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Abstract

Background: This study aims to identify prenatal distress and the contributing factors in high-
risk pregnant women. 

Methods: This descriptive study was conducted among 241 high-risk pregnant women at Et-
lik Zübeyde Hanım Health Application and Research Center in Ankara, Turkey. Sampling was 
performed using the simple random sampling method. Data were collected using the sociode-
mographic form and the Tilburg Pregnancy Distress Scale. Data analysis was performed using 
the Mann-Whitney U test, Kruskal-Wallis H test, and posthoc test.  The significance level was 
taken as P < .05.

Results: The average age of the pregnant women was 28.61 ± 5.8 years, and the Tilburg Preg-
nancy Distress Scale total mean score was found to be 29.05 ± 11.6.  A statistically significant 
difference was found between the Tilburg Pregnancy Distress Scale total mean scores and 
the variables such as pregnant women’s educational level, their income level, the place where 
they spent their childhood, their wanting of the pregnancy, and the number of children they 
had (P < .05).

Conclusion: More than half of the high-risk pregnant women were found to experience dis-
tress. In addition, it was found that some sociodemographic and obstetric variables impacted 
the distress levels. 
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Introduction

Pregnancy, a physiological phenomenon, is a process that requires a biopsychosocial 
adaptation for the pregnant woman and her family. The differences experienced in this 
process could be listed as the changes in the physiological and psychosocial balance, 
roles in the family and work life, and parenting roles.1 Pregnancy, which could be char-
acterized as a developmental crisis, has a very important role in a woman’s life. The pro-
cess of adaptation to the psychological changes that develop in pregnancy could cause 
mild, medium, or severe levels of psychological problems in some women.2 

A high-risk pregnancy is defined as a physiological and psychosocial condition that 
threatens the health of the mother, fetus, or newborn and increases the risk of disease 
and death.1 Systemic diseases existing before pregnancy or diseases developing during 
the pregnancy constitute high-risk pregnancies. High-complication pregnancies with 
Rhesus incompatibility, premature rupture of membrane, pre-eclampsia, intrauterine 
growth retardation, and incompetence of the cervix could be listed as high-risk preg-
nancies.1,3

Owing to the problems associated with the mother or the baby, women’s stress level 
increases even more in high-risk pregnancies.2 Having a term pregnancy and a healthy 
baby carry a high-risk condition. Excessive stress and anxiety experienced by the moth-
er could cause negative pregnancy outcomes in these pregnancies. Excessive stress 
experienced in pregnancy also causes a repressed immune system, decreases the birth 
weight of the fetus, and increases the risk of preterm birth.1 Maintaining the gestational 
process in a healthy way and preparing the baby for life outside the uterus in a healthy 
way is possible for the mother through the adaptation of both the mother and the fetus 
to this condition.4 

Analyzing the literature on this issue, Kara et al.5 reported significant levels of distress 
experienced in high-risk pregnancies. Woods et al.6 reported that pregnant women with 
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≥2 diseases experienced more psychosocial stress and more neg-
ative birth outcomes. In their study conducted among hospitalized 
high-risk pregnant women, Pamuk and Arslan7 detected that high-
risk pregnant women at bed rest in the hospital experienced many 
physical and psychological problems. Another study8 reported that 
views about the fetus and emotional problems caused a decrease in 
the placental blood flow. 

An assessment of the prenatal distress, the prevalence of which 
could increase in high-risk pregnancies, is of importance in terms 
of the productivity and efficiency of the health services provided to 
pregnant women. Identification of the antepartum symptoms that 
might cause prenatal stress during pregnancy, particularly through 
preventive care practices, could prevent pregnant women from ex-
periencing these problems. Therefore, this study is intended to guide 
midwives and nurses who perform high-risk pregnancy follow-ups 
on the services they will provide. In this regard, this study aims to 
identify the prenatal distress levels and the contributing factors in 
high-risk pregnant women. 

Material and Methods 

Study Design 

This study utilized a descriptive study design to identify prenatal 
distress levels and the contributing factors in high-risk pregnant 
women. 

Setting and Time of the Study 

The study was conducted with pregnant women who had inpatient 
treatment in Etlik Zübeyde Hanım Health Application and Research 
Center in Ankara University Faculty of Health Sciences, Turkey, be-
tween March 1 and September 1, 2018. 

Target Population and the Sample 

The target population of the study was the women who applied to Et-
lik Zübeyde Hanım Health Application and Research Center in Ankara 
University Faculty of Health Sciences for follow-up and treatment 
and were diagnosed with a high-risk pregnancy. Considering the 
monthly average number of pregnant women applying to the policlin-
ic, the study was conducted with 241 women with a high-risk preg-
nancy who were selected using the simple random sampling method.

The women who agreed to participate in the study, who were aged 
between 18 and 40 years, who had pregnancy duration ≥12 weeks, 
and who were diagnosed with high-risk pregnancy were included in 
the study. Women who had communication difficulties and mental 
deficiency were not included in the study. 

Data Collection Tools

Data were collected using the Sociodemographic Form and the Til-
burg Pregnancy Distress Scale (TPDS). 

The Sociodemographic Form: The Sociodemographic Form was pre-
pared by the researchers in line with the related literature.2,5‒7 The 
form includes 23 questions that assess the sociodemographic and 
obstetric features of pregnant women. 

The Tilburg Pregnancy Distress Scale: The TPDS was developed in 
2011 by Pop et al.9 to identify distress in pregnancy. The reliability and 
validity of the scale were tested in 2015 by Çapık and Pasinlioğlu.10 
The scale is composed of 16 items in total. Each item in the scale 
is scored on a 4-point Likert scale, including “very often” (0 points), 

“quite often” (1 point), “sometimes” (2 points), “rarely or never” (3 
points). The scale has 2 subscales called Negative Affect and Partner 
Involvement.9,10 The Negative Affect subscale is composed of 11 items 
that include items 3, 5, 6, 7, 9, 10, 11, 12, 13, 14, and 16. The scores to 
be obtained from this subscale range between 0 and 33. The Partner 
Involvement subscale is composed of 5 items, including items 1, 2, 
4, 8, and 15. The scores to be obtained from this subscale range be-
tween 0 and 15. Items 3, 5, 6, 7, 9, 10, 11, 12, 13, 14, and 16 are scored 
reversely. The scores to be obtained from the scale range between 
0 and 48. The scale is administered to pregnant women who have a 
pregnancy duration of ≥12 weeks. The scale has a cut-off point, and a 
total score of ≥28 indicates pregnant women who are at risk in terms 
of distress (depression, anxiety, stress). Cronbach’s alpha value of the 
scale was found to be 0.83 in the validity-reliability analyses.10 In this 
study, Cronbach’s alpha value of the scale was found to be 0.90, and 
the Cronbach’s alpha values for the Negative Affect and Partner In-
volvement subscales were found to be 0.93 and 0.91, respectively. 

Data Collection 

Data were collected by the researchers from pregnant women at 
bed rest in the high-risk pregnancy service of Etlik Zübeyde Hanım 
Health Application and Research Center in Ankara University Faculty 
of Health Sciences. Data were collected through interviews conduct-
ed face to face, which took approximately 10 minutes to complete. 

Statistical Analysis

Data were analyzed using the Statistical Package for the Social Sci-
ences (SPSS) version 18 (IBM Corp.; Armonk, NY, USA). Normal distri-
bution of the data was identified using the Kolmogorov-Smirnov (P 
< .05) test, which indicated that the data did not distribute normally. 
In addition to the statistical methods (means, standard deviation, 
frequencies), data analyses included the Mann-Whitney U test for 
the comparison of the quantitative data between the 2 groups, Krus-
kal-Wallis H test for the assessments of the quantitative data among 
>2 groups, and paired comparisons in the Kruskal-Wallis H test for 
the identification of the group that caused the differences. Statisti-
cal significance was accepted at P < .05. 

Ethical Considerations 

Ethical committee approval was obtained from Ankara Yıldırım 
Beyazıt University Ethics committee (2018/65), and institutional ap-
proval was obtained from Etlik Zübeyde Hanım Health Application 
and Research Center at Ankara University Faculty of Health Scienc-
es. In addition, the individuals who participated in the study were 
informed about the purpose of the study, and their written consent 
was obtained by the informed consent form. 

Results

The average age of the pregnant women was 28.61 ± 5.8 years. Of 
all the pregnant women, 47.7% graduated from primary/secondary 
school, all of them had social security, and the partners of all the 
pregnant women were employed (Table 1). In addition, 87.6% of them 
wanted their pregnancy, 46.9% saw a private doctor for their fol-
low-ups, and 66.0% were hospitalized owing to the reasons related 
to uterus and placenta (Table 2). Other personal and pregnancy-re-
lated findings of the participating pregnant women are presented in 
Tables 1 and 2. 

The TPDS total mean score of the pregnant women was found to be 
29.05 ± 11.6. Besides, the mean scores were 23.17 ± 9.8 for the Nega-
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tive Affect subscale and 5.88 ± 4.8 for the Partner Involvement sub-
scale (Table 3). Of all the participating pregnant women, 63.5% expe-
rienced distress. A comparison of the pregnant women’s TPDS mean 
scores according to some of their personal and pregnancy-related 
features showed that there were significant differences between 
the pregnant women’s TPDS total mean scores in terms of education 
level (P < .05). The results of the advanced analyses showed that the 
difference was caused by the primary/secondary school group (P < 
.05) (Table 4). 

Table 1. Distribution of the Pregnant Women by Some Personal Fea-
tures

Personal features Mean±SD Median (min-max)

Average age, years 28.61 ± 5.8 28 (17-39)

Duration of marriage (month) 88.03 ± 71.1 72 (1-264)

Age n  (%)

≤19 10  (4.1)

20-29 129  (53.5)

30-39 102  (42.4)

Education level 

Primary/secondary school 115  (47.7)

High school 108  (44.8)  

University  18  (7.5)

Working 

Yes 53  (22.0)

No 188  (78.0)

Income level perception  

Low   39  (16.2)

Medium  61  (25.3)

Good 113  (46.9)

Very good 28  (11.6)

Type of family 

Nuclear family 225  (93.4)  

Extended family 16  (6.6)

The education level of the 
spouse

Primary/secondary school 61  (25.3)

High school 124  (51.5)

University 56  (23.2)

The place where they spent 
their childhood 

City  154  (63.9)

Town  17  (7.1)

Village   70  (29.0)

max: maximum; min: minimum; SD: standard deviation.

Table 2. Distribution of the Pregnant Women According to Pregnan-
cy Features

Pregnancy features Mean±SD Median (min-max)

Gestational week 29.80 ± 6.1 31 (13-42)

Number of pregnancies 2.29 ± 1.1 2 (1-6)

Number of children 1.12 ± 0.9 1 (0-4)

Wanting the pregnancy n  (%)

Yes 211  (87.6)

No  30  (12.4)

The person who did the 
pregnancy follow-up

A private doctor 113  (46.9)  

A doctor in a public hospital  103  (42.7)

Doctor+midwife 25  (10.4)

Going for follow-up each 
time she is called

Yes 241 (100.0)

Using medicine before and 
during pregnancy 

Yes 7  (2.9)

No    234  (97.1)

Type of medicine

Diabetic medicine 1  (0.4)

Blood thinners 2  (0.8)

High blood pressure med-
ication

1  (0.4)

Thyroid medication 3  (1.2)

Reason for hospitalization 

Fetus-related reasons 32  (13.3)

Reasons due to uterus and 
placenta

159  (66.0)

Systemic diseases 50  (20.7)

Duration of hospital stay 

0-9 days 229  (95.0)

10-19 days 8  (3.3)

≥20 days 3  (1.2)

Gestational week

Second trimester 62  (25.7)

Third trimester 179  (74.3)

Number of pregnancies 

Primigravida 76  (31.5)

Multigravida 165  (68.5)

Number of children

0 83  (34.4)

1-2 137  (56.8)

≥3 21  (8.7)

max: maximum; min: minimum; SD: standard deviation.
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Significant differences were found between the TPDS total mean 
scores in terms of the education level of the partners (P < .05). The 
results of the advanced analysis indicated that the difference was 
caused by the primary/secondary school group (P < .05) (Table 4). 
Significant differences were found between the TPDS total mean 
scores in terms of the pregnant women’s income level (P < .05). The 
results of the advanced analysis showed that the difference was 
caused by the group with low income (P < .05) (Table 4). 
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Table 3. Pregnant Women’s TPDS Subscale and Total Mean Scores  

Scale and subscales Mean±SD Median (min-max)

Negative Affect 23.17 ± 9.8 28 (0-33)

Partner Involvement 5.88 ± 4.8 5 (0-15)

Total scale score 29.05 ± 11.6 32 (2-48)

Max: maximum; min: minimum; SD: standard deviation; TPDS: Tilburg Preg-
nancy Distress Scale.

Table 4. Comparison of Pregnant Women’s TPDS Total and Sub-
scale Mean Scores According to Some Personality Features  

Personality features 

Negative 
Affect  

Partner In-
volvement  

TPDS total 
score

Mean±SD Mean±SD Mean±SD

Age

18-19a 23.40 ± 9.6 4.30 ± 3.7 27.70 ± 12.1

20-29b 23.64 ± 9.7 4.91 ± 4.5 28.55 ± 11.0

30-39c 22.54 ± 9.9 7.26 ± 4.9 29.81 ± 12.5

Test statistics 

Posthoc

χ2= 1.813  
P = .404

χ2=13.756  
P = .001** 

c>a,b

χ2= 1.809 
P = .405

Education level 

Primary/secondary 
schoola

24.20 ± 9.4 7.10 ± 4.7 31.31 ± 11.1

High Schoolb 22.10 ± 10.3 4.77 ± 4.6 26.87 ± 12.1

Universityc 22.94 ± 8.4 4.72 ± 4.3 27.66 ± 9.2

Test statistics 

Posthoc

χ2= 1.987 
P = .370

χ2= 15.206 
P < .001 

a>b,c

χ2= 9.056 
P = .011* 

a>b,c

Income level

Lowa 24.97±9.5 8.74 ± 5.0 33.71 ± 10.6

Mediumb 22.80±9.5 6.21 ± 4.4 29.01 ± 11.1

Goodc 22.61±10.2 5.00 ± 4.4 27.61 ± 11.8

Very goodd 23.71±9.5 4.71 ± 5.4 28.42 ± 12.0

Test statistics 

Posthoc

χ2= 2.008 
P= 0.571

χ2= 18.975 
P < .001 
a>b,c,d

χ2= 8.132 
P = .043* 
a>b,c,d

Partner’s education level

Primary/secondary 
schoola

23.47 ± 9.6 8.68 ± 4.5 32.16 ± 12.0

High schoolb 22.71 ± 10.2 4.78 ± 4.5 27.50 ± 11.6

Universityc 23.83 ± 9.1 5.26 ± 4.5 29.10 ± 10.6

Test statistics 

Posthoc

χ2= 0.359 
P = .836

χ2= 27.324 
P < .001 

a>b,c

χ2= 8.665 
P = .013* 

a>b,c

The place where they spend their childhood  

Citya 22.57 ± 10.0 4.83 ± 4.5 27.41 ± 11.7

Townb 22.88 ± 10.1 6.11 ± 4.2 29.00 ± 12.6

Villagec  24.54 ± 9.2 8.12 ± 4.7 32.67 ± 10.4

Test statistics 

Posthoc

χ2= 0.958 
P = .619

χ2= 22.057 
P < .001 

c>a,b

χ2= 10.404 
P = .006**  

c>a,b
Z: Mann-Whitney U test; χ2: Kruskal-Wallis H test; *P < .05; SD: standard 
deviation; TPDS: Tilburg Pregnancy Distress Scale.

Table 5. Comparison of Pregnant Women’s TPDS Total and Sub-
scale Mean Scores According to Some Pregnancy-Related Features 

Pregnancy features

Negative 
Affect  

Partner In-
volvement

TPDS total 
score

Mean±SD Mean±SD Mean±SD

Wanting the preg-
nancy

Yes 22.84 ± 10.0 5.00 ± 4.2  27.84 ± 11.5

No 25.46 ± 7.5 12.10 ± 3.7  37.56 ± 8.4

Test statistics Z= -0.014  
P = .989

Z= -6.834  
P < .001

Z= -4.803  
P < .001

Duration of hospital 
stay

0-9 days 23.17 ± 9.7 5.78 ± 4.8 28.96 ± 11.5

10-19 days 26.75 ± 8.8 9.25 ± 2.7 36.00 ± 9.7

≥20 days 20.66 ± 15.3 3.66 ± 1.5 24.33 ± 15.0

Test statistics χ2= 1.722  
P = .423

χ2= 5.069  
P = .079

χ2= 4.074  
P = .130

Pregnancy trimes-
ters

Second trimester 24.37 ± 8.5 5.29 ± 4.8 29.66 ± 10.8

Third trimester 22.75 ± 10.2 6.08 ± 4.8 28.84 ± 11.9

Test statistics Z= -0. 624  
P = .532

Z= -1.126  
P = .260

Z= -0.317  
P= 0.751

Number of pregnan-
cies

Primipara 25.00 ± 8.6 4.09 ± 4.2 29.09 ± 9.8

Multipara 22.32 ± 10.2 6.70 ± 4.8 29.03 ± 12.3

Test statistics Z= -1.594  
P = .111

Z= -3.953  
P < .001

Z= -0.505  
P = .667

Number of children

0a 25.59 ± 8.5 4.22 ± 4.3 29.81 ± 9.7

1-2b 21.30 ± 10.5 5.94 ± 4.5 27.25 ± 12.4

≥3c 25.75 ± 7.0 12.00 ± 3.2 37.76 ± 8.3

Test statistics

Posthoc

χ2= 8.375 
P = .015* 

a,c>b

χ2= 39.041 
P < .001 

c>a,b

χ2= 16.507 
P < .001 

c>a,b

Z: Mann-Whitney U test; χ2: Kruskal-Wallis H test; *P < .05; SD: standard 
deviation; TPDS: Tilburg Pregnancy Distress Scale.
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Significant differences were found between the TPDS total mean 
scores in terms of the places where the pregnant women spent 
their childhood (P < .05). The results of the advanced analysis indi-
cated that the difference was caused by the group that spent their 
childhood in a village (P < .05) (Table 4). Significant differences were 
found between the TPDS total mean scores with respect to wanting 
the pregnancy. The TPDS total mean scores of the group who did not 
want the pregnancy were found to be higher (P < .05) (Table 5).

Significant differences were detected between the TPDS total mean 
scores in terms of the number of children (P < .05). The advanced 
analysis results showed that the difference was caused by the group 
who had ≥3 children (P < .05) (Table 5). 

No significant differences were detected between the TPDS total 
mean scores in terms of the pregnant women’s age, duration of hos-
pital stay, pregnancy trimester, and the number of pregnancies (P > 
.05) (Tables 4 and 5). 

Discussion

This study found that the high-risk pregnant women were at risk in 
terms of distress and that more than half of them experienced dis-
tress. In their study that investigated the distress levels of high-risk 
pregnant women, Kara et al.5 found that the TPDS mean score of the 
pregnant women was 34.92 ± 5.14 and that 91.2% of them experienced 
distress. The study conducted in 2019 by Bahadır Yılmaz11 reported 
that the prenatal distress levels of high-risk pregnant women were 
higher than those of women with normal pregnancy. A study conduct-
ed by Woods et al.6 showed that the birth outcomes were more neg-
ative in high-risk pregnant women and that they experienced more 
psychological stress. Studies conducted in our country and that inves-
tigated distress in pregnancy also reported a prevalence of distress 
between 11.9% and 34.1%.12‒15 Besides being a physiological process, 
pregnancy is a stressful and complicated process. This is more sig-
nificant in high-risk pregnant women. Studies that assessed the psy-
chosocial health condition in pregnancy reported that high-risk preg-
nant women experienced more distress and anxiety and consequently 
potential depression compared with pregnant women with no risk; 
hence, the probability of developing depression was higher, and their 
psychosocial health was affected more negatively.11,16,17 The literature 
also reports similar findings, indicating that high-risk pregnancy in-
creases the distress experienced by pregnant women. In addition, be-
cause the pregnant women studied in this study were having inpatient 
treatment, their higher distress level is somewhat expected. The dis-
tress level could increase owing to the high-risk pregnancy diagnosis 
and the accompanying inpatient treatment. The difference between 
pregnant women’s education level and the TPDS total mean score 
was found to be caused by the primary/secondary school group. The 
low education level of pregnant women is considered to be a factor 
that increases their distress. Therefore, it is somewhat expected that 
pregnant women with high education level have better distress man-
agement. Similarly, the study conducted by Çapık et al.14 reported that 
educational level was an important factor in distress management. 
Özşahin et al.18 stated that pregnant women with high education level 
managed their anxiety and distress better. Other studies also reported 
that education level affected the stress level in pregnancy.15,19,20 This 
result indicates that a high educational level could have positive im-
pacts on the distress level owing to the factors such as the increase 
in skills about coping with distress and the changes in the women’s 
position in social life. 

The difference between the educational level of the pregnant wom-
en’s partners and the TPDS total mean score was found to be caused 
by the primary/secondary school group. This finding indicates that 
the partner’s education level is also a stress factor for pregnant 
women. Çapık et al.14 reported that although the educational level of 
pregnant women’s partners indicated no significant differences in 
terms of the distress score, the distress score was lower in pregnant 
women whose partner graduated from university. Family, friends, and 
particularly partners were the most important social support sourc-
es for pregnant women.21‒23 A high educational level could increase 
partners’ awareness and provide pregnant women with more sup-
port. A high education level could also be considered an advantage in 
terms of finding a job, working in jobs with higher status, and having 
social security. Hence, this condition is also considered to contrib-
ute to better socioeconomic levels. Bernard et al.24 reported that the 
psychosocial well-being of pregnant women with decreased partner 
support was affected negatively. Therefore, pregnant women whose 
partner has a low educational level could have a higher possibility 
of experiencing distress. The pregnant women’s distress level was 
found to decrease with an increase in their income level. Major fac-
tors such as education level and income level are known to have 
direct impacts on women’s health status.25 Carolan-Olah and Barry26 
reported higher levels of antenatal stress, anxiety, and depression 
symptoms in pregnant women who had a low economic level. Sim-
ilarly, Leigh and Milgrom27 reported that depression increased even 
more in pregnant women with a low-income level than in pregnant 
women who had a good income level. Erdem et al.28 also found that 
economic level was associated with anxiety level. Other studies also 
reported that economic anxiety increased the stress experienced in 
pregnancy.11,19,26,29 This result indicates that a low economic level in-
creases the distress level experienced by pregnant women. 

Pregnant women’s distress level was found to be inversely associ-
ated with the urbanization level of the place where they spent their 
childhood and with the level of facilities in places where they lived. 
Living in a village was considered a risk factor to accessing educa-
tional services and having a low education level, which could con-
tribute to the distress experienced. Özşahin et al.18 found that the 
psychosocial health level was higher in pregnant women living in a 
city center. The literature also reports that the health of women liv-
ing in the countryside is worse than that of the ones living in urban 
regions.25,30 On the other hand, owing to benefiting from health ser-
vices, residential places are known to be an important factor that 
impacts health levels.31 This finding could be considered a conse-
quence of the duration spent in the countryside. 

Significant differences were found between pregnant women’s 
wanting of the pregnancy and the TPDS total mean scores. Not want-
ing the pregnancy is an important factor for the pregnant woman to 
experience distress. Studies also showed that distress and ineffec-
tive coping levels were higher in unwanted pregnancies.32‒34 Unwant-
ed pregnancies are known to cause pregnant women to perceive 
events more negatively and to increase distress levels.35‒37 In this 
study, significantly higher TPDS mean scores of pregnant women 
with unplanned pregnancies than the mean scores of those who had 
a planned and wanted pregnancy were somewhat expected. Preg-
nant women’s distress was found to increase with an increase in the 
number of living children. Dündar et al.36 found that the TPDS mean 
scores increased with an increase in the number of children. Other 
studies also showed that the increase in the number of children also 
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increased the level of distress experienced.38‒40 On the other hand, in 
the literature are studies indicating that number of children does not 
impact distress and anxiety levels.14,41 

Variables such as age, duration of hospital stay, pregnancy trimester, 
and number of pregnancies did not cause a significant difference 
in the distress levels. This result could be caused by the pregnant 
women’s similar age group and the average duration of hospital stay. 
In a similar vein, the literature also reports that the number of preg-
nancies does not impact psychological problems.14,41 However, some 
studies also reported that the number of pregnancies had impacts 
on distress level.36,42

This study found that the distress mean scores of the high-risk 
pregnant women were high and that more than half of the pregnant 
women experienced distress. In addition, pregnant women’s distress 
level was found to be impacted by variables such as educational lev-
el, income level, the place where the women spent their childhood, 
wanting the pregnancy, and the number of children had by the wom-
en. Pregnancy is a stressful and complicated process even when no 
health problems are experienced. This is even more significant in 
high-risk pregnancies. Having inpatient treatment increases the dis-
tress experienced, particularly by high-risk pregnant women. There-
fore, midwives and nurses have important roles in identifying preg-
nant women under risk and performing appropriate interventions. 
Besides, midwives and nurses should have a pioneering role in help-
ing pregnant women to experience this duration in a more healthy 
and stress-free way and in developing effective coping strategies as 
well as preparing and using education programs.
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