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Other members then offer support, and as 
the local practitioner I generally put in a link 
to the NCT website to ensure that good-
quality information is always available.’ 

Caroline Flint, 
antenatal teacher, Lambeth

‘Good peer support can help 
parents cope with the chaos of life with 
a new baby!’ 
My experience in NCT spans more than 40 
years. In that time, I’ve been an antenatal 
teacher, and had lots of other practitioner and 
branch volunteering roles: booking secretary, 
breastfeeding counsellor, walks in the park 
leader, postnatal leader, tutor, jumble sale and 
(later) Nearly New Sale organiser. Now I teach 
and help organise Nearly New Sales and first 
aid courses, but the beauty of NCT to me has 
always been the potential for making friends, 
and for many couples this is the most lasting 
legacy of their NCT course: the friends who 
are there for them when breastfeeding is 
difficult, or when life with a toddler is fraught, 
or when choosing schools, or when saying 
goodbye when their children go to university. 
These are friends who have been around 
forever, and who bonded during one of the 
most important periods in their lives. 

As well as using techniques such as small 
group work to help people make friends 
during the course, I have developed ways 
to encourage them to carry on meeting 
when the course ends.  At the end of each 
course, I give the group a list of when they 
are meeting up (I usually make it every 
Monday), starting off with evening meet-
ups and, after about three weeks, when 
they are on maternity leave, I change it to 
midday meet-ups. I allocate one couple 
to organise where they are meeting up 
every week. This sounds very prescriptive 
and bossy, but life with a new baby can be 
chaotic, and the feedback I’ve had from 
parents is that they really appreciate the 
firm guidance. Their remarks suggest that 
if they hadn’t had my list they might never 
have managed to meet up at all.

I have recently started a ‘take under your 
wing’ scheme where I ask someone with 
a young baby to invite a pregnant woman 
who lives nearby to come round for the 
morning or afternoon. This was in response 
to someone in a reunion saying that they 
would have liked more hands-on instruction 
in holding a baby and bathing a baby, so I 
thought the best people to do that would 
be women at home with new babies. Thus 
they both meet someone who lives very 
near them with a new baby.

If a group is small (five couples or fewer), 
I usually try to merge it with another group, 

Our theme for June is peer support.

Most people find the transition to parenthood a challenging time, 
and the demands and anxieties of looking after a baby can be 
compounded by feelings of isolation. Relationships often come
under a good deal of pressure, but having a friend to confide in 
can transform the experience.

Three experienced antenatal teachers share their tips for helping 
expectant parents make friends, while three mothers talk about the 
role of their NCT peer group in providing new friendship (p3). The 
early postnatal period can be a particularly anxious time for new 
mothers. Cathy Wardle, a postnatal leader who received excellent 
feedback from mothers who attended her Early Days courses, 
shares some of what she’s learnt about supporting women to feel 
confident as new mothers (p6).

I am a co-author on several articles this time, reflecting some of 
the outputs from my team’s programme for evaluation of NCT 
services. Mike O’Driscoll and I look at how we can involve parents 
further in branch activities, enabling branches to flourish and 
continue providing support for new parents (p14).

NCT’s Birth and Beyond Community Supporters (BBCS) project 
aims to address the difficulties faced by new parents who are 
refugees or asylum seekers by offering training to become peer 
supporters. Vanita Bhavnani, Andrea Allez and I look at what the 
project has achieved (p8). 
 
Peer support has been shown to help in increasing rates of 
breastfeeding. Vanita Bhavnani and I describe NCT’s breastfeeding 
peer support project in East Lancashire, and look at how it has 
helped women feel more confident in breastfeeding (p12). 

In her third article on behaviour change, Angela Ryan’s review of 
reviews presents the evidence on interventions to reduce stress 
and anxiety during pregnancy (p16).

Please accept our apologies for an error which appeared in the 
table of the article ‘Learning from breastfeeding peer support 
programmes in Sheffield’ (Perspective, Dec 2012). The corrected 
version is available at http://bit.ly/15JcyAx
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NCT networks – 
enabling parents 
to support 
each other

Becoming a parent isn’t easy, but 
the support of friends made in 
antenatal courses and through 
branch activities can prove 
invaluable in making the transition. 
Kim Thomas looks at ways of 
encouraging peer support. 

So many parents value the friends they make 
through NCT networks, either by attending 
a course or getting involved in their local 
branch. Anecdotally, we know that the 
friendships they make then, which help them 
through demanding weeks with their baby 
when they’re short of sleep, often continue 
for years. Increasingly, it is recognised 
that friendships and community-based 
connections make a valuable contribution to 
health and well-being, reducing isolation and 
enabling people to use their skills 
and knowledge.1

Antenatal courses have a key role to play in 
facilitating friendships. Below, three antenatal 
teachers, Caroline Flint, Tessa Brocklehurst 
and Suzy Colebeck, give us their perspectives 
and explain how much emphasis they put on 
the social and network-building aspects of 
work with expectant parents. 

These days, social media can be a great 
source of mutual support, and provide a 
route into the NCT branch for new parents. 
Gosport & Lee-on-the-Solent branch has 
50 household members, but its Facebook 
group has 400 members. ‘We’re finding it 
brilliant for peer support,’ says Kathryn Kelly, 
antenatal teacher. ‘It was kick-started by a 
few members of the team posting questions, 
and generating conversations – introducing 
solids, sleep, the sort of issues that parents 
often seek support on. And now there’s a 
constantly rolling conversation, with parents 
being welcomed on joining, which prompts 
them to ask a question – maybe about when 
the baby group is on, or how to cope with 
one of any number of childhood transitions.  

as, very often, at least two couples in a 
group will decide to move out of London 
within two years. I do this by inviting class 
members from both groups to lunch in a 
nearby pub, and giving them all labels so 
that they get to know each other’s names. 
Sometimes instead I have a bring-and-share 
lunch at my flat but it gets a bit crowded 
with buggies.

I also ask women from previous classes to come 
to a class with their baby and breastfeed, while 
talking about their experience of breastfeeding. 
This is a brilliant way to introduce pregnant 
women to breastfeeding and they all say that 
this has helped them to do it themselves.
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Mother of Ava, 16 months
After the course finished, the whole 
group met up weekly. It was so exciting 
as the babies started to be born; it felt 
like a celebration each time there was a 
birth. We discussed our experiences and 
reassured those who were still waiting 
to go! And it was lovely when we all met 
up again with our antenatal teacher 
Amy Maclean, (complete with seven 
new, tiny members). Amy meant a lot 
to us. She was so open and warm, she 
helped to create a really friendly and 
supportive atmosphere. It became fairly 
commonplace to receive an email from 
an NCT friend at 4am, as they fed their 
little one with one hand, and typed with 
the other.  It was lovely to know that 
someone else was awake in the middle 
of the night.

Our babies are more than a year old 
now, and our days of coffee shops 
are gone, as the children want to 
run around and play.  We usually go 
for walks around the park, meet in 
someone’s house or go to a local 
sensory room.  We also have more 
freedom for girls’ nights out. It’s still a 
novelty to dress up, wear mascara and 
drink wine while the men babysit.

My NCT group has given me so many 
fond memories of the weeks preceding 
and after Ava’s birth.  They have also 
been a huge source of support.  It is 
wonderful to have a group of friends 
who never tire of listening to my 
worries about feeding, sleeping and 
weaning; because they are going 
through the same. I’m hugely grateful 
to all of them. 

Dawn Keong
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Melissa Middler-Price, mother of 
Bayley, aged 13 months
Rachael was the first of the group to have 
a baby, and she emailed everyone with 
the news of Emily’s birth. When Bayley 
was two weeks old, Rachael suggested we 
try out a Bumps and Babies group. After 
that, we started meeting up every week. 
It was lovely because there were times 
when we found it very difficult because we 
were both breastfeeding, and both having 
sleepless nights. 

Even if we weren’t having the same issues, 
it comforted me knowing that although my 
baby wasn’t perfect, no-one’s is – we’ve 

 
 
 
all got issues we’re trying to deal with. 
Whenever I came away from meeting with 
her, I just felt so much better. I felt I could 
cope with everything so much more, and I 
wasn’t alone. Now we still try and meet up 
on a weekly basis. 

My maternity leave has been the most 
special and precious time in my life, having 
that one-to-one time with my baby, and I’ll 
always have that special bond with people 
who shared that with me. I think Rachael 
and I will always remain friends because 
we’ve shared so much of that together. 

Rachael Holloway, mother of 
Emily, aged 14 months 
Melissa and I meet at least once a week. 
If we were up in the night and feeding, we 
would occasionally text each other with 
what had happened that day, asking each 
other questions, or arranging to meet up. It 
was nice at 2 o’clock in the morning, when 
you’re sitting there blurry-eyed feeding, to 
know that you weren’t the only one up at 
that time.  

It helped that we had similar experiences, 
so I might say, ‘Emily has been really grizzly 
today,’ and Melissa would say that Bayley 
was like that yesterday, so you’re reassured  

 
 
 
that it’s nothing to worry about and other 
people are going through it as well. 

After starting at Bumps and Babies, we 
started walking together. We would meet 
up in the same venue each week, have a 
walk with the prams, and then go in and 
have a coffee. Even when we didn’t feel like 
doing it, we did it anyway, and we always 
felt better afterwards because we would 
talk about everything that was happening, 
and then maybe laugh and joke about 
things we’d been crying about earlier. 

Tessa Brocklehurst, antenatal teacher and 
postnatal leader, Bedfordshire

‘My involvement in the branch 
helps new parents get involved in 
all NCT activities.’
A lot of my antenatal groups go from classes 
into the branch Bumps and Babies groups. 
I’ve run Bumps and Babies for many years. I 
also do home birth support, and I’m on the 
Labour Ward Forum and the MSLC. My hope 
is that they will go on from there to other 
branch activities – including helping to run 
the branch.  The transition from one group 
to another is helpful: if my clients turn up 
at Bumps and Babies, it’s a familiar face. Jo, 
our breastfeeding counsellor, is at Bumps 
and Babies most weeks, so they can talk to 
me or Jo. We can be quite a big group – we 
often have more than 20 people attend. 
You see them coming in nervously with a 
new baby and not knowing what they’re 
doing, and months down the line, they’re 
the confident ones talking to the new 
mums and telling them it’s all going to get 
better. There’s a lovely continuity.

I try to encourage people to get involved in 
branch activities. I don’t usually mention it 
in antenatal class, because before they’ve 
had their babies, they don’t have any idea 
what it’s going to be like. I usually wait until 
they’re at Bumps and Babies, when they’re 
over those first few weeks of life being 
totally crazy. We had a period recently when 
we were short of committee members, and 
I think it helps if someone you know already 
asks you to get involved – putting 
a message in the newsletter doesn’t 
usually work. 

I think it’s good for antenatal teachers to be 
involved in the committee meetings. By going 
to the meetings, you’re more likely to know 
what’s going on and you’ll know where the 
gaps are. If you’re encouraging someone new 
to go to a committee meeting, you can say, 
‘I will be there,’ and that’s useful. It’s helpful 
for the committee, too, to have a teacher 
there, as your connection with the national 
organisation means you’re more likely to pick 
up on any issues that other members might 
not be aware of, such as which businesses 
you can take advertising from. 

Suzy Colebeck, antenatal 
teacher, Newcastle
‘Encouraging peer support is my main aim.’
As a new teacher, I was keen to give parents 
information and share all that I knew. I soon 
realised, however, that although parents 
do crave a certain level of information from 
classes, what they love is getting to know 
each other and sharing ideas. Ten years on, 
I really encourage this and I’m explicit with 
parents that this is a key aim of my classes. 

Here are some of the ways I’ve found of 
encouraging friendships in the class:

• Before classes begin, I send an email 
letting people know that the classes 
will be structured to allow time for 
talking and getting to know each other.

• When the couples arrive, I welcome 
them and show them to the area set 
out with refreshments and ask them 
to help themselves. I deliberately keep 
myself busy as this helps them get to 
know each other.

• I split the classes into single-sex 
groups and ask them to discuss how 
they can offer support to each other 
in labour and beyond. The men look 
at what support they can give their 
partners and the women look at what 
support they need.  The men can 
then discuss their fears and concerns 
together.

• The couples work through a labour 

overview together where they share 
their knowledge and their questions. 
This promotes a lot of laughter as well 
as discussion. 

• In the second session, the couples bring 
food to share. I send an email in which I 
offer to bring cake and bread and then 
the group spends most of the week 
planning what to bring. This is always 
wonderful – the group take ownership 
of it and swap recipes and ideas. It takes 
an hour but is worth every minute.

• I use the expertise in the room. The 
input is often amazing and the group 
bond together with little help from me.

• Small group work is key to helping 
groups to bond. I use it as much as 
possible and often suggest it as 
an assessor. 

• I ask the parents to discuss activities 
they can do during the pregnancy and 
afterwards with babies. 

They go online and find out about 
groups and classes and make 
arrangements. The men in a recent 
group swapped numbers, and 
dubbed their meet-ups ‘Man Club’. I 
now encourage this at each class to 
ensure that the men get the support 
afterwards too.

• At the end of the class we say goodbye 
and I remind them that they have each 
other to support them through this 
amazing transition.

When I see the couples afterwards, they 
are meeting regularly and speak fondly of 
each other.

They support each other through 
illness, going back to work and even 
bereavements. It is a great source of pride 
that they form such a well-bonded group.

I don’t believe that anything I do is 
revolutionary. I start with peer support as 
the main aim and work from there.  

At a reunion recently one of the women 
said to me, ‘We can’t thank you enough. 
Our NCT experience has been exactly what 
we hoped for and we have met the most 
wonderful group of people who we know 
will be with us for many years.’

References
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Leading 
postnatal 
groups: sharing 
good practice

Cathy Wardle, an NCT postnatal 
leader, received outstanding 
feedback from mothers responding 
to online audit.  She shares some 
of the lessons she’s learnt from 
running Early Days courses.

7

‘Since I qualified as a postnatal leader in 2011, 
I have run 11 Early Days courses. During that 
time, I’ve learnt a lot about what mothers 
want from a group, and how best to respond 
to their needs. Here are some of my thoughts 
about what works well, and what doesn’t. 

How my approach has evolved 
I used to be a lecturer, and many of the skills 
I used in seminars and class discussions 
were useful in facilitating discussion in 
postnatal groups. Over time, I’ve become 
more informal. I spend more time sitting on 
the floor than I do on a chair – it changes the 
power dynamic and enables the discussion to 
flow over my head rather than all comments 
being directed through me. These days, I 
have less planned – I found that when I had 
planned specific activities, I didn’t take as 
much time to listen to what was happening 
for the mothers because I was keen to go 
back to the plan. With less formal plans (but a 
repertoire of prompts or ideas) I was able to 
spend more time listening to what had been 
happening for the women during the week, 
and to pick out and respond to specific issues 
as they arose. 

I do slip in information from research 
wherever possible, and many mothers find 
this both interesting and reassuring: for 
example, discovering that the common 
definition of ‘sleeping through’ is one five-
hour block of uninterrupted sleep can help 
them realise that their baby’s sleep pattern is 
normal, and allay worries that they are failing 
to get their baby to sleep ‘properly’. I also use 
email to send links to relevant information 
after each session of the course, referring 
both to the NCT website and to other 

organisations such as Isis (www.isisonline.
org.uk), or support groups such as the Birth 
Trauma Association 
(www.birthtraumaassociation.org.uk).

I avoid activities that require everyone to 
write, as generally over half the group are 
feeding, cuddling or changing babies. I use 
fewer ‘choose a picture’ activities, as I did 
not find groups responding well. It can be 
difficult to find suitable images large enough 
for everyone to see, and then to have room to 
display them. I do use visual activities that ask 
the mothers to place themselves somewhere 
on a spectrum of opinions (e.g. ‘In an ideal 
world, where would you be between full-time 
stay-at-home mum and full-time working 
mum? At what point between conception and 
now did you start to feel like a mum, or when 
do you think you will?’). I use the flip chart 
less than I did initially, as I would prefer to 
focus on listening to the women than to write 
everything down in detail.

Expectations of the Early Days course
Some of the women who attend my Early 
Days groups have previously been to NCT 
antenatal classes, while others haven’t. 
At the start of the course, I establish the 
difference between this and an antenatal 
course, pointing out that I am not a postnatal 
‘teacher’, and that the course is not about 
me transmitting a body of information to 
them, but about exploring the issues that are 
significant in their lives right now. Many of the 
women, whether or not they have attended 
an antenatal course, expect to receive 
practical advice about baby care. ‘I expected 
to learn about childcare. I learnt so much 
more than this,’ one said. By the end of the 
course, feedback repeatedly emphasises an 
increase in confidence. As one mother said, 
‘Practical stuff would have been less useful. 
As the course has been about trusting 
instincts [I feel] more confident and relaxed.’ 

My opening session has moved towards an 
open discussion of the issues facing the 
mother. I used to ask the group for items they 
wanted to put on a course agenda, and use 
prompt cards to suggest topics. However, this 
tended to generate either very few ideas, or 
a list of very specific requests for information 
and advice: ‘How do I start a routine? When 
should I start expressing? How do I do x/y/z?’ 

Now I start the course with a getting-to-
know you activity that asks the mothers to 
find things they have in common which are 
nothing to do with babies. This effectively 
introduces the question of identity, and 
how it is shifting for them, as they generally 
agree it is difficult to stop thinking about 
babies! I then ask the group to do a ‘My 
biggest’ activity, identifying biggest surprise, 

disappointment, challenge, joy, question 
and so on. This usually generates a good 
discussion, from which I can pick out key 
issues or questions that they might find it 
useful to talk about during the course. 

It’s important to avoid putting limits on what 
can be discussed in the course – for many 
parents of young babies it is impossible to 
separate what is ‘baby-focused’ from what 
is ‘parent-focused’. Nevertheless, ostensibly 
‘baby-focused’ topics can be used to 
generate discussion that I can lead onto a 
more parent-focused theme, and mothers 
acknowledge in their feedback that it is ‘good 
to be encouraged to talk about yourself and 
not just baby’. For example, I have responded 
to requests to talk about baby development 
with an activity where groups are asked to 
put a list of development milestones and 
stages of weaning (birth to 12 months) into 
a roughly chronological order. This serves as 
a starting point for a much wider discussion 
on the topic, ‘How much do I know about 
babies? How does it feel to have this huge 
responsibility but to not really feel that I know 
anything about it? How would I feel if my baby 
didn’t develop like everyone else’s? How do I 
let go of my expectations/hopes about what 
my baby will do/be/become and accept this 
child for who s/he is?’ I then use the same 
format to look at changes happening for the 
mother herself in the first year or years, such 
as having sex, feeling like herself again, going 
to work, stopping breastfeeding or having 
another baby, to encourage the women to 
think about their own development.

I want to encourage mothers to see and 
respect different points of view and to 
reflect upon what has influenced their own 
decisions, including the cultural/social/
historical norms within which they are 
parenting. This approach is influenced by 
Our babies, ourselves, Meredith Small’s 
book about how childrearing practices vary 
from culture to culture.1 The presence in 
some groups of mothers from different 
countries (including Pakistan, India, Chile 
and New Zealand) has enhanced these types 
of discussion, with mothers comparing 
the different ways they themselves were 
parented, and the different expectations that 
their families have of how they should care for 
their baby. 

Acknowledging emotions
I try to create an atmosphere in which it is 
OK for the women to feel sad or happy, angry 
or relieved, and where we acknowledge 
that even if they have a healthy baby, that 
doesn’t negate the feelings of loss they may 
have, whether that feeling comes from the 
experience of birth, of feeding, or of grieving 
for their pre-baby life. Given that the birth 

of a child is expected to be a time of joy, 
many mothers have little opportunity to talk 
openly about negative feelings. Reflecting 
during my training on my own experience 
led me to appreciate the importance of 
acknowledging negative emotions. My 
own experience of becoming a mother had 
been deeply traumatic: I had an unexpected 
very premature birth, an ill baby and major 
postnatal depression (PND). I received lots 
of well-meaning but useless comments 
about how at least I didn’t get stretch marks 
or put on lots of weight, and reminders that 
the important thing was that my baby had 
survived, which seemed at the time to imply 
that I should be happy, rather than profoundly 
sad and anxious. 

If we want the mothers to be able to 
acknowledge the full range of their emotions, 
it’s important to allow them space to express 
feelings about their antenatal preparation 
or lack of it. This can include anger or 
resentment towards NCT – some women 
have felt that the antenatal classes painted a 
too rosy picture of natural birth and left them 
unprepared for having a caesarean section or 
interventions. Certain women attending the 

groups have been traumatised by the birth 
experience, and in this case I encourage them 
to consider accessing their maternity notes 
and making use of the debriefing service 
offered by the local hospitals.

Whether or not women’s memories of 
their antenatal classes accurately reflect 
the actual content of those classes, their 
feelings are real.2 Those mothers who feel 
that their birth experience did not live up to 
their expectations (whether independent of 
or reinforced by an NCT antenatal course) 
often comment on how the opportunity to 
talk about their experience has helped them 
to ‘come to terms with difficult birth’ or ‘get 
some closure on a difficult birth’. 

Working with different types of groups
The groups I have worked with have varied in 
size from four to ten mothers. In some ways, 
the groups are quite uniform: I’ve had few 
single parents, and nearly all of them have 
been first-time mothers. Most (though not all) 
of the mothers are middle-class, with an age 
range extending from mid-20s to mid-40s. 
Nearly every group has one or more mothers 
whose birth experience has left them feeling 
traumatised. Groups where women have 
been open with one another about previous 
and current mental health problems have 
been particularly effective. These women are 
often very aware of their own emotions and 
have strategies in place to help them cope 
with challenging events – their honesty in 
discussing depression or bipolar disorder has 
opened up a space for other women in the 
group to admit to negative feelings. Some 

groups are more humorous and irreverent 
than others – laughter is a very useful way 
of relaxing people, and thankfully the babies 
can usually be counted on to fart loudly at 
random intervals, which can break a 
heavy atmosphere.

Encouraging peer support
One of the most important aims of an Early 
Days course is to help the mothers make 
friends and encourage them to offer support 
to each other. I’ve found it useful to be 
directive at times in setting up pairs or small 
groups, as otherwise everyone gravitates 
towards the same chairs each week – and 
once they have sat down, the women 
generally won’t move again unless you say 
very specifically, ‘Jane, could you work with 
Helen on this?’ 

I encourage groups to use the email list 
themselves, and gradually to take ownership 
of the group. It’s fine to be directive about 
encouraging a group to meet up. For example, 
if someone is nervous about feeding in public, 
ask,  ‘Might it help if you were with another 
mum?’ At this point, someone may offer 
to help, but if not, it’s possible to suggest, 
‘Perhaps someone else in the group might be 
able to meet up with you…’ This kind of gentle 
encouragement can help the mothers to 
carry on offering each other mutual support 
long after the course has finished, and I know 
of mothers locally who are continuing to 
support one another as their babies become 
toddlers and as they themselves have gone 
on to have other children.

My hope is that women take away from the 
group the important lesson that there is no one 
right way of parenting, and that while they will 
all make different decisions for themselves and 
their families as their children grow, they are all 
capable of being ‘good enough’ mothers. The 
words of this mother sum up my ideal learning 
outcome: ‘I feel more confident in myself, my 
beliefs, and what I’m doing with my baby. It 
has encouraged me to think about things in 
different ways and have a much more positive 
outlook. I feel excited about the future now.’

‘I feel more confident in 
myself, my beliefs, and what 
I’m doing with my baby. It has 
encouraged me to have a 
much more positive outlook.’

‘They are all capable of being 
“good enough” mothers.’
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If the model of support is to be sustainable 
it must be attractive enough for local 
authorities to want to commission it in future, 
when project funding has come to an end. 
NCT has a long track record in providing 
support and information to enable more 
women to breastfeed, an activity that 
has positive health effects for babies and 
for women.4

Sheila Bottomley, breastfeeding counsellor 
and trainer of the Bradford cohort, reflected 
on how breastfeeding is often discussed 
by the volunteers. ‘It comes up a lot in 
discussion. They’re definitely interested 
in supporting other mothers and knowing 
more about what helps breastfeeding to 
go well. I think it will be able to make a 
positive contribution without women feeling 
pressurised.’

Lessons learned
Many lessons have been learned during the 
delivery of the first two courses, including not 
to schedule sessions for a Friday, as this is the 
day that the UK Border Agency (UKBA) calls 
refugee and asylum seekers for immigration 
signing in Leeds. In response to the challenge 
of low literacy in English, innovative ways of 
gathering evidence to meet accreditation 
criteria have included audio recording of 
role play and group work. Volunteers are also 
given support with language and completing 
written worksheets. Atia, a Muslim refugee 

from Pakistan, describes how participation 
in the training had made a difference for her. 
‘I was quite shy about going out and talking 
to people. The course has made me more 
confident to speak in English and taught me 
so much. I can give advice to other women, 
but it teaches me not to tell people what to 
do. I know that it’s about listening to other 
women… My friend was advised to have an 
abortion because her baby’s brain didn’t 
develop properly. She didn’t want to have an 
abortion. The baby died after she gave birth. I 
told her it was not her fault and talked to her 
when she was sad.’ 

Impact of the project
The main impact of the training so far has 
been the raising of volunteers’ confidence 
and sense of self-esteem. Anna Dawson-
Jones feels a highlight has been opportunities 
for public speaking: ‘Fatou travelled on her 
own to a conference in Manchester and 
spoke about her experience. She was a great 
ambassador for the project and a voice for 
asylum-seeking women.’

Volunteers in West Yorkshire are being invited 
to assist tutors at Bradford University as 
service users in recruiting suitable midwifery 
students. They also participate in midwifery 
training, telling their stories as asylum seekers 
and refugees from different countries now 
living in the UK, raising awareness of past 
trauma, deprivation and the complexity of 
their needs. 

Recognising the potential for ‘encouraging 
people to use their skills and talents to 
build new friendships and connections’, and 
that ‘strong communities can improve our 
health and wellbeing, and reduce health 
inequalities’, the government’s social 

care White Paper calls for local authorities 
to include ‘preventive practice and early 
intervention’ in their service planning.5 A key 
aim is that communities are ‘encouraged 
and supported to reach out to those at risk 
of isolation’. These objectives are shared by 
NCT’s Birth and Beyond volunteer training 
and parent support. Currently, with Health 
& Social Care Volunteering Fund (HSCVF) 
project funding, the service is offered free 
of charge in the pilot areas. In future, NCT 
will seek contracts from local authorities 
for delivery via children’s centres and other 
community settings across the country. 
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Mary Newburn, head of research 
and information, Vanita Bhavnani, 
senior research and evaluation 
officer, and Andrea Allez, national 
project manager, look at the 
achievements of a programme to 
train refugees and asylum seekers 
as peer supporters.

who also has other children. She has been 
supported to attend appointments and cope 
with the demands of her young family. 

The three-year pilot project is funded by the 
Health and Social Care Volunteering Fund 
from the Department of Health. The fund 
was set up in 2011 to develop an integrated 
model of peer support for women and 
families that is available during pregnancy and 
continues into the early years.1 Pregnancy 
and new parenthood can be a time of stress 
and uncertainty. For some families on a very 
low income, language barriers, housing 
difficulties and legal rights and access issues 
dominate their day-to-day lives. The Birth 
and Beyond Community Supporters (BBCS) 
project aims to provide support for families 
living in difficult social circumstances, 
including young parents, armed forces 
families, recent migrants with little English 
and particular communities who make limited 
use of maternity and other health services. 
The pilot includes women from the South 
Asian communities in East Lancashire and 
the West Midlands and young army families in 
Catterick Garrison, North Yorkshire as well as 
refugee and asylum-seeking women in 
West Yorkshire.

Stress and low mood
The stress and isolation that these families 
often experience, together with all the 
demands that come with having a baby, can 
lead to physical health and anxiety-related 
problems for mothers. Our hypothesis is 
that peer support can make a significant 
contribution to a greater sense of agency 
and a positive sense of well-being, as well as 
alleviating isolation, stress and low mood, 
which can lead to clinical depression. 

A recent report on pregnant women seeking 
asylum says: ‘‘Women need support in 
pregnancy. They need to be surrounded by 
a network of friends and family. They need 
stable and adequate housing. They need 
good nutrition, rest and exercise. Not only 
does stress and isolation impact negatively on 
the mother herself but it is now well known 
that it impacts firstly on the developing brain 
of the baby and secondly on the health of 
the baby after birth. All of these vulnerable 
women have social problems and many of 
them also have medical problems, such as 
HIV or other serious infections, complicating 
their pregnancy.’2 

‘The training has given me confidence when 
I had none, made me feel like a professional 
when everyone else treated me as a criminal, 
and given me something to live for,’ Fatou 
told Anna Dawson-Jones, local project 
manager for the NCT community support 
project in West Yorkshire. Fatou is one of four 
women who are now volunteering as peer 
supporters working with refugees and asylum 
seekers in Huddersfield, the first cohort to be 
recruited and trained in a project aiming to 
involve 240 parent volunteers, and at least 
as many pregnant women and parents with 
young children, in four areas of England. 

For Fatou, becoming a Birth and Beyond 
community supporter represents a long 
journey, starting in the Gambia and involving 
adjustment to a life in exile in the UK where, 
she says, she has felt marginalised and 
stigmatised. Widowed, and separated from 
two of her five children (two of whom still live 
in the Gambia), she has had to struggle to 
stay positive and keep moving forward. As an 
asylum seeker she is barred from paid work 
and welcomes the opportunity to make a 
contribution to her community and to other 
parents through working as a volunteer. 
As new peer supporters, she and Angellah, 
who trained together, are texting other 
mothers and keeping in touch by phone, as 
well as attending a drop-in session at the 
Huddersfield Women’s Centre. One of the 
women supported is a mother of twin babies 

Birth and Beyond 
community 
supporters – 
peer support for 
refugees and 
asylum seekers
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The role of the NCT community peer 
supporters is to engage with local parents 
as befrienders, offering empathy and 
encouragement, and to signpost them 
to relevant services. The 30-hour training 
course, accredited by the Open College 
Network (OCN) involves:

• Developing listening skills.

• Learning about confidentiality, 
appropriate relationships 
and boundaries.

• Finding out about local services and 
support organisations, so that the 
volunteers can accompany parents 
to clinics or groups and signpost 
confidently.

This is provided by NCT practitioners within a 
Preparation for birth and beyond framework.3

The peer supporter volunteers provide 
one-to-one support to mothers, through 
partnership arrangements with specialist 
voluntary agencies, midwives, health visitors, 
and family and maternity support workers. 
They attend, and sometimes set up, drop-in 
groups, accompany women to appointments 
and visit families at home. They put local 
parents in touch with each other, and provide 
a welcome at mother and baby groups and 
other community events. 

Following initial training, ongoing support for 
the volunteers is provided through facilitated 
group sessions and one-to-one meetings with 
the trainer and local project manager. Anna 
Dawson-Jones says, ‘I see all of the volunteers 
for a one-to-one support session every six 
weeks, when I ask them what they’ve enjoyed 
and what they would like to do more of.’

As the project becomes established, 
information is passed by word of mouth, 
and interest grows. The second cohort 
to be trained was larger than the first: 12 
volunteers enrolled and nine completed the 
training. Professional interest is also growing. 
‘We’re now getting referrals from health 
visitors, midwives and a GP practice, the 
St Augustine’s Centre, a church that offers 
services for asylum seekers, and from Home 
Start,’ says Anna. ‘What’s really good is that 
we often get different agencies referring the 
same family, so we know we’re building a 
strong reputation. We are able to respond to 
the specific needs of pregnant women and 
new mums whereas other agencies are good 
at providing food parcels, legal advice and 
help for those who are destitute.’

Promoting public health
One of the key questions for the project is 
how much the support may contribute to 
improving public health and in what ways. 

For further details, contact 
andrea.allez@nct.org.uk

‘The training has given 
me confidence and something 

to live for.’

‘Communities are encouraged to 
reach out to those at risk 

of isolation.’



Making a valuable contribution 
Although there is a strong focus on practical 
skills, our broader goals include helping 
fathers to:

• Gain appropriate access to services.

• Feel more able to support partners to 
breastfeed.

• Feel more confident in interacting with 
and handling newborns.

• Feel reassured that they can make a 
valuable contribution as a parent/carer.

• Become aware of other public health 
initiatives such as domestic abuse 
prevention and smoking cessation.

We gather views at the beginning and end 
of each workshop. Feedback has been very 
positive (see box), and the questionnaires 
show that there is a 100% increase in at least 
one area of knowledge by all those attendees. 
Some fathers have asked for a follow-up 
postnatal group, and we have recently started 
to host reunions, but it’s too early to evaluate 
the response. 

Our team considers babies to be individuals 
with great potential, but who sometimes lack 
stimulation, a nurturing environment, family 
support and cohesiveness. By getting fathers 
involved early, we aim to make a positive 
contribution to the long-term social and 
economic outcomes for Newham’s children 
and young people. The workshops represent 
part of our investment in early intervention 
and the next generation of parents.

Postnatal leader Catherine Neil 
describes the multi-agency
project she set up to offer 
much-needed support to parents 
of premature babies.

Dads Are Doing It (DADI) workshops were set 
up in July 2010 as a way of reaching out to 
new fathers and fathers-to-be in response to 
demand from the men themselves. 

Newham Council’s Early Intervention Service is 
part of Barts Health NHS Trust, in east London. 
We’re a team of midwives and support staff, 
offering midwifery services to the borough’s 
pregnant families and families with new babies 
up to six months of age. We work in partnership 
with the council’s Department for Children 
and Young People’s Services, and many of our 
activities take place in 24 children’s centres 
and outreach centres sacross the borough. 

Before setting up DADI, we were already running 
successful antenatal classes for couples. 
Although many fathers were very supportive of 
their partner, it was often the woman who was 
the driving force within the class, and some men 
were approaching staff after the class to ask 
questions. A men-only workshop seemed like 
the best way to support men to articulate their 
own worries and concerns.

The workshops are increasingly successful: 
last year we worked with 150 expectant 
(mainly first-time) fathers, and the number of 
attendees is increasing each month. We also 
have a handful of men coming whose baby has 
already been born, usually because the baby 
has arrived early. These new fathers are able 
to share their experiences, but they usually do 
not bring their babies, as they are too young 
to be away from their mothers for long. (This 
is different from the Mantenatal model, where 
babies come too.1)  

The PoPPy Project
Researching the effect of premature birth 
on the family, I found the Poppy (Parents of 
Premature Babies Project) report especially 
significant.3 Recognising the far-reaching 
impact of having a baby requiring intensive 
or special care, it speaks of the need for units 
to create a model of family-centred care. This 
includes recognising that parents need a 
great deal of emotional support, fathers need 
opportunities to express their feelings, and 
families need to feel valued in their roles with 
their babies.

The editor of our local NCT newsletter had 
had a baby, born at 26 weeks, who spent five 
months on the unit.  Through her, I received 
an introduction to staff on Buscot, the local 
neonatal unit based in the Royal Berkshire 
Hospital in Reading, and the charity Babies 
in Buscot Support (BIBS), which provides 
essential support to parents who have a 
baby on the unit. The BIBS committee and 
hospital staff were delighted to form a 
relationship with NCT that could contribute 
to their efforts to create a family-centred 
unit. After I had made a presentation to the 
BIBS committee, they agreed to the principle 
of a weekly drop-in. 

Adapting to parents’ needs
This was followed by months of meetings 
with BIBS, Buscot staff members and 
the premature babies charity BLISS, who 
adopted the project as an Affiliate Group. 
In September 2011, with the help of a very 
generous grant from BIBS and Awards4All 
(the Big Lottery Fund), we finally launched 
the NCT Buscot Parents’ Drop-in: a free, two-
hour, weekly drop-in session in the neonatal 
unit’s family room.  

Parents come to seek our support and share 
their experiences with others in the same 
position. A formal, topic-based, Early Days 
format does not work with this group of 
parents, as parents need to be able to come 
and go during ward rounds. We encourage 
conversations in small groups (sometimes 
only two or three parents or grandparents), 
to explore the current situation with their 
baby and to talk about the challenges of 
bonding, expressing breastmilk, maintaining 
hope and preparing for discharge home. 
Parents from different backgrounds, 
nationalities, ages and ethnicities come to 
the sessions, all linked by the experience of 
having a poorly or preterm baby.

The project has now been running for 18 
months. After the first year the Awards4All 
grant ended, and BIBS agreed to fully fund 
my weekly drop-in with a further grant. This 
enabled us to increase from the number 
of sessions where the NCT breastfeeding 

Dads Are Doing 
It – supporting 
families 
in Newham 

Interactive workshops
DADI days are practical, interactive workshops 
for expectant fathers, with places for up to 15 
fathers in each session. The workshops, which 
are run in each of Newham’s children centres 
in turn, run from 10am to 4pm.  They are held 
on the last Saturday of each month, as parents 
told us that weekday classes are difficult to 
commit to. 

We publicise the service in a variety of ways. We 
have a booklet that advertises all our services 
and is sent to all local GPs, health centres and 
libraries. We also advertise in the children’s 
centres’ own activity booklets, the local 
maternity unit and the local midwifery centres, 
as well as on the websites of the council, the 
local Mumsnet and the local hospital. We 
sometimes have referrals from social workers 
for fathers who are hoping to gain custody of, 
or access to, their young babies. Attendance 
has been good, with an average of ten fathers 
attending each session. The take-up has 
reflected Newham’s diverse ethnic mix. 

Learning practical skills
The sessions are designed to be fun and to 
focus on practical skills, enabling participants 
to meet other fathers, practise skills needed 
for early fatherhood and understand the 
importance of their role in family life. In 
particular, the days aim to help fathers: 

• Identify how they can support their 
partners during labour, birth and 
breastfeeding.

• Know the important contribution 
their involvement can make to their 
children’s lives.

• Identify qualities that are important for 
fathers to display.

• Demonstrate practical baby care skills.

• Discuss the impact a baby may have on 
their relationship, friendships and work 
for example.

• Find answers to their questions on labour, 
birth and beyond.

The practical skills that fathers learn in the 
workshops include baby bathing, nappy 
changing, holding and winding, swaddling, 
coping with a crying baby, safe baby sleeping 
practices and supporting their partners with 
breastfeeding. They have an opportunity to 
discuss as a group the attributes they consider 
make a good father and the type of father they 
want to be. The groups consider scenarios 
concerned with fatherhood and stereotypes 
of male roles, some of which challenge 
preconceptions and result in lively group 
discussions. Fathers are often quite candid 
with each other about their fears and hopes, 
and often bring a wealth of cultural solutions to 
the perceived challenges of fatherhood.

Jo Davis-White, Early Intervention 
Service midwifery team manager, 
introduces Newham Council’s 
antenatal service for men, 
designed to develop the skills 
needed for early fatherhood and 
understanding of the importance 
of fathers’ role in family life.

One in nine babies (80,000 in total) born to 
parents in the UK spends at least a few days 
in a neonatal unit.1 For affected parents, the 
first days and weeks of parenthood are very 
different from those whose babies were born 
healthy and full-term. 

Warren describes such parents as being 
‘hurled’ into parenthood without the essential 
time of preparation that a full-term pregnancy 
usually provides. 2 They feel a sense of deep 
shock and crisis during this time: machines 
become life-givers (where previously the 
mother’s body was what sustained the baby), 
and staff are the primary care-givers. Parents 
often feel as if they have failed and that 
they don’t have a purpose. Understanding 
the impact this has on the family and their 
interaction with their baby is essential 
when considering how best to work with 
these parents.

As a mother who had a preterm baby at 34 
weeks myself, I reflected upon the shock, 
distress, trauma, anxiety and separation I 
experienced in my baby’s first days spent 
on the neonatal unit. This, combined with 
contact on NCT Early Days courses with 
mothers whose babies had been very ill 
when they were born, led me to consider 
how I could support these parents in my 
professional capacity. 

Supporting 
parents of 
premature 
babies and 
babies who 
have spent time 
in special care: 
an outreach 
project
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counsellor was present.  Gina Outram, lead 
sister on the unit, says, ‘The NCT-led group 
creates a platform for feedback from parents 
to the neonatal nursing team. Catherine 
shares comments and suggestions with 
staff, helping us to develop a high-quality 
neonatal service by working in partnership 
with parents.’

As a result of my work on Buscot, I was 
invited to co-write the Level 5 Module, 
Understanding the Neonatal Unit Experience, 
for the University of Worcester, with 
breastfeeding tutor Lesley Taylor, who has 
supported parents for many years as a 
breastfeeding counsellor on a neonatal unit. 
I also represent Buscot parents’ interests on 
the Maternity Services Liaison Committee 
(MSLC) at the Royal Berkshire Hospital, as well 
as volunteering on the BIBS committee itself. 

The work has given me an opportunity to 
reach a group of parents who, due to the 
difficult circumstances of their baby’s birth, 
often miss out on the mainstream support 
that NCT is able to offer.
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What parents say
‘Catherine provided the service that 
I really needed...she was easy to talk 
to and gave me the reassurance and 
encouragement that I needed. The 
breastfeeding counsellor encouraged me 
and made it possible to form a bond with 
my son. I cannot imagine how I would 
have coped without the support of the 
NCT service that I so looked forward to 
every week.’ Irene, mother of Ed, born at 
25 weeks (16 weeks on Buscot)

‘Having the postnatal practitioner 
there definitely helped put things into 
perspective…I felt I was not the only one 
going through this experience. I don’t 
know how I would have got through my 
testing times in Buscot without her.’ 
Asma, mother of Mohammed, born at 28 
weeks. (Nine weeks on Buscot)

What fathers say
‘I didn’t really go to the class of my own 
will, but afterwards I thanked my girlfriend 
for making me do it.’ 
Audus, from east London

‘My wife saw a poster and said I have to 
go and learn about caring for the baby. 
I’ve learned a lot from the workshop and 
made lots of friends. I never handled 
a baby before. I’ve seen relatives do it 
before but I’ve never done it myself.’ 
Khin, Plaistow

For more information about our 
service, please contact 0203 373 0286 
or customer.services@newham.gov.uk.
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Vanita Bhavnani, senior research 
and evaluation officer, and Mary 
Newburn, head of research and 
quality, report on how a new service 
has been made to work with great 
results. 

NCT 
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East Lancashire
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East Lancashire Primary Care Trust has 
expressed a strong commitment to improving 
health and addressing health inequalities, 
and has set a target to increase breastfeeding 
continuation rates by 2%. As part of the 
strategy to achieve this, NCT has been 
contracted to provide peer support services. 
In 2010-11, the year the contract started, the 
breastfeeding initiation rate for East Lancashire 
was 68%, and the rate at six-to-eight weeks 
was 38%,1 considerably lower than the national 
average.2  By 2011-12, the initiation rates had 
increased to 69%.1 Health visitor records of 
breastfeeding at four-to-six weeks in particular 
boroughs are very encouraging. Three areas 
where NCT has been providing peer support 
show increases: in Rossendale up from 32% 
to 39%, with a similar pattern of increase in 
Pendle and parts of Burnley.

This article describes how the peer support 
service has become established and discusses 
the contribution it may be making to 
improving breastfeeding continuation rates. 
The data reported come from two sources: 
peer support activity recorded locally and 
telephone interviews with local coordinators 
and trainers.

Background
The contract with East Lancashire involves 
providing a minimum of five training courses 
per year with at least one course in each of five 
areas (Burnley, Pendle, Ribble Valley, Hyndburn 
and Rossendale), and recruiting mothers with 
around 12 weeks’ breastfeeding experience 
to become volunteer peer supporters. Louise 
Dunn and Alex Severns-Jones are employed 
on a job-share as volunteer coordinators. They 
recruit volunteers and ensure they have places 
to meet mothers after training. Louise and 

Joanne Diraham-Ruzza, NCT breastfeeding 
counsellors, provide the peer supporter 
training based on the principles of active 
listening and being mother-centred. This has 
been described in other reports and articles.3,4,5  
All children’s centres and health care facilities 
in East Lancashire have signed up to become 
Baby Friendly accredited and there is a strong 
commitment and positive attitudes towards it 
from midwives, health visitors and children’s 
centre staff. 6

Volunteers trained and mothers supported
The training and service delivery package 
has been successful in terms of recruitment, 
retention and support to mothers. By March 
2012, 18 months into the contract, 110 
volunteers had been involved in the project, 
including 70 trained by NCT on eight courses 
and 40 inherited from other peer support 
schemes. Some 88 volunteers were registered 
(59 were actively providing support and 29 
were on ‘time out’ for personal reasons, such 
as maternity leave). Twenty-two volunteers 
were no longer involved.  In the first 18 
months, support was provided to mothers 
at 494 group sessions (breastfeeding and 
postnatal groups, and antenatal courses). Peer 
supporters attended 18 out of 27 children’s 
centres in the five areas, and some NCT 
groups. In total, 1,599 support interactions 
took place with mothers (1,372 contacts in 
group settings; 227 one-to-one meetings). 
Volunteers are most active in Pendle, 
Rossendale and Burnley, attending at least four 
children’s centres in each of the three areas. 
NCT peer supporters attend three children’s 
centres, in Hyndburn and one in Ribble Valley. 
Of the 59 volunteers, 37 (63%) volunteer in 
Pendle, Rossendale and Burnley. 
Peer supporters seem to make a difference by 
raising awareness of breastfeeding through 
their presence, and by talking to mothers 
about breastfeeding as an enjoyable and 
worthwhile activity, even if it is demanding to 
begin with. They help to normalise a period of 
adjustment during the early weeks, 7 providing 
a listening ear and acknowledging mothers’ 
feelings.

Operational effectiveness 
Analysis of the interviews with coordinators 
and trainers indicates some key aspects of 
operational effectiveness. 

Participation in the local health community
Both volunteer coordinators have been 
actively involved in maternity services for 
many years in East Lancashire. 
They have a good relationship with the 
head of midwifery and are active members 
of their Maternity Services Liaison Committee 
(MSLC). Engagement with the Infant Feeding 
Team and the Health Improvement 
Service has helped establish the peer 
support service. 

Getting established  
Initially, there was a mixed reaction to the 
proposed service from children’s centres. 
NCT was less well known among children’s 
centres than the NHS, so a key priority 
identified early on was to raise awareness of 
the new service and build new partnerships 
to deliver it.

Some centres could not see how peer 
supporters would fit into their existing 
services whereas others were more able 
to use peer supporters. Regular positive 
communication with children’s centre heads 
and health visitors has been important. 
The coordinators attend meetings and 
provide updates about training and 
volunteer capacity. One of the trainers is 
also an outreach worker in a Rossendale 
children’s centre. The emphasis was on 
assisting professionals and statutory services 
in their provision of support to mothers and 
families. One trainer said:
‘Keeping in regular touch with children’s 
centres and updating the key players has 
been really important in allowing them to 
feel that they can really gain value from this 
project. We have done a lot of the hard work 
in terms of building the foundations.’

Involvement in key breastfeeding 
initiatives
As a result of their engagement in the local 
health community, the team has been able 
to promote the use of their volunteers in a 
number of local initiatives.

• The early visiting pilot scheme. 
Developed by the Infant Feeding Team 
in response to need, this scheme 
aims to improve breastfeeding 
support for women in the very early 
days after giving birth. Women who 
have consented while in hospital are 
contacted by children’s centre staff at 
home so that they can receive an early 
visit from a family support or outreach 
worker. Peer supporters accompany 
outreach workers on early visits. 

• Top tips for breastfeeding. In 
response to a drop in breastfeeding 
rates during November and December 
in some parts of East Lancashire, NCT 
volunteers got involved in developing 
a practical tips leaflet to encourage 
women to continue breastfeeding 
during the busy festival period. Leaflets 
were produced and distributed locally in 
2012. A coordinator said: ‘In 2012 they 
haven’t dipped and it would be good to 
think it was because of the leaflet.’

• Mother-centred conversations 
booklet. This initiative was developed 
by the Health Improvement Service as a 
result of earlier research conducted by 
the Infant Feeding Team highlighting

women’s needs for more realistic 
conversations antenatally about what 
breastfeeding is like in practice. The booklet 
aims to help mothers to visualise what it 
will be like to breastfeed, to think about any 
concerns (such as breastfeeding difficulties) 
and the available sources of support. In 
Rossendale, peer supporters are allocated as 
buddies to pregnant women and, as part of a 
pilot, have used the new booklet to help them 
to develop action plans for accessing support. 

Volunteer supervision and support 
Each year, volunteers all have an update 
of key breastfeeding skills and information 
and a one-to-one session with a trainer/
coordinator, either by telephone or in 
person, during which they are able to talk 
about their experiences and feelings around 
providing support. The sessions enable the 
volunteer to reflect on her activities, and 
to feel that low-key conversations about 
daily demands of family life are valuable for 
mothers. This boosts their confidence and 
makes them feel valued, particularly when 
they are unsure whether they have made a 
difference to a mother’s experience.

‘I explain that this is a benefit because 
if mums can offload, then they will 
probably feel better and that will help with 
breastfeeding. As a volunteer you want 
people to breastfeed but on the training you 
learn about listening and helping mum on 
her road. Support is more subtle and 
less tangible.’

A weekly email newsletter provides 
information about volunteering 
opportunities and breastfeeding topics, 
including links to evidence-based videos 
or leaflets, and there is a restricted access 
Facebook page called ‘Milk it’.

Flexible opportunities for support 
Recognising that mothers with young 
children have lots of demands on their time 
and need to fit around their families’ needs, 
NCT trainers have made sure the support for 
volunteers is as flexible as possible. Monthly 
support meetings are held in all five areas 
of East Lancashire, enabling volunteers to 
choose a date and time that works best for 
them. They can attend in their own area 
or a neighbouring one, and come to more 
than one session if they choose. As well as 
responding to individual needs, the sessions 
include a rolling programme of updates. 
More established volunteers are encouraged 
to attend support sessions alongside newly 
qualified volunteers. This enables established 
volunteers to refresh and update their skills 
and knowledge and to act as role models 
to newly qualified volunteers. Core values 
of peer support centred around empathy 
and listening are reinforced at each session, 

something that is especially important for 
new volunteers when they are about to start 
practice. Louise said: 
‘We get the more experienced peer 
supporters to come along so they get a 
chance to refresh their skills, talk about 
breastfeeding topics and their experience, 
and debrief. I think it’s quite positive 
because...new volunteers get to know that it’s 
not about knowing all the answers, it’s about 
listening and being there and that’s one of 
the things they find hard when they first start, 
as they want to solve problems. It isn’t about 
problem-solving, it’s about listening and 
being there. When they start volunteering 
they can be quite on their own…so this can be 
quite helpful.’ 

High retention
Retention of volunteers is always a challenge 
for peer support initiatives.8 A lot of resources 
can be used up on recruitment and training 
and if these are not then translated into regular 
hours of peer support a service will not meet 
its objectives. High retention of volunteers has 
been a key success factor in East Lancashire 
where, so far, half the volunteers are registered 
for at least 12 months. 

In summary, interviews with the project 
team suggest that many factors contribute 
to the operational effectiveness of the 
breastfeeding peer support, service being 
run by the NCT in East Lancashire. They have 
been proactive, focusing on the perspectives 
and needs of children’s centre staff, health 
visitors, peer support volunteers and mothers. 
Being part of strategic health improvement 
groups has provided opportunities for 
joined-up working and demonstrating that 
NCT practitioners and peer supporters can 
add value as part of a multi-disciplinary team. 
Involving the volunteers in a range of local 

support initiatives and providing them with 
regular ongoing support seems to have 
contributed to motivation and retention, 
which in combination seems to be making a 
difference to local breastfeeding rates.
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NCT branches are run by volunteers and 
depend on a constant stream of new parents 
getting involved in order to survive and 
thrive. We are proud that parents living at any 
postcode in the UK can be put in touch with 
a local branch. The whole of England, Wales, 
Scotland and Northern Ireland is allocated to 
one branch or another, though in some of the 
remote and rural areas, it may involve a long 
journey to meet up with another member or 
join in a branch activity.

Parents take different routes into NCT. Some 
attend an antenatal course and get to know a 
group of other people expecting a baby within 
a few weeks of when their own baby is due. 
They go through an important rite of passage 
together – first, there is the build-up, preparing 
for birth and what life will be like afterwards, 
sharing anxieties about how their lives will 
change and whether things will go according 
to plan.

Afterwards, when they have been through the 
maternity mill and emerged with their babies, 
they are often already closely bonded, a band 
of new mothers and fathers getting into it 
together. They may not seek out other new 
friendships with parents, because they have 
their own little group.  

Other parents may not hear of NCT until 
their baby is a few weeks old, or they may 
get involved through social or fundraising 
activities, such as a Nearly New Sale.  Mothers 
in this group also band together in friendship 
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Mary Newburn, head of research 
and quality, and Mike O’Driscoll, 
research and evaluation officer, 
look at ways of getting parents 
involved in their branches.

More parents 
attending 
antenatal 
courses need 
information 
about NCT 
branch activities

over the day-to-day reality of the effort 
involved in getting out of the house, the 
uncertainties and anxieties, and the clever 
wheezes for coping.  Some attend an NCT 
postnatal course where they can talk about 
being a mother and how it feels in a safe 
environment with other new mothers (see p6).

Where do NCT volunteers come from?

Some parents have to run the NCT branch. 
Where do those important volunteers come 
from, and how do we keep them coming? 
They are the glue that holds things together 
so that NCT continues year after year. There 
are many simple acts of kindness shown by 
volunteers to parents that can really make a 
difference to how they are feeling – saying 
hello and showing interest, breaking the ice 
in the playground or at playgroup. Volunteers 
organise tea and coffee groups, create and 
deliver the newsletter, run fundraising events, 
maybe talk to local health professionals and 
find a rep to go on the Maternity Services 
Liaison Committee (MSLC) at the hospital. 
Branches are the seedbed for growing new 
student practitioners, new activists and 
organisers: the people motivated to support 
the next cohort of parents coming up behind 
them, and the next. Without parents making 
a contribution to NCT branches, lots of local 
parent-to-parent support and courses would 
cease to exist. 

Who gets involved in branches?
The online audit of parents attending NCT 
antenatal courses includes some questions 
that explore whether the parents anticipated 
getting involved in local branch activities and, if 
so, to what degree. 
 

Parents’ feedback gives us some idea about 
usual practice for introducing branch activities 
and what might make a difference to parents’ 
attitudes. We had feedback from over 25,000 
parents for January 2011 to March 2012. The 
findings are for a combination of male and 
female respondents, though the majority of 
those responding were women (93%). 

At the end of the questionnaire, we asked, ‘Are 
you interested in participating in local NCT 
branch activities?’ Well over two thirds (78%) 
said they were interested in participating. This 
was made of up 69% who said they wanted 
to participate a little and 9% who said they 
wanted to participate a lot.

The feedback to these questions included 
responses from 1,815 expectant fathers. 
They were less likely than women to report 
interest in getting involved in branch 
activities but there was still a lot of interest 
(63% wanting some involvement and 4% a 
lot of involvement). We wonder how much 
difference it might make if a male volunteer 

made contact and said encouraging things 
about getting involved, or if parents were 
told explicitly about what branch activities 
particularly welcome fathers.

Further analysis was undertaken to see what 
influences parents’ attitudes.  Results show 
that the more parents were told, the more 
enthusiastic they became. We asked whether 
they had been:

• Told about local NCT branch activities 
during their course.

• Visited at the course by a ‘parent 
supporter form your local NCT branch’.

Parents were almost twice as likely to say 
they had no desire to get involved with 
branch activities if they had neither received 
information about branch activities during 
the course nor had contact with a branch 
supporter, compared with having both 
opportunities (26% vs 15%). 

Many more of those who said they had both 
had information from the teacher about 
branch activities and met a branch supporter 
said they wanted to have ‘a lot’ of involvement, 
compared with those who had neither 
opportunity (13% vs 9%).

That is about one in every eight parents rather 
than just one in 11. This could potentially 
mean many more parents getting access 
to more networks of support and dozens of 
additional future volunteers. Being introduced 
face-to-face to a branch parent supporter was 
unusual, reported by only 14%, but when it 
occurred it made a difference.

Sixty-one percent of parents said they had 
been given information about local NCT 
branch activities while on their course. While 
having this kind of information did not seem 
to increase the desire for a lot of involvement 
in the way contact with a branch supporter 
did, it did significantly reduce the percentage 
saying they had no interest in participating; 
indifference went down from about one in four 
(26%) to one in five (20%). 

Increase parental involvement
The evidence suggests that interest in 
participating in local NCT activities can be 
increased significantly through a combination 
of contact with a parent supporter and 
antenatal teachers providing information 
about branch activities. Contact with a parent 
supporter is somewhat more effective at 
increasing interest in participation.

www.nctprofessional.co.uk
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Met parent supporter 
and received 

information from 
teacher

(n=3,146)

Met parent support 
but did not receive 
information from 

teacher

(n=400)

Did not meet parent 
supporter but did get 

information 
from teacher

(n=12,075)

Did not meet parent 
supporter and did not 
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(n=9,053)

All valid respondents

(n=24,674)

Interest in participating in NCT branch activities

Would like to participate in NCT branch activities ‘a lot’

Would like to participate in NCT branch activities ‘a little’

Not interested in participating in branch NCT activities.

73% 70% 71% 66% 69%

15% 18% 20% 26% 21%

‘Meeting a branch supporter 
made a difference.’

Note: Percentages have been rounded to the nearest whole number.
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they only focused on:

• Women with mental-health issues other 
than anxiety, e.g. depression 

• Pharmacological interventions

• Women with specific medical conditions, 
e.g. asthma 

• Specific investigations, e.g. ultrasound

• Improving the experience of labour

Eligible reviews were appraised using Critical 
Appraisal Skills Programme (CASP) checklists 
and summarised to provide an overview of 
research in this area.15 Studies were included 
based on whether they considered the impact 
of reducing anxiety, and any outcomes 
were considered relevant, for example 
physiological, psychological or perinatal, as 
long as they had some relevance to the short- 
or long-term impact on the wellbeing of the 
mother and her baby.

Results
Searches
Fifty-six articles were retrieved by the first 
Medline search, only one of which was found 
to be relevant after reviewing the abstracts. 
Only nine articles were retrieved by the second 
search, but three of them were found to be 
relevant after reviewing the abstracts, including 
the single review already identified by the first 
search, which was a Cochrane review. No further 
relevant Cochrane reviews were identified by 
searching the Cochrane database.

Review of yoga during pregnancy 
A medium-quality review (6 out of 10 on the 
CASP checklist) published in 2011 aimed 
to identify trials that assessed peripartum 
outcomes among women practising yoga.16 
The review included five observational 
studies, involving women from India, the 
USA and Taiwan, who were usually healthy, 
educated and married middle-to-upper-class 
women: 
• The largest study involved 335 women, 

chosen because they lived close to 
the hospital, who were taught yoga 
postures, breathing techniques and 
mantra meditation and asked to practise 
them for an hour each day.17 They 
were compared with women living 
further away who were asked to walk 
for 30 minutes twice each day instead. 
The yoga group were significantly 
less likely to have intrauterine growth 
restriction, preterm labour or babies with 
birthweights of less than 2,500g. 

• Another study concerned a sample of 
these women with abnormal umbilical 
and uterine artery Doppler scores.18 
The one significant finding was a higher 
mean birthweight among those women 
practising yoga.

Interventions 
to reduce 
anxiety during 
pregnancy: an 
overview of 
research
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By Angela Ryan, public health 
and social researcher

Introduction
This is the third in a series of articles about 
improving health and wellbeing for parents 
and their children during the perinatal 
period. This article will aim to give an 
overview of current review evidence about 
non-pharmacological interventions that 
aim to reduce anxiety felt by women during 
pregnancy. 

Background
Pregnancy is a time when families use the 
health service regularly for several months 
and when women and their partners are often 
highly motivated to address issues affecting 
their health in order to give their baby a 
good start in life. As well as the chance to 
improve the outcome of the pregnancy, it has 
often also been targeted as a time when the 
long-term health and wellbeing of the baby 
and others in the family can be influenced, 
particularly for the most vulnerable or 
disadvantaged families where the benefits are 
likely to be greatest. 

There is a growing body of literature showing 
that anxiety and depression are both 
related and distinct conditions.1 Research 
has focused increasingly on the antenatal 
period, and it is now known that antenatal 
depression frequently precedes and may 
even be more common than postnatal 
depression.2 There is considerable interest 
in the prevalence and impact of anxiety 
during pregnancy. For example, a study based 
on the Avon Longitudinal Study of Parents 
and Children (ALSPAC),3 a large prospective 

longitudinal study of a community sample 
of children in England that has been 
followed prospectively since pregnancy, has 
found that antenatal anxiety and postnatal 
depression are both risks for behavioural 
and/or emotional problems in children at 
four years of age. The results were positive 
after controlling for smoking, alcohol use, 
birth weight for gestational age, maternal 
age, child sex, and socioeconomic status.1 
This group, and others, suggested that 
preventive interventions designed to improve 
child mental health should target antenatal 
anxiety, and that this might be more effective 
than interventions designed to reduce the 
impact on children of maternal postnatal 
depression.1,4 

Anxiety affects people in different ways. It 
can feel like being worried all the time, tired, 
unable to concentrate, irritable or down, and 
it can lead to physical symptoms, such as a 
fast heartbeat, sweating, muscle pains and 
tension, trembling, numbness and tingling 
in the fingers or toes or lips, breathing fast, 
dizziness, indigestion, or going to the toilet 
more often than usual.5,6 Anxiety is a normal 
response to external pressures or stresses:6 
everybody can feel anxious in stressful or 
threatening situations.5 Anxiety becomes a 
problem if it is present all the time or for no 
obvious reason and if it makes the person 
involved uncomfortable or stops her from 
doing what she needs or wants to do.5,6 

There are three main anxiety disorders, 
although they frequently overlap so that 
people may experience more than one 
form:5,7 

• Generalised anxiety disorder – when 
symptoms of anxiety are present most 
of the time.

• Panic attacks – when the person 
has unpredictable and intense 
anxiety attacks.

• Phobias – when the person is frightened 
of something that most people do not 
find frightening.

There are several reasons why people may 
develop an anxiety disorder. Some people 
seem more susceptible to anxiety than others 
and evidence suggests there may be genetic 
differences which make some people more 
prone to suffer persistent anxiety.5 People 
with depressive illness may also experience 
anxiety symptoms and panic attacks. People 
with anxiety symptoms can imagine they 
have a serious physical disease, which 
can lead them to become more anxious. 
Difficult, upsetting or threatening events or 
circumstances, or major life changes, can 
cause anxiety. Sometimes this persists long 

after the situation has ended. Street drugs, 
like amphetamines, but also more common 
substances, such as caffeine in coffee, can 
cause or exacerbate anxiety. Some illnesses, 
such as thyroid disease, can lead to feelings 
of anxiety.5,8

Reliable estimates about the proportion 
of pregnant women who feel anxiety that 
is intrusive or interferes with their daily 
activities, or who are exposed to substantial 
or chronic stresses while pregnant, are 
lacking.9 Nevertheless, anxiety disorders 
are common: it has been suggested that 
between about one in ten and one in three 
people will have an anxiety disorder at some 
point in their life.8 As well as being common, 
distressing or disturbing, anxiety disorders 
are often not treated promptly or at all: one 
study found that only about 40% of people 
with generalised anxiety disorder sought 
professional help in the same year as the 
problem started.10 

Pregnancy is a time when women may feel 
increased anxiety. The state of pregnancy 
can be a cause of anxiety, as can worries 
about the health of the unborn baby, what 
will happen during labour or after the baby 
is born. Women who had problems with 
previous pregnancies may be more likely to 
be anxious, for example women who have 
had miscarriages.11 Anxiety can also be 
aggravated by external stresses, such as a 
lack of resources or work responsibilities.12 
Women who are vulnerable or disadvantaged 
may have particular anxieties about their 
safety or about their basic needs for suitable 
housing and adequate income. 

A recent narrative review of research on the 
effects of anxiety in pregnancy described 
an association with poorer outcomes.9 The 
review reported, for example, that major life 
events and chronic stress, such as stress at 
home, were associated with preterm birth, 
and that neighbourhood stresses, such 
as crime or poverty, were associated with 
gestational age or preterm birth.9 Anxiety 
specifically about a current pregnancy was 
also reported as having an adverse effect 
on preterm birth or gestational age.9 The 
review also indicated that there is substantial 
evidence for the adverse effects of stress 
and anxiety in pregnancy on a child’s long-
term future, including learning, behaviour 
and motor development.9 It is believed that 
this occurs through effects on the baby’s 
nervous system and the mother’s and baby’s 
hormonal control systems.9 

This review focuses on non-pharmacological 
interventions that aim to reduce anxiety 
during pregnancy and which, therefore, 
have the potential to improve short and 

long-term outcomes for mothers and 
children. Non-pharmacological interventions, 
sometimes called mind-body interventions, 
involve techniques that engage with 
thought processes, body awareness and 
behaviour, for example hypnosis, tai-chi, 
yoga and meditation.13 Non-pharmacological 
interventions might be expected to have 
fewer side effects than pharmacological 
treatments and they might also be seen as a 
way of preventing as well as reducing anxiety. 

Discussing evidence linking anxiety with 
poor outcomes with pregnant women could 
potentially be counterproductive, further 
increasing their anxiety levels, and such 
evidence should, therefore, probably be 
treated with caution in terms of how it is 
conveyed. It would, however, be very useful to 
be able to balance any conversations about 
the effects of anxiety in pregnancy with a 
discussion of interventions that could help to 
reduce anxiety.

In order for NCT practitioners and health 
professionals to be well informed about 
the potential benefits and risks of non-
pharmacological interventions, it is important 
to assess their efficacy (effectiveness) based 
on high-quality scientific studies. Anxiety 
in these studies is often measured by a 
questionnaire called the State Trait Anxiety 
Inventory, which has questions that measure 
the level of temporary anxiety related to a 
specific situation, called state anxiety, and 
more general and long-standing anxiety, 
called trait anxiety.14 

Method
First, Medline was searched via PubMed to 
identify review articles with stress or anxiety 
and words related to pregnancy (‘antenatal’ 
or words beginning ‘pregnan’) in the title. A 
second search was conducted to identify 
reviews with stress or anxiety in the title 
or abstract, words related to pregnancy in 
the title, and that had been indexed under 
complementary therapies or that had mind-
body in the title or abstract. Both searches 
were restricted to reviews published in the 
last ten years because the aim of the overview 
was to outline current evidence. The searches 
were also restricted to humans and to reviews 
that were in English as time and resource 
constraints meant that translation of reviews 
from other languages was not possible. 
Finally, the Cochrane Database of Systematic 
Reviews was searched by looking for reviews 
under relevant topic headings. 

Systematic reviews were eligible as long 
as they considered the impact of non-
pharmacological interventions aimed at 
reducing anxiety during pregnancy prior to 
intrapartum care. Reviews were excluded if 

The remaining three observational studies 
reported several significant results, although 
they involved small numbers of women 
and should, therefore, be treated with 
caution. They reported that: women who 
had practised yoga had fewer discomforts 
at 38-40 weeks than women who had not 
done so; women in the second trimester 
had lower pain scores,19 fewer awakenings, 
less time awake during the night, and less 
perceived sleep disturbance after practising 
yoga; and women in the third trimester had 
lower scores for long-standing anxiety after 
practising yoga.19

Although these observational studies 
demonstrated significant findings, the 
authors of the review recommended that the 
results be treated very cautiously because 
important factors which may have affected 
the outcomes would not have been fully 
controlled for in the study because of the 
non-randomised designs. 

Two randomised controlled trials (RCTs), 
involving about 200 women, were also 
described in the review, although one 
of them focused on the effects of yoga 
on labour only. The other reported that 
women from India who had practised yoga 
had significantly less perceived stress and 
significantly improved scores for various 
aspects of quality of life, including physical, 
psychological and social, than women who 
had done standard prenatal exercises. Again, 
the authors of the review urged caution 
about the findings as this trial 
was graded below the acceptable quality 
threshold and the person who measured the 
outcomes knew the groups to which women 
had been assigned. Finally, the authors also 
noted that most of the studies included in 
this review had limited generalisability given 
the relative affluence of the samples of 
women involved.

Review of mind-body interventions during 
pregnancy
A medium-quality review (5.5 out of 10 on the 
CASP checklist) published in 2008 aimed to 
evaluate quantitative evidence for relaxation, 
stress reduction, and mind-body interventions 
in reducing prenatal stress and anxiety 
and maximising healthy birth outcomes.20 
Twelve studies were included, assessing 
psychoeducation, relaxation, and yoga and 
meditation. Studies of cognitive behavioural 
therapy were excluded as they tend to focus 
on treatment of other mental health problems, 
such as depression. Studies assessing 
psychoeducational interventions that relied 
solely on social support, education, problem-
solving or coping skills and that did not include 
a relaxation, imagery or psychosomatic 
component were also excluded.

Research
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and after the intervention, and whether these 
changes differed significantly between the 
groups. This Cochrane review instead looked 
at the absolute values of outcomes measures 
at one point only, after the intervention, and 
there were no significant differences between 
the active and passive relaxation groups in 
the median values of outcomes measured at 
that time. This review also pointed out that 
women were selected based on their anxiety 
level (30 scoring high and 28 scoring low for 
anxiety at that time) and only non-smoking 
women were selected. 

Imagery
Two studies looked at reducing anxiety in 
the postpartum period rather than during 
pregnancy and two focused on assisting with 
pain and anxiety during childbirth, although 
one of them did assess the effects of the 
intervention on anxiety before labour. In that 
Canadian trial, 60 women had either relaxation 
and information on labour and delivery alone or 
with birth visualisation as part of their antenatal 
classes. Women in the visualisation group had 
lower scores for anxiety after the last class, but 
the difference was not significant at the 95% 
confidence level (p=0.06), although just outside 
the range. 

A small Swiss RCT assessed the immediate 
effects of imagery on stress and anxiety among 
three groups each with 13 pregnant women. It 
compared:

• Guided imagery involving imagining a safe 
place (taught by headphones)

• Progressive muscle relaxation 
(taught by headphones)

• Sitting quietly for the same amount 
of time

There was no significant difference in the 
reduction in the score for the level of anxiety 
between the imagery and either of the 
comparison groups. There were significant 
differences, however, in adrenaline levels and 
the level of relaxation reported by women, 
with women in the imagery group having 
better outcomes.

yoga
The only eligible study included 34 women 
randomised to the intervention (eight weekly 
two-hour sessions of mindfulness training 
including yoga with daily home practice) or 
standard care.24 Women were eligible for the 
study if they had a history of mood concerns 
for which they had sought treatment. The 
authors of the review reported that there were 
no significant differences in the absolute values 
of the outcome variables between the groups 
after the intervention. In contrast, though, 
the authors of the original study reported 
that, after controlling for the baseline values, 
women who practised yoga had significantly 
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Psychoeducation
These interventions combine psychological 
strategies to promote greater personal 
understanding with group education to assist 
with changing attitudes and behaviours.20 Two 
studies aimed to address a fear of childbirth, 
but a third non-randomised prospective 
study assessed measures related to stress 
among about 220 pregnant women from 
Hawaii. The women received psychosocial 
input to promote adaptation to childbearing 
(managing distressing symptoms, instruction 
on childbearing topics, mobilising social 
support and integrating cultural beliefs 
and ethnic healers into pregnant women’s 
lives) and were compared with a group of 
women who received usual care. In this study, 
women who received the intervention had 
significantly lower scores for stressful events 
and psychological distress than the other 
women by the third trimester, and they had 
significantly lower scores for stressful events 
and psychological distress and significantly 
higher scores for purpose of life, mastery and 
self-esteem after the baby was born.21 

Relaxation techniques
Six studies looked at the effects of relaxation 
techniques. One concerned women in 
preterm labour, another involved women with 
hypertension, and a third looked at the effect 
of relaxation among women with asthma, 
leaving three studies:

• In one study, around 40 women with low 
incomes in the USA were reminded to 
relax and avoid stress during antenatal 
visits. Although the women reported 
fewer symptoms of depression, less 
stress and better mood, and they had 
lower morning cortisol levels, there was 
no comparison group so it is difficult 
to be sure that the reminder was 
responsible for the improvements seen.

• A randomised trial from the UK 
compared active (45-minute session 
of guided hypnotherapy imagery) and 
passive relaxation (45 minutes quietly 
reading a magazine) among nearly 60 
women between 28 and 32 weeks’ 
gestation.22 Both active and passive 
relaxation significantly reduced the 
median of the anxiety score related 
to how the women felt at that time 
and their median heart rate and the 
reductions were significantly greater 
with active relaxation. In contrast, passive 
but not active relaxation significantly 
reduced the median noradrenaline level. 
Both methods significantly reduced the 
median cortisol level, but the reductions 
were not significantly different. The 
authors of the review felt that the study 
was limited by the active but not the 
passive relaxation group being taught by 
a trainer, making it difficult to isolate the 

effect of the trainer from the content of 
the intervention.

• A randomised trial from Iran of about 
110 women looked at the effect of 
applied relaxation training (devised by 
Ost to enable rapid relaxation) as part of 
their usual antenatal care. Anxiety scores 
(related to how the women generally felt 
and how they felt at that time) and stress 
scores decreased significantly among 
the women who had the training when 
compared to the scores for the women 
who did not receive it. Mean birthweight 
was significantly greater among babies 
born to women in the relaxation than 
the usual care group and the caesarean 
section rate was also significantly lower. 
Again, the authors of the review felt that 
the differences could relate to the active 
nature of the intervention, rather than its 
content, and they noted that exclusion 
criteria for the trial were not published.

yoga and meditation
The two eligible studies identified17,18 have 
already been described in this article as they 
were included in the medium-quality review 
of yoga during pregnancy.16 The authors of 
the current review added to the previously 
expressed reservations about these studies. 
Specifically, they felt that selection bias, that 
is, non-random differences between the 
group of women who practised yoga and 
the group of women who walked regularly 
instead, was likely because the group in which 
women were placed depended on how close 
they lived to the hospital.

Overall, the authors of this review of mind-
body interventions pointed out there were 
often drawbacks in the design of the studies 
identified, for example failure to use a 
randomised design. They also felt that the 
authors of the studies included in the review 
did not usually provide sufficient information 
about the intervention. They concluded 
that evidence suggests that improvements 
may result from the use of mind-body 
interventions during pregnancy, but that 
further well-designed trials are needed.

Cochrane review of mind-body 
interventions during pregnancy for 
preventing or treating women’s anxiety
A fairly high-quality Cochrane review (8 out 
of 10 on CASP checklist) published in 2011 
aimed to assess the benefits of mind-body 
interventions during pregnancy in preventing 
or treating anxiety and influencing perinatal 
outcomes.23 Randomised trials involving 
pregnant women in clinical settings were 
eligible for the review. Studies involving 
psychological or psychosocial interventions, 
including cognitive behavioural therapy, were 
excluded as they are the subject of another 

as yet unpublished Cochrane review. Eligible 
mind-body interventions were divided into 
ten categories (see box). Relaxation therapies 
were only eligible if the therapeutic goal was 
to facilitate mental relaxation.

Eight RCTs (about 550 women) were included 
in the review. They were conducted in the 
USA, Canada, the UK, China, Switzerland 
and Italy. The interventions assessed were 
hypnotherapy (n=1), imagery (n=5), yoga 
(n=1) and respiratory autogenic training (n=1). 

Hypnotherapy
This randomised trial from the UK,22 which 
compared one session of hypnotherapy with 
passive relaxation, has already been described 
in this article as it was included in the medium-
quality review of mind-body interventions.20 
That review focused on changes in outcome 
measures, based on measurements before 

greater falls in their mean scores for anxiety 
at that time and negative mood than women 
who had not done so. 24 

Autogenic training
The only eligible study concerning this type of 
intervention focused on reducing anxiety and 
pain during labour and delivery.

Overall, the authors of this review commented 
on the generally poor quality and reporting of 
the eligible studies. Although blinding is not 
really possible for those giving or receiving 
these kinds of interventions, researchers 
assessing outcomes and clinicians involved 
in providing other care can be blinded. 
Unfortunately, this was usually not done, not 
reported, or both. Furthermore, objective 
outcome measures were often not used, 
sample sizes were small, and dropout rates 
were high. The authors also commented on 
the diversity of interventions, meaning that 
it was very difficult to combine results in a 
meaningful way. Despite these drawbacks:

• The authors felt that there was some 
evidence that mind-body interventions 
might be effective in reducing anxiety 
related to pregnancy, but this was based 
on positive results from studies focusing 
on anxiety related to labour or after the 
birth, rather than anxiety during pregnancy. 

• Overall, they concluded that, although 
mind-body interventions might be useful 
for preventing anxiety during pregnancy, 
there was currently insufficient evidence 
to assess the effectiveness of mind-body 
interventions on anxiety and related 
outcomes during pregnancy. 

• They also said that there was no evidence 
to draw conclusions about the value of 
such interventions for chronic anxiety. 

• The authors were surprised at the lack 
of evidence given the popularity of 
activities such as prenatal yoga, and they 
highlighted the urgent need for further 
high-quality research in this area. 

• They did note, however, that no harmful 
effects were reported for any mind-body 
interventions in the reviewed studies.

Discussion
Main findings
In general, the reviews identified for this review 
themselves found few eligible studies and 
those studies were usually small and described 
as poorly designed, meaning that the results 
from them should be treated very cautiously.

Some studies reported that yoga significantly 
improved outcomes related to maternal 
wellbeing and some perinatal outcomes. They 
were, however, observational studies, meaning 
that bias cannot be ruled out: in other words, 
there is no way of knowing whether other causal 

factors affecting outcomes have all been taken 
into account. There was also a randomised trial 
but there were concerns about the quality of 
the study design and the women who took part 
were relatively affluent, limiting the applicability 
of the results to other groups.

Relaxation and guided imagery were assessed 
by several reviews, but the results were mixed. 
A trial of training to enable rapid relaxation 
reported that this could improve perinatal 
outcomes, such as birthweight, as well as 
reducing anxiety levels. A study that simply 
involved advising women to relax and avoid 
stress was also reported to have positive 
effects, but there was no comparison group 
to check that the effects were actually due to 
the intervention. A randomised trial of guided 
hypnotherapy imagery compared with reading 
a magazine quietly found that both had positive 
effects but that one form of relaxation was not 
conclusively better than the other. Another 
study found that there was no significant 
difference in the reduction in anxiety scores 
between a group of women that imagined a 
safe place and another group who simply sat 
quietly or did progressive muscle relaxation, 
although there were significant differences 
in adrenaline levels and the level of relaxation 
reported by women. Lastly, a trial that looked at 
the inclusion of birth visualisation in antenatal 
classes found that women in the visualisation 
group had lower scores for anxiety at that time, 
but the difference was not significant.

Finally, one review reported that an intervention 
combining psychological strategies to promote 
greater personal understanding with group 
education to assist with changing attitudes and 
behaviours during pregnancy improved a range 
of outcomes related to wellbeing, such as self-
esteem and purpose of life. Again, however, this 
study had a non-randomised design.

Limitations
This review aimed to identify relevant reviews 
of evidence by systematically searching key 
sources. Only three eligible reviews were 
identified, despite the anecdotal popularity of 
mind-body interventions, such as yoga, during 
pregnancy. Time and resource constraints 
meant it was not possible to exhaustively search 
all possible sources so some minor reviews may 
have been overlooked, but it seems unlikely that 
high quality reviews published in mainstream 
journals have been missed. Furthermore, the 
studies that were eligible for the identified 
reviews were often small and poorly designed. 
This highlights the overall paucity of research 
in this area. Practitioners will undoubtedly 
be frustrated about the lack of a firm 
evidence base and the resulting lack of 
clear recommendations. One of the reviews 
did point out that mind-body interventions 
were not reported to have any adverse 
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Categories of mind-body 
interventions

•  Autogenic training – mental 
exercises involving relaxation, 
autosuggestion and body 
awareness

•  Biofeedback – training to improve 
health and well-being based on 
signals from one’s own body

•  Hypnotherapy – induction of 
trance-like state to facilitate 
relaxation and enhanced 
suggestibility

•  Imagery – facilitating coping by 
imagining a pleasant object or 
experience

•  Meditation – range of self-directed 
mental practices to bring about 
self-awareness and inner calm

•  Prayer – within or outside an 
organised religion

•  Relaxation therapy – numerous 
types of relaxation therapies exist 

•  Auto-suggestion – verbal therapy 
where the person repeats 
affirmations or suggestions

•  Tai chi – meditative exercise 
using slow circular stretching 
movements and positions of 
balance

•  Yoga – gentle exercises for 
attaining bodily or mental control 
and well-being

Source: Marc I, Toureche N, Ernst E, et al. 
Mind-body interventions during pregnancy 
for preventing or treating women’s anxiety. 
Cochrane Database of Systematic Reviews 
2011, Issue 7. Art. No.: CD007559. DOI: 
10.1002/14651858.CD007559.pub2.
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effects when led by trained individuals. 
Even so, practitioners and pregnant women 
would probably welcome a more thorough 
examination of whether such interventions 
are truly effective at helping to reduce 
anxiety during pregnancy. Also, there seems 
to be very little high-quality evidence about 
the effects on perinatal outcomes and no 
evidence about the long-term effects of 
mind-body interventions during pregnancy. 
Any future research studies should certainly 
look to incorporate measurement of those 
outcomes as well as the immediate effect on 
anxiety levels.

Key points
• Anxiety during pregnancy is increasingly 

being recognised as a condition worthy 
of attention as it is associated with 
subsequent health problems and 
developmental difficulties, including 
postnatal depression in women and 
behavioural and emotional problems 
in children.

• Some mind-body interventions might 
be useful for reducing anxiety during 
pregnancy and improving perinatal 
outcomes, but there is currently 
insufficient high-quality evidence to 
draw firm conclusions, and little or no 
evidence to draw conclusions about 
longer-term effects. 

• There is no evidence of any harmful 
effects from any mind-body 
interventions during pregnancy.
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and work with parents
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Pelvis
This plastic female, life-sized 
and articulated pelvis is used for 
teaching in antenatal classes.
Code: 3290, Price: £120

Wonderful Birth Photo Set
For educators, portraying realism has never been 

easier - each picture develops an aspect of the 
birth story in a flexible, engaging way.

Code 1848, Price: £195

NCT information sheets & booklets 
Information sheet PAD x 50, 
also available as an A2 Poster
Positions for labour & birth - 
Code: 3254PAD, Price: £4.95 
Code: 3254POS, Price: £7
What’s in a nappy - 
Code: 3213PAD, Price: £4.95 
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AVAILABLE UNTIL 01/09/2013
When buying the Wonderful Birth Photo Set, 

get a FREE Carry Case with your order. 
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Early Moments Peterkin Demonstration Doll
This doll is ideal for demonstrating bathing techniques 
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