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Abstract

Background: Considering the undesirable consequences of stress and anxiety in pregnancy and the role of midwives in providing
emotional support for pregnant women, it is essential to utilize non-medical therapies, such as spiritual counseling.
Objectives: The present study aimed to determine the effect of spiritual counseling on stress and anxiety in pregnant women.
Methods: This randomized controlled clinical trial recruited 112 pregnant women presenting to the health centers in Maragheh,
Iran, in 2016 - 17. The participants were assigned to two 56-member groups of control and intervention with a randomized block
design. A socio-demographic questionnaire, the perceived stress scale, and the Spielberger state-trait anxiety inventory (STAI) were
completed before and four weeks after the intervention through interviews with participants.
Results: 55 participants in the counseling group and 56 in the control group were followed up and analyzed until the end of the
study. The mean (± SD) scores of stress, state anxiety, and trait anxiety were 35.4 (± 4.5), 48.5 (± 4.8), and 47.4 (± 4.6) in the coun-
seling group and 34.8 (± 3.6), 47.8 (± 4.1), and 49.0 (± 4.1) in the control group before the intervention, respectively. The mean (±
SD) scores of stress, state anxiety, and trait anxiety were 34.8 (± 3.5), 48.0 (± 4.5), and 44.7 (± 4.0) in the counseling group and 37.8
(± 3.7), 49.7 (± 4.2), and 46.0 (± 3.8) in the control group four weeks after the intervention, respectively. According to ANCOVA for
controlling the baseline scores after the intervention, the mean scores of perceived stress (adjusted mean difference = -3.4; 95% con-
fidence interval = -2.3 to -4.4; P < 0.001) and state anxiety (-2.1; -3.6 to -5.5; P < 0.001) were significantly lower in the counseling group,
while the two groups had no significant difference in terms of the mean scores of trait anxiety after the intervention.
Conclusions: Spiritual counseling can control perceived stress and state anxiety of pregnant women. Therefore, spiritual counsel-
ing is recommended as a complementary and effective intervention in managing the psychological problems of pregnant mothers.
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1. Background

Pregnancy, as a natural event in the life cycle of women
(1), is associated with profound changes and challenges
and it affects the physical and mental health of women (2).
In addition to having hormonal changes at the beginning
of pregnancy, women change their attitudes toward life
and start to assess their skills and lifestyle (3). If they do
not have the proper support, they will suffer from reduced
self-esteem and worry about the health of the baby and the
process of delivery and may experience abortion (4).

Stress during pregnancy can be associated with ad-
verse pregnancy outcomes (5). It takes all the energy of
woman’s body and disturbs her function (6). Stress stimu-
lates the adrenal gland and the sympathetic system, which

increases respiration, heart rate, pulse and blood pressure
through a complex process (7) and causes complications
such as preeclampsia (8) and spontaneous abortion (9).
Anxiety is sometimes a natural mechanism for coping with
mother’s mental concerns and accompanying changes,
but sometimes anxiety can take the form of a disease and
become so severe that affects the mental health of the preg-
nant mother (10). Based on another study in Bandar Ab-
bas, Iran, 45.6% of pregnant mothers had state anxiety and
45.3% had moderate to high trait anxiety (1). By stimulating
the autonomic nervous system, chronic anxiety contracts
the arterial muscles, reduces uterine-placental blood flow
and oxygen supply makes the fetal heart rate pattern ab-
normal, and increases the probability of preterm labor (11).
Anxious pregnant women give birth to children with lower
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psychomotor scores and more behavioral problems (12).
One of the mechanisms of coping with depression,

anxiety, and stress during pregnancy is paying attention to
the women’s beliefs and values, including spirituality, ide-
ology, ethics, and cultural values (13). The world health or-
ganization recommends a comprehensive care approach
addressing the four dimensions of physical, mental, social,
and spiritual needs of patients (14, 15). Spiritual and reli-
gious counseling examines the cognitive, behavioral, and
emotional dimensions of the individual. The cognitive di-
mension seeks meaning, concept, and purpose of life and
the values that matter to the patients. The emotional di-
mension addresses the variables of hope, interest, and sup-
port in the recovery process and the behavioral dimension
addresses spiritual and religious beliefs (14). Spirituality is
a natural desire in a person that gives meaning to life and
creates power within the individual and is, in fact, an em-
pirical indicator of human superiority in life (15). Engage-
ment with religion protects people mentally and physi-
cally (16).

Group counseling, as a bilateral process in which the
counselor and the peer group examine the problems, feel-
ings, attitudes, and values to modify the attitudes and per-
ception of people, is considered as a strategy for prevent-
ing mental disorders during pregnancy (17). In spiritual
counseling, the counselor spiritually supports the mother
based on her religious beliefs, gives her hope to assess
her pregnancy-related concerns from her spiritual and re-
ligious point of view identifies her spiritual concerns and
doubts, and corrects her misconceptions (18).

The spiritual dimension needs special attention dur-
ing pregnancy and midwives play an essential role in pro-
viding counseling and psychological support to pregnant
mothers. Furthermore, anxiety and stress should be con-
trolled during pregnancy. Therefore, due to the lack of a
study in this regard and considering the role of spiritu-
ality in life satisfaction (19) and quality of life (20), this
study aimed to assess the effect of spiritual consultation as
a complementary and non-invasive intervention on stress
and anxiety during pregnancy through a customized ap-
proach tailored to the culture and religion of Iranian peo-
ple with regard to the importance of religious beliefs in
their lives in critical situations.

2. Methods

2.1. Study Design and Participants

This randomized controlled clinical trial recruited
112 pregnant women presenting to the health centers in
Maragheh, Iran, from February 2016 to June 2017.

The participants were experiencing their first, second,
or third pregnancies with a gestational age of 20 to 24

weeks, with a contact number for follow-ups, with an Ed-
inburgh depression score of less than 12 before the inter-
vention, with no underlying diseases (cardiovascular dis-
ease, hypertension, diabetes, mental illness, and so on.),
and willing to participate in the study. The exclusion crite-
ria were any underlying diseases (cardiovascular disease,
hypertension, diabetes, mental illness, and so on.), a his-
tory of physical and mental illness according to the pa-
tient, recent stressful life events, smoking, alcohol and
drug use, taking medications that affect an individual’s
body or mind, and a previous attendance in the spiritual
counseling classes.

2.2. Sample Size

The sample size was determined using G-Power soft-
ware, assuming a 15% reduction in perceived stress, anxi-
ety, and depression with a test power of 90% and a sample
loss of 10%, based on perceived stress data of a study by Bas-
tani et al. (21) (m1 = 30.98; m2 = 26.33; sd1= sd2 =5.94; n = 16)
and state anxiety (m1 = 38.5; m2 = 32.7; sd1 = sd2 = 9.9; n =
51) and trait anxiety (m1 = 41.2; m2 = 35.0; sd1 = sd2 = 9.2; n
= 39) as follows. Considering the fact that the determined
sample size based on state anxiety was more than that of
other variables, the sample size was determined 56 people
in each group with a 10% probability of sample loss.

2.3. Sampling

Sampling was performed after obtaining approval
from the ethics committee of Tabriz University of Medi-
cal Sciences (code: TBZMED.REC.57401) and the registra-
tion of the study in the Iranian registry of clinical trials
(IRCT2016122710324N37). Sampling was carried out in 15
health centers in Maragheh, Iran. The health centers are
public, governmental, or private first-level referral cen-
ters. The researcher attended the centers, extracted a list
of pregnant women with gestational age of 20 - 24 weeks,
and recorded their names and telephone numbers. Then,
they were contacted by phone to explain the purpose and
method of the study. If they were willing to participate in
the study cases that fulfilled the inclusion and exclusion
criteria, and if they were eligible, they were invited to at-
tend a health center. During the personal visits, if the preg-
nant woman was willing to cooperate with the study, an in-
formed consent was obtained and then the Edinburgh de-
pression scale was completed through an interview with
the participants. If the depression score was more than 12,
the person would not enter the study and she would re-
fer to a psychiatrist. Then, a socio-demographic question-
naire, the perceived stress scale (PSS), and the Spielberger
state-trait anxiety inventory (STAI) were completed by the
researcher through interviewing the participants.
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2.4. Randomization

The pregnant women who completed pretest question-
naires were randomly assigned to two 56-member groups
of intervention (receiving counseling) and control using
a computerized random number table through stratified
blocking according to the number of pregnancies (first,
second, or third), with four and six block sizes. In order to
conceal the assignment, the type of intervention was writ-
ten on pieces of papers and placed in opaque, numbered
envelopes. The envelopes were opened in the order of en-
try of the individuals to the study and the pregnant women
were placed in the intervention or control group.

2.5. Intervention

The content of counseling for these women included
education, counseling, listening to the Holy Quran, correct
breathing, progressive muscle relaxation, massage, group
discussion, discussing the role of women and motherhood
in Islam, etc. Counseling sessions were six 60-minute ses-
sions, run by the researcher and an assistant (a religious ex-
pert) in the relevant health centers and in a room intended
for consultation with a relaxed and private atmosphere.
The number of participants in each session ranged from
7 to 10 people. The counseling was in the native language
of the participants. At the end of the session, individual
counseling was provided at the request of each of the par-
ticipants. Four weeks after completion, PSS and TSAI were
completed in the health centers again.

2.6. Data Collection Tool

The data were collected through a socio-demographic
questionnaire, PSS, and STAI. The questionnaires were com-
pleted by the researcher through interviews.

The socio-demographic questionnaire included ques-
tions about participant’s age, age at marriage, weight, and
height, participant’s and spouse’s education level, partic-
ipant’s and spouse’s employment, adequacy of monthly
family income for living expenses, and housing status. The
validity of this questionnaire was confirmed by content
and face validity. PSS consists of 14 items and scores are
based on a 5-point Likert scale from never to often. Ques-
tions 4, 5, 6, 7, 9, 10, and 13 were scored in reverse such that
zero was the lowest score and 56 was the highest. The relia-
bility of the Persian version of PSS was reported by Bastani
et al. as 74% (21).

STAI consists of 40 items and two parts; the first part
pertains to the state anxiety with 20 items scored on a 4-
point Likert scale. The second part has 20 items for assess-
ing the trait anxiety. A minimum score of 20 and a maxi-
mum score of 80 are obtained for each of the state and trait
sections. STAI correlates with Taylor Manifest Anxiety Scale,

which indicates the validity of this scale. The correlation
coefficients were reported between 75% and 85%. Its valid-
ity and reliability have been investigated in several studies,
including Gholami’s study in Iran (22).

2.7. Data Analysis

After collection, data were analyzed in SPSS v. 21.0 soft-
ware (IBM Corp., Armonk, NY, USA). Normality of the quan-
titative data was approved by the K-S test. All data showed
a normal distribution. Descriptive statistics including fre-
quency and percentage, mean, and standard deviation
were used to describe the socio-demographic characteris-
tics. Chi-square for trend, Pearson’s chi-square, Fisher’s ex-
act test, and independent samples t-test were used to de-
termine the consistency of the groups regarding sociode-
mographic characteristics. The independent t-test and AN-
COVA with adjusting the baseline values was used to com-
pare the mean of state and trait anxiety and stress among
the study groups respectively before and after the interven-
tion. Analyses were done based on intention to treat and
P<0.05 was considered significant.

3. Results

The study was begun in February 2016 and completed
by June 2017. Of the 1010 pregnant women, 875 ineligi-
ble women were excluded from the study. The reasons for
exclusion included gestational age less than 20 and more
than 24 weeks (n = 694), depression score of 12 or above (n
= 89), a history of preterm labor (n = 30), detected anomaly
(n = 2), a history of admission to the hospital and having
physical illnesses (n = 10), and not willing to participate
in the study (n = 50). The remaining 135 participants com-
pleted PSS and STAI through interviews prior to entering
the study. Then, 112 participants willing to have delivery
at Shaheed Beheshti hospital were assigned to 56-member
groups of counseling and control. In the follow-ups and
assessments, four weeks after the intervention, 55 partic-
ipants from the counseling group and 56 from the control
group were evaluated and analyzed. There was only one
loss in the counseling group (due to delivery at week 23),
but there was no loss in the control group. (Figure 1)

There was no significant difference between the
groups in terms of socio-demographic characteristics (P
> 0.05). The mean (± SD) of the participants’ age in the
counseling and control groups were 28.1 (± 5.3) and 28.6
(± 5.1) years, respectively. The mean age at marriage in the
counseling and control groups were 22.65 (± 4.7) and 21.6
(± 4.06) years, respectively. The mean BMI in the coun-
seling and control groups was 26.7 (± 3.9) and 27.09 (±
3.1), respectively. The majority of women in the counseling
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Excluded due to: 

 Not meeting inclusion criteria 

(n = 875) 

Allocated to control group 

(n = 56) 

Allocated to counselling group 

(n = 56) 

Received allocated intervention 

(n = 56)

Allocation

Randomized (n = 112) 

Assessed for eligibility 

(n = 1010) 
Enrollment

Follow-up after 4 weeks (n = 56) 

Lost to follow-up (n = 0)  

Follow-up after 4 weeks (n = 56) 

Lost to follow-up (n = 1) due to delivery 

at week 23 

Analyzed (n = 56) Analyzed (n = 55) 

Figure 1. Flowchart of the study

(78.6%) and control (91.1%) groups were housewives. About
half of the women in both groups (44.6% in counseling
and 46.4% in the control group) had a university degree.
In terms of income status, the majority of women in the
counseling group (67.9%) and about half of the women in
the control group (42.9%) stated that household income

was adequate. Half of the women in both groups (50%
in the counseling and 46.4% in the control group) were
primiparous. The majority (44.6%) of the spouses in the
counseling group and 37.5% of them in the control group
had a high school diploma or higher education. Only 5.4%
of the spouses in the counseling group and 1.8% of them
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in the control group were unemployed. More than half
of the participants (58.9% in both groups) owned a house
(Table 1).

There was no significant difference between the
groups in terms of stress and trait or state anxiety before
the intervention (P > 0.05). The mean (± SD) of the stress
score in the counseling group changed from 35.4 (± 4.5)
before the intervention to 34.8 (± 3.5) four weeks after
the intervention while the score increased from 34.8 (±
6.3) to 37.8 (± 3.7) in the control group. Based on ANCOVA
after the intervention, the mean score of perceived stress
was significantly lower in the counseling group (adjusted
mean difference = -3.4; 95% confidence interval = -2.3 to
-4.4; P < 0.001) (Table 2, Figure 2).

Group
Counseling
Control

Time of Assessment 

M
ea

n 
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ed
 S

tr
es

s

Preintervention Four Weeks After Intervention

38.00

37.00

36.00

25.00

34.00

Figure 2. The trend in the mean score of perceived stress in the study groups at the
pre-intervention and four weeks after the end of the intervention according to re-
peated measures ANOVA

The mean (± SD) of the state anxiety scores in the coun-
seling group changed from 48.5 (± 4.8) before the inter-
vention to 48.0 (± 4.5) four weeks after the intervention,
and from 47.8 (±4.1) before the intervention to 49.7 (±4.2)
four weeks after the intervention in the control group. Ac-
cording to ANCOVA after the intervention, the mean score
of state anxiety in the counseling group was significantly
lower (-2.1; -3.6 to -5.5; P < 0.001) (Table 2, Figure 3).

The mean (± SD) of the trait anxiety score in the coun-
seling group changed from 47.4 (±4.6) before the inter-
vention to 44.7 (± 4.0) four weeks after the intervention
and from 49.0 (± 4.1) before the intervention to 46.0 (±
3.8) four weeks after the intervention in the control group.
According to ANCOVA after the intervention, there was no
statistically significant difference between counseling and
control groups (-0.6; -2.0 to 0.7; P = 0.368) (Table 2, Figure
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Pre-intervention  Four Weeks After Intervention

50.00

49.50

49.00

48.50

48.00

47.50

Figure 3. The trend in the mean score of state anxiety in the study groups at the pre-
intervention and four weeks after the end of the intervention according to repeated
measures ANOVA

4).
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Pre-intervention Four Weeks After Intervention

50.00

49.00

48.00
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46.00
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44.00

Figure 4. The trend in the mean score of trait anxiety in the study groups at the pre-
intervention and four weeks after the end of the intervention according to repeated
measures ANOVA

4. Discussion

Because of the frequent relationships between mid-
wives and patients, midwives can play an active role as an
effective member of the health team in providing spiritual
counseling and increasing the morale of pregnant moth-
ers. Despite the effective role of spirituality in clinical mid-
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wifery settings, there have been a few interventional stud-
ies in this area (23). In the present study, spiritual counsel-
ing was effective in controlling stress and state anxiety of
pregnant women but did not affect the trait anxiety.

Furthermore, spiritual counseling reduced perceived
stress in the intervention group. Jabbari et al. showed that
the voice of Quran, with and without translation in preg-
nant women significantly decreased the mean score of per-
ceived stress in the intervention groups compared to the
control group (24). Wachholtz et al. also reported the pos-
itive effect of spiritual counseling on the relaxation of car-
diac patients (25). A study by Reyhani et al., based on spiri-
tual counseling and self-care education, reported that spir-
itual counseling reduces stress and increases distress tol-
erance of mothers with premature infants in NICUs (26).
The results of a meta-analysis of 15 studies involving 14
controlled trials showed that spiritual interventions had
significant effects on spiritual well-being, the meaning of
life, anxiety, and depression (27). Vieten and Astin exam-
ined the effect of stress management interventions by mid-
wives in the United States and reported a significant reduc-
tion in stress of the pregnant women in the intervention
group (28). In a study by Tuck et al., spiritual care and its
interventions did not have a much positive effect on the
stress of the subjects (29).

In the present study, spiritual counseling reduced the
state anxiety score in the women of the intervention group
but did not affect the level of trait anxiety. Mohammadi et
al. used the stress management training with a cognitive-
behavioral approach to the intervention group to control
the stress of pregnancy. They reported that anxiety of preg-
nancy and worries in the intervention group reduced com-
pared to the control group (23). This finding was consis-
tent with the results of Saunders et al. about the effect of
spirituality on anxiety control (30). The results of a sys-
tematic review showed that the religious/spiritual inter-
ventions decrease the anxiety and depression symptoms
(31).

The positive effect of spiritual counseling on reduc-
ing stress level and anxiety in pregnant women can be at-
tributed to the alignment of spiritual counseling approach
with culture and the beliefs of individuals in response to
mental concerns and being seeking the meaning in human
life (32). In this regard, Delarm et al. held counseling ses-
sions to raise women’s awareness about delivery and its
stages to reduce their anxiety in the intervention group
and reported the mean anxiety score in the intervention
and control groups respectively as 11.82 ± 8.3 and 23.5 ±
53.38 after the intervention in the third trimester (33). The
results of a randomized clinical trial conducted in Isfahan,
Iran, in 2012 showed that spiritual care program reduced
the amount of anxiety in patients with leukemia (34). Mo-

hammadi et al. examined a stress management-training
program to improve mental health and reduce worries and
anxiety in women and reported that pregnancy stress and
anxiety in the trained women were significantly reduced
after intervention (23). In a randomized clinical trial, spiri-
tual counseling could decrease anxiety and depression in
dialysis patients (35). These coherent studies can be at-
tributed to the protective role of religion and spirituality
in the face of events that cause distress and anxiety. Gha-
hari et al. found no significant relationship between spir-
itual counseling and stress and anxiety in women with
breast cancer (36). The contradiction between the results
of those studies and the present study can be attributed to
the differences in physical conditions of individuals, un-
derlying problems, lack of emotional support, treatment
and related costs, or the difference in the role of spiritual-
ity and spiritual and religious experiences of individuals in
the study populations.

According to the results of this study, it can be con-
cluded that spiritual counseling by trained midwives can
be effective in controlling pregnancy stress and anxiety. Ac-
cording to the coverage of different health centers of the
city, the results of this study can be used for the city of
Maragheh and surrounding counties. On the other hand,
due to the limited population of the women in Maragheh,
the generalizability of the results of the research to all
women with different cultures, ethnicities, and languages
require more extensive studies. Due to the lack of time and
financial support, it was not possible to measure and con-
trol the effect of the level of spiritual and religious beliefs
of individuals and the type of emotional and psychological
support that they receive during sessions from their rela-
tives and friends, which can affect the counseling process
in long run.

4.1. Conclusions

Spiritual counseling can control the perceived stress
and state anxiety of pregnant women. Therefore, spiri-
tual counseling is recommended as a complementary, ef-
fective, and non-invasive intervention in controlling the
psychological problems of pregnant mothers. In general,
the use of religious beliefs to overcome pregnancy stress
and anxiety is a decisive factor that can have an impact on
women’s reproductive health and general health without
spending high costs.
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Table 1. Socio-Demographic Characteristics of Participants According to Groups (N
= 56)a

Characteristic Counseling Control P Value

Age, yb 28.1 (± 5.3) 28.6 (± 5.1) 0.691c

Age of marriageb , y 22.6 (± 4.7) 21.6 (± 4.1) 0.209c

BMIb , kg/m2 26.7 (± 3.9) 27.1 (± 3.1) 0.512c

Education 0.201d

Illiterate 1 (1.8) 3 (5.4)

Primary school 0 (0) 3 (5.4)

Secondary school 2 (3.6) 2 (3.6)

Diploma 28 (50.0) 22 (39.4)

University 25 (44.6) 26 (46.4)

Occupation 0.065e

Housekeeper 44 (78.6) 51 (91.1)

Employed 12 (21.4) 5 (8.9)

Husbands’ education 0.228d

Illiterate 3 (5.4) 3 (5.4)

Primary school 3 (5.4) 3 (5.4)

Secondary school 0 (0) 6 (10.7)

High school 0 (0) 2 (3.6)

Diploma 25 (44.6) 21(37.5)

University 25 (44.6) 21 (37.5)

Husbands’ occupation 0.193f

Jobless 3 (5.4) 1 (1.8)

Employee 29 (51.8) 19 (33.9)

Worker 15 (26.8) 22 (39.2)

Shopkeeper 6 (10.7) 7 (12.5)

Other 3 (5.4) 7 (12.5)

Income level 0.016d

Less than enough 15 (26.8) 27 (48.2)

Enough 38 (67.9) 24 (42.9)

Not enough 3 (5.3) 5 (8.9)

House statuse 0.162f

Personal 33 (58.9) 33 (58.7)

Rental 17 (30.3) 11 (19.6)

Husbands’ parents house 3 (5.3) 2 (3.5)

Womans’ parents house 3 (5.3) 10 (17.8)

Gravid 0.913f

One 28 (50.0) 26 (46.4)

Two 25 (44.0) 26 (46.4)

Three 3 (5.4) 4 (7.1)

aValues are expressed as N.(%).
bThe numbers indicate mean (±SD).
cIndependent samples t-test.
dChi-square for trend.
ePearson Chi-square.
f Fisher’s Exact test.

University of Medical Sciences, the participants in the
study, and the personnel of Maragheh health centers.
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