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ABSTRACT

The study aimed to find the correlation and prediction of depression, anxiety, stress and quality of life in pregnant women in a
local setup. Co-relational research design and purposive sampling were used. Data included 106 pregnant women with an
average age of 31 years. Co relational analysis revealed that depression, anxiety and stress were significantly negatively related
to the quality of life. Moreover, regression analysis found that depression inversely predicted quality of life. Study has significant
implications for couple counseling and marital therapy in order to increase the psychological health of females and to protect
newborn babies and pregnant mothers from the effects of psychological distress.
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INTRODUCTION

Child's birth is a significant life event that is filled with expectation,
pleasure, and excitement. On the other hand, transitioning to new
expectations, duties, obligations, and transformations in
relationships, may be difficult’. From the time of conception, health
of the mother is the most important factor in the optimal growth and
development of a child. However, pregnancy-related anxieties may
disrupt the well-being of the mother?.Even milder kinds of maternal
distress during pregnancy have shown to impact the fetus, with
long-term implications for newborn and child development. The
mechanisms by which prenatal distress of the mother affects the
unborn child are yet unknown®.

Several types of researches have shown that poor
psychological health has long-term negative effects on children’s
health. Previous research on pregnant women in Pakistan found
that up to 70% of them had prenatal psychological discomfort and
emotional disturbances.* Premature delivery, low birth weight, poor
neurodevelopment, and lowered intelligence are all indications that
psychological distress can contribute to negative birth and child
outcomes®®.

In Pakistan, a significant frequency of prenatal mental health
issues has been recorded. General stress, depressive symptoms,
anxiety, or enduring a traumatic life experience are all examples of
psychological discomfort.” Weight growth, psychological well-being
(PWB), and body image are all linked to distress. Pregnant women
face a variety of stressors depending upon their situation. Acute
(e.g., trauma) or chronic (e.g., everyday difficulties) stress may
occur during pregnancy, and each form of stress has varying
degrees of severity.

Mood problems such as depression and anxiety are rather
frequent during pregnancy. Preterm delivery, higher birth-related
difficulties, and lower birth weight, as well as longer-term health
consequences on the kids, have all been associated to mother
distress in studies®. Maternal discomfort during pregnancy may
have long-term consequences for the infant's cognitive
development, as well as an increased chance of behavioral issues.
Self-reported anxiety and depression in mothers have been linked
to internalizing behaviors in young children, and the degree of
maternal depression during pregnancy has been linked to an
increased chance of problematic behaviors in early childhood. It
has been seen that both increased levels of perceived and
objective prenatal stress is associated with high risk of mild
childhood psychiatric disorder™.

Several biological, physiological, and morphological changes
take place in a woman's body during pregnancy”. These changes
are beyond their control and are seen as the first signs that a
woman is becoming physically and emotionally vulnerable™. Even

in a normal pregnancy, these changes may have an impact on a
woman's capacity to accomplish her daily tasks. In other words,
not only will there be a lot of changes in terms of social, physical,
and mental health during this time, but the quality of life (QoL) for
pregnant women will be altered as well. Various characteristics of
physical, social, and mental well-being that are quantifiable during
pregnancy make up life quality™.

QOL is a wide term that encompasses a person's level of
independence, psychological well-being, physical health, and
social and familial interactions™. The WHO defines QoL as an
individual's view of their place in life in relation to their objectives,
ambitions, goals, and concerns within the values and customs in
which they live. People's physical health, psychological condition,
amount of autonomy, social interactions, and relationships to
conspicuous aspects in the environment all play a role in this wide
term™. Researchers discovered that women with low QOL tend to
have pregnancy complications'®, as well as premature birth"” and
low birth weight.

However, studies on QOL tended to focus on the elderly
instead of pregnant women, and the impact on pregnant
women’s QOL was undervalued in Pakistan. Even though
QoL plays an important role in pregnant women's health, there is
little study on pregnant women’s QoL in Pakistan. Given that
people's perceptions of life quality are influenced by their beliefs
and cultures, the current study appears to be critical in the context
of Pakistan. As a result, the authors opted to measure pregnant
women's QoL in this context in the hopes that the findings could be
utilized to improve women's support during pregnancy, which
might be a step forward in “For a baby to be healthy, it needs a
healthy mother”

Objectives: To measure the correlation and prediction of
depression, anxiety, stress and QoL in pregnant women.

MATERIALS AND METHODS

The study was carried out at the Department of Obstetrics and
Gynaecology, Rashid Latif Medical College Lahore. Correlational
research design and probability sampling were used for the study.
Sample Size: A sample size of 150 pregnant women were
approached. However, the current study includes only 106 cases,
the rest of the cases were discarded based on exclusion criteria.
Inclusion and Exclusion Criteria: Pregnant women of age 14 —
45 year in any stage of the trimester. Both educated and illiterate
were included with any type of past deliveries i.e. normal and C-
section in multi-gravida. Exclusion criteria included pregnant
women with any associated general medical condition, e.g., HTN,
Diabetes, Epilepsy TB, Hepatitis, Hyperthyroidism, and
Hypothyroidism. Previously diagnosed cases of other psychiatric
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co-morbidities such as schizophrenia, bipolar disorder, dissociative
disorder, the obsessive convulsive disorder were assessed
clinically according to DSM V diagnostic criteria. Respondents who
had a history of substance abuse such as opioids, cannabis,
alcohol, hypnotics, and stimulants were removed from the study as
well. Any history of associated intellectual disability or
complications in current pregnancy such as placenta previa,
eclampsia, polyhydramnios, gestational diabetes, etc. were not
included in the study either.

Sample Characteristics: Pregnant women were recruited via
purposive sampling. The sample consisted of 106 respondents
with a mean age of 31 years and the average age of their spouse
was 35 years. The average no. of children they have was 1.63.
The respondents, on average, had a total house income of around
2.3 lakh. All participants were Muslim and reported satisfactory
relationships with their spouses. Majority of the participants were
living in a nuclear family system (n=61). Many participants reported
no complications during their recent pregnancy (i.e.n=81). Many
respondents reported subjective feeling of being depressed (n=61)
and anxiety (n=56), however, no feeling of stress (n=62) during
their recent pregnancy. Most of the participants (n=66) reported no
history of miscarriages. However, some (n-=40) did report a history
of miscarriage in their past pregnancy.

Table 1: Frequencies and percentages of demographic variables of

Data Collection: The study was started after approval from the
ethical committee of the hospital. A total of 150 patients were
enrolled for study from the indoor and outdoor units of the
department of obstetrics and gynecology. However, only 106
participants who fulfilled inclusion and exclusion criteria were
retained. Each patient was told about the study's purpose and
gave their informed consent to participate. Each participant was
questioned in a private, comfortable location. All patients were
assessed on the following pattern. Demographic details like name,
age, education, religion, occupation, height and weight, vital signs,
number of pregnancies, number of children, socio-economic
status, family system and address were noted. A past History of
depression, anxiety and stress, along with depression, anxiety, and
stress during previous pregnancies, if any, with or without
treatment, was obtained from the patient on a Performa. Names
and demographic details of the patients were replaced by fictitious
names and details.

Research Instruments

Depression, anxiety and stress scale (DASS; Lovibond &
Lovibond, 1995): Depression, anxiety, and stress scale 21 is the
short of 42-item self-reported measures of depression, anxiety,
and stress. Items were rated on 4 points Likert Scale (0O=does not
apply to me, 3=apply to me very much, or most of the time). The
higher scores represent higher psychological distress'®.The
coefficient alpha for this instrument for the present sample was .96.

Ethical Consideration: All ethical considerations were considered
during the research. Permission was taken from different
concerned authorities and authors of measures. The informed
consent form was filled out by the participant with a signature. No
psychological harm was given to participants. In case of
psychological harm, counseling was provided to them. The
participants were ensured that they had the right to know the
findings of the research and they had the right to withdraw from
research without permission.

participants (N=106) . Quality of Life (QOL) scale (Burckhardt et al., 1989): It is a 16-
Demographic M(S.D) f(%) item instrument that measures five conceptual domains of quality
ﬁlge Fohid ?16241(3578) of life®®: material and physical wellbeing; relationships with other

0. of chilcren 63(1.38) people, social, community, and civic activities; personal
Age of husband 35 (4.68) ) M h
- development and fulfillment; independence, and recreation. The
Total income 233295.36 . h P »
(336597.83) ltem was rated on a 7 point likert scale from “delighted” to
Duration of marriage “terrible”. The calculated coefficient alpha of this instrument for the
Less than 2 26(24.5) present sample was .93.
2-3 10 (9.4) Statistical Analysis: The data was entered and analyzed using
4-5 13 (12.3) SPSS version 25. Quantitative variables such as age (in years)
6-7 10 (9.4) were presented as mean * standard deviation (S.D). Qualitative
89 19 (17.9) data like demographics (sex; male or female) were presented as
10 or more 28 (26.4) frequency distributions and percentages.
Family system The Data were analyzed using correlation and regression.
Nuclear 61 (57.5) Co-relation was assessed by using demographic and main
Joint 45 (42.5) variables
Do you have any complication during ’
recent (current) pregnancy
Yes 25 (23.6) RESULT
No 81 (76.4) Table 2: Relationship between demographic variables depression, anxiety,
Do you have any depression during and stress with QoL among pregnant women.
recent (current) pregnancy ariables N M sD |1 2 3 4 5 6
1. Age 106 [31.34 4.78 |
Yes 61 (57.5) 2. No of 106 [1.63 |1.38 45+
No 45 (42.5) children '
Do you have any anxiety during recent 3. Depression [|106 [5.23 5.07 [.10 |00 |
(current) pregnancy 4. Anxiety 106 4.82 [5.07 .02 |04 |.86* |
Yes 56 (52.8) 5. Stress 106 6.62 [5.08 |-.07 |06 [86** [83** |-
No 50 (47.2) 6. QoL 106 [87.98 [15.62 .01 (03 | - - -
Do you have any stress during recent .34** 1.40** |.35**
(current) pregnancy Note: M= Mean, S. D.= Standard Deviation
Yes 44 (41.5) **p<.01 (one tailed) *p<.05 (one tailed)
No 62 (58.5)
Have you had any miscarriage in the The results of the Pearson product-moment correlation
past analysis (Table 2) showed that depression, anxiety, and stress
Yes 40 (37.7) were found to be significantly negatively associated with QoL. This
No 66 (62.3)
showed that women  who

pregnant experience  higher
psychological distress, i.e., symptoms of depression, anxiety, and
stress, tend to have a lower QoL. i.e., they tend to have weak
independence levels, psychological states, physical health, and
experience disturbances in their social and family relationships.
The above table shows the role of anxiety, depression, and
stress in QoL in pregnant women. The R*Value of .16 showed that
the predictors explained 16% variance in the outcome variable with
F (3, 100) = 6.49, p < .00. Results also showed that depression (B
=-.37, p <.05), negatively predicted psychological wellbeing, which
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means that high depression in pregnant females can be
accountable for a significant negative experience of QoL.

Table 3: Linear Regression predicting quality of life among pregnant women

(N=106).
Variable B 95% Cl SEB | B R’ AR?
Anxi 149 | [-1.13, .64 .04 .16 6%
nxiety 142]
b ) - [-2.34, 011 | 59 37"
epression | 4 4o
Stress -.23 [-1.42, .92] .59 -.08
Note. p<.05; p<.01; p<.001; B = Standardized Coefficient; R“= R square
DISCUSSION

Pregnancy is a period in a woman's life during which she
undergoes physiological, psychological, hormonal, and social
changes. While seeking to adjust to these changes, the chances of
emotional disturbance and psychological distress during
pregnancy may increase. Anxiety, worry, sorrow, melancholy, and
frustration are common unpleasant feelings and mood states
associated with these problems. During the perinatal period, moms
with common mental illnesses may be less able to care for their
health or mobilize social support; in addition, studies have shown
that infants born to depressed mothers have a higher chance of
poor physical growth21. In addition, Southeast Asian studies have
found that women with mental illnesses, particularly depression,
tend to have babies with low birth weight and stunted growth in
early childhood? %,

The results supported the first hypothesis, and an inverse
relationship was found between depression, anxiety, and stress
with QoL. These results are evident from literature as well, as up to
25% of women feel stress, sadness, or anxiety throughout
pregnancy and postpartum period.24 The QoL is influenced by
lifelong stress, according to the research®®. Another study found
that those who were stressed had a higher chance of having a
poor quality of life than those who were not stressed at ali®. In
comparison to the control group, women with a previous bad
prenatal record had lower QOL and increased levels of anxiety,
sadness, and stress.

Moreover, the study also found that depression is a
significant negative predictor of quality of life. The result is
supported by previous literature as the variables that contribute to
women's sensitivity to depression may differ in developing and
developed countries. When working-class women in industrialized
nations are subjected to a traumatic life experience, social
variables such as a lack of a confidante, the presence of three or
more small children at home, the death of a mother during infancy,
and joblessness have been proven to raise the risk of depression.
Poverty and a lack of education have been linked to depression in
several research conducted in underdeveloped nations, suggesting
that these variables may be more relevant than key risk factors?’.

According to a survey, a larger percentage of Pakistani
women (48.4%) suffer from depression than their Aboriginal
(31.2%) and Caucasian (8.6%) counterparts®. The high frequency
of depression among Pakistani women who are pregnant is a
public health problem. Unfavorable patterns of healthcare seeking
for mothers and their children are exacerbated by maternal
depression symptoms. Low birth weight and poor health outcomes
in children have been linked to depression during pregnancyzg.
Social standards, cultural customs, and relationships with in-laws
may all have a part in women's mental health in Pakistan®. The
present study has significant implications for couple counseling
and marital therapy, to increase the psychological health of
females and to protect newborn babies and pregnant mothers from
the effects of psychological distress.
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