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Background: Women with a history of preeclampsia frequently have a lower level of physical well-being and emotional problems.

Objective: This study aimed to determine the effect of integrating religiosity and spirituality into postpartum care can improve the quality of life in women with preeclampsia.

Methods: This study was a randomized controlled clinical trial conducted on 40 women with preeclampsia. All eligible participants were allocated to two control and intervention groups using a random blocking method. Data were collected using Mother-Generated Index (MGI) in pre-intervention and 6 weeks later and analyzed using descriptive statistics, Chi-square test, and independent t-tests. The significance level was p < 0.05.

Results: The mean, Standard deviation (SD) of the total score of MGI before intervention in the intervention group was 5.35 (1.09) which increased to 8.00 (0.50) 6 weeks after intervention. In the control group, the pre-test score of MGI was 5.81 (0.97) which increased to 6.69 (1.37) after 6 weeks of follow-up. The difference between the two groups was statistically significant after the intervention based on an independent t-test (p = 0.001).

The mean (SD) of five subscales included Feelings toward herself, Feelings toward the child, Feelings toward her husband and others, Feelings toward sex, and Physical health status after intervention in the intervention group statistically significantly increased compared to the control group (p < 0.011).

Conclusion: The integration of spiritual counseling with the educational content of postpartum care had a positive impact on improving the postpartum QoL of women with preeclampsia. For better conclusions, a study with a large sample size needed to be conducted in the future.

Clinical Trial Registration: https://en.irct.ir/user/trial/50832/view, identifier IRCT20150731023423N16.
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Introduction

Preeclampsia is one of the hypertensive disorders in pregnancy that affects 4.6% of pregnancies worldwide (1). Also, it is responsible for 10% of preterm births and 3% of perinatal mortality (2). Women with a history of preeclampsia frequently have a lower level of physical well-being (3) and emotional problems such as Post-traumatic stress disorder (PTSD) symptoms compared to women who have had uncomplicated pregnancies, especially if the disease occurs in the early stage of pregnancy (4). Taking care of the mother’s health during pregnancy and preventing her worries, anxieties, and psychological pressures will reduce the severe impairment during this period (5).

According to the World Health Organization definition, quality of life (QoL) is an individual’s understanding of their position in life, goals, expectations, relationships, needs, and beliefs which are affected by one’s cultural context and value systems (6). Spirituality is a significant dimension of quality of life that empowers people to deal emotionally with aspects of illness, life concerns, beliefs, and spiritual values (7). By targeting individual beliefs, people may be able to better handle negative situations and gain greater control than they have at present (8).

Spirituality is distinct from religiosity and is defined as the way people seek and express meaning and purpose in life, and experience their relationship with others, nature, and sacred things. This definition serves as the foundation for the spiritual care approach (9).

Positive effects of spiritual care through the improvement of meaningful communication and positive thinking in controlling postpartum stress disorder among preeclamptic women have been reported (10). Also, spiritual counseling combined with other counseling approaches was found to be significantly effective in reducing anxiety and improving the quality of life of hypertensive patients (11). However, there is a knowledge gap regarding the effectiveness of this approach in improving the quality of life after childbirth in women with preeclampsia. It appears that “spiritual care, “with its broad range of dimensions, as one of the fundamental aspects of holistic treatment in mothers with preeclampsia, could be somewhat effective in controlling their problems and improving their patients’ quality of life. Consequently, the present study examined the effect of integrating religiosity and spirituality into postpartum care on the quality of life in women with preeclampsia.



Hypothesis

Integrating religiosity and spirituality into postpartum care is effective in improving the quality of life among women with preeclampsia compared to the control group.



Materials and methods


Study design

This study was a randomized controlled trial that was conducted on 40 women with preeclampsia who were admitted to the postpartum ward at Ayatollah Mousavi Teaching Hospital in Zanajn a city in northwest Iran from October 2020 to May 2021.



Participants’ inclusion and exclusion criteria

Among 54 preeclamptic women who were evaluated by the researcher, 40 women met the inclusion criteria and 14 women were excluded before being randomly allocated to groups. Preeclampsia was diagnosed based on the International Society for the Study of Hypertension in Pregnancy (ISSHP) guidelines (12). After the interventions, there was no attrition in our study. The process of sampling showed in Figure 1.
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FIGURE 1
 The process of sampling.


Inclusion criteria included hospitalization with a diagnosis of preeclampsia less than 5 days, willingness to participate in the study, having a delivery with a singleton pregnancy, having a minimum of elementary education, getting a score less than 22 based on the General Health Questionnaire (GHQ-28), and mild to moderate level of Daily Spiritual Experiences Scale (DSES). Exclusion criteria included having a history of chronic diseases, having a known mental illness, use of any psychiatric medicine, a known neonatal abnormality, intrauterine fetal death, having postpartum complications (such as bleeding and infection), no phone number for calling, and changing the treatment process (for example, transfer to the intensive care unit). The sample size was calculated based on the quality-of-life variable reported by Kalhornia’s study (11). Accordingly, the mean (SD) of quality of life was [image: image], [image: image] in intervention group, and [image: image], [image: image] in control group, respectively. With considering α = 0.05, Power = 95%, and a 15% drop, the sample size was calculated as 20 people in each group.



Sampling

The researcher referred to the postpartum ward of Ayatollah Mousavi Teaching Hospital in Zanjan and after obtaining written consent to participate in the study from all participants, the inclusion and exclusion criteria were checked and eligible women completed the demographic questions and postnatal quality of life Questionnaire (Mother-Generated Index).



Randomization

All eligible participants were allocated to two control and intervention groups using a random blocking method with block sizes of four. Randomization was done by a person who was not directly involved in our study using a research Randomizer. It is a free resource and a quick way for researchers to generate random numbers or assign participants to control and intervention groups. The generated numbers were placed in an opaque envelope and then sequentially numbered. When the participants entered the study, the assigned group was identified by opening each envelope.


Routine care

All women with preeclampsia were admitted to the postpartum ward at Ayatollah Mousavi Teaching Hospital in Zanajn, in addition, to controlling bleeding, prescribing medicine, and recording vital signs, received an educational package that included personal hygiene, breastfeeding, and warning signs of maternal and neonatal complications. Women are not routinely educated on the content of spirituality postpartum.



Intervention

In this study, the intervention group received counseling individually in five sessions with spiritual content based on Richards and Bergin’s protocol by the first author. A spiritual content program was developed by the researchers and a religious counselor. In the counseling group, the intervention was started 12 h after delivery and stabilization of the mother’s general condition. Three sessions were held in the postpartum ward during the hospitalization period in a place with adequate space to observe social distancing and other health protocols to prevent Covid-19 diseases such as proper air conditioning and using a face mask. The next two sessions were held weekly after discharge by telephone counseling. Each counseling session lasted 45–60 min.

Table 1 shows the content of the intervention separately by session. The control group received routine care.



TABLE 1 Spirituality-oriented counseling session protocol.
[image: Table1]




Data collection tools

The outcome of the study was to determine the postnatal quality of life.

Data collection tools included demographic questions, postnatal quality of life Questionnaire (Mother-Generated Index) that were completed in two-stage (pre-intervention and 6 weeks after the last session of counseling).

The questionnaire included education, spouse education, family income, insurance status, job, spouse job, residence, homeownership, and parity.



Postnatal quality of life questionnaire: mother-generated index

The MGI was designed by Symon et al. It is a subjective tool to measure the postnatal quality of life and contains 30 questions in eight areas. The dimensions of the questionnaire include the mother’s feelings toward herself (6 questions), feelings toward the child (3 questions), feelings toward her husband and other family members (8 questions), feelings toward sex with a spouse (3 questions), physical health status (7 questions), Satisfaction with childbirth (one question), the status of the economics associated with childbirth (one question), and the re-selection of the method of childbirth in subsequent pregnancies (one question). The MGI score was calculated by weighting the means of the values on visual analog scales between one and 10. A high score in any area indicates a better situation in terms of quality of life. The face, criterion, and construct validity of the questionnaire were at an acceptable level (13). Psychometric properties of the Persian version of the questionnaire were tested by Khabiri, et al. In their study, the face, criterion, and construct validity of the questionnaire were at an acceptable level (14). The reliability of the questionnaire in the present study was confirmed by calculating Cronbach’s alpha coefficient of 0.78.



Data analysis

Data were analyzed using SPSS 16. Descriptive statistics were used to describe the demographic information. The Chi-square test was used to compare demographic characteristics between the two groups. Kolmogorov–Smirnov test showed that MGI scores have a normal distribution. Therefore, to compare the scores of MGI between groups independent t-tests were used. The significance level was p < 0.05.



Results

Among 54 women evaluated by the researcher, the data of 40 women met the eligibility criteria for analysis.



Demographic characteristic

In both groups, the most of participants have Elementary & middle school level education (55%). Regarding the parity, the most of participants in the control group had >1 parity (65%), and in the intervention group was equal to one parity (60%). Regarding the family-income and insurance, and job status, the most of participants in both groups were at enough level, had insurance, and had jobs were housewives. Also, personal property was the most common form of homeownership in both groups. The residence of most people was rural in the intervention group (55%) and urban (65%) in the control group. Regarding their spouses’ jobs and education, most of them in both groups have Elementary and middle school level and self-employed jobs. The comparison of demographic characteristics using the Chi-square showed that there is no significant difference between the two groups (Table 2).



TABLE 2 The comparison of participants’ demographic characteristics between two groups.
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The mother-generated index

The mean, Standard deviation (SD) of the total score of MGI before intervention in the intervention group was 5.35 (1.09) which increased to 8.00 (0.50) 6 weeks after intervention. In the control group, the pre-test score was 5.81 (0.97) which increased to 6.69 (1.37) after 6 weeks of follow-up. The difference between the two groups was statistically significant after 6 weeks of follow-up based on an independent t-test (p = 0.001).

The mean (SD) of five subscales included Feelings toward herself, Feelings toward the child, Feelings toward her husband and others, Feelings toward sex, and Physical health status after intervention in the intervention group statistically significantly increased compared to the control group (p < 0.011). But three subscales included satisfaction with childbirth, the economic difficulty, and the re-selection of the method of childbirth after intervention based on an independent t-test was not significant (p > 0.05; Table 3).



TABLE 3 The comparison of MGI scores between two groups in pre-intervention and 6 weeks after intervention.
[image: Table3]




Discussion

The current study was conducted to examine the effect of integrating spirituality into postpartum care on improving the quality of life in women with preeclampsia. Our result revealed that the intervention can improve the total score of quality of life and its subscales compared to the control group. According to our knowledge, this is the first study to assess the effect of integrating spirituality into postpartum care on the quality of life among women with preeclampsia. However, our results are consistent with studies that were conducted on other high-risk pregnancy samples. In this regard, the result of two similar studies showed that the implementation of Islamic- spiritual psychotherapy could be improved the quality of life of infertile women (15, 16). Also, integrating cognitive-behavioral therapy with Islamic spirituality instructions had an effective impact on the quality of life of pregnant women (17). Beigi et al. showed that the implementation of group spiritual therapy was effective in reducing anxiety and increasing the quality-of-life score in women with gestational diabetes (18). Also, similar efficacy has been reported in another study conducted by Niaz Azari et al. in women with gestational diabetes (19). Constituency in results emphasized that the spiritual-based approach can be used to improve the quality of life of women in the antenatal and postpartum periods.

The positive effects of spiritual counseling on improving blood pressure, life satisfaction, and quality of life of non-pregnant hypertensive patients have also been emphasized in some studies (11, 20). Religion and spirituality can increase QoL by changing people’s attitudes, increasing their sense of responsibility toward themselves and others, promoting the search for meaning in life, and having a greater sense of happiness and self-esteem. Spiritual experience is a unique experience that entails understanding the meaning of life, having positive experiences in life, and feeling happy, and satisfied with life (21).

In the current study, intervention can improve the sense of women toward themselves, child, their husbands, and others. Participants had positive feelings toward sex and Physical health status after the intervention. While, satisfaction with childbirth, the economic difficulty, and the re-selection of the delivery method have not major changes. Similar to our result, the positive effect of integration of spirituality in antenatal care can improve the general health perceptions and physical and emotional role function of healthy pregnant women (22). On the contrary Dehestani et al. revealed that spiritual health had a positive effect on preventing labor pains and childbirth satisfaction in women (23). Furthermore, a negative correlation between spiritual intelligence and fear of giving birth was reported (24). The reason for inconsistent results regarding satisfaction with childbirth could be that in our study the intervention was performed after delivery and in mothers with high-risk pregnancies.


Strength of study

All the principles of control trial studies were observed in this study and we do not have a loss of following in participants. Data collection tools were standard and psychometric properties of the Persian form of the questionnaires have been evaluated based on Iranian culture.




Limitation

The sample size was small and the follow-up period was short. Also, samples were limited to the participants of the Shiite religion, which can affect the generalizability of findings. It is suggested that a similar study should be performed on other ethnicities and cultures in future studies. Furthermore, for better conclusions about the long-term effects of the spiritual-based intervention on postpartum QoL, studies with a long follow-up period and large sample size are needed to be conducted in the future.


Highlighted

Preeclampsia can affect the physical and emotional well-being of women.

Spiritual counseling can improve the postpartum QoL of women with preeclampsia compared to the control group.




Conclusion

Preliminary results show spiritual counseling had a positive impact on improving the postpartum QoL of women with preeclampsia. For better conclusions, a study with a large sample size needed to be conducted in the future.
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