
Determination of Prenatal Distress Levels of Pregnant Women with
Gestational Hypertension

Abstract

Aim: This study was conducted to determine the prenatal distress levels of pregnant women
with gestational hypertension.

Methods: This descriptive study was conducted in 70 pregnant women with gestational
hypertension, whose gestational week is at least 20 weeks, at Ankara University Prenatal
Outpatient Clinic in Ankara between April 15 and May 24, 2019. A questionnaire form and the
Revised Prenatal Distress Questionnaire were used to collect the data. Descriptive statistics,
the independent samples t-test, ANOVA, the Mann–Whitney U-test, and the Kruskal–Wallis
test were used for data analysis.

Results: The pregnant women’s mean prenatal distress mean scores were 13.80 ± 4.74. As
their age and number of living children increased, their prenatal distress mean scores in-
creased. On the other hand, as their husbands’ education levels increased, their prenatal
distress mean scores decreased (P > .05). The prenatal distress mean scores of the women
being primigravid, unplanned pregnancies, and smoked were high (P > .05). The prenatal
distress mean scores of the women whose fetuses had health problems were higher than
those of the women whose fetuses were healthy (P < .001). Of the women, 84.3% said not to
receive information about gestational hypertension from the nurse.

Conclusion: The pregnant women’s distress levels were moderate. It is important for the
nurses to evaluate for the prenatal distress of pregnantwomenwith gestational hypertension.
To reduce pregnant women’s prenatal distress levels, they should be informed about gesta-
tional hypertension through educational programs.
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Introduction

Pregnancy and birth are exciting and enjoyable processes, but they also entail psychosocial and physiological changes, important risks, role
changes in family and work life, and adaptation to parenthood.1-4 Stress caused by physiological, psychological, and emotional changes is
often associated with psychological distress. Distress is clinically defined as depression, anxiety, and stress.3,4 Pregnancy-specific distress
involves maternal fears and concerns experienced with physical changes due to pregnancy, the health of the fetus, birth and labor, and the
health of the infant in the postpartum period.5

Althoughmany women experience prenatal distress due to physical and psychosocial changes, pregnancy distress experienced in high-risk
pregnancies is more common than healthy pregnancies because of threats to the health of themother or fetus.2,4,6 Gestational hypertension
(GHT) is a high-risk pregnancy diagnosis that threatens the health of the mother and fetus.2,7,8 GHT is indicated by at least two blood
pressure measurements, taken 6 hours apart after the 20th week of pregnancy, of 140/90 mmHg or higher and no proteinuria. It usually
disappears in the 6th to 12th postpartum weeks.9 It is known that 5-9% of all pregnancies develop hypertension worldwide.10 The incidence
of hypertension during pregnancy in Turkey has been reported to range from 3.9% to 15.1%.7,8

Although the prognosis of GHT during pregnancy is generally good, patients are at risk of developing preeclampsia, eclampsia, and HELLP
(hemolysis, elevated liver enzymes, low platelet) syndrome.11 High blood pressure that becomes acute during pregnancy and lasts for at least
15 minutes causes a wide variety of maternal and fetal complications, when not intervened.8 In cases of uncontrolled hypertension, delivery
should be performed as soon as possible to protect maternal and fetal health. Vaginal delivery should be prioritized. However, cesarean
sections should be performed in emergency situations.12

In GHT, it is important to reducemothers’ stress levels and to protectmaternal and fetal health.Womenwith GHT have high-risk pregnancies
and should be monitored. They may feel inadequate as mothers and may blame themselves for their situation.3,4 Due to high distress,
pregnant women may use negative coping methods such as smoking and alcohol or cocaine use.1,13 Uncontrolled distress during pregnancy
not only has negative effects on pregnancy but can also lead to problems such as depression and breastfeeding problems in the postpartum
period, which can negatively affect the health of mothers and infants.1,6,14 Postpartum sadness and depression could develop when prenatal
distress is not diagnosed early.14 Gümüşdaş et al.2 reported that high-risk pregnant women were more likely to develop anxiety, stress, and
depression than healthy pregnant women. They also found that high-risk pregnant women need more social support and that their rate of
receiving support from healthcare professionals was higher than that of healthy pregnant women.2 For a pregnant women with GHT,
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changes in blood pressure, the health status of the fetus/infant, and
the possibility of a cesarean section could be the sources of distress.
In a study conductedwith high-risk pregnantwomen, it was found that
having insufficient information about the health status of the fetus,
problems that may occur during labor, and worrying about the health
of the infant after birth are among the most stressful reasons for
pregnant women.13 Another study reported that pregnant women
with preeclampsia were concerned about the negative effects that
medications could have on the fetus.15

Even with no health problems, pregnancy involves distress due to phy-
sical and emotional changes. GHT, which threatens the health of
mothers and fetuses and may cause many complications during preg-
nancy, will increase prenatal distress levels. Both GHT and the risk of
increased distress negatively affect pregnancy. Therefore, nurses have
important responsibilities in the prenatal period. Nurses should provide
holistic nursing care by observing the distress symptoms of pregnant
women and the physical symptoms of GHT in the prenatal follow-ups.3

The effects of stress, anxiety, and depression on GHT have been
studied both in Turkey and in the international literature. However,
no studies of prenatal distress in pregnant women with GHT were
found. Early detection of the prenatal distress levels of pregnant
women with GHT is important and necessary for healthy mothers and
newborns. The results of this study will contribute to the planning of
evidence-based nursing care for the management of prenatal distress
in pregnant women with GHT.

Aim
The current study was conducted to determine the prenatal distress
levels of pregnant women with GHT.

Method

Study Type
This study is a descriptive study.

Study Setting
This study was carried out at the Ankara University Prenatal Outpati-
ent Clinic in Ankara between April 15 and May 24, 2019. The pregnant
women’s vital signs were measured before each examination. Preg-
nant women with blood pressure of 140/90 mmHg and above were
taken to a quiet room after fetal heart rate was measured using a non-
stress test. Their blood pressure wasmeasured using amanual sphyg-
momanometer at 15-minute intervals for 1 hour. If their blood pressure
does not lower, the pregnant women are hospitalized and put under
observation, with their blood pressure measured every 3 hours. Spot
and 24-hour urine samples were taken to check for protein in their
urine. As a result of the measurements, GHT is diagnosed in pregnant
women being at or above 20th gestational week, whose blood pres-
sure is 140/90 mmHg and above at least twice, and who is not having
proteinuria.

A low-salt diet was initiated for the pregnant women with GHT, and if
their blood pressure values were not be reduced by diet alone, phar-
maceutical therapy was also initiated. The pregnant women whose
blood pressure values were lowered below 140/90 mmHg with dietary
and/or pharmaceutical therapy were discharged, and their prenatal
follow-up was continued at the obstetric outpatient clinic. After dis-
charge, the pregnantwomenwith GHT continued the low-salt diet until
delivery, and those who had received medications in addition to the
diet continued to use both diet and medication until delivery. The
pregnant women with GHT came for follow-up after they recorded
their blood pressure in the mornings and evenings for a week after

their first diagnosis. The follow-up of pregnant women who do not
have a blood pressuremeasurement above 140/90mmHg is continued
at the obstetric outpatient clinic. After the 32nd gestational week,
prenatal follow-ups were performed once a week until delivery.

Study Population and Sample
The population of the study consisted of pregnant women with GHT in
at least their 20th gestational week following-up at Ankara University
Prenatal Outpatient Clinic in Ankara. G*Power 3.1 was used, and power
analysis wasmade. Theminimum sample size was 68with an alpha (a)
value of 0.05, a 5% error level, and an effect size of 0.96. Those having
no communication problems, having at least primary school gradua-
tion, being at least 18 years of age, being followed-up at an outpatient
clinic for diagnosis of GHT, having conceived naturally, and volun-
teered to participate in the study were included. Four women were
excluded because they did not want to participate. The study was
carried out with 70 pregnant women to reach the required sample size.

Data Collection Tools
A personal information collection form and the Prenatal Distress Ques-
tionnaire-Revised were used to collect data.

The Personal Information Collection Form
This form has 43 questions developed after a review of the
literature.1,4,5,13,15,16 This form consist of question about sociodemo-
graphic characteristics of pregnant women such as age, education
level, and husband’s education level; current and previous obstetric
characteristics such as gestational week, total number of pregnan-
cies, whether the current pregnancy is planned or not; information/
form of treatment about GHT, current health status of the pregnant
woman, relationship with the husband, and social support resources.

The Prenatal Distress Questionnaire-Revised
The Prenatal Distress Questionnaire was developed in 1999 by Yali and
Lobel to evaluatewomen’s concerns about social relationships, physical
and emotional symptoms, themselves, and their infants during
pregnancy.17 The original 12-item scale was revised by Lobel in 2008,
and the 17-item revised version was created. The Cronbach’s alpha
internal consistency coefficient of the original scale was 0.81. Its Turk-
ish validity and reliability study was conducted by Yüksel et al. in 2011.6

The content validity index value of the scale was 96%. Explanatory
factor analysis determined that the factor loads of all items were be-
tween 0.37 and 0.80. Internal consistency analysis (n = 522) found that
theCronbach’s alpha internal consistency coefficientwas0.85 and that
the item-total score correlation coefficients ranged from 0.20 to 0.78
(P < .001). The Prenatal Distress Questionnaire is a 3-point Likert-type
scale. Participants are asked to choose the one that is appropriate for
them from none (0), a little (1), and very much (2). The lowest possible
score is 0 and the highest is 34. Higher scores indicate more prenatal
distress. The scale does not have a cut-off point.6 In this study, the
Cronbach’s alpha internal consistency coefficient was 0.773.

Data Collection
Before data collection, the personal information collection form was
administered to 20 women to evaluate its comprehensibility. The pilot
test indicated that the women understood the questions, and no revi-
sions were made.

The data were collected from pregnant women diagnosed with GHT,
being in at least their 20th gestational week and being either waiting
for their examinations or had already been examined in the obstetrics
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outpatient clinic on weekdays at 9:00-15:30. The data collection forms
were given by the researcher to the pregnant women who met the
inclusion criteria and agreed to participate in the study. The data
collection forms were filled out in 20 to 30 minutes.

Data Analysis
Data analyses were performed using SPSS 24 software (IBM SPSS
Corp.; Armonk, NY, USA). Descriptive statistics such as numbers, per-
centages, minimum, maximum,mean, standard deviation, median, and
interquartile ranges (IQR) were used. The normality of the data dis-
tributions was evaluated using the Shapiro–Wilk test. The indepen-
dent samples t-test was used to compare two groups of normally
distributed data, and one-way ANOVA was used to compare three or
more groups. The Mann–Whitney U-test was used to compare two
groups of data that were not normally distributed, and the Kruskal–
Wallis H-test was used to compare three or more groups. The thresh-
old for statistical significance was P < .05.

Ethical Aspects of the Study
Permission to use the Prenatal Distress Scale-Revisedwas obtained
from the authors. Permission to conduct the study was obtained from
Ankara University Ethical Committee where the study was conducted
(February 13, 2019, number 04/70), and institution was obtained
(April 12, 2019, number 12.405.952-044-E.20166). Before administering
the data collection forms, the pregnant women were informed about
the purpose of the study, and their written consent was obtained.

Results

The PDQ mean scores of the participants were 13.80 ± 4.74 (Table 1).
Table 2 shows some descriptive characteristics of pregnant women
and the distribution of the PDQ mean scores according to these char-
acteristics. Of the participants, 47.1% were at least 35 years old, 44.2%
were high school graduates, and 50% had husbands who were also
high school graduates. Of the pregnant women, 21.4% were employed
and 60% had moderate incomes. Of them, 14.3% were smokers and
68.5% received support from their families. As the women’s age in-
creased, their prenatal distress scores also increased (P > .05), and as
their husbands’ educational levels increased, their scores decreased
(P > .05). The women graduated from primary school (15.13 ± 4.14) had
higher PDQ scores than the women graduated from high school
(13.16 ± 4.96) or university (13.13 ± 4.97) (P > .05). The employed
women (14.80 ± 4.18) had higher PDQ scores than the others
(13.53 ± 4.87). The women with moderate income levels had higher
PDQ scores than the women with low and high income levels (P > .05).
The womenwho smoked (15.70 ± 4.24) had higher PDQ scores than the
non-smokers (13.48 ± 4.77) (P > .05). The women who received family
support (14.29 ± 5.18) had higher PDQ scores than the women who did
not (12.73 ± 3.45) (P > .05).

InTable 3, some obstetric and GHT-related characteristics of pregnant
women and the distribution of the PDQ mean scores according to
these characteristics are given. Of thewomen, 74.3%weremultigravid,
38.6% were in their 25th to 32nd gestational week, 51.4% had un-
planned pregnancies, and 44.2% had other living children. Of them,
15.7% had received information from nurse about GHT and 74.3% knew

its danger signs. Although not included in the table, the most common
danger signs are elevated blood pressure, headaches, and visual im-
pairment. Of the women, 81.4% received only dietary treatment, 18.6%
received both dietary and pharmaceutical treatment, and 17.1% had
health problems with their fetuses.

The primigravid women (14.39 ± 4.42) had higher PDQ scores than the
multigravid women (13.60 ± 4.87). The women in their 25th to 32nd
gestational weeks had higher PDQ scores than thewomen in their 20th
to 24th weeks and the women in their 33rd or later gestational weeks
(P > .05). The women with unplanned pregnancies (14.64 ± 4.77) had
higher PDQ scores than the women with planned pregnancies
(12.91 ± 4.65). As the number of living children increases, the PDQ
mean scores also increase (P > .05). The PDQ mean scores of women
who did not receive information about GHT, did not know about the
dangers of GHT, and received both dietary and pharmaceutical treat-
ment were high (P > .05). The PDQ scores of the women who had
problems with their fetuses (17.83 ± 3.38) were significantly higher
than the scores of the pregnant women who did not have problems
with their fetuses (12.96 ± 4.57) (P < .05).

Discussion

In this study, which was conducted to determine the prenatal distress
levels of pregnant women with GHT, it was found that the women’s
prenatal distress levels were moderate. Altınçelep18 determined that
healthy pregnant women hadmild distress levels (9.88 ± 4.79). Yali and
Lobel17 identified that high-risk pregnant women who previously had
an abortion or were diagnosed with hypertension and diabetes had
moderate prenatal distress levels (14.9 ± 7.2). In another study con-
ducted with high-risk pregnant women diagnosed with placenta pre-
via, risk of preterm birth, preeclampsia, gestational diabetes, and
epilepsy, it was found that high-risk pregnant women had high pre-
natal distress levels (18.76 ± 5.04).19 In studies comparing the distress
level of healthy pregnants and high-risk pregnants, it was reported
that the high-risk pregnant women had higher distress levels than the
others.2,20–22 In line with this study and other studies, the distress
levels of the pregnant women in this study group were moderate.

In our study, it was determined that as age increases, the level of
prenatal distress increased. Similarly, there are studies showing that
prenatal distress increases with increasing age (P > .05).13,18,23 How-
ever, another study found that stress symptoms decreased as the
gestational age increased.24 Dağlar and Nur20 reported that age has
no effect on prenatal distress. It is thought that the increase in the
level of distress with increasing age in our study group may arise from
both being pregnant at an advanced age and being diagnosed with
GHT. Pregnant women over the age of 35 years worry about their
health and the health of their fetuses, which can increase their dis-
tress levels.

Another result of our study is that the level of distress decreases as
the education level of women increases (P > .05). Similar studies
reported that the prenatal distress level of both healthy and risky
pregnant women who were university graduates was lower.23,24 In
the other studies conducted with both healthy and high-risk pregnant,

Table 1. The Pregnant Women’s Prenatal Distress Questionnaire Mean Score

Variable (n = 70)
Min. Possible

Score
Max. Possible

Score
Group
Mean

Standard
Deviation Median

Min. Score of
Group

Max. Score of
Group

Prenatal Distress
Questionnaire

0 34 13.80 4.74 14.0 2.0 22.0
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it was determined that prenatal distress levels of women decreased as
education levels increased.20,25,26 In this study, although there was no
significant difference, the decrease in the level of prenatal distress as
the level of education increased suggests that education facilitates
both access to accurate information and coping with stress.27

The employed pregnantwomen had higher prenatal distress levels than
the unemployed women (P > .05). Similarly, there are studies showing
that prenatal distress levels of employed womenwith healthy pregnan-
cies are higher than those of unemployed women.18,25 In our study, the
reasons for the higher level of distress in employed women were the
possibility of hospitalization, not being able to take leave from the
workplace, fears of losing their job or interruption in their work lives,
fears of changes in their diet and treatment, anddifficulties arising from
the management of these situations together with business life. The
pregnant women’s prenatal distress levels decreased as their

husbands’ education levels increased (P > .05). Other studies have
also found that the distress levels of both healthy and high-risk preg-
nant women fell as their husbands’ education levels increased.23,28,29 In
this study, the husbands’ higher education levels may have increased
the women’s social support and reduced their distress levels.

The women who smoked had higher prenatal distress levels than the
women who did not (P > .05). Goodwin et al.30 determined that the
prevalence of smoking during pregnancy was high in women with psy-
chological stress. The higher prenatal distress levels of the womenwho
smoked may suggest that they use cigarettes to cope with stress. On
the other hand, the thought that smokingwhile pregnant can harm their
fetuses may also have increased their distress levels.

The women who received family support had higher prenatal distress
levels than the women who did not (P > .05). A previous study reported

Table 2. The Pregnant Women’s Prenatal Distress Questionnaire Mean Scores and Their Descriptive Characteristics

Characteristics (n = 70) Prenatal Distress Questionnaire Scores Statistical Probability

Age group

18-26 14 (20.0) 11.93 ± 5.37 12.5 [8.8] F = 1.682

27-34 23 (32.9) 13.70 ± 4.38 13.0 [7.0] P = .940

35 and older 33 (47.1) 14.67 ± 4.60 15.0 [7.0]

Education level

Primary school 23 (32.9) 15.13 ± 4.14 15.0 [7.0] F = 1.365

High school 31 (44.2) 13.16 ± 4.96 13.0 [8.0] P = .262

University 16 (22.9) 13.13 ± 4.97 14.0 [6.0]

Husband’s education level

Primary school 17 (24.3) 15.71 ± 4.28 17.0 [7.0] F = 2.005

High school 35 (50.0) 13.43 ± 5.04 13.0 [8.0] P = .143

University 18 (25.7) 12.72 ± 4.23 13.0 [5.3]

Employment status Z = − 0.811

Employed 15 (21.4) 14.80 ± 4.18 16.0 [7.0] P = .418

Unemployed 55 (78.6) 13.53 ± 4.87 14.0 [7.0]

Income level

Low 10 (14.3) 13.80 ± 6.21 14.5[10.0] F = 0.311

Moderate 42 (60.0) 14.12 ± 4.47 14.5 [7.3] P = .734

High 18 (25.7) 13.06 ± 4.63 13.5 [6.8]

Smoking status

Yes 10 (14.3) 15.70 ± 4.24 15.5[12.0] Z = − 1.304

No 60 (85.7) 13.48 ± 4.77 13.5 [7.0] P = .192

Family Support

Yes 48 (68.5) 14.29 ± 5.18 15.5 [7.0] Z = − 1.630

No 22 (31.5) 12.73 ± 3.45 13.0 [6.3] P = .103

F: One-way ANOVA.
Z: Mann–Whitney U-test.
t: independent samples t-test.
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that the prenatal anxiety scores of women who received support dur-
ing pregnancy were lower than those of women who did not receive
support.31 However, other studies have found that social support does
not significantly affect prenatal distress.24,25 Koçak29 found that spou-
sal/husband support reduced the prenatal distress levels of both
healthy and high-risk pregnant women. In this study, the higher pre-
natal distress levels of the women who received family support sug-
gest that families may need information about the needs of pregnant
women with hypertension.

The primigravid women had higher prenatal distress levels than the
multigravid women (P > .05). Smilarly, studies have also reported that
primiparous women have higher prenatal distress levels than multi-
gravid women.28,31–33 The fact that the primigravid women were both
experiencing their first pregnancies and had to cope with the risks of
GHT may have increased their prenatal distress levels.

The prenatal distress levels of the women in their 25th to 32nd gesta-
tional weekswere slightly higher than those of thewomen in their 20th

Table 3. The Pregnant Women’s Prenatal Distress Questionnaire Mean Scores and Their Obstetric and Gestational Characteristics

Variable (n = 70) Prenatal Distress Questionnaire Scores Statistical Probability

Gravidity

Primigravid 18 (25.7) 14.39 ± 4.42 15.5 [7.0] t = 0.609

Multigravid 52 (74.3) 13.60 ± 4.87 13.5 [7.8] P = .545

Gestational week

20-24 23 (32.8) 13.13 ± 4.36 13.0 [8.0] F = 0.445

25-32 27 (38.6) 14.41 ± 3.61 14.0 [5.0] P = .643

33 or more 20 (28.6) 13.75 ± 6.37 15.5 [10.3]

Planned pregnancy

Yes 34 (48.6) 12.91 ± 4.65 12.5 [6.3] t = − 1.539

No 36 (51.4) 14.64 ± 4.77 15.5 [6.8] P = .128

Number of living children (n = 52)

No 8 (15.4) 10.63 ± 4.50 10.5 [5.3]

1 23 (44.2) 13.92 ± 4.56 14.5 [6.8] F = 1.339

2 16 (30.8) 14.38 ± 5.21 14.0 [8.3] P = .273

3 or more 5 (9.6) 15.00 ± 5.00 16.0 [8.5]

Having received information from the nurse on GHT

Yes 11 (15.7) 11.82 ± 4.31 12.0 [9.0] t = − 1.525

No 59 (84.3) 14.17 ± 4.76 15.0 [7.0] P = .132

Knowing the danger signs of GHT

Yes 52 (74.3) 13.54 ± 4.76 13.0 [7.8] t = − 0.783

No 18 (25.7) 14.56 ± 4.73 15.5 [5.3] P = .437

Type of GHT treatment

Only diet 57 (81.4) 13.37 ± 4.77 13.0 [7.5] Z = − 1.579

Both diet and medications 13 (18.6) 15.80 ± 4.10 17.0 [3.0] P = .114

Problems with the fetus

Yes 12 (17.1) 17.83 ± 3.38 18.0 [5.5] t = 3.492

No 58 (82.9) 12.96 ± 4.57 13.0 [7.0] P = .001*

F: ANOVA.
Z: Mann–Whitney U-test.
t: independent samples t-test.
*P < .01.
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to 24th gestational weeks and thewomen in the 33rd gestational week
or later (P > .05). Previous studies have reported that as gestational
weeks increase, prenatal distress levels decrease.18,34 Tunçel and Süt35

found that prenatal distress levels were very similar in all three trime-
sters. Our study and other studies reveal different results on this
issue. In this study, the high distress levels in the 25th to 32nd
weeks of gestation may have been due to GHT, as well as the rapid
and physically significant changes in this stage of pregnancy.

Thewomenwho had unplanned pregnancies had higher distress levels
than the women who had planned pregnancies (P > .05). Similarly,
Dündar et al.36 reported that the distress levels of women who had
unplanned pregnancies were high. The uncertainty experienced by
pregnant women with unplanned pregnancies may increase their dis-
tress levels because they are not sufficiently ready for pregnancy and
complications such as GHT.

Of the pregnant women, 84.3% said that they had not received infor-
mation about GHT. The prenatal distress levels of the women who had
not received information about GHT and its danger signs were higher
(P > .05). It is important for pregnant women with GHT to get informa-
tion about their condition, to reduce concerns about their own health
and the health of their fetuses, to raise awareness about the process
of the disease, and to use effective methods of coping with stress.4

Considering that the distress level of pregnant women who received
both diet and pharmaceutical therapy was high in our study, informa-
tion needs are better understood (P > .05). Similar studies have re-
ported no significant difference between medication use and PDQ
scores.18,27 In this study, the high distress levels of the pregnant
women who received both dietary and pharmaceutical therapy may
have been due to their concerns about the negative effects of phar-
maceutical treatment on the health of their fetuses, concern that their
own health had deteriorated enough to require medication, and wor-
ries about hypertension after delivery.

According to the results of our study, considering that one out of every
four women did not know the danger signs of GHT, it is thought that the
importance of providing education on the danger signs of GHT will be
better understood. The most recognized sign of GHT in this study was
high blood pressure. As it is known, GHT is a disease that can have
consequences ranging frommild hypertension tomultiple organ damage
and maternal and fetal death. The pregnant woman should be informed
by the nurse about the course of GHT, what symptoms she should apply
to the hospital, and howand howoften to take the correct blood pressure
measurement at home. Providing information about other signs and
symptoms of GHT, such as changes in infants movements and vision
impairment, will help to reduce women’s prenatal distress and to protect
maternal and fetal health. A previous study found that pregnant women
who self-monitored their blood pressure at homeweremore aware about
the risks of hypertension and preeclampsia.37

This study found that the women who had problems with their fetuses
had higher prenatal distress levels than the women who did not
(P < .001). Similarly, Hediye and Korkmaz13 reported that concern
about fetal health is the most stressful factor for pregnant women.
In our study, it is thought that the prenatal distress levels of the
women with fetal health problems (such as intrauterine growth retar-
dation, preterm labor, and Down’s syndrome) may have been high due
to concerns about the well-being of their fetuses.

Limitations of the Study

The inability to make a comparison due to the lack of a control group
consisting of healthy pregnant women is a limitation of our study. This

study’s results are generalizable to its sample but not to the whole
society.

Conclusion

This study found that the pregnant women’s distress levels were mod-
erate. Although the only statistically significant variable of the study was
the presence of problems with the fetus, it was identified that the
women’s prenatal distress levels increased with age and decreased
with higher maternal and husband’s education. In addition, the women
who smoked, who received family support, who had unplanned pregnan-
cies, who had not received information from nurse about GHT, who did
not know the danger signs of GHT, and who received both dietary and
pharmaceutical treatment had higher prenatal distress levels.

Therefore, nurses should plan educational programs for pregnant
women with GHT about its course, how to measure and monitor
blood pressure at home, changes in infant movements, symptoms
such as visual impairment, and when to go to the hospital. Husbands
should be encouraged to join these educational programs. In addition,
nurses should also closely monitor women’smaternal and fetal health,
identify stressors that may cause women to experience prenatal dis-
tress, and support positive ones rather than negative coping methods.

Ethics Committee Approval: Ankara University Ethics Committee approved this
study (13.02.2019, No: 04/70).

Informed Consent: Written informed consent was obtained from women who
participated in this study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept – H.N.Ö., B.D.H.; Design – H.N.Ö., B.D.H.;
Supervision – B.D.H.; Materials– H.N.Ö.; Data Collection and/or Processing – H.
N.Ö., B.D.H.; Analysis and/or Interpretation – H.N.Ö., B.D.H.; Literature Search –

H.N.Ö., B.D.H.; Writing Manuscript – H.N.Ö., B.D.H.; Critical Review – B.D.H.

Acknowledgments Wewould like to thank all pregnant women who participated
in our study.

Conflict of Interest: The authors have no conflict of interest to declare.

Financial Disclosure: The authors declared that this study has received no
financial support.

References
1. Çalık YK, Aktaş S. Gebelikte depresyon: Sıklık, risk faktörleri ve tedavisi.

Psikiyatrik Güncel Yaklasimlar - Current Approaches in Psychiatry. 2011;3
(1):142-162. https://dergipark.org.tr/tr/pub/pgy/issue/11159/133421

2. GümüşdaşM, Apay SE, Özorhan EY. Riskli olan ve olmayan gebelerin psiko-
sosyal sağlıklarının karşılaştırılması. Saglik Bilimleri Ve Meslekleri Dergisi.
2014;1:32-42. [Crossref]

3. Karanisoğlu H. Riskli gebeliklerde ruhsal durum ve hemşirelik yaklaşımı.
Florence Nightingale Hemsirelik Dergisi. 2015;5(19):47-52. https://dergi
park.org.tr/tr/pub/fnjn/issue/9031/112586

4. Ölçer Z, Oskay ÜY. Yüksek riskli gebelerin yaşadığı stresörler ve stresle baş
etme yöntemleri. Koç Üniversitesi Hemsirelikte Egitim Ve Arastirma Dergisi.
2015;12(2):85-92. [Crossref]

5. Ertuğrul M. Tilburg Gebelik Distress Ölçeği’ Nin Türkçe’ye Uyarlanması: Ge-
çerlik Ve Güvenirlik Çalışması [Yüksek Lisans Tez]. İzmir: Dokuz Eylül Üni-
versitesi, Sağlık Bilimleri Enstitüsü; 2013.

6. Yüksel F, Akın S, Durna Z. Prenatal distres ölçeği’nin türkçe’ye uyarlanması
ve faktör analizi. Hemsirelikte Egitim Ve Arastirma Dergisi. 2011;8(3):43-51.
http://journalagent.com/z4/vi.asp?pdir=kuhead&plng=tur&un=KU
HEAD–70299

7. Çulha G, Ocaktan ME, Çöl M. Ankara üniversitesi tıp fakültesi kadın hasta-
lıkları ve doğum polikliniğine başvuran gebelerde hipertansiyon araştırması.
Turkiye Klinikleri Journal of Medical Sciences. 2010;30(2):639-649. [Crossref]

JERN 2021; 18(4): 402–408
DOI: 10.5152/jern.2021.80217

407



8. Ersoy H, Sarı O, Aydoğan Ü, et al. Tıp fakültesi kadın hastalıkları ve doğum
polikliniğine başvuran gebelerde hipertansiyon sıklığı. Turk Neph Dial
Transpl. 2011;20(2):187-191. [Crossref]

9. ACOG (2012). The American Collage of Obstetrics and Gynecologists hyper-
tension in pregnancy. https://www.acog.org/~/media/Task%20Force%
20and%20Work%20Group%20Reports/public/HypertensioninPregnancy.
pdf.

10. Reddy S, Jim B. Hypertension and pregnancy: Management and future
risks. Adv Chronic Kidney Dis. 2019;26(2):137-145. [Crossref]

11. Özcan İT, Akçay B, Seyis S. Gebelikte hipertansiyon ve antihipertansif
tedavi. Turkiye Klinikleri Cardiovascular Sciences. 2007;19(1), 56-67.
https://www.turkiyeklinikleri.com/article/tr-gebelikte-hipertansiyon-ve-
antihipertansif-tedavi-47421.html

12. Koçer H, Karacaoğlu MÜ, KaracanT, Sağlam D, Dayan H, Naki MM. Gebeliğin
indüklediği hipertansif olgularda yoğun bakım sonuçları. Göztepe Tip Der-
gisi. 2013;28(3):107-109. http://www.journalagent.com/medeniyet/pdfs/
MEDJ_28_3_107_109.pdf

13. Hediye A, Korkmaz N. Kısmi yatak istirahati ile hastanede yatan yüksek
riskli gebelerin yaşadığı fiziksel ve psikolojik sorunlar. Perinatoloji Dergisi.
2005;13(2):1-11. http://www.perinataldergi.com/Archive/Article/
20050131232

14. Atasever İ, Çelik AS. Prenatal stresin ana-çocuk sağlığı üzerine etkisi.
Anadolu Hemsirelik Ve Saglik Bilimleri Dergisi. 2018;21(1):60-68. https://
dergipark.org.tr/en/download/article-file/464386

15. McCoyd JLM, Curran L, Munch S. They say, “ıf you don’t relax.you’re going
to make something bad happen”: Women’s emotion management during
medically high-risk pregnancy. Psychol Women Quart. 2019;10(20):1-13. 10.
1177/0361684319883199

16. Api O, Api M. Gebelik ve hipertansiyon. Turkiye Klinikleri - Journal of Endo-
crinology Special Topics. 2013;6(3):79-91.

17. Yali AM, Lobel M. Coping and distress in pregnancy: An investigation of
medically high risk women. J Psychosom Obstet Gynecol. 1999;20(1):39-52.
[Crossref]

18. Altınçelep F. Gebelerdekı̇ Prenatal Dı̇stres Düzeyı̇nin Belı̇rlenmesı̇ [Yüksek Li-
sansTezi]. İstanbul: İstanbul BilimÜniversitesi, SağlıkBilimleri Enstitüsü; 2011.

19. Paşalak Şİ. Yüksek Riskli Gebelik Nedeniyle Hastanede Yatak Istirahatinde
Olan Gebelerin Gebeliğe Uyum Düzeyleri Ve Etkileyen Bazı Faktörlerin belir-
lenmesi[Yüksek Lisans Tezi]. İstanbul: Koç Üniversitesi, Saülık Bilimleri
Enstitüsü; 2016.

20. Dağlar G, Nur N. Gebelerin stresle başa çıkma tarzlarının anksiyete ve
depresyon düzeyi ile ilişkisi. Cumhuriyet Tip Dergisi. 2014;36(4):429-441.
https://dergipark.org.tr/en/download/article-file/48139

21. Cunningham FG, Leveno KJ, Bloom SL, Hauth JC, Rouse DJ, Spong CY.
Obstetrical complications. In:WilliamsObstetrik. 23rd ed. CeylanY, YıldırımG,
Gedikbaşı A, Aslan H, Gül A, Çev. İstanbul: Nobel Tıp Kitabevi; 2010: 706-757.

22. Dursun M, Dal NA. Gebelikte Hipertansiyon. Bilim Ve Gençlik Dergisi. 2017;5
(2):28-43. https://www.munzur.edu.tr/birimler/dergi/Bilder/arsiv/
BGD5-2/5.2.4.pdf

23. Çapık A, Apay SE, Sakar T. Gebelerde distres düzeyinin belirlenmesi. Ana-
dolu Hemsirelik Ve Saglik Bilimleri Dergisi. 2015;18(3):196-203. https://
dergipark.org.tr/tr/download/article-file/29716

24. KaraçamZ, Ançel G. Depression, anxiety and influencing factors in pregnancy:
A study in a turkish population.Midwifery. 2009;25(4):344-356. [Crossref]

25. Akbaş E, Vırıt O, Kalenderoğlu A, Savaş HA, Sertbaş G. Gebelikte sosyode-
mografik değişkenlerin kaygı ve depresyon düzeyleriyle ilişkisi. Nöropsi-
kiyatri Arsivi. 2008;45(3):85-91. [Crossref]

26. Arslan B, Arslan A, Kara S, Öngel K, Mungan M. Gebelik anksiyete ve
depresyonunda risk faktörleri: 452 olguda değerlendirme. Tepecik Egitim
Hastanesi Dergisi. 2011;21(2):79-84. [Crossref]

27. Zaman FK, Özkan N, Toprak D. Gebelikte depreyon ve anksiyete. Konuralp
Tip Dergisi. 2018;10(1):20-25. [Crossref]

28. Nazik F, Oğuzöncül AF. Depression and influencing factor in pregnancy: A
community-based study. Int J Med Sci Public Health. 2017;6(11):1635-
1640.

29. Koçak V. Prenatal Tarama Testi Için Başvuran Gebelerde Kaygı Düzeyi Ve
Ilişkili Faktörler [Yüksek Lisans Tezi]. Konya: Selçuk Üniversitesi, Sağlık
Bilimleri Enstitüsü; 2014.

30. Goodwin RD, Cheslack-Postava K, Nelson DB, et al. Serious psychological
distress and smoking during pregnancy in the united states: 2008-2014.
Nicotine Tobacco Res. 2017;19(5):605-614. [Crossref]

31. Kaplan S, Bahar A, Sertbaş G. Gebelerde doğum öncesi ve doğum sonrası
dönemlerde durumluk kaygı düzeylerinin incelenmesi. Anadolu Hemsirelik
Ve Saglik Bilimleri Dergisi. 2007;10(1):113-121. https://dergipark.org.tr/tr/
download/article-file/29353

32. Çakır L, Can H. Gebelikte sosyodemografik değişkenlerin anksiyete ve
depresyon düzeyleriyle ilişkisi. J Turkish Fam Physician. 2012;3(2):35-42.
http://turkishfamilyphysician.com/wp-content/uploads/2016/08/C3-
S2-gebelikte-anksiyete-ve-depresyon.pdf

33. Yüksel F, Akın S, Durna Z. Prenatal distress inTurkish pregnant women and
factors associated with maternal prenatal distress. J Clin Nurs. 2014;23:4-
64. [Crossref]

34. Küçükkaya B, Dindar İ, Erçel Ö, Yılmaz E. Gebelik dönemlerine göre gebe-
lerin doğum ve postpartum döneme ilişkin endişeleri. JAREN. 2018;4(1):28-
36. [Crossref]

35. Tunçel NT, Süt HK. Gebelikte yaşanan anksiyete, depresyon ve prenatal
distres düzeyinin doğum öncesi bebeğe bağlanmaya etkisi. Jinekoloji-
Obstetrik Ve Neonatoloji Tip Dergisi. 2019;16(1):9-17. http://jgon.org/
index.php/JGON/article/view/718/381

36. Dündar T, Özsoy S, Aksu H, Toptaş B. Obstetrik özelliklerin gebelikte
distres üzerine etkisi. Anadolu Hemsirelik Ve Saglik Bilimleri Dergisi.
2019;22(1):17-24. https://dergipark.org.tr/en/download/article-file
/687754

37. Hinton L, Tucker KL, Greenfield SM, et al. Blood pressure self-monitoring in
pregnancy (BuMP) feasibility study; a qualitative analysis of women’s
experiences of self-monitoring.BMC Pregnancy Childbirth. 2017;17(1):427.
[Crossref]

Özgen and Hiçyılmaz
Prenatal Distress Levels of Pregnant

Women with GHT

408


