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Effect of spiritual care education on the 
spiritual health of preeclamptic women 
with postpartum stress disorder
Mahboobe Gholami, Mahin Tafazoli1, Zahra Mohebbi‑Dehnavi2, Zahra Kamali

Abstract:
BACKGROUND: Spiritual health in the field of health has a great importance in mental disorders and 
posttraumatic stress disorders, in treatment process. The present study was done aiming “determine 
the effect of spiritual care education on the spiritual health of preeclamptic women with postpartum 
stress disorder.”
MATERIALS AND METHODS: This randomized clinical trial was done in 2017 on 260 women with 
preeclampsia in Mashhad. Data collection was done with questionnaires Perinatal Posttraumatic 
Stress Questionnaire (PPQ), the posttraumatic disorder checklist, Duke University Religion Index, 
and the Spiritual Well‑Being Scale (SWBS). In the intervention group, first, women were educated 
on spiritual care each day based on Richards and Bergin’s pattern, in three sessions, which lasted 
45–60 min. The control group also received routine cares. All units completed the questionnaire 
SWBS at the 8th postpartum period. P < 0.05 was meaningful.
RESULTS: After the intervention, this score of spiritual health in the intervention and control groups 
had a significant difference with independent test (P = 0.004). Spiritual health significantly increased 
in the interventional group.
CONCLUSIONS: Providing spiritual care to pregnant mothers with preeclampsia, increase their 
spiritual health.
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Introduction

Appear and progress symptoms of a 
common mental illness in pregnancy 

are problematic and can disrupt the ability 
of women to accept changes after child 
birth.[1] Posttraumatic Stress Disorder (PTSD) 
is a type of anxiety disorders, PTSD after 
childbirth  (postpartum stress disorder), 
which was first described by Bidlowski and 
Raoul‑Duval.[2] PTSD is an anxiety disorder 
that occurs after an event that causes injury 
or threat.[3] This disorder is characterized 
by various psychological symptoms such as 
aggression, nightmares, accident reminders, 
anxiety symptoms, and decreased trigger 

levels; we can use the term “posttraumatic 
stress disorder,” if these symptoms last 
longer than 4  weeks.[4] The prevalence of 
postpartum stress disorder was 1.5%–6% 
after delivery[5] and the prevalence of 
postpartum stress disorder was 26% after 
preeclampsia.[6] Preeclampsia also affects 
physical and mental health.[7]

In recent years, to increase coping power 
and promote mental health, spiritual care 
has entered into theoretical and research 
literature as important components.[8] 
Spiritual care is an integral part of care and 
includes actions such as helping to carry 
out religious practices and activities that 
provide support and comfort to the 
patient.[9] Spiritual care can be considered 
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as a key element, which can affect the health spiritual 
of individuals.[10] When spiritual health is seriously 
compromised, a person may experience mental disorders 
such as loneliness, anxiety, stress, and loss of meaning in 
life. On the other hand, patients whose spiritual health 
is strengthened can effectively adapt to their illness.[11]

In a clinical trials study Zafarian Moghaddam et al., care 
education was done according to the Richards and Bergin 
model on 60 parents of children with leukemia, which 
showed that in the intervention group after the spiritual–
religious training, the spiritual health score after training 
was significantly higher than spiritual health before 
education.[12] The results of some demographic studies 
show that religious beliefs may negatively affect the 
health of the individual by encouraging the person 
to avoid or discontinue treatment, not seeking timely 
medical care, and avoiding preventive measures.[13]

According to the above, the greatest stress in every 
woman’s life is pregnancy, which makes these stressful 
conditions prone to diseases such as preeclampsia. 
Despite the scientific advances in the treatment of 
pregnancy problems, mental problems remain an 
important issue, in woman’s health.[14] On the other 
hand, the high and dignified status of spirituality and 
spiritual health in the field of health, the age and depth of 
spirituality in Iran and the penetration of spiritual beliefs 
in one body of the Iranian community, the importance 
and undeniableness of psychological disturbances such 
as stress disorder after the blow during treatment, the 
presence of contradictory findings in studies abroad and 
the absence of a similar study sample in internal studies 
prompted the researcher to conduct a study with the aim 
of “spiritual care education on the spiritual health of 
preeclamptic women with postpartum stress disorder.”

Materials and Methods

Study design and setting
The present study is a randomized clinical trial with 
a control group. At first, 260 women, with nonsevere 
preeclampsia, which admitted to Imam Reza and Ghaem 
hospitals in Mashhad, Iran, were selected as available in 
the year 2017. The sample size was according to the study 
by Soltani et al. In study Soltani et al., the prevalence of 
postpartum stress disorder in women with preeclampsia 
was 26%.[6]

∝ 2

2

(p1[1- p1])+ p2[1- p2](z1- 12+ z1- B)
n=

d

Inclusion criteria included women with nonsevere 
preeclampsia and singleton pregnancy, live births, 
gestational age of weeks 36–40, and having a call 
number. Exclusion criteria included women were 

having medical conditions; having midwifery problems 
except preeclampsia; having any stress disorder  (get 
a score higher than 50 from the questionnaire PCL); 
history of infertility; history of two abortions and more; 
absenteeism in one session; unwillingness to cooperate; 
and not participated in the post test.

Study participants and sampling
At first, all of these women completed the posttraumatic 
disorder checklist  (PCL) and if they scored  <50, they 
would enter the study (260 women), also were taken the 
contact numbers of these women.

Then, 4 weeks after delivery, the researcher contacted 
them and filled out the Prenatal Posttraumatic Stress 
Questionnaire  (PPQ). Those who scored a higher 
and equal score of 6 in the questionnaire were 
identified as having a postpartum stress disorder. 
After examining the questionnaires, 84  patients 
with stress disorder were identified. And with the 
loss of 4 people, the study was conducted on 80 
people. By random allocation, 40  patients were in 
the control group and 40 patients in the intervention 
group [Figure 1].

Data collection tool and technique
The data gathering tools including
Data gathering tools  included demographic 
questionnaire, maternal and neonatal information in 
the first 4  weeks of postpartum, Spiritual Well‑Being 
Scale (SWBS), questionnaire PPQ (prenatal posttraumatic 

84 patients with stress disorder were
identified

260 women with preecl ampsia
and admitted

filled out the Perinatal Posttraumatic
Stress Questionnaire (PPQ) N = 260

Number of women that exit (4)
2 members (unwillingness to

participate in educational sessions
2 members (immigration)

Random allocation of members to intervention
and control groups (n = 80)

Non-recipient training (control)
n = 40

Training group (intervention)
n = 40

Get regular care Perform 3 training sessions
(daily 30-45 minites)

Follow up 2 weeks after the
first appointment n = 40

Follow up 2 week after
training n = 40 

Complete questionnaire
Spiritual Well- Being Scale

(SWBS) and statistical
analysis N = 40

Complete questionnaire
Spiritual Well- Being Scale

(SWBS) and statistical
analysis N = 40

Figure 1: CONSORT flow diagram
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stress question Prenatal), PCL, Duke University Religion 
Index Questionnaire, and spiritual care checklist.

Spiritual Well‑Being Scale
Spiritual health questionnaire contains 20 questions, 10 
questions, 10 questions of existential health, and other 
health measures of a person’s religion. The spiritual 
health score is the sum of these two subgroups. The 
scoring range is 20–120. Questions on the Likert 
scale were completely disagreeable  (1) to the extent 
that I fully agree  (6). Its reliability was confirmed by 
Fatemi et al. (2006)  in Tehran with an alpha‑Cronbach 
coefficient (0.82).[15] The reliability of the questionnaire in 
this study was determined using the internal consistency 
method. The Cronbach’s alpha coefficient in the religious 
health dimension was 0/86, in the existential health 
domain was 0/80, and in the total scale was α = 0/87.

Prenatal posttraumatic stress questionnaire
This questionnaire includes 14 questions that measure 
the magnitude of stress disorder during and after birth. 
Questions are answered yes and no. The scoring range is 
0–14. The cutoff point for PTSD detection is ≥6. In the study 
of Feeley (2011) in Canada, its validity has been confirmed 
and its reliability was confirmed by a reexamination 
method (r = 0.92).[16] In the study of Soltani et al., its reliability 
was 0.82 by Cronbach’s alpha on ten people.[7] In the present 
study, the reliability was α = 0.85, with Cronbach’s alpha.

The posttraumatic disorder checklist
This questionnaire includes 17 questions that are scored 
based on a 5‑point Likert scale as follows: very low (1), 
low  (2), medium  (3), high  (4), and very high  (5). The 
total score of the questionnaire is between 17 and 85. 
The cutoff point for PTSD detection is 50 points. For use 
in Iran by Goodarzi, its validity has been confirmed.[17] 
Moreover, its reliability has already been confirmed in 
the study by Weathers with Cronbach’s alpha 0.97.[18] 
In the present study, Cronbach’s alpha has achieved 
α = 0.95.

The Duke Religious Index
The questionnaire has 5 items. The first two items are 
questions about the religious practices of individuals 
and are ranked on a 6point grading scale; the sum 
of its points varies from 2 to 12. Moreover, the next 
three items are questions about the religious beliefs of 
individuals classified as 5‑point Likert grades, and the 
sum of the points in these three items varies from 15 to 
45. This questionnaire has been validated in the study 
by Hafizi et al.[19] Its reliability was also confirmed in the 
study by Baljani et al., with the reliability of its Persian 
version and with the Cronbach’s alpha value of 0.93.[20] 
Furthermore, a study by Koenig and Büssing confirmed 
its reliability.[21] In this study, its reliability was achieved 
with Cronbach’ α = 0.91.

The spiritual care checklist
It was made by the researcher. Its validity was confirmed 
through content validity and its reliability was assessed 
by agreement of evaluators.

Intervention
During the referral, the informed consent form was 
completed in both intervention and control groups. Then 
demographic characteristics questionnaires and SWBS 
questionnaires were completed. In the intervention 
group, in the hospital congress hall, a spiritual care 
education was conducted based on Richards–Bergen’s 
model,[22] and after the approval of the educational 
package by the religious expert, meetings were done for 
3 sessions of 60–45 min.

Session contents
•	 At the first session

a.	 Meeting people and assessing the knowledge, 
attitudes, and beliefs of patients and listening to 
patients’ views on spiritual issues, religion, and 
existential issues (separately)

b.	 The role of reading a holy book in feeling calm
c.	 Positive statements based on the holy book.

•	 At the second session
a.	 Repent and seek forgiveness
b.	 Story of religious people
c.	 Participating in religious and recreational 

programs
d.	 Addressing God and accept the current situation
e.	 Trust, resort, patience, charity  (kindness and 

forgiveness), and focus on the blessings of God.
•	 At the third session

a.	 Explaining the experience of spiritual care and its 
effects

b.	 Using the consequences of this care and 
summarizing the past sessions.

During the sessions, the following spiritual care was 
also provided:
1.	 Trust, empathy, and honesty between the nurse and 

mothers to establish a proper communication during 
the sessions

2.	 Listening carefully to the physical and mental 
problems and worries and fears of patients

3.	 Providing psychological support from patients
4.	 Strengthening individuals’ inner hope and powers
5.	 Using positive energy sentences and strengthening 

healthy and constructive thoughts
6.	 Helping the patient find the meaning of life and 

understanding that none of the life events is beyond 
the destiny; who believes in God over the whole 
world could be saved from the feelings of pessimism, 
emptiness, and frustrated

7.	 Providing the necessary facilities for religious 
practices
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8.	 Encouraging the patient to read holy books
9.	 Touching the hands of patients in order to provide 

them with mental support
10.	Encouraging the patient to express their religious 

beliefs
11.	Encouraging patients to visit religious clerics
12.	Encouraging patients to refer to people who feel 

comfortable with them
13.	Encouraging patients to enjoy entertainment and do 

light sports activities according to their physician’s 
opinion

14.	Assuring the patient that the nurse is always available 
to her clients for mental and psychological support

15.	Seek forgiveness from past sins and forsaking anger 
against the perpetrator and guilty person

16.	Encouraging the mothers to enjoy music, singing, 
theater, cinema, art, etc.

17.	Encouraging the patients to establish a friendly 
relationship with others

18.	Encouraging the patients to laugh and do their 
favorite hobbies

19.	Encouraging the patients to participate in religious 
services and social gatherings.

Then, an intervention pack containing an educational 
CD and a spiritual care checklist was given to the 
research units for home care. During the research, the 
researcher controlled the participants’ spiritual care and 
the completion of the checklist by making a phone call.

Then, 2 weeks after completing the training at 8 weeks 
postpartum, all of the units in the two groups completed 
the Prenatal posttraumatic stress question  (PPQ) 
questionnaire, and Ellison’s spiritual health. The results 
were analyzed using SPSS software version 16 (IBM, SPSS 
Inc, Chicago, Illinois, USA), and t‑test independent, T Pair 
test, Mann–Whitney test, Chi‑square test and Spearman 
test . The significance level was considered P < 0.05.

Ethical considerations
In this study, all ethical principles related to human 
research include obtaining a license from the university’s 
research deputy, presenting a letter to the relevant 
educational and therapeutic centers, providing adequate 
explanations to the research units and obtaining written 
consent, assuring the units of research in the field 
of confidentiality, maintaining the information and 
providing them in general, and ensuring that research 
units were excluded from the study at any time.

Athics code number IR.MUMS.REC.1395.618.

Results

In this research, before the intervention, variables 
such as age of mother  (0.591), age of spouse  (0.329), 

gestational age  (0.224), number of deliveries  (0.447), 
body mass index  (0.691), religion score  (0.942), PTSD 
score (0.377), also mother’s education (0.391), mother’s 
occupation (0.132), husband’s education (0.708), spouse’s 
occupation  (0.299), family income  (0.276), mother’s 
satisfaction from infant’s gender  (0.113), and father’s 
satisfaction from infant’s gender (0.619) were evaluated. 
All variables were homogeneous in both groups. 
There was no significant difference between the two 
groups (P > 0.05) [Table 1].

Also according to the independent t‑test, there was 
no significant difference between the two groups 
in the mean score of spiritual health before the 
intervention  (P  =  0.979). However, according to the 
independent t‑test, there was a significant difference 
between the two groups in the mean score of spiritual 
health  (P  =  0.004) after the intervention. T  pair test 
was significantly different in the intervention group 
before and after the intervention  (P  =  0  <  0.001). 
But in the control group, this difference was not 
significant (P = 0.189) [Table 2].

Discussion

In the present study, spiritual care education increased the 
spiritual health of women preeclampsia with postpartum 
stress disorder. Although research related to the cause and 
effects of PTSD has generally been done, to a large extent, the 
spiritual aspect of this disruptive disorder has been ignored. 
Achieving a better understanding of the multidimensional 
relationship between spirituality and PTSD may be a key 
factor in prevention and advanced therapeutic protocols.[23] 
According to Richards and Bergen (2007), spiritual healing 
helps patients not to focus on the lost in illness, mourning, 
or despair but looks for meaning. As a result, life in terms 
of spirituality is meaningful in all circumstances. If life is 
purposeful and meaningful, any incident in this direction 
becomes meaningful.[24]

Spiritual care has a significant effect on other aspects 
of health.[25] Spiritual health is one of the basic concepts 
about how to deal with the problems and stress 
associated with the disease. When spiritual health is 
seriously compromised, a person may experience mental 
disorders such as loneliness, anxiety, stress, and loss 
of meaning in life. On the other hand, patients whose 
spiritual health is strengthened can effectively adapt 
to their illness. Therefore, support from spiritual or 
religious sources and having a higher power relationship 
have been helpful and can be effective in improving the 
quality of life, reducing and controlling anxiety and 
stress, and lowering blood pressure.[11]

In a clinical trials study by Zafarian Moghaddam et al., 
care education was done according to the Richards and 
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Bergin model on 60 parents of children with leukemia, 
which showed that in the intervention group after the 
spiritual–religious training, the spiritual health score 
after training was significantly higher than spiritual 
health before education.[12] In the study of Bamdad 
et  al., spiritual care education, which was performed 
on 81 patients admitted and amphetamine‑dependent, 

showed that spiritual care had an impact on improving 
spiritual health, this means that mental health was 
improved by spiritual care implementation, while there 
was no significant difference in the control group before 
and after the intervention.[25] Fouladvandi et al., a study 
done on 50 hemodialysis patients admitted to the hospital, 
reported that there is a significant relationship between 

Table 1: Comparison of the mean of demographic variables in the two groups
Variable Group P

Intervention, n (%) Control, n (%)
Age of the woman (years), mean±SD 35.55±5.47 31.88±4.88 Df=66, t=0.541, P=0.591*
Age of the spouse (years), mean±SD 36.29±6.46 34.82±6.40 U=498.0, Z=−0.977, P=0.329**
Gestational age (week), mean±SD 36.64±1.09 36.85±1.32 U=487.5, Z=−0.760, P=0.244**
Number of deliveries, mean±SD 1.38±1.15 1.58±1.31 U=518.0, Z=−0.760, P=0.447**
Body mass index (kg/m2), mean±SD 26.02±2.88 25.55±2.36 U=546.0, Z=−0.397, P=0.691**
Religion score (duck), mean±SD 48.97±6.69 49.08±6.51 Df=66, t=−0.073, P=0.942*
PCL, mean±SD 30.08±8.55 31.88±0.92 Df=66, t=0.889, P=0.377*
Mother’s education

Elementary 4 (10.0) 0 U=719.00, Z=0.858, P=0.391**
Junior high school 2 (5.0) 4 (10.0)
High school diploma 18 (45.0) 21 (52.5)
College education 16 (40.0) 15 (37.5)

Mother’s job
Housewife 25 (62.5) 23 (57.5) χ2=7.083, df=4, P=0.132***
Employed 7 (17.5) 10 (25.0)
Student 8 (20.0) 7 (17.5)

Husband’s education
Elementary 5 (12.5) 3 (7.5) U=814.00, Z=0.765, P=0.299**
Junior high school 15 (37.5) 17 (42.5)
High school diploma 15 (37.5) 14 (35.0)
College education 5 (12.5) 6 (15.0)

Husband’s job
Manual worker 10 (25.0) 10 (25.0) χ2=1.390, Df=3, P=0.708***
Employee 5 (12.5) 7 (17.5)
Self‑employed 25 (62.5) 23 (57.5)

Family income
Less than enough 7 (17.5) 4 (10.0) U=717.00, Z=−1.089, P=0.276**
Enough 29 (72.5) 33 (82.5)
Above sufficient 4 (10.0) 3 (7.5)

Mother’s satisfaction from infant’s gender
Low 0 2 (5.0) Z=−1.586, P=0.113**
Medium 8 (5.0) 12 (30.0)
Much 32 (80.0) 26 (65.0)

Father’s satisfaction from infant’s gender
Low 0 0 Z=−0.498, P=0.619**
Medium 10 (25.0) 12 (30.0)
Much 30 (75.0) 28 (70.0)

*P=Independent t‑test, **P=Mann‑Whitney test, ***P=Chi‑square test. SD=Standard deviation, PCL=Posttraumatic stress disorder score

Table 2: Mean and standard deviation of the spiritual health score of the units before and after the intervention 
in both groups
Variable Intervention Control Inter‑group test result (P)
Mean spiritual health score before intervention, mean±SD 78.64±18.08 78.52±17.52 t=0.026, df=66, P=0.979*
Mean spiritual health score after intervention, mean±SD 90.88±15.27 79.64±15.87 t=2.974, df=66, P=0.004*
In‑group test result t=−6.086, df=33, 

P=0<0.001****
t=−1.343, df=33, 

P=0.189****
*P=Independent t‑test, ****P=t pair test. SD=Standard deviation
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spiritual care with spiritual health.[26] Rahimi et al., a study 
conducted on 222 nursing and midwifery students of 
Kerman University of Medical Sciences, showed that there 
is a significant relationship between the two variables of 
spiritual health and spiritual care These two studies are 
also of correlational type in line with the present study.[27]

Nonaligned with this study: The results of some 
demographic studies show that religious beliefs 
may negatively affect the health of the individual 
by encouraging the person to avoid or discontinue 
treatment, not seeking timely medical care, and avoiding 
preventive measures.[28] A review article by Thuné‑Boyle 
et al. showed that there was no significant relationship 
between spiritual health and belief in postmortem life 
with depression, anxiety, and stress levels.[29] A study by 
Beery et al., conducted in England on 250 patients with 
heart failure, showed that patients who had a higher 
and stronger status in terms of spiritual beliefs, during 
the 9 months of continuous follow‑up, prognosis, and 
the situation were much worse than other patients.[30] 
Perhaps, the reason for this lack of consistency with 
the present research is the difference in the research 
community and the difference in the cultural and 
religious beliefs of the two communities.

In the present study, spiritual health had a significant 
relationship with stress disorder, as mental health 
increased, postpartum stress disorder also decreased. 
Reducing spirituality with its effects on the individual 
and his worldview can be considered as one of the main 
causes of anxiety, stress, and blood pressure.[31,32]

According to the above, the greatest stress in every 
woman’s life is pregnancy, which makes these stressful 
conditions prone to diseases such as preeclampsia. 
Despite the scientific advances in the treatment of 
pregnancy problems, mental problems remain an 
important issue, in woman’s health.[14]

On the other hand, making important anatomical, 
physiological, and psychological changes in the 
pregnant mother increases the possibility of mental 
illnesses such as anxiety, morbid fear, obsessive–
compulsive disorder, and mood disorders.[33] About 
28% of women with preeclampsia suffer from a 
type of anxiety disorder called postpartum stress 
disorder.[34] Furthermore, considering the role of 
spiritual health in reducing PTSD, the nurse can play 
an important role in providing spiritual support to 
the patient.[35] Careful attention to the dimensions of 
the patient’s life can help the nurse to communicate 
safely and appropriately and that the nurse can rely 
on the patient’s religious beliefs to strengthen him 
in the remembrance of God, trust in him and prayer, 
encourage him and his spirit, and make him more 

hopeful in the treatment of the disease. Believing 
that there is a God who controls situations greatly 
reduces the psychological symptoms associated with 
the situation.[36‑38]

Limitation and recommendation
In spite of the researcher’s emphasis, telephone 
follow‑up, awards, and travel costs, due to the air and 
bustle of the hospital’s obstetric clinic, the patient did not 
refer to the deadline for completion of the questionnaires. 
Therefore, the researcher, in order to reduce the drop 
in the research samples, the researcher referred to the 
place of life of the research units. This made the sampling 
time longer.

Conclusions

Despite extensive medical advances in treating 
patients with preeclampsia, treatment has always 
been considered to improve the physical aspect of 
these patients. While patients with preeclampsia 
suffer from psychiatric disorders such as postpartum 
stress disorder. On the other hand, about two‑third 
of people with PTSD experience at least two other 
disorders. It also has a negligible effect on the 
relationship between mother and baby, which should 
seek interventions to reduce the psychological effects 
of the disease. The results of this study showed that 
spiritual care education increased the spiritual health 
of women with preeclampsia and postpartum stress 
disorder. Therefore, considering the positive effect 
of spiritual care education on increasing the spiritual 
health, educational interventions are suggested due 
to low cost and more effectiveness in women with 
preeclampsia.
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