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Abstract 

Background: Research has shown that depression and/or anxiety does not only affect the 

pregnant mother but can have adverse effects on the development of the unborn child in utero 

and on its development later in life. It is therefore important to find an effective intervention 

to treat women during pregnancy. Objective: The aim of this study is to evaluate the 

effectiveness of the six-week Icelandic transdiagnostic cognitive behavioural group therapy 

(TCBGT) protocol after adapting it to the special needs of pregnant women by including 

significant perinatal content. Method: Women receiving prenatal services in Primary Health 

Care in Iceland were offered to participate in the program. A total of 44 pregnant women 

participated in the treatment. Mean age was 27 years (SD=4.48; range 18-37 years). The main 

outcome included anxiety (GAD-7) and depressive (EPDS) symptoms measured at the 

beginning of each session. Clinically significant change was assessed as well, using the 

reliable change index. Results: A repeated measure, intention-to-treat-ANOVA, showed a 

significant effect of time on depressive (p<.05) and anxiety symptoms (p<.05). Effect sizes 

were medium for depression (ω2 =.07) and anxiety (ω2 =.07). Clinically significant change in 

depressive symptoms was reached by 15 (50%) women and by eight (28.7%) women for 

anxiety. Conclusion: This study indicates that an adapted version of TCBGT might be a 

feasible choice for treating depressive and anxiety symptoms during pregnancy.  

Keywords: Anxiety, depression, symptoms, pregnancy, antenatal, CBT, 

Transdiagnostic Cognitive Behavioral Therapy, primary care, effective, GAD-7, EPDS  
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The Effect of Six-Week Transdiagnostic Cognitive Behavioural Group Therapy on 

Anxiety and Depressive Symptoms Among Pregnant Women: A Pilot Study 

Pregnancy can be a time of excitement and anticipation, but it is also a time of great 

upheaval that requires the expectant mother to adapt to considerable changes. This is not 

always a pleasant experience. There are great physical changes that can have an effect on the 

well-being of the mother and worries about the health of the unborn baby are common 

(Green, Kafetsios, Statham, & Snowdon, 2003). The well-being of the mother during 

pregnancy affects both her and her child (Alder, Fink, Bitzer, Hosli, & Holzgreve, 2007). 

This applies to both antenatal and postnatal development (Clavarino et al., 2010). It is 

therefore important to tend to the mental as well as the physical health of the expectant 

mother, to monitor signs of maternal anxiety and depression in pregnant women and provide 

them with appropriate treatment.  

It is believed that the rate of common mental disorders is similar with women who are 

pregnant and those who are not (Kessler et al., 1994; Williams et al., 1995). According to a 

large population-based study conducted in the United States, 7.8% of pregnant American 

women suffer from psychological distress or mental health problems (Witt et al., 2010). Poor 

antenatal mental health increases the chance of continuing psychological disorders following 

birth (Witt et al., 2010). The rate of anxiety disorders and depression varies between studies, 

but research has indicated that up to 24% of women experience some kind of anxiety disorder 

during pregnancy (Sutter-Dallay, Giaconne-Marcesche, Glatigny-Dallay, & Verdoux, 2004) 

and approximately 7-12% experience depression (Bennett, Einarson, Taddio, Koren, & 

Einarson, 2004). According to a large Icelandic study of the antenatal and postnatal well-

being of Icelandic women (Lýðsdóttir et al., 2014) the rate of depression among Icelandic 

women is similar, while the rate of anxiety is lower (Sveinsdóttir, 2011). Approximately 10% 

of Icelandic women experience depression during the 16th week of pregnancy and 9% in the 
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36th week of pregnancy. The proportion of mothers who experienced anxiety was 10.2% in 

the 16th week and 11% in the 36th week. The results also showed that anxiety and stress early 

in the pregnancy is an indicator for depression in the last months of the pregnancy 

(Sveinsdóttir, 2011). This is a cause for concern, as women who experience anxiety disorder 

during their pregnancy are three times more likely to experience postnatal depression than 

those who don't (Sutter-Dallay et al., 2004). 

Antenatal depression and anxiety can have a wide-ranging impact on both mother and 

child. Firstly, the experience of the expectant mother will not be as enjoyable. Symptoms of 

anxiety and depression can also have an effect on the birth itself (Alder et al., 2007). Some of 

the main effects include complications in birth, the use of pain killers during birth and 

premature birth. This is independent of other biomedical factors that may have an effect. The 

well-being of fetuses and new-borns is also affected (Alder et al., 2007). The effects are not 

exclusive to the pregnancy period and they can be long-term. Research has indicated that 

antenatal anxiety, but not depression, can influence the behavioural and emotional problems 

of children, both boys and girls, at age 4 years (O’Connor, Heron, & Glover, 2002). The 

same study indicated links between a mother's antenatal anxiety and ADHD among boys. 

This is independent of whether the mother continues to suffer from anxiety or postnatal 

depression following the pregnancy and after controlling for smoking, socioeconomic status, 

child sex, alcohol use and maternal age (O’Connor et al., 2002). Children whose mothers 

experienced antenatal anxiety were two to three times more likely than the children of 

mothers who did not experience antenatal anxiety to have behavioural and emotional 

problems, and this association is still present at age seven (O’Connor, Heron, Golding, & 

Glover, 2003). Furthermore, Clavarino et al. (2010) demonstrated that maternal anxiety 

during the child's first years, up to the age of 5, increases the likelihood of child attention 

problems at the age of 5 years, and the association is still present at 14 years (Clavarino et al., 
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2010). Studies have also indicated that children whose mothers had experienced depression in 

the first years of the children's lives are more likely to suffer from depression when they 

reach puberty than children whose mothers did not experience depression (Pawlby, Hay, 

Sharp, Waters, & O’Keane, 2009). Children whose mothers experienced antenatal depression 

were four times more likely to also suffer from depression than children whose mothers 

experienced depression later in life (Pawlby et al., 2009). 

Despite antenatal anxiety and depression being a common problem it has been little 

studied, especially compared to postnatal depression. Yet the consequences of antenatal 

anxiety and depression for both mother and child provide ample reason to focus particularly 

on this period in their life. It is important for the mother to recover during the pregnancy to 

prevent the possible adverse outcomes, which puts further emphasis on finding treatment 

during pregnancy rather than focusing primarily on postnatal mental health. Approximately 

50% of women diagnosed with postnatal depression have experienced antenatal depression 

(American Psychiatric Association, 2013) and anxiety is an indicator for postnatal depression 

irrespective of antenatal depression (Heron et al., 2004) as well as for continuing anxiety 

following the pregnancy. As in the general population, anxiety and depression overlap among 

pregnant women (Heron et al., 2004). 

There is a lack of treatment options for expectant mothers. Most pregnant women are 

willing to receive help in treating mental health problems and choose psychological therapy 

rather than pharmacological treatment (Goodman, 2009). Only 35% of women stated that 

they would likely take medication if recommended. A considerably higher number said that 

they would accept pharmacological treatment if they were neither pregnant nor breastfeeding 

(Goodman, 2009). Studies indicate that treatment for depression during pregnancy can have a 

preventative effect on postnatal depression (Burns et al., 2013) and even prevent a relapse 

during pregnancy (Dimidjian et al., 2015). There have not been many studies focusing 



TRANSDIAGNOSTIC	COGNITIVE	BEHAVIOURAL	GROUP	THERAPY	 7	

specifically on the treatment of antenatal depression and anxiety, but the ones that have been 

conducted are promising (Austin et al., 2008; Green, Haber, Frey, & McCabe, 2015; Thomas, 

Komiti, & Judd, 2014). In a randomised trial, Austin et al. (2008) found a significant 

reduction in anxiety and depressive symptoms among pregnant women receiving group CBT, 

although similar results were found for the control group getting an information booklet 

about CBT. Asghari, Faramarzi, and Mohammmadi (2016) found a four-week group (12 

sessions, 90 minute each) CBT for women suffering from preeclampsia to be effective. 

Participants were randomly divided into a control group, only subject to standard monitoring 

from a midwife, and a study group. The results showed that symptoms of depression and 

anxiety were significantly reduced in the group of women who received group CBT, 

compared to the control group (Asghari et al., 2016). 

Green et al. (2015) found that a six-week group cognitive behavioural therapy (CBT), 

that looked specifically at treating depression in the perinatal period, showed a considerable 

decrease in symptoms of anxiety and depression. However, there were only ten participants 

and eight of them had already given birth during the treatment. Only limited conclusions can 

therefore be drawn regarding the success rate for antenatal anxiety and depression (Green et 

al., 2015). Thomas et al. (2014) found similar results when studying a six-week CBT tailored 

to the needs of pregnant women and their partners. The results indicated the usefulness of 

such a group intervention, as the symptoms of maternal depression and anxiety decreased 

significantly. Moreover, the success had been maintained two months postpartum. (Thomas 

et al., 2014).  

CBT is the treatment believed to be most effective in targeting depression and anxiety 

in a general population and is the treatment recommended in clinical practice guidelines 

(National Institute for Health and Care Excellence [NICE], 2011, NICE, 2016). To improve 

cost-efficiency and shorten waiting lists, a transdiagnostic cognitive behavioural group 
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therapy (TCBGT), where the same treatment is provided to individuals with various 

diagnoses, has been used successfully in Icelandic primary care (Kristjánsdóttir et al., 2016). 

In light of the high correlation between anxiety and depression among pregnant women 

(Lýðsdóttir et al., 2014) the TCBGT was adapted to their needs in this study. This is the first 

study to examine the TCBGT protocol after it has been adapted to the pregnant population by 

adding significant perinatal content. Our hypothesis is that TCBGT will effectively reduce 

depressive and anxiety symptoms among pregnant women in a primary care setting.  

Method 

Participants 

Sixty-three women recieving prenatal services in Primary Health Care in Iceland were 

invited to participate in a first line TCBGT treatment for mild to moderate depressive and/or 

anxiety symptoms. The inclusion criteria were a) being pregnant and b) being able to speak 

and read Icelandic. Exclusion critera were drug abuse, intellectual disability, personality 

disorder, severe mental illness, social problems and unstable use of psychotropic drugs. A 

total of 44 pregnant women participated in the treatment. Mean age was 27 years (SD=4.48; 

range 18-37years). The mean gestational age at the start of the program was 25 weeks 

(SD=52.5 days; range 10 weeks-36 weeks).  

Instruments 

Two primary outcome measures were used to test changes in depressive and anxiety 

symptoms: The Edinburgh Postnatal Depression Scale and the Generalized Anxiety Disorder-

7 item scale. Symptoms were assessed at the start of each session, allowing comparison of the 

impact of treatment as well as monitoring change from session to session.  

The Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden & Sagovsky, 1987) 

is a 10-item self rating scale designed to detect depression in the postnatal period. The items 

are answered on a 4-point Likert scale indicating how the individual felt the past week and is 



TRANSDIAGNOSTIC	COGNITIVE	BEHAVIOURAL	GROUP	THERAPY	 9	

completed within 5 minutes. The total score ranges from 0-30, with higher scores indicating 

more signs of depression. It covers the common symptoms of depression without symptoms 

that may be expected during the perinatal period, such as fatigue and changes in appetite. The 

EPDS has good psychometric properties and has been validated both in the postpartum and 

prenatal period (Gibson, McKenzie-McHarg, Shakespeare, Price, & Gray, 2009). The 

Icelandic translation of the EPDS has been shown to have good psychometric properties 

during the antenatal period (Lýðsdóttir et al., under review).  

The Generalized Anxiety Disorder 7-Item Scale (GAD-7; Spitzer, Kroenke, Williams, 

& Löwe, 2006) is a self-report questionnaire consisting of seven items and is intended for 

screening for generalised anxiety disorder. It has also been found to be effective in measuring 

the severity of symptoms, with increasing scores being associated with multiple domains of 

functional impairment. Assessment is indicated by a total score ranging from zero to twenty-

one. The GAD-7 has been shown to have good psychometric properties, both in the primary 

care population (Spitzer et al., 2006) and during the perinatal period (Simpson, Glazer, 

Michalski, Steiner, & Frey, 2014). The Icelandic translation of the GAD-7 has been shown to 

have satisfactory psychometric properties (Ingólfsdóttir, 2014).  

A questionnaire about socio-demographic data was designed by the researcher. The 

questionnaire covers gestational age, prior history of depression and/or anxiety, the use of 

psychotropic drugs, marital status and whether the participant was carrying a first child and, 

if not, how many children the participant has. 

Procedures 

Transdiagnostic Cognitive Behavioral Therapy, for pregnant women with emotional 

problems, was offered to women receiving prenatal services in the Primary Health Care in 

Iceland’s capital area, i.e. Reykjavík and neighbouring municipalities. Participants were 

referred by a psychologist, a general practioner or a midwife, after a clinical evaluation, as a 
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first line treatment for mild to moderate emotional problems related to the pregnancy. All 

participants received information about the study and their participation and signed a 

declaration of informed consent. At the start of each session, participants answered the 

Edinburgh Postnatal Depression Scale and the General Anxiety Disorder-7 Item Scale. 

Participants were not required to score above cut-off scores to attend the programme as it is 

intended for all women having emotional problems during pregnancy, regardless of the 

severity. Participants also answered socio-demographic questions in the first session they 

attended. Therapy sessions were once a week, for two hours at a time, for six consecutive 

weeks. The programme was taught by a clinical psychologist, a trained clinical psychology 

student and a midwife. Having a midwife to co-teach the program was considered essential to 

meet the additional needs of  pregnant women having emotional problems (i.e. birth-related 

anxiety, pregnancy-related problems, body image during pregnancy etc.). All participants 

were closely monitored by both the midwife and the psychologist. If participants’ emotional 

problems were considered serious they were offered additional individual therapy sessions.  

Approval for the study was granted by the Ethics Committee of the University of 

Iceland and the Primary Health Care of the Capital Area. All participants received a written 

and a verbal description about the study and signed a declaration of informed consent. All the 

women recieved the same services regardless whether they participated in the study or not.   

Six-session cognitive behavioural group treatment protocol 

The protocol was based on the Icelandic TCBGT treatment, which has been studied in 

a primary care setting in Iceland since 2005. The treatment is feasible for a wide range of 

mood and anxiety disorders (Kristjánsdóttir et al., 2016) and delivers similar effects on 

general and disorder-specific symptoms (Kristjánsdóttir et al., N.D). The protocol was 

adapted to the special needs of pregnant women by including significant perinatal content, 

both in terms of psychoeduation and how the strategies were used (mainly through 
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examples). Each session started with reviewing last week’s homework and completing one 

thought record together. In table 1, each session is described in more detail.  

Table 1. Description of each session of the TCBGT protocol 
Session Topic Homework  

1 Introduction to CBT, for whom it is intended and when 
it is useful.  

The connection between thoughts and feelings 
explained with the five aspects model.  

Automatic thoughts explained as well as thought 
records, with an emphasis on connecting these to the 
pregnancy.  

How pregnancy can affect your emotions and well-
being.  

Healthy habits during pregnancy.  
Introduction of a short relaxation technique. 
 

Completing one thought record.  
Doing something small every 

day that brightens the mood. 

2 Different categories of cognitive distortions are 
introduced.  

Useful questions for cognitive restructuring and 
distorted thoughts.  

The development of the baby and feeling the baby’s 
movement.  

How the mother’s emotions can affect her baby.  
 

Home assignment: Thought 
record with cognitive 
restructuring.  

 

3 General education about depression and how we need to 
change our behaviour to overcome depression.  

Behavioural activation and the timetable as a tool 
introduced.  

Discussion of body image during pregnancy. 
How to prioritise and the importance of social support. 
Discussions about where to find support. 
 

Completing a thought record 
with cognitive restructuring.  

Putting something enjoyable on 
the timetable for each day.  

4 General education about anxiety and how a change of 
behaviour is needed to overcome anxiety.  

How anxiety is maintained with safety-seeking 
behaviour.  

How the mother’s well-being affects the development of 
the baby and fetus.  

 

Thought record with cognitive 
restructuring.  

Letting go of one kind of 
safety-seeking behaviour.  

 

5 More about automatic thoughts and where they come 
from.  

Rules of living and core beliefs discussed. 
Bonding with the baby. 
Exercise in self-compassion.  

Completing a thought record 
with cognitive restructuring.  

Trying to behave in different 
ways according to more 
helpful rules of living. 

 
6 Myths about motherhood and pregnancy discussed.  

Discussion about the birth and worries about the birth. 
Education and normalisation of “the baby blues“. 
Goal setting and relapse prevention. 

Creating a crisis plan 

Note: TCBGT=Transdiagnostic Cognitive Behavioural Group Therapy 
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Statistical analysis 

A repeated measure intention-to-treat (ITT) ANOVA was carried out to test the hypothesis. 

Data were entered into SPSS. For missing data, the last observation carried forward method 

was used, with the exception of missing data from the first session, where a last observation 

carried backward method was used. All assumptions were tested and outliers were detected 

using an Inter Quartile Range (IQR) of 2.2 (and not 1.5 or 3.0 as is the standard in SPSS) as 

suggested by Hoaglin and Iglewicz (1987), as they found an IQR of 1.5 to be too small and 

an IQR of 3.0 to be too big. Effect sizes were calculated with the omega squared equation for 

repeated measure ANOVA (Field, 2013).  

Clinical Significance was used to assess individual change. Participants were 

evaluated by endstate functioning (recovered/not recovered) and treatment response. 

Treatment response was defined using the Reliable Change Index (RCI) as suggested by 

Jacobson and Truax (1991). The reason for this is that a change in scores between pre and 

post measurements can cross the cut-off point, from a clinical sample to a non-clinical 

sample, without the change being reliable. Using RCI, it can be determined with more 

certainty that a real change has occurred and that the change is not simply a fluctuation of an 

imprecise measuring instrument (Jacobson & Truax, 1991). RCI was calculated as suggested 

by Matthey (2004), using the sample pre-scores standard deviations and the instruments 

Crohnbach’s alpha. An RCI of 1.96 (p<.05) or more was required to be considered to show 

treatment response. Endstate functioning considered to be recovered was defined as a score 

within one standard deviation of the mean of normative samples for Icelandic women, as well 

as showing reliable treatment response (RTR). Participants scoring within normative samples 

at pre-score measures were excluded when endstate functioning was determined.  
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Results 

A total of 63 women were referred to the treatment programme during a period of 

seven months. Out of these, 48 women attended at least one session while 15 did not attend 

the programme at all. Of the 48 women who attended the programme, only 44 gave their 

informed consent, four of whom did not want to answer demographic questions (see Figure 

1). Data from all 44 women were used except when reporting socio-demographic 

information. Of the 40 women who answered socio-demographic questions, nine (20.5%) 

were married, five (11.4%) were single and 26 (59.1%) were living with a spouse. Twenty-

two (50%) women were having their first child, 13 (29.5%) were having their second child 

and five (11.4%) women were having their third child. Thirty-one (71%) women had a 

history of anxiety, 23 (52.3%) women had a history of depression, 19 (43%) women had a 

history of both anxiety and depression and five (11.4%) women had no history of anxiety or 

depression. Seven (15.9%) women were taking medication for anxiety or depression during 

the programme.  

 

Figure 1. Flow chart describing the sample studied.  

 
 
 
 

 

	
Women referred N=63 

Women who wanted to attend 
the programme N=58 

Women who attended at least 
one session N=48 

Women who agreed to 
participate in the study N=44 

Women who answered 
demographic questions N=40 

Women who declined 
participation N=5 

Women who did not show 
up at any session N=10 

Women who did not want to 
participate in the study N=4 

Women who wanted to 
participate in the study but not 

answer demographic 
questions N=4 
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Each participant attended 4.25 sessions on average (SD=1.67). Only 13 (29.5%) 

women attended all six sessions. Ten (22.7%) women attended five sessions and 21 (47.8%) 

women attended four sessions or less (see table 2). 

Table 2. Number of sessions each participant attended 
Number of sessions  N (%) 
1    5 (11.4%) 
2  3 (6.8%) 
3  4 (9.1%) 
4    9 (20.5%) 
5  10 (22.7%) 
6  13 (29.5%) 

 

Efficacy of the intervention using repeated measures ANOVA 

In table 3, mean scores on the EPDS and GAD-7 and standard deviation for each 

session are shown. Mauchly's Test of Sphericity indicated that the assumption of sphericity 

had been violated for both depressive symptoms (χ2(14) = 52.905, p <0.05) and anxiety 

symptoms (χ2(14) = 42.087, p <0.05), and therefore, Greenhouse-Geisser corrected scores are 

reported (Depression: ε =.65, Anxiety: ε =.69). There was a significant effect of time on 

depressive symptoms (F(3.24, 139.46) = 4.48, p =.004, ω2=.07) and anxiety symptoms 

(F(3.47, 149.08) = 3.98, p =.006, ω2=.07). There was a slight reduction in depressive 

symptoms from session to session with an average reduction of 2.6 (8.7%) points on the 

EPDS scores from session one (Pre-test scores; M= 13.11, SD=4.76) to session six (Post-test 

scores; M=10.53, SD=4.03). Similar results were found in reduction of anxiety symptoms 

with an average reduction of 1.8 (8.6%) points on the GAD-7 scores from session one (pre-

test scores; M=9.30, SD=4.78) to session six (Post-test scores: M=7.5, SD=3.82). A post hoc 

test using the Bonferroni correction revealed that the TCBGT reduced depressive symptoms 

significantly between session one and six (p=.004), two (M=12.23, SD=4.70) and six (p=.03) 

and three (M=12.41, SD=4.69) and six (p=.05). Anxiety symptoms reduced significantly 

between session one and six (p=.03). 
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Table 3. Mean EPDS and GAD-7 scores and standard deviations for each session  
Session  EPDS GAD-7 
 Mean SD Mean SD 
1  13.1 4.8 9.3 4.8 
2  12.2 4.7 8.8 4.6 
3  12.4 4.7 8.8 4.8 
4  12.0 5.2 8.5 4.3 
5  11.1 5.0 8.0 4.5 
6  10.5 4.0 7.5 3.8 

Note: EPDS = The Edinburgh Postnatal Depression Scale, GAD-7 = The Generalized 
Anxiety Disorder 7-item Scale, SD = Standard deviation.  
 
Clinical Significance 

 Women meeting the cut-off criteria at pre-score measurements for depression 

(measured with the EPDS) were 30 and 28 for anxiety (measured with the GAD-7). 

Calculating the reduction in EPDS and GAD-7 scores needed for change to be reliable, this 

sample standard deviation was used (EPDS = 4.76, GAD-7 = 4.78) and showed a reduction 

of 5 points to be a reliable change for both instruments. An EPDS score of 13 (one standard 

deviation (4.8) above the mean (7.9) score of an Icelandic non-clinical sample) and a GAD-7 

score of 7 (one standard deviation (3.18) above the mean (3.38) score of an Icelandic non-

clinical sample for women) or lower was considered to be a full recovery. Using this criteria, 

reliable and clinically significant change is shown in table 4. The same participant showed 

reliable deterioration in anxiety (six points) and depressive symptoms (eight points). 

Table 4. Reliable and clinically significant change for participants scoring above the cut-off 
score for anxiety and depression at the beginning of treatment 

 Depressive Symptoms Anxiety Symptoms 
Recovery + RTR 9 (30%) 5 (18%) 
RTR 6 (20%)    3 (10.7%) 
Reliable Deterioration 1 (3.3%) 1 (3.1%) 
No Change 14 (46.7 %) 19 (67.9%) 

Note: RTR = Reliable Treatment Response. 
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Discussion 

The purpose of this pilot study was to evaluate the effectivenes of a TCBGT, adapted 

to the special needs of pregnant women by adding significant perinatal content, to treat mild 

to moderate depressive and anxiety symptoms in a primary care setting. The antenatal 

TCBGT program was found to be effective in reducing depressive and anxiety symptoms of 

pregnant women as measured with the EPDS and GAD-7. The effect size showed a moderate 

reduction of both anxiety and depressive symptoms. As for the clinical significance, the 

analysis of recovery and treatment response showed promising outcomes, with more women 

showing response for depressive symptoms then anxiety symptoms. This is in line with 

previous research on TCBGT treatment where there were some signs of TCBGT having more 

impact on depressive symptoms than anxiety symptoms (Kristjánsdóttir et al., 2016). The 

authors speculate that this is due to the protocol being more focused on automatic thoughts 

and re-evaluations in the context of cognitive biases and no prominent part dealing with 

behavioural experiments to test these thoughts and evaluations, which is considered an 

essential part in overcoming anxiety (Kristjánsdóttir et al., 2016). 

The findings are consistent with previous research (Asghari et al., 2016; Green et al., 

2015; Thomas et al., 2014) and add to the support of CBT being a feasible treatment for 

anxiety and depression during pregnancy. Moreover, it supports the effectiveness of using a 

transdiagnostic approach to CBT. CBT is an especially good choice of treatment during the 

perinatal period as many pregnant women are not keen on taking medication during 

pregnancy or when breastfeeding (Goodman, 2009), as the effects of psychotropic drugs on 

the development of the child are unknown. Using a transdiagnostic approach can shorten the 

waiting lists and provide a cost-effective, effacious treatment in the primary care setting.  

This study differs from previous research as it uses repeated measures and not only 

pre- to post measurements. This takes into account the change that occurs from session to 
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session rather than only focusing on the difference between two time points, minimising the 

effect of daily mood swings. By using the ITT analysis and the last observation carried 

forward method, it doesn’t exclude those with low retention rates and therefore takes into 

account misleading artifacts as non-random attrition (Asghari et al., 2016; Green et al., 2015; 

Thomas et al., 2014). It is also not specifically tailored to a certain group of pregnant women 

(Asghari et al., 2016) or a specific kind of mental disorder (Asghari et al., 2016; Green et al., 

2015; Thomas et al., 2014) and is focused on the antenatal period rather than the perinatal 

period (Green et al., 2015) giving better insights into the effect during pregnancy, which is 

critical as postpartum recovery does not prevent the adverse effects on the fetus and mother 

that might occur during the pregnancy. Additionally, it evaluates clinical significance as well 

as statistical significance. This is important because despite the moderate effect size, the 

average drop in symptoms is not likely to provide any benefit to the individual and does not 

reach the threshold of reduction of five points for the change to be considered reliable. When 

examining the outcomes with clinical significance, results show that up to half of the women 

are showing a reliable change in their mood after attending the programme. However, a point 

worth noting is that there is no consensus on how to evaluate clincal significance and how to 

define a truly meaningful change for the individual. Different approaches have been used to 

assess this and a relatively conservative method was chosen to assess the clinical significance 

in this study.   

This study had several strenghts. The sample size was rather large for a pilot study, 

participants were measured in every session, giving good comparisons of effectiveness 

between each session. Reliable instruments were used to assess anxiety and depressive 

symptoms. All the sessions, across all three groups, had the same psychologist and mid-wife 

instructors, the protocol followed was a TCBGT that had already been examined with good 

results, with the exception of the perinatal content included. The programme was free of 
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charge for anyone referred, making it accessible for all regardless of their socieconomic 

status, resulting in participants coming from all sectors of society. The study is not without its 

limitations, however. There was no control group or wait-list group so it may be possible that 

the reduction in anxiety and depressive symptoms is due to natural courses rather than the 

programme itself. There was no formal admission interview and no diagnostic interview, 

making it is impossible to know whether these women were suffering from clinical anxiety 

and/or depression. It is important to keep in mind, however, that the main goal of the 

programme was to provide treatment for all women suffering from emotional problems, 

regardless of their severity or nature. A few participants were taking medication and/or 

getting additional psychiatric help elsewhere, which could affect their scores. There was a 

low retention rate, which could mean that women getting worse are not showing up. This 

could exaggerate the effectiveness of the programme. However, when using ITT we are 

partly counterbalancing this effect as those who drop out are considered to not get better at 

all, although those getting worse are not taken into account either. It is therefore important to 

note that research has shown that depressive and anxiety symptoms tend to stay stable during 

the perinatal period (Heron et al., 2004). There could be several reasons for the low retention 

rate. The programme was conducted during working hours and it can be difficult to get away 

from work. On the other hand it was also considered an advantage as it meant that mothers 

with children at home could attend while they were at daycare. Even though the programme 

was held in the central area of Reykjavík, some women had to travel a distance of up to 40 

minutes to get there which could be an obstacle, especially for those suffering from 

depression. The average age of participants was low compared to other studies (Green et al., 

2015; Thomas et al., 2014) which could be a possible reason for the low retention as Thomas 

et al (2014) found that the retention rate among younger women (29.7 years) was 

significantly lower than for older women (34.5 years). 
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It would be interesting, in future research, to compare the effectiveness for those 

diagnosed with depression and/or anxiety with those who do not reach a clinical diagnosis. 

Furthermore, comparing a wait-list group or a control group with those getting treatment 

could shed better light on the effectiveness of the programme and eliminate/confirm the 

uncertainty of a natural recovery. It is also important to look further into the low retention 

rates and examine the participants’ satisfaction with the programme and try to overcome the 

possible obstacles that might be getting in the way of participating in the programme. 

The results of the current study have supported the feasability of using TCBGT in 

treating anxiety and depressive symptoms during pregnancy. Further research is needed, 

however, as treatment for women during pregnancy is a highly understudied subject and 

many things are yet to be discovered. Outcomes in clinical significance are promising, yet 

they indicate that there is room for improvement. It is therefore necessery for future research 

to examine why some women are not reaping any benefits from the treatment and how the 

protocol might be adapted to provide the best treament possible for depressive and anxiety 

symptoms among the pregnant population.  
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