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Abstract

Purpose: To evaluate participant’s satisfaction with two models of antenatal childbirth preparation program and
effects in women at psychosocial risk. The risk variables included depressive symptoms, stressful events, lack of
social support and, low economic level.

Design, setting and participants: A blinded randomized controlled and multi-centre trial comparing a novel
program intervention to standard program. Women found to be at psychosocial risk were distributed in two groups:
an experimental group (EG) or a control group (CG) and evaluated in two times measurement: 1) during pregnancy
(<20 weeks) before the routine ultrasound visit and, 2) four weeks after delivery by parcel post. The sample was 184
pregnant women and their partners.

Intervention: 10 group sessions in experimental group, focusing on body awareness sensations with humanistic
mind-body approach (like mindfulness) in direction to constructing of an individualized childbirth model. Sessions
lasted two hours and 15 minutes each during pregnancy, with one individual telephone conversation between
sessions. In the control group intervention, the participants were free to choose the standard model of antenatal
education: 10 two-hour sessions focused on childbirth preparation and breast feeding, including obstetrical
prophylaxis and relaxation.

Results: Satisfaction was higher in the experimental group for questions about understanding symptoms of
pregnancy: 4 in the CG and 38 in the EG (p=0.05 Pearson Chi-Square and p=0.05 Fisher’s Test); understanding all
information received: 3 in the CG and 37 in the EG (p=0.02 Pearson Chi-Square and p=0.02 Fisher’s Test);
expressing feelings: 0 in the CG and 18 in the EG (p=0.04 Pearson Chi Square and p=0.03 Fisher’s Test); and
communicating with the baby: 3 in the CG and 38 in the EG (p=0.05 in Pearson Chi-Square and p=0.05 Fisher’s
Test). The difference in preterm births between groups is significant (P=0.003) with only three premature baby in the
experimental group and thirteen in the control group. The weight of the babies was lower in the control group
compared to the experimental group (p=0.01).

Conclusions: A novel antenatal program that included a psychosomatic approach about all pregnancy
sensations (mother and baby) produces higher satisfaction in participants. Program can help to preventing the risk of
prematurity in women at psychosocial risk but needs to be studied with a larger sample. Early detection realized on
the occasion of the routine ultrasound visit, before 20 weeks pregnancy was an advantage, and suggests
effectiveness in the selection of cases at risk.

Keywords: Pregnant women; Antenatal program; Psychosocial risk;
Childbirth

Introduction
Pregnant women often prepare for the birth of their babies and

normally go to health care centers to receive the standard care.
However, some women think that there is no reason to participate in
the prenatal courses; some even forgets parts of the care protocol. A
few authors have found insufficient medical monitoring and low
participation in any sessions on maternity preparedness in pregnant
women at psychosocial risk [1,2]. However, compared with the general
population, women with psychosocial risk tend to have more
complications such as premature and underweight babies [3], higher

prevalence of postpartum depression [2], also often have additional
stress caused by an ailing economy, unemployment, separation or
divorce [4].

In the present study, the psychosocial risk in pregnancy variable is
issued from the assessment of the following factors: a) depressive
symptoms, b) stressful events, c) low economic level, and d) lack of
social support. The aforementioned variables have already been
associated with childbirth outcomes, but were rarely included together
in the research on evaluation of an antenatal program.

Care for mothers at psychosocial risk is very important and their
participation in antenatal programs can be a way to encourage to
adherence to the mother-baby care protocol. For example, some
authors observed a relation between the use of antenatal services and
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care and birth outcomes [5]. While a Spanish group study expected
that 40% of pregnant women would not join any antenatal courses, it
was concluded that only 7% of them rejected it, and moreover, the
attendance to the sessions was more than 50%. However, the type of
services offered in the health centers, its reputation and accessibility,
and the cultural level of participants may influence the decision to
perform an antenatal course [6]. It is likely that parents who are at
psychosocial risk require programs tailored to their needs.

On the other hand, some authors suggest that the parental
transition in men needs to be more contemplated in antenatal course;
they represent the only support in many cases and were not always
heard [7]. Perhaps, it is worth assessing program participation
together with the adherence to antenatal care protocol for pregnant
women, as there are problems that cannot be solved in antenatal
courses. It is important to consider that women who do not make
antenatal visits according to protocol may have undetected infections
with risk for themselves and the baby [8]. A childbirth preparation
program aimed at couples of low socioeconomic status could help to
detect psychosocial problems rarely identified during medical visits.
Many pregnant women with psychosocial risk suffer from anxiety and
depression with implications for their babies: high fetal activity, low
birth weight and prematurity [9-11]. These problems could be easily
detected from the comments and questions that women often express
during antenatal meetings led by the nurse midwifes. However,
antenatal programs should offer a design and intention to inspire the
participation of couples. They need to upgrade preparedness
interventions at birth, because their main objective (to decrease labor
pain) has lost justification, the population needs have changed, and the
current problems are different [6]. Training to reduce pain in
childbirth is still favorable; however, other problems also become very
important, for example, reducing stress levels, increase social support,
or reduce depressive symptoms.

The authors who have evaluated antenatal programs, which main
objective is the mental health of women, have achieved significant
results in variables such as the adaptation to birth and mothers' self-
esteem [12], reducing anxiety [13] and reducing depressive symptoms
[14,15]. In a randomized study on the impact of a program based on
weekly antenatal massage, a lower prevalence of premature births and
maternal depression was observed [16]. If the mother is protected
from depression, her pregnancy will carry less risk, as circumstances of
physical and mental stress favor preterm delivery and lower weight of
babies at birth [17,18]. Indeed, low birth weight and prenatal
depression are associated variables [10].

Most studies on antenatal courses aimed at improving the well-
being and mental health of pregnant women are oriented on theories
such as cognitive-behavioral theory [19-22], interpersonal theory
[14,23,24], or follow a psycho-educational model [15,25-27]. In some
of those studies, antenatal programs were organized with two different
professionals: a) the nurse-midwife, who takes care of the
physiological pregnancy, and b) a psychologist or a social worker, who
deals with the emotional aspect. To date, there are no known antenatal
programs in which the intervention was inspired by an integrative
model of awareness body sensations as that of Tourné [28]. Tourne's
model enables a single nursing professional to intervene in all aspects.
However, this means that the central objective of the program is not
the pain or the physical condition of women, aspects already valued in
standard antenatal classes. It is about going beyond this approach,
focusing on the couple as future parents, enhancing the experience
with the baby in utero and creating a supportive group environment.

The intervention sessions according to Tourne’s model, give rise to the
autonomy of the participants who have to find their own individual
model in the experience of sensations and communication with the
partner and the baby. Obviously this type of intervention is
humanistic.

Pregnant women with depressive symptoms are more frequent
distressing physical symptoms and lower self-esteem in a study that
examine a multi-factorial model of body-related experiences during
pregnancy; this study conclude that low self-esteem and low
appreciation of their new body image are associated [29]. Other study
with a program that includes body awareness with physical exercise in
pregnancy observed influences in the perception of self-efficacy, and
simultaneously a practice exercise improves the body's internal
competence [30]. However, few investigations contemplated the
benefits of antenatal exercise program incurred bodily consciousness.
The conscious exercise adapted to motherhood is to balance the
physical and mental attitude can contributes to emotional balance.

The organization and content of the sessions of the present study
was carried out following the method of Tourné [28], that facilitates
awareness of sensations and control of certain symptoms by a better
understanding thereof. We hypothesize that according to this
approach, the satisfaction of the participants can be greater than in the
control group and other variables than preterm birth would diminish.
Assistance at birth preparation sessions with the described attributes
(the method of Tourné) should positively influence of the mother,
father and the baby, as well as the adherence to the protocol which will
encourage the involvement of professional care.

Goals
The main objective of this study is to evaluate participant’s

satisfaction with two models of antenatal childbirth preparation
program and effects in women at psychosocial risk using a humanistic
mind-body approach (Tourne’s method). The evaluation focuses on
three main variables: satisfaction intervention in women, premature
birth and the weight of babies at birth. It also evaluates a secondary
variable, which is the adherence to the clinical protocol.

Materials and Methods

Study design
This is a clinical controlled trial which will compared a novel

antenatal education program based on a psychosomatic humanistic
approach recently developed and standard program. The intervention
aimed at preparing couples-where women are considered at
psychosocial risk- to the childbirth/parenting event. The flow of the
study design is outlined in Figure 1. The recruited participants are
allocated to the intervention (experimental group-EG) or to the
standard care group (control group-CG). Both groups are followed
prospectively throughout pregnancy. The outcomes are compared
between groups at their recruitment between 10-16 weeks of
pregnancy (T1) and between 5 to 10 weeks postpartum (T2). The
participants were selected by a statistician who never saw the women,
using a computerized system based from the psychosocial risk
identified in the first interview. The statistician was not connected to
the rest of the study.
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Figure 1: Flowchart.

Recruitment
During periods of recruitment, the researcher went to ultrasound

waiting room, where she received a list of all pregnant women who did
not surpass the 16th week of pregnancy. The study was explained
directly to each woman requesting her participation. The selection
interview took part in an adjacent office, which was arranged for the
study, and with their signed consent. At the end of the interview, they
were given the first set of questionnaires that they would have to
answer and return immediately. Each week the interviews identified by
codes are sent to the statistician. Women with psychosocial risk were
retained, the others not. Then they proceeded to the random
distribution to participate in the control group or the experimental
one, respecting the level of risk. A phone call served to inform people
about the group participation.

All antenatal questionnaires were retained by the first statistician up
to the end of the interventions of all groups; at the end of all
interventions, he made a transfer of documents to a second statistician,
who introduced the rest of the data. Finally, a third statistician worked
on analyzing of all variables. In addition, the nurse midwives who
carried out the experimental intervention knew that the participants
were studied, but were unaware of the process, the variables and the
degree of antenatal risk in the women.

Sample and data
The study used a sample of pregnant women, with low and

precarious socioeconomic levels considered at postpartum depression
risk (using the interview validated by Righetti-Veltema et al. [31]. A
total of n=529 women were recruited using the computerized
scheduling of echography. After the test, information about the study
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was provided and a formal consent was given. Only participants with
moderate or high risk (n=220) were assigned by computer program
(SPSS.15), to a control group (CG) or an experimental group (EG),
resulting in nine intervention groups and their respective control
groups. For the random allocation sequence simple random sampling
was used.

The selection criteria were: a) less than 20 weeks pregnant, b)
moderate or high risk of depression, c) primiparous or multiparous
with fewer than three children, d) have a partner, e) have lower
socioeconomic status (classification Feito 1995) and f) language
comprehension. We excluded women without psychosocial risk,
without partner, those who consumed drugs, who diagnosed from
mental disorders, who belonged to a high social class, and not
understand the language.

The study was conducted in three health centers located in three
different European cities. The antenatal groups took place in the
period 2003-2007; the data were analyzed during 2008-2010 by
additional analysis in 2012. The three study cities (Barcelone, Figueres,
Beziers) have a high percentage of immigrants; the birth rate, the living
conditions and access to health services are proportionate. In the
centers studied, the standard maternal education program is
comparable with the same theoretical foundation. In addition, these
centers have a wide range of clients who live in urban areas or in the
suburbs; therefore, the probability of any coincidental or prior
relationship between the participants was low.

Antenatal EG groups started when women were between weeks
20-28 of pregnancy. The EG women received weekly sessions provided
by a phone call between sessions for recording incidents and
strengthening participation. CG women attended the usual antenatal
sessions, or the standard eight sessions, from the 30th week of
pregnancy; they received no phone call between the sessions. Some
women did not participate in any program; they were free to leave the
program participation in all cases. All participants received a layette
for compensation together with the postnatal questionnaires by parcel
post.

Intervention
Tourne's model showed that nursing intervention in antenatal

experimental groups is based on Roger's humanistic values [32];
according to Tourne’s model, the learning for the women and men
who are expecting a baby is very intense, because it covers a personal
process for each, there is also a change of family and of roles: couple,
social life... all in just nine months. For some parents there is added
economic hardship or cultural change, with rapid adaptation full of
events. The Tourne psychosomatic approach is based in the idea that
the body and mind are a unity indisociable. If the pregnant women
suffer from excessive somatic complaints it is highly likely to be
affected by psycho emotional experiences or problems. A similar idea
is Kamysheva et al. study, in which a higher frequency of physical
symptoms was associated with increased depressive symptoms in
pregnant women [29].

The nursing-midwifery process is focused on goals that require
actions to achieve a state of good health; for this the nurse-patient
relationship is the essential framework. The beliefs, values, attitudes
and knowledge of the patient and of the practitioner serve to explore
and understand the dynamics of health. Ultimately, each person sees
himself/herself as having the resources and capabilities, putting aside
the confusing advice of other lay people, and having the means of a

very attentive professional accompaniment. The most unique feature
of the program interventions under study is the use of a conscious
model tailored to the individual needs and circumstances of the
participants; including the consciousness and differentiation of
feelings/sensations, the ability to resolve symptoms by understanding
themselves ultimately results in greater autonomy and responsibility;
in this approach each person finds their own answers. The theoretical
basis of the method also includes a cognitive model that results in the
exchange of ideas and beliefs about pregnancy and childbirth among
participants; it also retains the attachment theory to allusions from
that point out the existence of the baby in utero from the first session.
In short, the approach is friendly, comprehensive and integrative.

Three nurses-midwives previously schooled by the study
investigators, not familiar the sampling process or the questionnaires,
conducted the experimental program sessions. Nurses-midwives
received 20 hours of training. A notebook with a scheme of the
content, objectives and process to follow in each session served as a
guide. The sessions were taped with the consent of the participants, the
purpose was to evaluate the content of the intervention and ensure the
same application in all groups.

In control group, women receive the program standard centered on
the control of pain in childbirth and recommendations for care the
child. There is no taped in sessions. The sessions times and the
number of sessions appliqued is similar.

Outcomes measure
The selection interview used came from the authors Righetti-

Veltema et al. [31] and contains psychosocial variables: the origin,
economic status, relationship with one's mother, perception of the
pregnancy (positive or negative), willingness to prepare oneself for the
birth, somatic symptoms, and psychological treatment history. Each
question has a value at the end ranging from zero to nine points; risk is
considered from three points onward.

The battery of questionnaires consisted of: a) EPDS scale [33],
validated Spanish version [34], the cutoff point of the Edinburg
postpartum depression symptoms used to identify the risk of PPD was
≥12; b) level of social support (Functional Social Support
Questionnaire survey of Broadhead et al, 1988) [35], validated Spanish
version [36], c) stress events (Holmes and Rahe, 1967) [37], adapted
version [38] and d) The relationship of couples (DASS Spanier, 1976)
translated into Spanish and validated [39]. In the second evaluation,
after delivery (T2) was used in addition, a questionnaire on follow-up
care and birth outcomes (health of mother and baby including birth
weight and gestational week at birth, type of delivery and problems of
the same).

Statistical analysis
For data analysis the criteria intention of simple treatment are

considered. Analyses were performed by integrating the control group
and the experimental group evaluating depressive symptoms, social
support, stress, partner relationship and postnatal outcomes. For the
analysis of differences between groups the Pearson X2 test, the U de
Mann-Whitney test or the Kolmogorov-Smirnov test was used, the
normality of the variables was analyzed using the Kolmogorov-
Smirnov test. Statistical significance was set at P<0.05 and the
confidence interval was set at 95%. Quantitative variables were
expressed as mean with standard deviation (SD) and dichotomous as a
percentage. For quantitative variables the student test for comparison
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of means was used for independent samples (intergroup differences)
and paired samples (intragroup differences). We used the software
package SPSS.15 always.

Results
A total of N=529 interviews were conducted from which we selected

n=220 cases of risk, rejecting the cases with low and without risk.
Were excluded n=36 women, seven by moving to another country,
four by abortion and two for medical reasons-these were justified,
there were 23 unjustified dropouts, including four with apparent
violence, nine lost cases and ten cases that would not continue. The
study included n=184 women. Finally, of the 147 questionnaires
received postpartum only 127 cases (69.02%) were analyzed for
response errors. 31% of the sample was lost (Figure 1).

Maternal characteristics
The demographic data of the participants were comparable in both

groups, showing no significant difference between the centers studied.
The mean age was x   = 29.3 years (28.36 to 30.25) to 5.53 SD; there
were 11 women between 18-20 years, a woman of 42 years and another
of 43 years. Regarding the origin, 50.39% (64) of the participants were
Spanish, 4.72% (6) were from another European country and 44.89%
(57) came from another continent; by adding the non-Spanish
Europeans with those from other continents, we obtained a sample of
half Spanish and half foreign nationals. The education profile was 14%
(18) with primary education, 29% (38) with secondary education,
14.9% (19) with some period of training, 16.40% (21) with full
professional training, 14% (18) said they had access to college, and
finally, 11.7% (12) had completed college. Socioeconomic status was
14.13% (18) middle class, 24.73% (31) situation between medium and
low, 34.86% (45) working class and 26.28% (33) below the threshold
poverty. Parity was 65.41% (75) primiparous and 34.58% (52)
multiparous. The variable pregnancies indicated that 22.3% (32) of the
participants had a history of abortion, with an average of previous
pregnancies x   = 2(1.3 SD).

Satisfaction with the models
All participants were very similar good satisfied with the antenatal

program in both groups when asking about satisfaction with the
preparation for childbirth overall. We exposed the affirmative
responses of participants (“yes, it helped me”; “yes, I'm satisfied”) in
present work; they was completed the questionnaire together with
partner as received set point try to answer in consensus.

The percentage of fully completed satisfaction questionnaire from
CG participants was 15% (only 25% participated more than seven
sessions in a standard intervention) and from the EG was 85.70% (88%
participated more than seven of the ten sessions); these comparative
analyses were evaluated with the chi square test and the Fisher test.
The results obtained are as follows:

• There is a significant difference between the groups for questions
about understand, expressing feelings and communicating with
baby in uterus: understanding the symptoms of pregnancy: 4 in
the CG and 38 in the EG (p=0.05 Pearson Chi-Square Test and
p=0.05 Fisher’s Test); understanding all information received: 3 in
the CG and 37 in the EG (p=0.02 Pearson Chi-Square Test and
p=0.02 Fisher’s Test); expressing my feelings: 0 in the CG and 18
in the EG (p=0.04 Pearson Chi Square Test and p=0.03 Fisher’s

Test); and, communicating with the baby: 3 in the CG and 38 in
the EG (p=0.05 in Pearson Chi-Square Test and p=0.05 Fisher’s
Test).

• No difference is noted for questions relative at cognitive objectives,
loneliness, social support and communication: clarifying
information about pregnancy (4 in the CG and 27 in the EG:
p=0.45); changing erroneous beliefs (4 in the CG and 31 in the EG:
p=0.35); reducing my loneliness (4 in the CG and 30 in the EG:
p=0.37); couple communication (3 in the CG and 21 in the EG:
p=0.70); improving support in the couple (1 in the CG and 21 in
the EG: p=0.10); requesting overall support (0 in the CG and 9 in
the EG: p=0.16).

Outcome of variables: social support, stress, and relationship
with partner

The variables social support and stressful events do not indicate any
change between antenatal and postnatal evaluation in either group, no
difference was found (p=0.26 and p=0.58 respectively in the CG,
p=0.92 and p=0.19 respectively in the EG). No differences were
observed between groups in any of the variables assessed in the
postpartum.

Premature births and weight of the newborns
In total there were n=16 preterm births, 13 (22.4%) in the CG and

three (4.4%) in the EG, the difference is significant (P=0.003) when the
p-value is calculated with the Pearson X2 test, there is no
independence between the two variables, the group is important.
Among the premature infants, six were born between 29-33 weeks, five
in the CG and only one in the EG (due to premature rupture of
membranes). The analysis by weeks of gestation to birth of the baby
shows that there are differences in the level of prematurity of the
infants studied. The p-value comparison test between the means of the
groups indicates a significant difference (p=0.02) when calculated with
the Student t test. The mean of the variable weeks of gestation is lower
in the CG with greater deviation: x   = 39.20 (2.88 SD) comparatively to
the EG: x   = 40.40 (1.50 SD). However, to implement the contrast in
nonparametric version with test Mann-Whitney U, the p-value of
p=0.08. Probably the size of the sample influences these analyses. In
relation to the weight of the baby at birth, an analysis the average
statistics suggests that the CG babies weighed less than the others
(almost 300g). The average weight of the babies was x   =  3019.01
(668.83 SD) for the GC and for the babies of the EG it was:
x   =  3301.87 (506.65 SD). The average weight of the EG is higher while
the standard deviation is less than that of the CG. The p-value of the
parametric comparison test calculated with Student's t is p=0.01,
leading to the conclusion that the average variable weight of the GE is
significantly higher than that of GC.

Results from adherence to the program and adherence to the
antenatal care protocol

The adherence to the experimental program was 88% (60)
participated ≥ 7 sessions, and 46% (32) of the participants attended all
sessions. Those who participated more than four sessions showed a
clear reduction of postnatal depressive symptoms compared to the
antenatal evaluation in a univariate analysis, this difference was
significant in the analysis with the 't' of Student (p=0.002) and also
significant in the analysis with the Wilcoxon test (p=0.003). That is,
women who participated in at least half of the sessions had a
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significantly lower mean EPDS than in the antenatal assessment. There
was no greater impact to more participation; a similar effect was
obtained from five sessions. Curiously women from other countries
participated more than the local women.

Adherence to the protocol was assessed from the visits, usually
identical to the protocol of each of the study centers. In 64.7% of the
cases, the women of the CG made all protocol visits, compared to
79.6% of the participants of the EG, although there is greater
adherence than the EG, the difference did not reach statistical
significance (p=0.080). In relation to the execution of the analyses and
tests such as ultrasound, 84.1% of CG women attended in comparison
to 92% of participants in the EG, with no significant difference
(p=0.211). The most remarkable and significant variable is the
assistance to men in the antenatal preparation sessions at birth, 23.1%
of the CG men participated in three sessions compared to over 60% of
men participation in the EG (p<0.0001).

Discussion
In the evaluated antenatal program, significant data were obtained

concerning the babies’ weight and the premature birth, as well as
adherence to the program, an indicator of the women's satisfaction.
This adherence to the experimental program could explain that
women made more antenatal care, more health checks and, in turn,
they could affect the baby’s weight. However, caution should be taken
in the conclusions due to the loss of questionnaires, sometimes
questionnaires were not returned, and at other times responded to
mistakenly; the self-assessment was risky. An interviewer facilitated
the execution of responses and avoided the loss of questionnaires;
unfortunately there was no funding for it. This loss did not help to
achieve statistical significance.

In analyzing the profile of the missing cases, two variables were
highlighted: the origin and socioeconomic status, both are significantly
different between the initial participants and those lost (p=0.001),
curiously, more were lost of the Spanish and the more disadvantaged
socioeconomic status participants (p<0.001). Age indicates a
difference in the limit of significance (p=0.05). Neither parity nor
gestation shows significant differences between subjects who remained
in the study and those who were lost (parity: p=0.436; gestation:
p=0.352). There were no significant differences in the level of
education between the women who left and those who remained in the
study (p=0.07). Some of these data contradicted those observed in a
study of about the participation in antenatal programs whereby, age
and origin are variables that make a difference, while the oldest and
the Spanish were those who participated more [6], however, the same
study coincides with ours with the smaller participation of the poorest
women. Importantly, this study was conducted in areas with high
immigration rates (15-30%), a conscious choice to ensure the
participation of people of the lower social class. The rate of immigrants
certainly influences the results, and they relocated frequently. It
happened that foreigners benefited more than those of the country,
they were even more involved than expected. The study helped
establish links between mothers. Although the precariousness of
economic funding slowed and hindered the process of the study, the
benefits on people and the satisfaction described by participants was
extraordinary.

Losses in randomized studies with pregnant women are common,
the loss rate can reach 41%, regardless of the type of intervention,
especially if there is no compensation; the young, those with less

education, those with lower incomes, with less social support, smokers,
and those with a history of depression are the most abandoned
according to an exhaustive Canadian study [40].

Pregnant women in living in difficult circumstances in the social
and economic level and lacking a healthy environment, may remain
outside antenatal groups due to their own discouragement and
isolation; care for these women is needed to care for their infants [41].
An antenatal group is a way to encourage support for different levels
and if one can help curb some of prematurity, then it would be a good
option in cases at risk. However, the program may have to include
more than ten sessions, additional individual interventions in certain
women, extension of the approach after birth, or interfere with an
interdisciplinary team as proposed by Halbreich [42].

The association between socioeconomic status, stressful events and
depression before and after childbirth has been well explored [43], in
addition, the loss of social support resulting from death of loved ones
or marital conflict, low material support due to economic hardship or
living in poverty favors stress [44], a situation that affected the
participants in present study. In any case, we find that the decrease in
preterm deliveries and the adherence is high, so that, somehow, the
results are encouraging.

Conclusions
The antenatal program, evaluated by applying a Tourné

intervention and a protocolled content, opens avenues of study that
have not yet been explored. The obtained results suggest that the
prematurity in women of low socioeconomic status needs to be
studied with a much larger sample exposure, adding incentives to
encourage retention in the study for the control cases. Early detection
performed exploiting women's visits to the echography before the 22nd

week was a bonus and suggests effectiveness in the selection of cases at
risk, because in our country, women of all conditions perform that
test. Prematurity, the weight of the babies and adherence to the
program can permit to conclude that the study conducted had an
effect. It would be appropriate to continue investigating in this line
with a larger sample and avoiding the use of mail for data collection;
mailed self-administered questionnaires constitute a limit, because in
addition to the risk of loss, they can be answered by other people.
Finally, the results of this study must be understood within the limits
explained. The overall contribution of the research is that much less
interesting and novel, and suggests a different approach to the
preparation of care at childbirth for the benefit of the variables
addressed. The antenatal sessions that provide information and birth
preparation exercises are appropriate in the general population, but
women at psychosocial risk should be offered different approaches.
The association between pregnancy processes and results thereof
(premature birth, low birth weight baby) involves a multidimensional
approach needed to address the care of the mother and the baby.
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