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Abstract:  
Background: Pregnancy has traditionally been considered a time of emotional well-being for women conferring 

protection against negative psychological symptoms. Although rigorous research demonstrated the potentially 

deleterious effects of pregnancy on affective states, we do not yet have a clear grasp on the medical disorder 

specific implications of these facts.  

Aim: Assess the prevalence of medical disorders and the negative mood symptoms among pregnant women in 

Beni-Suef.  

Method: An explorative design was selected for the current study. Interview questionnaire using the Depression 

Anxiety Stress Scale (DASS-21) with a convenience of 400 Beni-Suefian pregnant women with a primary 

diagnosis of medical disorder and undergoing either intervention or the usual care or follow-up, who were 

admitted to high-risk inpatient obstetric wards and/or attending to antenatal outpatient clinics for all 

governmental hospitals in Beni-Suef City.  

Results: The mean age of participants was 254.495 years. There was a statistically significant relationship 

between the DASS-21 and gestational age, parity, history of abortion, history of birth defects, educational level, 

& occupational status of the women (p-value <0.05).  

Conclusion: There is substantial evidence that medical disorders, age, education, occupation, shorter gestation, 

parity, and gravidity are risk factors for adverse psychological symptoms. 

Keywords: Pregnancy, Medical Disorder, Negative Psychological Symptoms, Depression Anxiety Stress Scale 

(DASS-21). 

 

I. Introduction 
Some medical disorders commonly seen during pregnancy, such as anemia, diabetes, and thyroid 

dysfunction, may be associated with depressive symptoms during pregnancy.
[1]

 The most common medical 

disorders seen during pregnancy are hypertensive disorder, diabetes mellitus, heart disease, and others that less 

common as renal, liver, hyperemesis gravidarum, anemia, and thyroid. 

Firstly, Data from the Egyptian National Hypertension Project (NHP) showed that hypertension is 

common among Egyptians.
[2] 

 NHP survey of adults conducted in six Egyptian governorates and had been 

estimated the prevalence of hypertension as 26.3%.
[3] 

 Hypertension increased progressively in younger age 

groups among the past 20 years. Hypertension is prevalent worldwide and current evidence suggests further 

increases in the prevalence of hypertension among people. Hypertension contributes to increasing morbidity and 

mortality. 
[4] 

The exact etiology of hypertensive disorders during pregnancy remains anonymous. Hypertensive 

disorders not only endanger the health and well-being of the mother, but may also compromise placental 

functioning and, consequently, affect the fetal developmental milieu. It is, thus, highly plausible that they suffer 

the consequences for severe pre and postnatal complications in the offspring.
[5,6]

 The adverse fetal, neonatal and 

maternal outcomes of Pregnancies associated with high blood pressure, including preterm birth, intrauterine 

growth retardation (IUGR), Perinatal death, acute hepatic or renal failure, antepartum and/or postpartum 

hemorrhage, as well as maternal death.
[7]

  

The National High Blood Pressure Education Program, the working group on high blood pressure 

during pregnancy, categorized hypertensive disorders during pregnancy into 4 categories: chronic hypertension, 

gestational hypertension (chronic hypertension or transient hypertension of pregnancy which identified in the 

latter half of pregnancy), pre-eclampsia/eclampsia, and preeclampsia superimposed on chronic hypertension.
[8] 

 

Globally, hypertensive pregnancy disorders complicate approximately 6% to 16% of all pregnancies, with pre-

eclampsia accounting for 3% to 7%. Pre-eclampsia and eclampsia also drastically increase the risk of maternal 

morbidity. Overall, 10% to 15% of maternal deaths from pregnancy-related causes are associated with pre-

eclampsia and eclampsia.
[6]

 In a multicenter study, 30% of hypertensive disorders of pregnancy were related to 

chronic hypertension, whilst 70% of the cases were diagnosed as gestational hypertension/preeclampsia.
[7]

 Pre-

eclampsia is a severe form of these disorders which accounts for up to 4%. These disorders are characterized by 
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new-onset hypertension after 20
th

 weeks of pregnancy, with proteinuria being an additional characteristic in 

preeclampsia.
[5]

    

Secondly, diabetes is a major clinical & public health challenge, particularly in socially & economically 

deprived populations.
[9,10]

 About 6.2% (17 million Americans) have non-insulin dependent diabetes (NIDD)  

(also known as type 2 diabetes mellitus or adult-onset),
[11]

 with over $100 billion in direct & indirect costs spent 

every year on medical care for patients with NIDD. African Americans & Hispanics experience a 50%-100% 

higher burden of morbidity and mortality related to NIDD than non-Hispanic White Americans.
[10]

 Nationwide, 

African American & Hispanic adults with diabetes have worse blood pressure and glycemic control than other 

groups, and in that respect is growing evidence that there are racial & ethnic differences in diabetes processes of 

attention, even among fully insured patients.
[12]

 It is anticipated that between 2000 & 2025, the size of the 

world’s adult population will increase from less than 4 billion to 5.5 billion, primarily 60% increase in 

developing countries.
[13]

 The number of adults with diabetes in the world is expected to increase from 150 

million in 2000 to 300 million in 2025.
 
In industrialized nations, the number of diabetic patients will increase by 

almost one-third between 2000 & 2025, whilst in developing countries that figure will more than double.
[14]

  In 

2025, more than 75% of the world’s diabetic patients will be living in the developing countries.
[15]

    

Gestational diabetes mellitus (GDM) is a growing health concern in many parts of the world; some 

surveys have shown that GDM occurs in 2.2% to 8.8% of pregnancies
[16]

, depending on the racial mix of the 

population studied and the criteria applied for diagnosis. Its incidence is parallelly  increasing with the increase 

in non-insulin dependent diabetes.
[17]

  Gestational diabetes prevalence in sub-Saharan Africa is variable with a 

range of 0.0% to 13.9% in some areas.
[18]

 Women with gestational diabetes make up 61.0% of the total figure of 

women with diabetes mellitus in pregnancy.
[19]

 Although any pregnant woman can develop gestational diabetes 

mellitus, predisposing factors are associated with this syndrome include the family history of diabetes mellitus 

in first-degree relatives, obesity, a history of previous delivery of a macrosomic baby and an unexplained 

stillbirth in an earlier pregnancy.
[20, 21] 

In addition to the physical burden of diabetes, adults with the type 2 

diabetes are twice as likely as adults in the general population to experience serious psychological symptoms, 

including mental health problems. Moreover, adults with both diabetes mellitus and severe psychological 

symptoms are more likely than those with only diabetes to report poor health, live in poverty, and lack access to 

health care.
[22]

 

Thirdly, cardiovascular disease in pregnancy is becoming increasingly apparent, as women with 

congenital heart disease (CHD) have longer life expectancies than previously.
[23]

 Cardiac diseases complicate 

from 1% to 4% of pregnancies (in women without preexisting cardiac abnormalities). In the recent years, 

scientific advances in medical care have advocated in survival rates up to 85% of patients with CHD.  It is 

reckoned that there are between 16,000 & 20,000 people in the United Kingdom with congenital heart disease. 

This number is predicted to increase at a rate of about 2,000/year.
[23]

 Recent studies have found 5%:7% case-

fatality rate in women with pregnancy-associated acute myocardial infarction (AMI), which may reflect the 

improvements in diagnosis & therapy over the past decade.
[24]

  

Fourthly, End-stage renal disease or renal failure is a cumulative, irreversible decline in quality in renal 

function in which the body's ability to maintain fluid & electrolyte balance fails resulting in uremia. The 

incidence of chronic renal failure is high all over the earth. Irrespective of age, sex, socioeconomic status and/or 

educational level, in the United States, it is calculated that the prevalence of chronic kidney disease has 

increased from 20 % to 30 % in recent years with a significantly associated burden of illness.
[25]

 

Fifthly, Severe vomiting, to the point that affects the patient’s nutritional status, also known as 

hyperemesis gravidarum, only occurs in 2% of all cases. The diagnosis is reached when the patient begins to 

lose weight, secondary to both dehydration and malnutrition. At this point, hospitalization may become 

necessary to rectify the ongoing metabolic abnormalities, including hypokalemia, Acid/base disturbances, and 

metabolic ketosis.
[26]

 

Lastly, liver disease in pregnancy included liver disorders which present at the time of conception, 

those that occur coincidentally but not exclusively during pregnancy, and those that occur only in pregnancy, 

Hyperemesis falls into this latter category. Abnormal serum aminotransferase levels occur in approximately 

50% of patients who develop clinically significant hyperemesis. Although this elevation is usually in the 100% 

to 300% range, larger elevations (ranging from 7-22 times the upper limits of normal) may also be seen.
[26]

 The 

liver could be the target of diseases specific to the pregnancy, such as acute fatty liver and intrahepatic 

cholestasis of pregnancy, and there are no available means by which foretell with certainty how and when such 

illnesses may occur. In addition, when a new-onset liver disease (as in herpes simplex hepatitis) or a preexisting 

liver disease (as in autoimmune hepatitis) occurs during pregnancy, morbidity is more likely.
 
Acute viral 

hepatitis is the most common cause of jaundice in pregnancy averaging 1/1000 to 2/1000.
[27]

  

When we searched and take about Psychosocial well-being among pregnant women; we found that 

mood and anxiety disorders are common during their childbearing years. The gestational period is considered to 

be relatively high-risk times for women with pre-existing a number of mental health problems which arise 
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during or soon after pregnancy. These include depression, psychotic disorders, anxiety disorders, and 

schizophrenia.
[1, 28]

 For more than a decade, psychology & related disciplines have been concerned about women 

having symptoms of anxiousness & depression during pregnancy & in the months following a birth.
[29]

  

Firstly, Depression is the most common psychological disorder associated with pregnancy. Pregnant 

women may also suffer from anxiety disorders.
[30]

 Between 14% to 23% of pregnant women will have 

depressive symptoms while pregnant.
[31, 32]

 Antenatal depression, thus may have significant adverse effects that 

may extend beyond pregnancy and have more significant long-term effects on psychosocial functioning.
[33, 34, 35]

 

There is no question that severe clinical depressive symptoms are the genuine and serious disease. Yet, sadness 

is a normal and healthy reaction to many life situations, as are stress and anxiety.
[28]

 Secondly, Studies indicate 

that 31% of women will develop some type of anxiety disorder during their lifetime.
[36]

 Anxiety is a state of 

mind which develops depending on environmental stimulants that are perceived by the individuals as being 

dangerous or threatening and have unpleasing effects.
[37]

 Thirdly, Evidence of high vulnerability to stress during 

pregnancy is more widely available, at least for certain subgroups of women. For instance, a recent survey of a 

diverse urban sample found that 78% experienced low & moderate antenatal psychosocial stress & 6% 

experienced high levels.
[38] 

 

II. Significance of the study 
Although it has been difficult to assess the effect of antenatal depressive symptoms on fetal 

development & neonatal well-being in humans, a number of studies have found an association between maternal 

depression and factors that predict a poor neonatal outcome, including preterm birth, LBW, smaller head 

circumference, and lower Apgar scores. Increased maternal serum cortisol & catecholamine levels, typically 

seen in patients with depression, may affect placental function by altering uterine blood flow and inducing 

uterine irritability.
[1]

 In addition, a relevant recent study reported that women with both depression & anxiety 

disorders were at highest risk of low birth weight (LBW), as compared with those with only depressed or 

anxious symptoms or none.
[39]

  Some studies indicated that the developing fetus may adversely be affected by 

maternal depression itself. Nonetheless, if important preconditions can be met, screening for pregnancy anxiety, 

depressive symptoms, & stress in pregnancy stands to provide potentially important clinical benefits for mothers 

and their children.
[39]

      

Research on pregnancy focuses mostly on diagnosable psychological disorders, primarily anxiety, and 

depressive disorders and somewhat on posttraumatic stress disorder following adverse life events or childbirth 

experiences.
[39, 40, 41]

 Meanwhile, a parallel literature has grown rapidly in another health field, especially 

behavioral medicine, health psychology, and social epidemiology, regarding stress in pregnancy and the 

implications for mothers, infants, and development over the life course.
[29]

 

Most of the studies were done in Egypt for evaluating the prevalence of medical disorders as 

hypertension, diabetes mellitus, heart, renal, and liver diseases in pregnant women. Hence, little research has 

faced at the prevalence of antenatal depression, anxiety & stress among them. Combinations of all negative 

psychological symptoms (depression, anxiety & stress) also have received very little research attention. 

Surprisingly, little is known specific effects of medical disorders on emotional symptoms during pregnancy. 

Although maternal postpartum depression has received extensive attention, little research thus far has examined 

the utility and feasibility of screening for prenatal stress or pregnancy anxiety. In the present study, we examine 

baseline levels and correlates of pregnancy-related psychological distress among the inner-city Beni-Suefian 

women with medical disorders. 

As nurses comprise the greatest group of wellness maintenance providers and are the ones  responsible 

for the quality of care provided to the patients, their perspectives on the potency of their care are very important. 

It is proposed that the nurse-patient relationship is the most important & critical element within nursing’s 

paradigm of patient care. Several written reports have endorsed the impact of nursing on health care outcomes 

and those reports suggest that positive patient outcomes depend to a greater extent on the skills of nurses than on 

the available technology. Many investigators, researchers and managers have attempted, therefore, to define 

nursing’s impact on and contribution to care.
[37]

 We direct attention specifically to recent research on pregnancy 

negative affective states (referring throughout to anxiety, stress, and depression), a newer concept that is 

amongst the most serious maternal risk factors for adverse maternal and child outcomes. By highlighting these 

developments, we desire to promote synthesis and novel focal points in research and to facilitate evidence-based 

practices in screening and clinical maternal protocols. 

 

III. Operational definitions 
Pregnancy-induced hypertension: An increase of 30 mmHg in systolic blood pressure and 15 mmHg in 

diastolic one compared with baseline values.
[42]

 

Chronic hypertension: The blood pressure of 140/90 mm Hg or higher that was present before pregnancy, 

before the 20
th

 week of gestation, and/or persisting beyond the 42
nd

 postpartum day.
[24]
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Gestational hypertension: Hypertension that; develops in the latter part of pregnancy, not associated with 

proteinuria and/or other features of preeclampsia, & resolves by 12
th

 weeks postpartum. It is also well-known as 

pregnancy-induced hypertension.
[24]

   

Preeclampsia, also known as toxemia: As gestational hypertension (the systolic blood pressure 140 

mm Hg and/or diastolic blood pressure 90 mmHg on at least two occasions four hours apart after 20
th

 weeks’ 

gestation, but before the onset of labor, or postpartum systolic blood pressure 140 mmHg and/or diastolic one 90 

mmHg on at least two occasions four hours apart) with proteinuria (24 hours urinary protein 300 mg, or spot 

urine protein to creatinine ratio 30 mg/mmol creatinine, or urine dipstick protein 2+) and edema.
[42]

  

Diabetes Mellitus: is a metabolic disorder characterized by chronic hyperglycemia with disturbances of fat, 

protein, and carbohydrate metabolism resulting from insulin deficiency secretion, insulin action, or both. The 

effects of diabetes mellitus include dysfunction, long-term damage, and failure of various organs”.
[43]

  

Gestational diabetes mellitus (GDM): As defined by the World Health Organization (WHO) and the 

American Diabetes Association (ADA) is any degree of carbohydrate intolerance resulting in hyperglycemia of 

variable severity, with first recognition or onset during pregnancy.
[17]

 It does not exclude the possibility that the 

glucose intolerance may antedate pregnancy, but has previously gone unrecognized. That definition applies 

regardless of whether the condition persists after pregnancy and/or whether or not insulin is used for treatment. 

Women who are, previously, known to have diabetes mellitus and who later become pregnant don't have 

gestational diabetes, but have diabetes mellitus & pregnancy, therefore, they should be treated accordingly 

before, during & after the pregnancy.
[15]

  

The Depression Anxiety Stress Scale (DASS) was built-up with somatic items excluded to evaluate 

this problem specifically. It is, thus, likely to provide clinicians with an exact appraisal of their patient’s 

symptoms of anxiety, depression, and stress.
[44] 

 

IV. Aim of the Study 
This study was therefore carried out to assess the prevalence of medical disorders as hypertension, 

diabetes mellitus, heart, renal, and liver diseases among pregnant women in Beni Suef. Moreover, Assessing and 

identify the psychosocial health profile and the negative mood symptoms (stress, anxiety and depression) among 

pregnant women with a medical disorder for providing support services for those women.  

 

V. Research Questions 

 What is the prevalence of medical disorders (hypertension, diabetes mellitus, heart, and others) among 

pregnant women in Beni Suef governorate? 

 Is medical disorder affecting negatively on psychological status among pregnant women in Beni-Suef 

governorate? 

 Are sociodemographic, and obstetric characteristics significantly implicated in women’s emotional status 

among pregnant women associated with medical disorders in Beni-Suef?  

 

VI. Subjects & Method 

The design followed for this study is explorative one to appraise the relationship between obstetric 

issues and psychological implication among pregnant women associated with medical disorders in Beni-Suef 

governorate.  

 

Research Setting: 

The current study was carried out in the high-risk obstetric departments, and the antenatal outpatient 

clinics for all governmental hospitals in Beni-Suef City. Namely, Beni-Suef University Hospital, Health 

insurance Hospital and Beni-Suef general Hospital, which affiliates to Ministry of Health (MOH), where 

pregnant women were admitted and/or follow up their pregnancy. 

 

Subjects: 

A sample of convenience 400 Beni-Suefian pregnant women with a primary diagnosis of medical disorder 

and undergoing either intervention or usual care or follow-up was selected to participate in the current study. 

 Case inclusion criteria:  

- Pregnant women. 

- All women diagnosed with the medical disorder (hypertension, diabetes mellitus, heart, renal, ..... etc) diseases 

Undergoing either intervention or usual care or follow-up. 

 Case exclusion criteria: 

I. Women who have any previous psychological disease, psychiatric ailment or cognitively impaired. 

II. Women were having any psychological treatment. 
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VII. Tool of Data Collection 
A structured interview questionnaire designed by the researcher to meet the aims of the study, based on 

the literature review and was written in a simple Arabic language to suit the women's level of understanding 

intellect. It encompassed three main sections as follows: 

The 1
st
 section included sociodemographic characteristics as age, occupation, education, and income adequacy. 

The 2
nd

  section included women's obstetrical history as gestational age, parity, and abortion.         

The 3
rd

 section included questionnaires about the negative emotional status sequel of the medical disorder 

associated with pregnancy. 

Data were compiled by using the Depression Anxiety Stress Scale (DASS-21) which is a shorter, 21-

item version of the (DASS-42) self-administered questionnaire designed to measure the magnitude (severity of 

the core symptoms) of three axes  of negative emotional states: depression, anxiety, and stress.
[44] 

In completing 

the DASS, the individual is required to mention the presence or absence of a symptom over the previous week. 

The DASS Depression focuses on reports of low mood, motivation, and self-esteem, DASS-anxiety on 

physiological arousal, perceived panic, and fear, and DASS-stress on tension and irritability. A respondent 

indicates on a 4-point scale the extent to which each of 21 statements applied over the past week.  Each point is 

scored from 0 (did not apply at all) to 3 (applied very much or most of the time).  

The rating scale is summarized as follows: 

 "0" Did not apply at all "Never". 

 "1" Applied to some of the time, or some degree "Sometimes". 

 "2" Applied to a good part of time, or a considerable degree "Often". 

 "3" Applied most of the time, or very much "Almost Always". 

 

What each item belongs to the scale is indicated by the letters; "S" (Stress), "A" (Anxiety), and "D" 

(Depression). For each scale (S, A, & D) sum the scores of each point to obtain a total score. Higher scores on 

each subscale indicate greater levels of depression, anxiety, or stress. As Subscale scores from the shorter 

questionnaire (DASS-21), the final score of each item groups (S, A, & D) needs to convert to the DASS 

normative data by multiplying the total scores by two (×2). Once multiplied by 2, each score can be transferred 

to the DASS sheet, enabling comparisons to be reached between the three scales and also indicating percentile 

rankings & severity levels. Therefore, the following cutoff scores have been developed for defining 

mild/moderate/severe/extremely severe scores for each DASS scale. 

 

Scoring system: 

Negative mood symptoms can be evaluated according to the Table below. In brief, the symptomatic 

level of psychological distress are these ups and downs (absent, mild, & moderate symptoms) and it is corrected 

by education for women about adaptation and no need for intervention or a psychologist referral while, the 

comorbid level (severe & extremely severe) need for clinical follow-up and psychologist referral.  

 

Table 1. Scoring system of psychological distress 

Negative mood symptoms 
Level Total Score 

Depression Anxiety Stress 

Symptomatic level  
Absent 0 - 9 0 - 7 0 - 14 

Mild 10 - 13 8 - 9 15 - 18 

Moderate 14 - 20 10 - 14 19 - 25 

Comorbid level 
Severe 21 - 27 15 - 19 26 - 33 

Extremely Severe 28+ 20+ 34 + 

N.B. 

 The Depression Anxiety Stress Scale (DASS) is a quantitative measure of psychological distress along the 3 

axes of depression, anxiety (Symptoms of psychological arousal) & stress (The more subjective, and 

cognitive symptoms of anxiety). It is not a categorical measure of clinical diagnoses. It isn't meant to 

replace a comprehensive clinical interview. 

 The severity labels are used to identify the broad range of scores in the population, so ‘mild’ for example, 

means that, however, the individual is above the population mean, he probably still way below the typical 

severity of someone seeking help (i.e. It does not signify a mild level of disorder). 

 

VIII. Methods of Data Collection 
This study was covered in the following phases:-  

 Validity of tool 

Evidence has been found for constructing and convergent validity for the anxiety and depression 

subscales of both the long and short versions of the DASS.
 [45,46]  
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 Reliability:  

Internal consistency for each of the subscales of the 42-item and the 21-item versions are typically high 

(eg Cronbach’s α of 0.96 to 0.97 for DASS Depression, 0.84 to 0.92 for DASS-Anxiety, and 0.90 to 0.95 for 

DASS-Stress. 
[45, 47, 48, 49, 50]

 There is good evidence that the scales are stable over time.
[47]  

  

 

 Administrative & Ethical Considerations 

The researcher fulfilled the official steps required to get the approval for carrying out the study. 

Approval was taken from hospitals’ directors before taking up the research. Before starting data collection; 

ethical issues (anonymity, confidentiality, & voluntary participation) were considered. The aims of the study 

were explained to each pregnant woman to be familiar with her participation. It was the participants’ right to 

refuse participation.  

 

 Pilot Study 

The pilot study included about 10% of the study sample. The pilot settings, selected in this study were 

included in the original study subject, but the pilot sample was excluded from the main study in order to avoid 

contamination of the study sample. The pilot study evaluated the clarity of language, the applicability of items, 

and time consumed for filling in the tools' items. 

 

 Field Work  

The data were collected during the period from the 1
st
 February to the end of July 2015 of the above-

mentioned settings. Data were collected utilizing a face-to-face interviewed questionnaire: each woman took 20-

30 minutes to finish the tool in the manner of privacy in the presence of the researcher. 

 

 Statistical Design 

Subsequently, the data were collected, they were organized, coded. Entered and the analysis was done 

using SPSS version 16. Continuous variables were reported using mean ± SD for the normally distributed 

variables. Moreover, categorical variables were reported using numbers and percentages. Bar chart for the 

graphical display. Univariate analysis was done using Chi-square test (x
2
) to find the association between 

outcome (psychological distress) and the other study variables. At the 5% level, all analysis was considered 

statistically significant (p-value <0.05). 

 

IX.  Results 
The total number of 400 pregnant women associated with medical disorder presents in Table (2); the 

mean age of participants was 254.495 years, 54.5 % were working, with the majority of them (84.2% & 

86.5%) were technical education & not have enough family income, respectively. Obstetrical characteristics of 

the study sample are presented in Table (3). About three quarters (73.5%) of the study subject were 

multigravida; 72.5% of them were in the 1
st 

trimester. 47.5% were nulliparous. 21.0 % have experienced a 

history of miscarriage. 

 Hypertension was observed in the most frequent (49%) medical disorder associated with pregnancy 

followed by diabetes mellitus and heart disease (45% & 44.5%), while other diseases as renal and liver, ..... etc  

represented 40.0% (N.B.  some of the participants had more than one disorder) as displayed in Figure 1. 

Clarification the association between negative psychological symptoms & the sociodemographic figure 

of the participants is summarized in Table (4). The statistically relationship between the Depression Anxiety 

Stress Scale (DASS-21) and educational level & occupational status of the women was observed (p-value 

<0.05). 

The association between psychological distress (depression, anxiety & stress) outcome measures of the 

studied subjects  and their obstetrical history are clarified in Table (5). This table demonstrates a statistically 

significant impact of gestational age, parity, history of abortion, history of stillbirth or birth defects on 

psychological states which risk later in life among pregnant women, which in turn is predictive of the 

occurrence of psychological distress later in life. Baseline DASS-21 and the type of medical disorder is shown 

in Table (6). A highly statistically significant difference in negative psychological status amongst those studied 

women in relation to their hypertension, and diabetes mellitus. Moreover, statistically significant differences in 

depression & anxiety (p=0.000, 0.021), respectively, amongst those studied women in relation to their other 

diseases. In addition, there was no significant difference in psychological status (except in depression p= 0.000) 

amongst those women in relation to heart disease (p=0.708 & 0.515), respectively. 
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Table 2: Distribution of the Studied Sample According to their Sociodemographic Characteristics. 

 
Variables Frequency Percent % 

Age           (mean  SD) 254.495 

 < 20 46 11.5 

20- 126 31.5 

25- 196 49.0 

30- 32 8.0 

Educational level   

Elementary education (read & write) 35 8.8 

Secondary education or equal 337 84.2 

University education 28 7.0 

Occupational status   

Working 218 54.5 

Housewives 182 45.5 

Income adequacy   

Enough 54 13.5 

Not enough 346 86.5 

 

Table 3: Distribution of the Studied Sample According to their Obstetrical History. 

 
Variables Frequency Percent % 

Gestational age   

1st - 13th week (1st Trimester) 290 72.5 

14th - 27th week (2nd Trimester) 70 17.5 

28th - 40th week (3rd Trimester) 40 10.0 

Gravida   

Multigravida 294 73.5 

Primigravida 106 26.5 

Parity   

Multiparous 210 52.5 

Nulliparous 190 47.5 

History of abortion           

None 316 79.0 

Once or more 84 21.0 

History of stillbirth or birth defects   

None 266 66.5 

One or more  134 33.5% 

 

 

 
Figure 1: Distribution of the Studied Sample as Regards Prevalence of Medical Disorders. 

  



Call For Psychosocial Well-Being Among Pregnant Women Associated With Medical Disorder At…  

DOI: 10.9790/1959-0502048194                           www.iosrjournals.org                                                   88 | Page 

Table 4: Relationship between Sociodemographic Characteristics of the Studied Subjects and their Negative 

Psychological Symptoms. 
Variables Depression Anxiety Stress 

Sympt

omatic 

Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Age          

< 20- 24 22 0.224 16 30 0.000 34 12 0.005 

 10.2% 13.4% 7.4% 16.7% 15.5% 6.6% 

20- 81 45 87 39 66 60 

 34.3% 27.4% 39.5% 21.6% 30.1% 33.1% 

25- 111 85 96 100 99 97 

 47.0% 51.8% 43.6% 55.6% 45.2% 53.6% 

30- 20 12 21 11 20 12 

 8.5% 7.4% 9.5% 6.1% 9.2% 6.7% 

Educational level          

Primary education (read/write) 30 5 0.000 10 25 0.000 15 20 0.002 

 12.7% 3.0% 4.5% 13.9% 6.8% 11.0% 

Secondary education or equal 198 139 201 136 196 141 

 83.9% 84.8% 91.4% 75.5% 89.5% 78.0% 

University education 8 20 9 19 8 20 

 3.4% 12.2% 4.1% 10.6% 3.7% 11.0% 

Occupational status          

Working 110 108 0.000 103 115 0.001 131 87  
0.055  46.6% 65.9% 46.8% 63.9% 59.8% 48.1% 

Housewives 126 56 117 65 88 94 

 53.4% 34.1% 53.2% 36.1% 40.2% 51.9% 

Income adequacy          

Enough 32 22 0.938 13 41 0.000 17 37 0.000 

 13.6% 13.4% 5.9% 22.8% 7.8% 20.4% 

Not enough 204 142 207 139 202 144 

 86.4% 86.6% 94.1% 77.2% 92.2% 79.6% 

 

Table 5: Relationship between Obstetrical History of the Studied Subjects and their Psychological Symptoms. 
Variables Depression Anxiety Stress 

Sympt

omatic 

Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Gestational age/ Trimesters          

1st - 13th week (1st Trimester) 190 100 0.000 186 104 0.000 168 122 0.000 

 80.5% 61.0% 84.6% 57.8% 76.7% 67.4% 

14th-27th week (2nd Trimester) 26 44 19 51 32 38 

 11.0% 26.8% 8.6% 28.3% 14.6% 21.0% 

28th - 40th week (3rd Trimester) 20 20 15 25 19 21 

 8.5% 12.2% 6.8% 13.9% 8.7% 11.6% 

Gravida          

Multigravida 180 114 0.004 159 135 0.521 169 125 0.170 

 76.3% 69.5% 72.3% 75.0% 77.2% 69.1% 

Primigravida 56 50 61 45 50 56 

 23.7% 30.5% 27.7% 25.0% 22.8% 30.9% 

Parity          

Multiparous 121 89 0.000 126 84 0.031 116 94 0.965 

 51.3% 54.3% 57.3% 46.7% 53.0% 51.9% 

Nulliparous 115 75 94 96 103 87 

 48.7% 45.7% 42.7% 53.3% 47.0% 48.1% 

History of abortion                  

None 204 112 0.000 
 

193 123 0.006 
 

155 161 0.011 
  86.4% 68.3% 87.7% 68.3% 70.8% 89.0% 

Once or more                        32 52 27 57 64 20 

 13.6% 31.7% 12.3% 31.7% 29.2% 11.0% 

History of stillbirth or birth 
defects 

         

0.001 0.000 0.002 None                                  175 91 166 100 162 104 

 74.2% 55.5% 75.5% 55.6% 74% 57.5% 

Once or more                        61 73 54 80 57 77 

 25.8% 44.5% 24.5% 44.4%  26.0% 42.5%  
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Table 6: Relationship Type of Medical Disorder of the Studied Subjects and their Psychological Symptoms. 
Variables Depression Anxiety Stress 

Symptomatic Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Sympt

omatic 

Co-

morbid 

P-

Value 

Hypertension          

No 142 62 0.000 142 62 0.000 130 74 0.000 

 60.2% 37.8% 64.5% 34.4% 59.4% 40.9% 

Yes 94 102 78 118 89 107 

 39.8% 62.2% 35.5% 65.6% 40.6% 59.1% 

Diabetes Mellitus          

No 157 63 0.000 131 89 0.038 132 88 0.001 

 66.5% 38.4% 59.5% 49.4% 60.3% 48.6% 

Yes 79 101 89 91 87 93 

 33.5% 61.6% 40.5% 50.6% 39.7% 51.4% 

Heart Diseases          

No 126 96 0.000 120 102 0.708 118 104  
0.515  53.4% 58.5% 54.5% 56.7% 53.9% 57.5% 

Yes 110 68 100 78 101 77 

 46.6% 41.5% 45.5% 43.3% 46.1% 42.5% 

Other Diseases          

No 146 94 0.000 143 97 0.021 142 98 0.077 

 61.9% 57.3% 65.0% 53.9% 64.8% 54.1% 

Yes 90 70 77 83 77 83 

 38.1% 42.7% 35.0% 46.1% 35.2% 45.9% 

 

X. Discussion 
 As a prelude to discussing, despite pregnancy has traditionally been considered a time of emotional 

well-being for protecting women against psychiatric disorders (hormonal changes during pregnancy, such as 

increased prolactin, cortisol, and oxytocin may contribute to the suppression of the stress response that occurs 

during this period).
[1, 36]

 Moreover, if pregnancy is associated with medical disorders (hypertensive disorder, 

diabetes mellitus, heart disease, renal, liver, hyperemesis gravidarum) it will have an impact on psychological 

wellbeing and increase the risk of negative psychological symptoms. 

First and foremost,  it is important to recall that Pregnancy is not recommended in the aforementioned 

high-risk group of women. As the risk to the mother is so high, midwives caring for these patients are 

challenged with being highly competent in delivering complex care, as many of these patients can be very ill as 

well as having significant emotional requirements. The midwife must be vigilant in detecting any potential 

complication.
[51] 

A range of studies has examined the effects of maternal stress and mental health on birth 

outcomes. Evidence has suggested that babies of depressed mothers seem to implement less well than other 

babies. Untreated depression has been linked to obstetric complications & adverse outcomes such as a higher 

rate of caesarean sections, low birth weight, preterm birth, feeding difficulties, and prolonged hospital stays.
 [28]

   

In the earlier times, pregnant women were advised by Hippocrates to beware of unnecessary psychic 

stress.
[1]

 Up to 70% of women report some negative mood symptoms during pregnancy.
[30]

 In addition, the 

prevalence of depression has been declared to be between 10% and 16% during pregnancy.
[1]

 There is no doubt 

that pregnancy associated with medical disorders like another physiological phenomenon has social and 

emotional aspects and it is classified in the field of behavioral sciences. This study was therefore carried out to 

determine the prevalence of women with the medical disorder among high-risk antenatal units and clinic 

attendees at the University of Beni-Suef, health insurance, and general Hospitals. In addition, it aimed to assess 

and identify the negative psychosocial health profile for those medical disorders associated with pregnancy. 

According to a recent report, the most common medical disorders encountered in pregnancy are the 

hypertensive disorder, diabetes mellitus, heart disease, renal, liver, hyperemesis gravidarum. Hypertension is the 

most common health problem encountered in pregnancy and remains an important cause of fetal and maternal 

mortality and morbidity. It complicates almost 10% of all pregnancies.
[7]

 The prevalence of the hypertensive 

disorder in Pregnancy varies according to geographical regions of the world. It ranges from 1.5% of  Sweden’s 

to 7.5% in Brazil,
[7] 

in 4.0% of all pregnancies in Western Australia (2.7 % due to preeclampsia and 13.6% due 

to essential hypertension).  Moreover, 2.4 % of Perinatal death are due to hypertension in pregnancy.
[52] 

GDM is 

a growing health concern in many parts of the world; GDM occurs in 2.2% to 8.8% of pregnancies 
[16]

, it is 

estimated that the prevalence of chronic kidney disease has increased 20% to 25% in recent years with a 

significantly associated burden of illness (In the United Status).
[25]

  

Related to the sociodemographic figure of the studied sample, the present study showed that the mean 

aged 254.495, the majority of them hadn't adequate income, the highest percentage were technical education 

and 45.5% of them were housewives. The present study results indicated that most of the studied sample's 

negative psychological symptoms were in the mid twenty-five to thirty years, technical education degree, 
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working women and those who they hadn't adequate family income. Occupation and educational level had a 

significant relation with negative psychological symptoms (at all parameters of depression, anxiety & stress) 

among pregnant women associated with medical disorders while age and economic status have a significant 

relation with anxiety & stress. 

When examining the relationship between pregnant women's educational level and depression, anxiety 

and stress, the results show highly and moderately significant correlation (p=0.000 & 0.000 and 0.002), 

respectively. It appears that highly educated ones have other targets to focus on. These findings are congruent 

with the result of Ell K. et al (2008) as he denotes that, Low education has been associated with the forgetting of 

medical information and more negative attitudes.
[53] 

Schetter C. and Tanner L. (2012) added that Some of the 

stressors that commonly affect women during pregnancy around the globe are unfavorable employment 

conditions, low material resources, heavy household  and family responsibilities, strain in intimate relationships, 

and pregnancy complications.
[39]

 Touching on women's occupational status, the outcomes of the current study 

revealed that 54.5% of the studied subjects were going. The working women had the highest prevalence of 

psychological crisis when compared with the housewives ones. This result may be because the woman 

economically helps her family and tries to earn money for them. In this case, the woman has much 

psychological distress related to the burden of her job added to her medical condition. However, work ensures 

the independence & financial security; it exhausts the women and exposes them to unfavorable social scrutiny 

which may lead to psychological problems. A statistically significant deviation was noted among participants 

working group in relation to depression (p=0. 000), anxiety (p=0. 001) and stress (p=0.055). However, this 

result was contradicted by Upkong
,
s (2006) and Ramezanzadeh et.al, (2004) as they found that, the rate of 

psychological disorder was higher among housewives women.
[54, 55] 

It was in line what other researchers found 
[37, 56, 57]

 They establish that of positive psychological disorder were observed more in outside employees than in 

housewives. 

The financial strain is potential to be prevalent among low-income and minority survivors, thus far the 

shock of economic strain on low-income survivors’ disparities in their quality of life (QOL) outcomes remains 

largely undiscovered. The findings of the present survey showed that the majority (86.5%) of the study sample 

didn't have adequate income. A high statistic significant relationship between pregnant women’s  anxiety & 

stress symptoms (p=0.000) and their income adequacy. It was not surprising to find that, negative Psychological 

symptoms were more prevalent among poor women than rich ones. This may due to that, the patients belonging 

to poor families were concerned about themselves and about the treatment expenses because they were unable to 

bear high expenses of treatment of the threaded life medical disorder. These resolutions were confirmed by the 

fourth world conference (1995) which denoted that statistics or so women and poverty were all too familiar, 

where women were the majority of 1.3 billion people surviving in extreme poverty.
[37]

 In addition Ordolis E. 

(2009) and Santvana S., et al, (2005) stated, other risk factors for antenatal depression include violence and 

abuse, marital discord or dissatisfaction, lack of a partner or family psychosocial supports, recent adverse life 

events, lower socioeconomic status, and unwanted pregnancy.
[1, 28]

  

More consistent effects have been found for ‘pregnancy anxiety’ (known as ‘pregnancy-specific 

anxiety’ & similar to ‘pregnancy distress’).
[39]

 A large body of research is now available regarding affective 

states and stress during pregnancy as predictors of specific pregnancy conditions and birth outcomes.
[58] 

Pregnancy either induces or exacerbates pre-existing stress and in turn, stress seems to have a negative effect on 

pregnancy, especially in the first trimester which is also the period of the highest rate of miscarriage. That 

abortion occurred as a reaction to joy, wrath, grief, fear and, even, disagreeable odors, was widely believed by 

the medical profession in the 17
th

 and 18
th

 centuries.
[1] 

The primary risk factor for psychological suffering, among pregnant women, is gestational age. The 

finding of the present study illustrated that about three-quarters (72.5%) of the studied subject were in the 1
st
 

trimester. It was found that psychological distress was greatest observed among the 1
st
 trimester pregnancy 

(61.0% depression, 57.8% anxiety & 67.4% stress) than other trimesters. Although this resembled what Kumar 

R. & Robson M. (1984) stated, throughout pregnancy, the course of depression varies; most studies report a 

symptom peak during the first and third trimesters and improvement during the second trimester,
[59]

 it 

contradicted  what Evans J., et al. (2001) & Josefsson A., et al., (2001) found in their study. They reported that, 

the prevalence of women who meet the diagnostic criteria for depression has been displayed to be between 

13.6% at 32
nd

 weeks gestation and 17% at 35
th

 to 36
th

 weeks gestation.
[60, 61]

 Schetter C. and Tanner L., (2012) 

stated that Pregnancy anxiety appears to be a distinct and definable syndrome reflecting fears about the health of 

one’s baby, of hospital and healthcare experiences (including one’s own well-being and survival in pregnancy), 

of impending childbirth and its aftermath, and of parenting or the maternal role. It represents a particular 

emotional state that is closely associated with state anxiety, but more contextually based, that is tied more 

specifically to concerns about the current pregnancy.
[39]

  

Granting to the present study findings, it was found that around half (52.5%) of the studied subject 

were multiparous. Moreover, 54.3%, 46.7% & 51.9% of multiparous women had a co-morbid level of 
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depression, anxiety & stress, respectively. Statistically significant impact of Parity among women on their 

depression  and anxiety level, (p = 0.000 &  0.031), respectively, was observed. This result is expected as 

women are often overstressed because they play multiple roles and face systemic pressures, such as poverty, 

inadequate housing, and lack of childcare. In addition, mood swings may occur as a result of normal hormonal 

changes that women experienced in relation to her life cycle events such as menstruation, pregnancy, and 

lactation. Ordolis E. (2009) have noted that these normal psychological and emotional reactions to internal and 

external stressors have increasingly come to be labeled as medical disorders. As this type of labeling makes its 

way into popular information sources, women’s understanding of their mental health and wellbeing is 

increasingly influenced.
[28]

  

Based on the history of abortion and stillbirth or birth defects among study subject, it is evident that 

21.0% and one-third (33.5%) of them suffered from abortion and stillbirth or birth defects (once or more), 

respectively. According to the present study findings, it was found that 31.7%, 31.7% & 11.0% of pregnant 

women who had a  previous abortion had a comorbid level of depression, anxiety and stress, respectively. 

Moreover, it was clear from the finding that, 44.5%, 44.4% & 42.5% of women who had a history of stillbirth or 

birth defect had comorbid symptoms of depression, anxiety and stress, respectively. A statistically significant 

deviation was observed (p <0.05). This may be attributed to that, women were concerned with the fate of their 

current pregnancy. They were very depressed in thinking that what will take place with their baby later in case 

of their death. 

Clinical screening for depression or anxiety in prenatal health care has been widely recommended. It  

concerns what screening tools to use; what cutoffs to adopt for identifying women at risk; the need for expert 

clinicians to follow up on those women who score above thresholds to make diagnoses; and, for those who have 

established the diagnoses, efficacious treatments & the availability of affordable. These issues must be resolved 

for prenatal clinical screening to be recommended widely.
[39] 

The outcome of this study illustrated that all of the 

studied subjects suffers from different levels of psychological hurt. Statistically significant difference was 

observed between type of medical disorder and levels of psychological distress. This result had a serious 

indicator of the pregnant woman's psychological health, this indicated that she need to review psychological 

team besides obstetric & other specialized ones as cardiologist ones to receive effective counseling and 

treatment for her case.  Carter D. & Kostaras X. (2005) stated that, during pregnancy, depression symptoms 

such as changes in appetite, sleep, and energy are often difficult to distinguish from the normal experiences of 

pregnancy.
[30]

 Schetter C. and Tanner L., (2012) added and affirm that, experts have questioned the validity of a 

diagnosis of depressive disorders using standard diagnostic criteria for mood disturbance because they include 

typical certain somatic symptoms of pregnancy such as fatigue, sleep disturbance, and appetite changes.
[39]

 

Hypertensive disorder during pregnancy is considered to be a major worldwide health problem running 

an increased risk of Perinatal, fetal and maternal mortality.
[7] 

It occurs in women with pre-existing primary or 

secondary chronic hypertension, as well as women who develop new onset hypertension in the second half of 

pregnancy. In the United Kingdom (UK), although the rate of eclampsia appears to have fallen, hypertension in 

pregnancy remains one of the leading causes of maternal death in the UK.
[62]

    

It is not amazing to find a high prevalence (about one-half, 49.0%) of hypertension among studied 

subject from pregnant women. It may be attributed to their personal and obstetrical characteristics as low 

socioeconomic status, inadequate income, age & parity. In addition, 62.2%, 65.6% & 59.1% reported comorbid 

psychological symptoms (depression, anxiety & stress), respectively. A highly statistically significant difference 

was observed (p=0.000). According to our study, the majority of the studied sample (86.5%) had inadequate 

income. The findings were in according with those of Al-Nozha et al. (2007) who found that hypertension was 

significantly more in the low-income group.
[63]

 As well as Moussa M, et al. (2016) and Soliman et al. (2014) 

have emphasized that low socioeconomic status was associated with elevated rates of blood pressure.
[4]

  

According to Sajith M., et al (2014) study, the overall frequency of hypertensive disorders in pregnancy was 

7.8%. The variations can be attributed to racial differences, socioeconomic status and some other parameters 

like parity and age.
[7]

 Our findings highlighted that 92% of the studied women's aged less than 30 years, as well 

as 26.5% of them, were primigravidae. This is in line with Sajith M., et al (2014) who reported that age has an 

influence on the incidence of hypertensive disorder of pregnancy, it was apparently higher in younger pregnant 

women (less than 30 years). Preeclampsia is primarily regarded as a disease of first pregnancy as young 

primigravidae under 20 years has an increased chance of hypertension.
[7] 

This could be because the majority of 

conceptions takes place in this age group in our country. 

The prevalence of gestational diabetes mellitus in Ugege W., et al (2015) study using the WHO 

diagnostic criteria was 3.30%.
[21]

 However, the prevalence of GDM is within the range quoted for Sub-Saharan 

Africa 
[16]

, this was lower than 13.9% that was obtained in Ibadan, southwest Nigeria but higher than 1.7% that 

was obtained in a study Enugu, southeastern Nigeria.
[18, 20]

 Prevalence rates in different regions vary on account 

of the type of criteria used for diagnosis.
[22]

 The study of Spencer M., et al (2006) revealed that, African 

Americans in their sample reported notably low levels of emotional distress (mean score of 15.59), particularly 



Call For Psychosocial Well-Being Among Pregnant Women Associated With Medical Disorder At…  

DOI: 10.9790/1959-0502048194                           www.iosrjournals.org                                                   92 | Page 

when compared with Hispanics (mean score of 36.75). The present study revealed that, 45.0% of the study 

sample have diabetes mellitus and 61.6%, 50.6% & 51.4% reported comorbid psychological symptoms 

(depression, anxiety & stress), respectively, compared to 33.5%, 40.5% & 39.7% reported symptomatic 

psychological symptoms. This may be attributed to diabetes-related emotional distress can arise from the often 

continual and burdensome self-care demands related to diabetes, such as testing and monitoring blood sugar 

levels, injecting insulin, taking medication, engaging in regular physical activity and monitoring food 

consumption.
[22]

  Spencer M., et al. (2006) reported that, diabetes-related emotional distress, in turn, has been 

found to be a significant contributor both to poor glycemic control and to poor adherence to diabetes self-care 

recommendations. In addition, to the often burdensome daily medical prescription regimens, adults with type 2 

diabetes must also cope with the threat of serious diabetes-related complications, including increased incidence 

rate of kidney disease, blindness, amputation, & the potential for reduced life expectancy. The constant coping 

that is required of adults with diabetes can wear on an individual’s psyche and adversely affect interpersonal, 

social, and work functioning.
[22]

 These findings are supported by Spencer M., et al (2006) who reported that, 

among Hispanics, demographic factors (e.g., young age  and low educational level) were associated with 

diabetes-related emotional and psychological distress, suggesting that structural & personal factors may 

outweigh process variables observed in this study.
 [22]

    

Structural barriers, such as low access to education that affects subsequent literacy and English 

proficiency, can lead to psychological distress. Health literacy is an important consideration, even when 

individuals are English proficient. Heisler and colleagues found that formal education was associated with 

increases in patients’ knowledge about HbA1c, which in turn was associated with accurately assessing diabetes 

control & better understanding of diabetes care.
[64]

 It is not surprising that individuals who develop diabetes 

mellitus at younger ages have higher levels of emotional distress than their older counterparts as they consider 

their mortality & management of a chronic illness in midlife. The results of the present study highlight 

important differences in correlates of negative emotional symptoms among diabetic pregnant women. 

Significant associations between diabetes-related emotional distress & psychosocial variables, including 

depression (p=0.000), anxiety (p=0.038) and stress (p=0.001) were observed.  

Heart disease in young pregnant women was rare until recent years but is something that will be 

increasingly witnessed, as patients with complex congenital cardiac anomalies live longer. The changes that 

typically arise in pregnancy can exacerbate pre-existing problems for women with serious heart disease as they 

are sometimes left with little or no remaining cardiac reserve. Pregnancy is not recommended in women who 

present with high-risk cardiac diseases. However, women who elect to become or remain pregnant require 

considerable psychological support and evidence-based midwifery care, which is often complex. Midwives are 

therefore challenged with remaining abreast with midwifery and aspects of specialist cardiology.
[51] 

prevalence 

of heart disease in our study was 44.5%. The study emphasized that, 46.1%, 45.5% & 46.6% reported 

symptomatic psychological symptoms (stress, anxiety & depression), respectively. A highly statistically 

significant difference was observed only with depression (p=0.000). It was expected as British Journal of 

Midwifery (2005) reported that, most women with heart disease can have successful pregnancies and cardiac 

complications during pregnancy tend to be rare. Generally, women with serious cardiac disease carry the highest 

maternal mortality risk, irrespective of their underlying cardiac condition. Moreover, counterparts with less 

serious underlying cardiac diseases tend to have a higher rate of successful pregnancies.
[51]  

   

Finally, Norris (2008) has developed a model highlighting how socioeconomic factors such as 

inadequate income, poor education, residence in poor access to health care and low-income areas are strong 

predictors of the development of renal failure.
[65]

 The present study was also concerned about assessing the other 

medical disorders among pregnant women. It was noticed that the more than one-third (40.0%) of the studied 

subjects had other diseases as renal and liver, hyperemesis gravidarum, anemia, and thyroid ..... etc. The 

pregnant women with theses disorder experience high rates of co-morbid psychological distress (depression, 

42.7%), (anxiety, 46.1%), (stress, 45.9%). A significant association was found among pregnant, having other 

disorder with their, anxiety and depression (p= 0.021 & 0.000) respectively. This result is congruent with the 

results of Mohamed N. et al. (2016) who reported that many psychological problems associated with renal 

failure. While patients with renal failure exposed to psychological problems such as extreme stress, alteration in 

the family role, lifestyle and the dependence on the dialysis machine to excrete waste products from the body 

are other causes. Expected behavior disturbances and marked personality changes may be observed. Insomnia, 

effort intolerance, inability to work, increased demands of others for self-care, a sense of being different and 

later depression may occur.
[25] 

In addition, Mohamed N., et al (2016) showed that some patients experience 

weakness and fatigue, confusion, disorientation, seizures, restlessness and other psychological distress such as 

anxiety, depression and feelings of inadequacy.
[25]

  Concerning the level of stress, the present study revealed that 

high-stress level among the studied sample. This finding goes to the results of Fremon, et. al. (2002) who 

reported that stress can have implications for health outcomes such as kidney disease.
[66]

 A few studies 

suggesting that stress is directly associated with chronic kidney disease risk factors such as hypertension also 
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suggested that stress associated with economic and/or social disadvantages has implications for chronic kidney 

disease development. 

XI. Conclusion and Recommendation 

Conclusion 

Upon the study results, it is concluded that medical disorders negatively influences maternal 

psychological status. In short, there is substantial evidence that medical disorders, age, education, and 

occupation are risk factors for adverse psychological symptoms (anxiety, depression, and stress) in pregnancy. 

More specifically, shorter gestation, parity and gravidity has adverse implications for negative psychological 

symptoms. Finally, chronic or gestational medical diseases in mothers during pregnancy are associated with a 

comorbid level of negative psychological symptoms. So, obstetricians, internal medicine physicians, 

cardiologists must become aware of the adverse psychological impact that medical disorders carry and actively 

seek to intervene on the factors that may exacerbate disorders-related emotional distress among pregnant 

women. 

 

Recommendation 

In the light of the study findings, it is recommended to: 

1. Preconceptual counseling and advice should be provided and sought by all young women who have known 

medical disease. This will facilitate individual risk assessment and the provision of important information. 

2. Keeping in mind the need to treat pregnant women with negative psychological symptoms effectively, the 

obstetrician/gynecologist should be able to recognize disorders based on the symptoms presented, the 

appearance of the patient and responses given by the patient.  

3. Appropriate follow-up is essential to identify and resolve patients' problems early on. Psychological 

counseling and psychotherapy may be necessary.  
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