1 made up 25% (N = 33) of participants, while group 2 made up 5% (N = 7) of participants. 42% (N = 55) of participants belonged to group 3, and 28% (N=37) participants were in group 4. Participants also indicated if they were impacted in certain areas as a result of restrictions. 47% (N = 62) answered they were impacted somehow with partner support during induction, early or active labour, 48% (N = 63) were impacted with partner support during postnatal period in hospital, 10% (N = 13) indicated they were impacted with partner parenting of babies in SCBU or NICU, while 50% (N = 66) were impacted with partner support in early pregnancy unit and scans, and 12% (N = 16) were impacted by the closure of birth pools and limitations placed on home birth.
2.2. Design
This research used a quantitative design, it relied on participants responses to questionnaires provided to input into analysing software, once refined and coded. Hypotheses 1, 2 and 3 were all quasi-experimental design due to each hypothesis examining more than 2 groups which were self-selected by participants and not randomly allocated. As mentioned, groups were self-selected based on participants reported situation. Each group contained different participants, thus making hypotheses 1, 2 and 3 cross sectional designs. Hypothesis 4 used a non-experimental design as it looked to see if there was a relationship between the two scale variables. Groups were not considered in hypothesis 4, making it a correlation design. Hypothesis 5 is also a quasi-experimental, between participants design, with participants grouped by self-selection, and not randomly.
2.3. Apparatus
A HP15s laptop was used when creating this study’s questionnaire. The questionnaire was created using Microsoft Forms. A device with access to the internet was required to participate, as well as an active Wi-Fi connection.
2.4. Materials
Before beginning the questionnaire, participants were invited to read an information sheet detailing information, including but not limited to an outline of objectives of the study, a brief description of participation involvement, benefits and risks involved, a confidentiality statement and contact details for the researcher and thesis supervisor. This information sheet can be viewed in Appendix B. Consent questions followed the information sheet, these questions can be viewed in Appendix C. Demographic questions followed, with participants being asked to confirm they had given birth prior to participating and were aged 18 or over at the time of completion. Participants were also asked to confirm which group they belonged to, by self-selecting one of the 4 options that best described their situation. Participants were then given the opportunity to confirm which, if any, areas they were impacted because of restrictions. These demographic questions can be seen in Appendix D. Four surveys followed the demographic questions. These were the Perceived Stress Scale 4 (Cohen et al, 1983), the Pregnancy Experience Scale – Brief Version (DiPietro et al, 2008), the Coping-Self Efficacy Scale (Centre for AIDS Prevention Studies, 2005) and the Perceived Social Support Scale (Zimet et al, 1988). Previous research suggests there is a relationship between questionnaire length and response rate, one study states “substantially longer questionnaires have lower response rates” (Roszkowski & Bean, 1990, p. 508), while a second study exploring the effect of questionnaire length, along with other variables, on response rates presented similar results, suggesting that shortening a questionnaire may increase response rates (Sahlqvist et al, 2011). With this research in mind, a decision was made to use shortened versions of questionnaires, where possible, in an attempt to maximise the number of completed questionnaires.
Following the completion of the survey, a debrief sheet was provided, giving participants the opportunity to learn more about the research. The debrief sheet also contained contact details for support services, in the event that any participant experienced any negative feelings from the questionnaire. Contact details for the researcher and the supervisor of this research were also made available on the debrief page. The debrief page can be seen in Appendix E. 

2.5. Perceived Stress Scale 4 (Cohen et al, 1983)
The Perceived Stress Scale 4 is a shortened version of the Perceived Stress Scale, a 14-item instrument used to determine the degree in which the participant may find their life stressful. Questions ask participants about current levels of stress, as well as the degree in which they may find their life unpredictable or overloaded (Cohen et al, 1983). The Perceived Stress Scale 4 consists of 4-items, asking participants to rate they felt or thought a certain way over the last month. There were 4 statements, and participants were asked to rate how often they felt this way using a 5-point scale from 0 to 4, 0 being never, and 4 being very often. Statement 1 and 4 are negative, while 2 and 3 are positive. Positive statements 2 and 3 are reverse scored. Total scores are calculated by adding the item responses together. The minimum score possible is 0, while the maximum is 16. Higher scores correlate to higher levels of stress (Cohen, 1988). Previous research has demonstrated that the Perceived Stress Score 4 is reliable and valid to measure stress (Karam et al, 2012), and that its “internal consistency is sufficient for a 4-item scale” (Vallejo et al, 2018). The Perceived Stress Scale 4 can be seen in Appendix F.
2.6. Pregnancy Experience Scale – Brief Version (DiPietro et al, 2008)
The Pregnancy Experience Scale – Brief Version (PES-Brief) is a shortened version of the original Pregnancy Experience Scale, a 41-item measure used to explore the degree of uplifts and hassles experienced during pregnancy, rated using a 4-point Likert scale, 0-3, 0 being “Not at all”, and 3 being “A great deal”. The PES-Brief consists of 10 uplifts and a separate 10 hassles that are commonly experienced during pregnancy. They are rated the same way, using a 4-point Likert scale of the same values and labels (DiPietro et al, 2008). Hassle and uplift scores are calculated separately. The frequency score is calculated by counting the number of items answered higher than 0. The intensity is calculated but summing the respective scores up and dividing by the frequency of hassles or uplifts. The ratio scores are created by dividing hassles frequency by uplifts frequency for the first number and dividing hassles intensity scores by uplifts intensity scores for the second (DiPietro et al, 2008). Validity was found to be high, with DiPietro et al (2008) stated the PES-Brief was a short but reliable means to measure hassles and uplifts relating to pregnancy, stating “Internal reliability was high for both the uplifts (α= 0.82) and the hassles (α= 0.83) subscales”. This scale can be seen in Appendix G
2.7. Coping Self-Efficacy Scale (Centre for AIDS Prevention Studies, 2005)
The Coping Self-Efficacy Scale is 26 item measure used to calculate one’s self-efficacy to cope with challenges in life. Participants are asked to rate how confident they believe they will behave in a certain way, on an 11-point Likert scale. 0 being cannot do at all, 5 being “Moderately Certain can do, and 10 being certain can do. Scores are calculated by adding answers together. Higher total scores may suggest higher perceived self-efficacy and coping skills (Centre for AIDS Prevention Studies, 2005). Previous research has found the Coping Self Efficacy Scale to be a reliable way to measure one’s perception of their ability to cope with challenges in life (Chesney et al, 2006). The Coping Self-Efficacy scale can be seen in Appendix H.
2.8. Perceived Social Support Scale (Zimet et al, 1988).
The Perceived Social Support Scale uses a 12-item measure to explore social support in the context of friends, family, and significant other, each context has 4 questions. Participants are asked to rate the degree in which they agree with statements regarding this support. A 7-point Likert scale is used, with 1 being “Very Strongly Disagree” and 7 being “Very Strongly Agree”. There are 4 scores to be obtained from the Perceived Social Support Scale, Significant Other Subscale, Family subscale and Friend subscale scores are all calculated separately, by adding their respective scores together and dividing by 4. The total sum scale score is obtained by obtaining the overall mean score (Zimet et al, 1988). Research has suggested the Perceived Social Support scale is a reliable tool to use within research to measure perceived social support. A Thai study found the scale to be reliable within student and patient groups, with Cronbach’s alpha of 0.91 and 0.87 respectively (Wongpakaran et al, 2011). Another study on the reliability found all questions, in context and otherwise, showed good or excellent reliability (Pérez-Villalobos et al, 2021). This scale can be viewed in Appendix H.
2.9. Procedure
A link to the questionnaire, as seen in Appendix A, was posted to Instagram and Facebook on December 15th. The link was live and was active until February 16th, inclusive. Participants who met the inclusion criteria, which was participants must be aged over 18 at the time of participation, and must have given birth before, were invited to complete the 68-item questionnaire on Microsoft Forms. Participants were met with an information sheet (Appendix B). Participants were informed the aim of the study and what participation involves, and any benefits or risks that could arise from participation. Participants were advised of their right to withdraw before or during the survey at any time, however, were also advised that due to participation being anonymous, once data had been submitted, they were unable to withdraw due to the researcher being unable to identify participants. Participants were provided with contact details for the researcher and supervisor of the research. Participants were met with numerous consent questions, once consent was given, the inclusion criteria questions followed, with participants answering whether they are over 18, and whether they had given birth before. Both consent and inclusion criteria questions required answers, and participants could not continue if they answered no to any, or left them blank. Demographic questions followed, asking participants to self-select their situation, which would separate them into groups. Participants were also asked to self-select what, if any, which restrictions, or closures placed upon maternity services, affected them. Once through demographic questions, participant were then asked to complete the Perceived Stress Scale (Cohen et al, 1983), the Pregnancy Experience Scale – Brief Version (DiPietro et al, 2008), the Coping-Self Efficacy Scale (Centre for AIDS Prevention Studies, 2005) and the Perceived Social Support Scale (Zimet et al, 1988). All scales were not mandatory to complete and participants were free to leave blanks, should they wish. Once participants submitted their data, a debrief page was presented, with the aim of the study being restated. In the event that any unwanted feelings or upset arose from the questionnaire, contacts for services were provided in the debrief. Participants were reminded that the data collected would be used solely for research purposes, as well as how the data would be stored on a password protected computer for a minimum of 12 months, but no more than 5 years. Contact emails of the researcher and research supervisor were provided again, should the participant wish to contact either. The average time to complete the survey was 9 minutes and 8 seconds.
2.10. Ethics
In order to conduct this research, a research proposal and ethical approval form were submitted. The participants required for this study were a part of research category A, meaning participants were members of the general population and aged over 18, there were no vulnerable participants or groups. This study complied with the Dublin Business School ethical guidelines and was in line with the Psychology Society of Ireland (PSI) Code of Professional Ethics 2019. This research was approved by the Research Filter Committee, and did not require approval from the College Human Research Ethics Committee, due to the risk of harm being low and participants belonging to category A. 
Respect for the rights and dignity of participants was maintained throughout the research, with participation being completely anonymous and participants being free to withdraw before or during the questionnaire, though participants were advised of the inability to withdraw their participation once they submitted answers, as information and data was not identifiable. The research carried out was within the researcher’s scope and knowledge and did not go beyond their personal capabilities. While every effort was made to avoid causing harm or discomfort to participants, the researcher recognised that negative feelings may arise from answering questions surrounding stress or pregnancy. Contact details for charity services Samaritans, SOSAD, and Aware were provided in the debrief sheet, as seen in Appendix E, in the event participants experienced negative feelings. Participants were aware the research would form the basis for an undergraduate thesis. No deception took place, and participants were aware of the research objectives prior to participating, as can be seen on the information sheet Appendix B. 
















3. Results


This research explored four dependant variables (DVs), stress, coping self-efficacy, perceived social support, positive pregnancy experience, and negative pregnancy experience. The independent variables (IVs), the groups, were created based on the situation the participant self-selected, based on when they had given birth. Additional IVs were created based on which, if any additional restrictions that participants self selected, based on their own situation and experience.

3.1. Descriptive Statistics
This study had a sample size of 132 participants. Descriptive statistics below outline groups in which participants belong to, based on their situation.


Table 1: Group Descriptive Statistics
	
	N
	Sum
	Mean
	Std. Deviation

	Which best describes your situation?
	132
	290
	2.20
	1.251

	
	
	
	
	

	
Valid N
	
132
	
	
	


 Number of participants N= 132 with no missing values
Table 2 outlines the makeup of all groups, with 41.7% (n=55) giving birth before and during restrictions, 25% (n=33) gave birth for the first time between march 2020 and September 2021, just 5.3% (n=7) belonged to the group that gave birth for the first time between October 2021 and February 2022. The control group, a group that has only given birth before restrictions, made up 28% of participants (n=37).
Table 2: Frequencies for group variables
__________________________________________________________________________________
	
	Groups
	Frequency
	Percent
	
Valid Percent
	Cumulative Percent

	 Valid
	Before and during restrictions
	55
	41.7
	41.7
	41.7

	 
	
	
	
	
	

	
	During restrictions only (March 2020-September 2021)
	33
	25.0
	25.0
	66.7

	
	
	
	
	
	

	
	During restrictions only (October 2021-February 2022)
	7
	5.3
	5.3
	72.0

	 
	
	
	
	
	

	
	Before restrictions
	37
	28.0
	28.0
	100.0

	
	Total
	132
	100.0
	100.0
	




Table 3:Cronbach Alpha and descriptive stats with scale totals
__________________________________________________________________________________
	Variables
	Stress
	Coping Self-Efficacy
	Social Support
	Positive Pregnancy
	Negative Pregnancy

	Crohnbach’s Alpha
	0.68
	0.96
	0.94
	0.76
	0.80

	Minimum
	0
	10
	1
	1
	1

	Maximum
	16
	250
	7
	3
	3

	Mean
	8.54
	119.25
	5.02
	2.03
	1.97

	Standard Deviation
	3.27
	51.97
	1.52
	0.46
	0.53

	Variance
	10.72
	2700.95
	2.31
	0.21
	0.28

	Skewness
	-0.30
	0.35
	-0.65
	0.44
	-0.50

	Kurtosis
	-0.10
	-0.27
	-0.45
	-0.36
	-0.93



Cronbach’s Alpha was explored on all of the scales used for this study, The perceived stress scale 4 receives a Cronbach’s alpha of .68, which is considered acceptable and valid for measuring. A score above 70 is generally considered a good measure with validity and reliability (Nunnally & Bernstein, 1994). Positive and Negative pregnancy scales received scores of .76 and .80 respectively, while social support scales and coping self-efficacy were considered to have extremely high validity, with scores of .94 and .96 respectively.
3.2. Inferential Statistics
Data was coded and sorted in Microsoft Excel and SPSS. Data Analysis was carried out in SPSS. Variables for Stress, coping self-efficacy and perceived social support totals were created using the SPSS “Compute” function. Due to the scoring of the pregnancy experiencing scale being less straightforward and requiring an average with conditions (see Appendix G) scores were created in Microsoft Excel, using the “autosum” option. A formula to obtain the average based on these conditions was used. The formula resembled “=AVERAGEIF(A2:J2,"<>0")”, and differed on each row. Averages were only created based on participants answers higher than 0. These scores were then exported to SPSS, where they were inserted into the main data set. 


3.3. Hypothesis 1 – There will be significant differences in perceived stress scores across all groups

A one-way analysis of variance was performed to determine whether giving birth during restrictions significantly affected perceived stress scores. The analysis showed that perceived stress scores did not significantly differ between all groups (F (3, 128) = 1.92, p = .130, ηp2 = .50) with a large effect size. Therefore, the null hypothesis cannot be rejected.


3.4. Hypothesis 2 – There will be significant differences across COVID groups, when examining Coping-self efficacy scores. 
A one-way analysis of variance was performed to determine whether giving birth prior to the implementation of restrictions, as well as during restrictions, had a significant effect on coping self-efficacy scores. The analysis showed that coping self-efficacy scores did not significantly differ between all groups (F (2, 86) = .29, p = .75, ηp2 = .007) with a medium effect size. Therefore, the null hypothesis cannot be rejected

Figure 1: Bar chart displaying differences in coping self efficacy scores between COVID groups
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3.5. Hypothesis 3 – There will be significant differences across COVID groups and those who didn't have their partner present for scans, when examining negative pregnancy experience scale scores.
A two-way analysis of variance was performed to determine whether prior experience of childbirth before restrictions, and partner support during scans and antenatal appointments had a significant effect on negative pregnancy experience scores. A two-way between-groups ANOVA found no significant interaction effect (F(2, 88) = .29, p = .760, np2 = .006) with a small effect size. Therefore, the null cannot be rejected.
Figure 2: Negative pregnancy scores across groups and restrictions on antenatal appointments
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3.6. Hypothesis 4 – Perceived social support will significantly predict positive pregnancy experience scores. 

A Linear Regression was performed to determine whether perceived social support predicted positive pregnancy experience intensity scores. Using simple regression, it was found that the perceived social support predicted positive pregnancy experience (F(1, 126) = 5.88, p = .017, R2 = .37) (Social support, beta = .21, p = .017, CI (95%) .012, .116). There was a positive relationship here as social support increases, positive pregnancy scores increase. Therefore, the null is rejected.


Figure 3:Scatter plot relationship of Social support and positive pregnancy
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3.7. Hypothesis 5 – Those who experienced restrictions within NICU/SCBU will have significantly higher negative pregnancy experience scores, than those who did not.
Those who experienced partner restrictions within NICU/SCBU (mean = 2.28, SD = .49) were found to have higher levels of stress than those who did not (mean = 1.94, SD = .53).  The 95% confidence limits show the mean difference of the variables lies somewhere between .046 and .650.  An independent samples t-test found that there was a statistically significant differences between negative pregnancy experience scale scores looking those who experienced restrictions within SCBU/NICU, and those who did not, negative pregnancy experience (t(129) = 2.28, p = .024).  Therefore, the null is rejected.

Figure 4: SCBU/NICU Restrictions and Negative pregnancy experience
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4. Discussion


4.1. Overview of research and aims
The purpose of this study was to explore differences between perceived stress, coping self-efficacy, perceived social support, and positive and negative pregnancy experience, in women who have given birth during the implementation of restrictions, due to the Covid-19 pandemic. This research was intended to build upon previous research exploring similar issues, but also to assist hospital policy makers, as well as bodies such as the HSE, in decision making when considering the benefits and risks of implementing or removing restrictions in the future.
4.2.  Interpretation of findings
4.3. Hypothesis 1 – Perceived stress across groups
The analysis did not show any significant differences in stress scores across groups. While stress scores were observed to be notably higher in group 3, the group in which gave birth between October 2021 and February 2022, no significance was found. This hypothesis was utilized to explore general stress levels across mothers. When completing the perceived stress scale, participants were not asked to reflect on when they were pregnant or when they gave birth, and answer as though it was now, but were asked to answer exactly how the scale asks, which asks only about stress in the last month. For this reason, it wasn’t particularly unexpected to see no significant differences across all groups. Data collection was ongoing from December 2021, until February 2022, still during the pandemic, although many restrictions were lifted by this stage. Some previous research supports high levels of stress during the pandemic, Calvano et al (2021) found parental stress during the pandemic was significantly higher than pre pandemic levels, while Valero-Moreno et al (2021) had similar findings surrounding fear and anxiety, as well as depressive symptoms. Based on these results, it could be argued that new parents, were no more inclined to experience high levels of stress than parents with older children, born before restrictions were implemented.
4.4. Hypothesis 2 – Coping self-efficacy across Covid groups 
The aim of this hypothesis was to explore whether having prior experience giving birth, particularly before the pandemic, would lead to higher coping self-efficacy scores. As with hypothesis 1, there was no significant differences, and results were largely the same within all 3 groups. Despite perhaps having prior experience giving birth, it is reasonable to assume that pregnancy and giving birth, regardless of restrictions, can be tricky for many. As shown in hypothesis 1, stress levels were largely high across all groups, likely due to external factors, as well as pregnancy or new-born children. Thus, it isn’t surprising to see similar levels of coping and self-efficacy across all groups.
4.5. Hypothesis 3 – Negative pregnancy experience scores across Covid groups, and those who experienced partner restrictions for antenatal appointments
The analysis found no significant differences in pregnancy experience scores, when examining situation (based on groups), and restrictions on antenatal scans. Again, negative pregnancy experience scores across the three groups were largely similar, and, and using the antenatal appointment restrictions as another means of separating scores did not affect this. This may suggest that experiences were largely similar, and further research would be necessary if exact reasons for negative pregnancy scores were to be determined. 





4.6. Hypothesis 4 – Perceived Social Support and Positive pregnancy experience
Perceived social support was explored across all groups and used to determine if it could predict pregnancy experience. The analysis showed social support significantly predicted pregnancy experience scores, the higher the reported social support, the higher the pregnancy experience score. With restrictions, many women reported feeling lonely (Sander & Blaylock, 2021), both in hospital and at home, due to the public health advice advising against social gatherings. Although some studies (Panda et al, 2021; Cullen et al, 2021) reported some mothers were pleased with less visitors. These findings would suggest that restrictions likely had a large effect on positive pregnancy experiences as a whole, as a direct result of Covid-19.
4.7. Hypothesis 5 – Restrictions within Newborn ICU and Special Care Baby Unit and negative pregnancy experience
While negative pregnancy experience was already explored, a lot of previous research (Sanders & Blaylock, 2021; Bembich et al, 2020; Kynø et al, 2021) spoke of the negative impact caused by partner restrictions placed upon NICU and SCBU. An Independent Samples T-test found there was significant differences in negative pregnancy experience scores, with those who dealt with those restrictions having higher negative pregnancy experience scores. Despite most previous research providing findings related to NICU and SCBU restrictions using qualitative methods, such as quotes and themes, the results of this hypothesis were largely expected.





4.8. Study Strengths
Given the inclusion criteria and time constraints, this study had a fair sample size of 132 with a mix of participants who had given birth both before, and/or during the pandemic, which gave scope to look at experiences from multiple angles. It was purely quantitative design, which distinguishes it from previous research, which are largely qualitative/mixed methods.  The study utilized largely reliable scales, which was established using Cronbach’s Alpha. Different designs were incorporated, with quasi-experiments, between subjects’ designs utilized, as well as correlation design. This ensured the study utilised the data as best as possible, while exploring previous research further, and also including some new information. At present, there is limited research surrounding maternity restrictions, due to the issue being current and ongoing. Despite the lack of significance within some research questions, this study provides insightful results, which will be of benefit to researchers who endeavour to explore maternity restrictions and potential effects as a result.
4.9. Study Limitations
Despite the study containing many strengths, weaknesses should be acknowledged. While 132 participants is considered fair given the sample size, it is worth noting that groups were somewhat unevenly distributed, particularly in the self-selected group that gave birth between October 2021. This group accounted for just 5.3% of overall participants. This however was due to nothing other than time constraints for data collection and research submission. While exclusion of this group was considered, the decision was made to include it as intended, due to changing restrictions, and likely different experiences for service users, it was deemed more beneficial to include the group and acknowledge the small sample size, than to exclude it completely and risk the study being a little less reflective of experiences of restrictions, particularly those changes within the last few months. Participant was anonymous and although this is not considered atypical, research suggests that anonymity may compromise accuracy (Lelkes et al, 2012). Although anonymity may encourage some participants to answer more honestly, there is no way to check for this or ensure complete truth. As mentioned prior, the decision was taken to use short questionnaires where possible. Although the Perceived Stress Scale 4 showed acceptable reliability and internal consistency, it is worth noting it was slightly lower than desirable, which may indicate a different stress scale would have better suited this study. Another limitation worth mentioning is participants were asked to reflect on their own experiences during their pregnancies, which for some, may have been years prior, making it hard to reflect on with complete accuracy. Although there wasn’t an alternative given the time constraints of submission of this study, such limitations should be taken into consideration by future researchers.
4.10. Future Research
Future Research could include adapting on the methods and research used in this study, potentially creating a mixed methods study to further explore this area and allow participants to share their feelings surrounding the issues, potentially allowing themes to be created and presented. Future research may also benefit from a longitudinal study, to explore any potential long-term effects that may be attributed to the restrictions imposed. Potential future research may consider incorporating a scale which measures feelings around Covid-19 such as the Fear of Covid19 Scale (Ahorsu et al, 2020). This may assist researchers in differentiating the origin of negative feelings toward covid-19 and other potential stressors. Given this study highlighted high levels of stress across all groups, including the control group of mothers who did not give birth during the pandemic, future research may benefit from exploring stress and other variables in relation to their children, as a result of restrictions imposed.

4.11. Conclusion
Aims of this research were to gather data of maternity experiences in Ireland, during and before the Covid-19 pandemic, and create groups based on individuals reported situation. Previous research in Ireland highlighted negative experiences (Panda et al, 2021; Cullen et al, 2021) attributed to restrictions in within maternity settings. This study intended to build upon this research using quantitative data and gathering data from an unaffected control sample to further explore differences. Groups were used to examine differences in stress, coping self-efficacy, perceived social support and pregnancy experiences. Despite group differences displaying largely insignificant results, this study highlighted not only the importance of social support, and partner support, it highlighted difficulties faced by most maternity service users throughout the pandemic. 

To conclude, although limitations existed within the study, it proved largely informative, and may be of use for future decisions regarding restrictions in not just maternity settings, but hospital settings and society in general, should the situation escalate.
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6. Appendices

6.1.  Appendix A – Questionnaire link
 
https://forms.office.com/Pages/ShareFormPage.aspx?id=6qYKXSBmY0ieIZ7LFAIivIeSiVbH4URCv7_BPeK-vilUQ1NGNEJYS1JKVkw0RkcwVFJQN1lTUFVLMS4u&sharetoken=QTZBltkXZi6zIHT4PHwY



















6.2. Appendix B – Information Sheet

My name is Abigail Murfitt, and I am conducting research in the Department of Psychology that explores the effects of maternity restrictions on mothers as a result of the COVID-19 pandemic. This research is being conducted as part of my studies and will be submitted for examination.

You are invited to participate in a research study that will form the basis for an undergraduate thesis. Please read the following information before deciding whether to participate.

What are the objectives of the study? The nature of this study requires participants to complete a set of brief questionnaires to explore maternity experiences during and before covid times and explore possible differences.

Why have I been asked to participate? I would like to collect information from different people regarding maternity experiences before and during covid restrictions. You must be over 18 to participate.

What does participation involve? Participation involves completing and returning the attached anonymous survey. While the survey asks some questions that may cause some minor negative feelings, it has been used widely in research. If any of the questions do raise difficult feelings for you, contact information for support services are included on the final page. The questionnaire should take approximately 10 minutes to complete. Participation is completely voluntary and so you are not obliged to take part.

Right to withdraw Participants have the right to withdraw from the research at any time for whatever reason. Participation is anonymous and confidential. Thus, responses cannot be attributed to any one participant. For this reason, it will not be possible to withdraw from participation after the questionnaire has been collected.

Are there any benefits from my participation? While there will be no direct benefit from participation, studies like this can make an important contribution to our understanding this topic further. As such, the findings from this study may be presented at national and international conferences and will be submitted for publication in peer-reviewed journals. Interim and final reports will be prepared. However, no individual participant will be identified in any publication or presentation. Individuals will not be offered any monetary or other rewards for their participation.

Are there any risks involved in participation? There are no known risks associated with participation. Any inconvenience involved in taking part will be limited. Any questions prior to participation can be asked following the review of this sheet. After participation, a debriefing stage will be offered where any further questions will be answered, or any questions can be emailed to my email address below.
Confidentiality 
All responses to this questionnaire is strictly anonymous. All individual information collected as part of the study, will be used solely for research purposes. The data questionnaires will be securely stored on a password protected computer. They will be stored safely and will not be publicly displayed or published without prior consent. Data collected is stored in the EU, for five years, and will be used for research purposes to generate research content such as publications and presentations.

Please note this research has been ethically approved by the DBS College Human Research Ethics Committee.

Contact Details
Should you require any further information about the research, please contact
Abigail Murfitt at XXXXX@mydbs.ie. My supervisor Dr Pauline Hyland can be contacted at XXXXX@dbs.ie.

Thank you for taking the time to complete this survey.










6.3. Appendix C – Consent Questions

I have read and understood the attached Information Sheet regarding this study
Yes/No
I understand that I am free to withdraw from the study at any time without giving a reason and without this affecting me.
Yes/No
I understand that this research will be used for academic and examination purposes
Yes/No
I agree to take part in the study, the results of which will be published.   
Yes/No
I agree to have my data relating to this study to be stored confidentially as described in the Information Sheet.
Yes/No
I understand that data relating to this study will be stored for a minimum of 12 months, but for no more than 5 years.
Yes/No
I consent to participating in the study.
Yes/No





6.4. Appendix D – Demographic Questions

Are you aged 18 or above?
Yes/No
Have you given birth before?
Yes/No
Which best describes your situation?
· I gave birth when restrictions were in place, but I have also gave birth before restrictions were in place
· I gave birth for the first time, between March 2020 and September 2021
· I gave birth for the first time, between October 2021 and February 2022
· I have never given birth when restrictions were in place, but I have given birth before.

During your pregnancy, because of the restrictions, were you impacted in any of these areas?
· Partner support during induction, early and active labour
· Partner support during postnatal period in hospital
· Partner parenting of babies in SCBU (Special Care Baby Unit) & NICU(Newborn ICU)
· Partner support in early pregnancy unit and scans
· Closure of birth pools and limitations placed on home birth 





6.5. Appendix E – Debrief Sheet

Thank you for taking part in this survey, you contribution is much appreciated.

The main goal of this study is to look at how restrictions in maternity services affected those service users, and compare those experiences with those who gave birth before restrictions were implemented, or those who experienced both. The study looks at perceived stress, coping skill, positive and negative pregnancy experience scores, and perceived social support.

All information collected in this study will be used solely for research purposes. All answers will be securely stored on a secure device. The data is stored within the EU and is stored for a minimum of 12 months and up to 5 years.

Should any negative feelings arise from this survey, there are contact details provided below of organisations which may be of use.

Samaritans – 116123 or jo@samaritans.ie

SOSAD - 041 984 8754
Aware - 1800 80 48 48

If you wish to get in contact, my email is XXXXX@mydbs.ie or my supervisor’s email is XXXXX@dbs.ie






















6.6. Appendix F – Perceived Stress Scale

PERCEIVED STRESS SCALE 
The questions in this scale ask you about your feelings and thoughts during the last month. 
In each case, you will be asked to indicate your response by circling how often you felt or thought a certain way. 

1 = Never 2 = Almost Never 3 = Sometimes 4 = Fairly Often 5 = Very Often 

1. In the last month, how often have you felt that you were unable to control the important things in your life?  1 2 3 4 5

2. In the last month, how often have you felt confident about your ability to handle your personal problems?  1 2 3 4 5

3. In the last month, how often have you felt that things were going your way?  1 2 3 4 5

4. In the last month, how often have you felt difficulties were piling up so high that you could not overcome them?  1 2 3 4 5


PSS Scoring
 
PSS-4 scores are obtained by reverse coding items # 2 and 3 and then summing across all 4 items. 
The PSS was designed for use with community samples with at least a junior high school education. The items are easy to understand and the response alternatives are simple to grasp.  Moreover, as noted above, the questions are quite general in nature and hence relatively free of content specific to any sub population group.  The data reported in the article are from somewhat restricted samples, in that they are younger, more educated and contain fewer minority members than the general population.  In light of the generality of scale content and simplicity of language and response alternatives, we feel that data from representative samples of the general population would not differ significantly from those reported in the article.


6.7. Appendix G – Pregnancy Experience Scale – Brief Version

Pregnancy Experience Scale

 Below are 10 items that you may consider to be uplifting aspects of your pregnancy and 10 items that may be less appealing.

Please circle the degree to which each item affects you now. 
0 = Not at all 1 = Somewhat 2 = Quite a bit 3 = A great deal 

How much have each of the following made you feel happy, positive, or uplifted? 

1. How much the baby is moving 0 1 2 3. 
2. Discussions with spouse about baby names 0 1 2 3 
3. Comments from others about your pregnancy/appearance 0 1 2 3
4. Making or thinking about nursery arrangements 0 1 2 3 
5. Feelings about being pregnant at this time 0 1 2 3 
6. Visits to obstetrician/midwife 0 1 2 3 
7. Spiritual feelings about being pregnant 0 1 2 3 
8. Courtesy/assistance from others because you are pregnant 0 1 2 3 
9. Thinking about the baby’s appearance 0 1 2 3
10. Discussions with spouse about pregnancy/childbirth issues 0 1 2 3

How much have each of the following made you feel unhappy, negative, or upset?

1. Getting enough sleep 0 1 2 3
2. Physical intimacy 0 1 2 3 
3. Normal discomforts of pregnancy (heartburn, incontinence) 0 1 2 3
4. Your weight 0 1 2 3 
5. Body changes due to pregnancy 0 1 2 3  
6. Thoughts about whether the baby is normal 0 1 2 3 
7. Thinking about your labour and delivery 0 1 2 3 
8. Ability to do physical tasks/chores 0 1 2 3 
9. Concerns about physical symptoms (pain, spotting, etc.) 0 1 2 3
10. Clothes/shoes don’t fit 0 1 2 3

Each item in the PES-Brief is rated along only one dimension (i.e., as either a hassle or an uplift). Scoring yields six scores. These are: the frequency of hassles and the frequency of uplifts, calculated by counting the number of items that are endorsed with values greater than 0; the intensity of hassles and the intensity of uplifts, calculated as the sum of scale scores (1 to 3) divided by hassles or uplifts frequency; and two hassles:uplifts ratio scores computed by dividing hassles frequency scores by uplifts frequency scores and dividing hassles intensity scores by uplifts intensity scores. These ratio scores were implemented to measure the affective valence towards the pregnancy (DiPietro et al, 2008).  

















































6.8. Appendix H – Coping Self-Efficacy Scores
When things aren't going well for you, or when you're having problems, how confident or certain are you that you can do the following:

Cannot do at all                        Moderately certain can do               Certain can do
0          1          2          3          4          5          6          7          8          9          10
Keep from getting down in the dumps.

Talk positively to yourself.

Sort out what can be changed, and what cannot be changed.

Get emotional support from friends and family.

Find solutions to your most difficult problems.

Break an upsetting problem down into smaller parts.

Leave options open when things get stressful.

Make a plan of action and follow it when confronted with a problem.

Develop new hobbies or recreations.

Take your mind off unpleasant thoughts.

Look for something good in a negative situation.

Keep from feeling sad.

See things from the other person's point of view during a heated argument.

Try other solutions to your problems if your first solutions don’t work.

Stop yourself from being upset by unpleasant thoughts.

Make new friends.

Get friends to help you with the things you need.

Do something positive for yourself when you are feeling discouraged.

Make unpleasant thoughts go away.

Think about one part of the problem at a time.

Visualize a pleasant activity or place.

Keep yourself from feeling lonely.

Pray or meditate.

Get emotional support from community organizations or resources.

Stand your ground and fight for what you want.

Resist the impulse to act hastily when under pressure.



Scoring :

“The Coping Self-Efficacy Scale (CSES) is a 26-item measure of perceived self-efficacy for coping with challenges and threats.  The scale items were developed by several of the authors (Margaret Chesney, Susan Folkman, and Jonelle Taylor) by creating sample items based upon stress and coping theory and the Ways of Coping Questionnaire, with consultation from Dr. Albert Bandura of Stanford University.  Items were refined based on pilot testing for face validity both with staff at the Center for AIDS Prevention Studies at the University of California, San Francisco, and with a sample of HIV-infected participants.
Respondents are asked, “When things aren’t going well for you, or when you’re having problems, how confident or certain are you that you can do the following:”   They are then asked to rate on an 11-point scale the extent to which they believe they could perform behaviors important to adaptive coping.  Anchor points on the scale are 0 (‘cannot do at all’), 5 (‘moderately certain can do’) and 10 (‘certain can do’)
[bookmark: FN2][bookmark: FN3]An overall CSES score is created by summing the item ratings (α = .95; scale mean = 137.4, SD = 45.6).  Our standard scoring rule with summated rating scale scores is that respondents must answer at least 80% of the scale items.  For respondents missing an item or items, we estimate an individual’s score for the missing item(s) by adding in their mean for the items that they answered for each item that they skipped, resulting in a “corrected sum.”” (Centre for AIDS Prevention Studies [CAPS], 2012).

7. 

6.10. Appendix I – Perceived Social Support Scale
Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 1988) 

Instructions: We are interested in how you feel about the following statements. 
Read each statement carefully. 
Indicate how you feel about each statement. 

Circle the “1” if you Very Strongly Disagree
Circle the “2” if you Strongly Disagree 
Circle the “3” if you Mildly Disagree 
Circle the “4” if you are Neutral 
Circle the “5” if you Mildly Agree 
Circle the “6” if you Strongly Agree 
Circle the “7” if you Very Strongly Agree 

1. There is a special person who is around when I am in need. 1 2 3 4 5 6 7 

2. There is a special person with whom I can share my joys and sorrows. 1 2 3 4 5 6 7 

3. My family really tries to help me. 1 2 3 4 5 6 7 

4. I get the emotional help and support I need from my family. 1 2 3 4 5 6 7 

5. I have a special person who is a real source of comfort to me. 1 2 3 4 5 6 7 

6. My friends really try to help me. 1 2 3 4 5 6 7 

7. I can count on my friends when things go wrong. 1 2 3 4 5 6 7 

8. I can talk about my problems with my family. 1 2 3 4 5 6 7 

9. I have friends with whom I can share my joys and sorrows. 1 2 3 4 5 6 7 

10. There is a special person in my life who cares about my feelings. 1 2 3 4 5 6 7 

11. My family is willing to help me make decisions. 1 2 3 4 5 6 7 

12.I can talk about my problems with my friends. 1 2 3 4 5 6 7 

To calculate total score: Sum across all 12 items. This total score can also be calculated as a mean score (divide by 12).
To calculate the mean subscale scores:
· Significant Other Subscale: Sum across items 1, 2, 5, & 10, then divide by 4.
· Family Subscale: Sum across items 3, 4, 8, & 11, then divide by 4.
· Friends Subscale: Sum across items 6, 7, 9, & 12, then divide by 4.
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