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ABSTRACT 
 

Background: Prenatal maternal stress is a very common mental health problem among women 
during their time of pregnancy. The study aimed to evaluate the effectiveness of Watson's Theory of 
Human Caring-based education in reducing pregnancy distress. 
Materials and Methods: This study is single-blind randomized controlled experimental. The study 
was conducted at Family Health Centers (FHC) in the central district of Manisa. The research was 
conducted with 128 pregnant women. Pregnancy distress rate after the education based on 
Watson’s “Theory of Human Caring”. 128 Turkish pregnant women (training group: 64, control 
group: 64). The research data were collected by using a Pregnant Information Form, Tilburg 
Pregnancy Distress Scale (TPDS) and Watson Caritas Patient Score (WCPS).  
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Results: In the research, it was found that the total score average of the TPDS before the training 
for the pregnant women in the training and control groups was no significant difference between 
two groups (p>0.05). Comparing training group and control group after training in third trimester; it 
was determined that the total score average of TPDS was 8.73±7.68 in training group, 21.43±5.99 
in control group and a significant difference was obtained in the statistical analysis which was 
performed to compare the groups (p<0.05). In order to prevent pregnancy-related stress, the risky 
group must first be determined. Nurses should prepare the pregnant women very well to live this 
natural process in the healthiest way possible. In addition, pregnant women should be developed 
their ability to cope with the problems they encounter and ensure that they pass this period 
comfortably. 
Conclusion: It has been determined that the training provided with given according to Watson’s 
Theory of Human Caring to pregnant women is an effective initiative in decreased the distress of 
pregnant women. 
 

 
Keywords: Pregnancy; distress; watson’s theory; training. 
 

1. INTRODUCTION 
 
“Pregnancy is recognized as a stressful event in 
a woman’s life that needs enormous 
psychological adjustment” (Thongsomboon et al., 
2020). “Stress during pregnancy is defined as the 
imbalance that a pregnant woman feels when 
she cannot deal with demands and worries” 
(Engidaw et al., 2019).  
 
“Worldwide, prenatal maternal stress is a very 
common mental health problem among women 
during their time of pregnancy. Studies reported 
that the prevalence of stress during pregnancy 
range from 5.5 to 78%” (Engidaw et al., 2019; 
Woods et al., 2010; Ahmed et al., 2017; Iranzad 
et al., 2014; Pais et al., 2014). 
 
“It is normal for a pregnant woman to be 
psychologically unsteady and tensed about her 
health, baby’s wellbeing and the likely changes 
which will take place in her life after the birth of 
the child” (Pais & Pai, 2018). “Mild level of 
perceived stress during pregnancy is good for 
the most favorable development of the fetus, but 
if it goes beyond it may lead to long term effect 
on the fetus and change the development of the 
fetal nervous system” (Pickler et al., 2010). 
“During pregnancy a women’s body changes in 
many ways due to the effect of hormones. These 
changes can sometimes be uncomfortable and 
may lead to stress during pregnancy” (Pais & 
Pai, 2018). “Prenatal maternal stress has been 
implicated in having a role in adverse health 
outcomes across the lifespan, including antenatal 
and postpartum depression; inadequate prenatal 
care; obstetric complications; preterm birth; low 
birth weight; delayed child development, 
behavioural, and mental health problems; and 
chronic adult disease related to fetal 

programming” (Kingston et al., 2012; Brummelte 
& Galea, 2010; Heaman et al., 2005). The short- 
and long-term sequelae of prenatal maternal 
stress underscore its importance as a public 
health concern.  
 
“Pregnant women should learn how to cope           
with stress because reducing the effects of stress 
is important for the health of both pregnant 
women and babies. Prenatal care provides a 
window of opportunity to assess and implement 
care for women experiencing psychological 
distress” (Kingston et al., 2012).  
 
The starting point for the present study was the 
need for taking the nursing care of women whose 
stress during pregnancy. When the stress during 
pregnancy, maintaining the care requires nursing 
knowledge and practices. To achieve this, it has 
been suggested that theories or models specific 
to nursing should be used as a guide. 
 
Jean Watson’s human care theory aims at 
moving away from treatment-centeredness and 
focuses on “caring” (Fawcett & DeSanto-
Madeya, 2012). “The theory focuses on both 
human and nursing paradigms. It asserts that a 
human being cannot be healed like an object to 
be repaired. The conceptual elements of the 
Watson’s theory include the caritas process, the 
transpersonal caring relationship, caring 
moments and caring occasions, and caring–
healing modalities” (Watson, 2012). “Various 
studies have established that the theory of 
human caring can make nursing care more 
efficient and aware and improve care outcomes” 
(Drenkard, 2008). Given all of these an antenatal 
education based on Watson’s “Theory of Human 
Caring” may be a promising prevention approach 
for this group. 
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Even though perceived stress during pregnancy 
adversely affects the mother and her baby, there 
is still a scarcity of data from developing 
countries including Turkey. Therefore, the study 
aimed to evaluate the effectiveness of Watson's 
Theory of Human Caring-based education in 
reducing pregnancy distress. 
 

2. MATERIALS AND METHODS 
 

2.1 Participants and Design 
 
The study is a single-blind, randomized 
controlled and follow up trial. The study was 
conducted between 15 June 2018 and 15 June 
2019 at Family Health Centers (FHC) in the 
central district of X city. Target population of the 
study consisted of 6289 pregnant women in the 
city.  There are 25 FHCs in the area where the 
study was conducted. The study involved FHC 
Numbered 8 and FHC Numbered 4 in the city. 
Two was selected using purposive sampling as 
FHCs where women with varying 
sociodemographic characteristics came for 
health services and would be able to take part in 
and continue with the education program. This 
single-blind randomized controlled trial was 
conducted with 128 Turkish pregnant women 
(training group: 64, control group: 64) at Family 
Health Centers in Manisa. The inclusion criteria 
were: Turkish pregnant women who (1) were in 
their second trimester of pregnancy, (2) 
undertaken at least primary school education, (3) 
spoke Turkish, (4) were primigravidae, (5) were 
undergoing an uncomplicated pregnancy. 
 
Power analysis was performed with 95% 
confidence interval and p=0.05 significance level. 
As a result of the completion of the study, 64 
people were recruited to the experimental group 
and 64 to the control group, the power of the 
study was determined to be 100% when the data 
obtained according to the Tilburg pregnancy 
distress scale in pregnancy were used in the G-
Power program.  
 

2.2 Questionnaires 
 
For the collection of research data, we used a 
Pregnant Information Form, the Health Practices 
in Pregnancy Questionnaire and Watson Caritas 
Patient Score (WCPS). 
 

2.2.1 Pregnant information form  
 

The Form consisted of questions about their 
socio-demographic and marital features, income 

status, residence, family type (nuclear, extended 
etc.) and educational background (Sezer & Sen, 
2020; Kaya et al., 2020; Namık, 2019).  

 
2.2.2 Tilburg Pregnancy Distress Scale 

(TPDS) 

 
The TPDS was developed by Pop et al. (2011) in 
the Netherlands. The scale consists of 16 items 
and 2 main subscales. The first subscale is 
“Negative Affect” and the second subscale is 
“Social” (Partner involvement) subscale. The 
“Negative Affect” subscale consists of 12 items 
regarding pregnancy, delivery, fear, anxiety, 
perceptions, and concerns regarding postpartum. 
The “Social” (Partner involvement) subscale 
consists of four items related to partner support 
during pregnancy. The scale is a 4-point Likert-
type scale (0=often, 1=quite often, 2=sometimes 
and 3=rarely or never). In the scoring, the scores 
of 3rd, 5th, 6th, 7th, 9th, 10th, 11th, 12th, 13th, 
14th, and 16th items were interpreted by 
inverting. The minimum score in the scale is 0 
and the maximum score is 48. The maximum 
score for Negative Affect is 36, whereas the 
maximum score for Social (Partner participation) 
subscale is 12. Cronbach’s alpha of the scale 
was noted to be 0.78. According to the scoring of 
the scale, the score for breakpoint is 28 and 
over. Higher scores indicated increased birth-
related anxiety and fear (Pop et al., 2011). The 
validity and reliability of the TPDS were tested by 
Capık (2011) and Cronbach Alpha value was 
found to be 0.83 (Capık & Pasinlioglu, 2015). 
Cronbach’s  for the current study was 0.81. 

 
2.2.3 Watson Caritas Patient Score (WCPS) 

 
Watson Caritas Patient Score (WCPS) capturing 
the patients experience of caring. The WCPS 
was developed by Watson et al. (2010). “The 
WCPS consists of 5items. Response options for 
each item range from 1 (never) to 7 (always). 
The items empirically assess the patients 
subjective experience of receiving caring; the 
items refer to such indicators as loving kindness, 
trust, dignity, healing environment, and honoring 
of beliefs and values” (Ozan & Okumus, 2017; 
SookBin et al., 2020). 

 
2.3 Data Collection 
  
Data were collected immediately before the 
education program as pretest (Second trimester, 
mean: 23.08 week). The research was applied 
that Pregnant Information Form and TPDS by 
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using the face-to-face interview technique after 
the necessary explanations were made by the 
researcher. 

 
Data were collected as post-test (third trimester, 
mean: 31.00 week) 8 week after the end of               
the education program. The research                      
was applied that TPDS and WCPS by using the 
face-to-face interview technique after the 
necessary explanations were made by the 
researcher. 

 
2.4 Randomization 
 

The block randomization method was used to 
determine which group of pregnant women would 
be included. 6 different possibilities numbered in 
six blocks were determined by the help of a 
computer program that produces random 
numbers.  

“The researcher who will collect the data learned 
the group of each pregnant woman, only after 
she was included in the research, in the data 
collection phase. Individual files have been 
created for each pregnant woman. These files 
are enclosed in opaque envelopes. After 
determining the pregnant women who met the 
sample criteria of the study and agreed to 
participate in the study, envelopes were opened 
and the woman was determined to be in the 
education or control group. The pregnant women 
in the sample of the study learned which group 
they were in during the data collection phase 
after they were included in the study. Knowledge 
of the education and control group has also been 
hidden from employees at the hospital. In order 
to prevent pregnant women in the education and 
control group from contacting each other, 
appointments were made at different times” 
(Capık & Pasinlioglu, 2015).  

 

 

 
 

Fig. 1. Consort chart of the study 
Source: Consort 2010 Akış Diyagramı, Moher D, Schulz KF, Altman D. The Consort Statement: Revised 

Recommendations for Improving the Quality of Reports of 
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“The pregnant women who were included in the 
research were divided into two groups: education 
and control. Tilburg Pregnancy Distress Scale 
was applied to the pregnant women in the 
education group during the prenatal period (II 
trimester average: 23.08 weeks) during the first 
interview with the pregnant information form and 
in accordance with the data collected, the point 
averages of the pregnant women in the Tilburg 
Pregnancy Distress Scale were determined” 
(Ozan & Okumus, 2017).  
 

The education was prepared in three sessions 
with the subjects such as Pregnancy, Pregnancy 
perceptions, Concerns about pregnancy, 
Discomfort During Pregnancy and was given by 
the researcher individually for each pregnant 
woman in the designated FHC. The education 
was done using question-answer, lecture, slide 
show, showing on the figure, showing and 
making methods. The pregnancy education 
booklet covering the educational content was 
given to the women in the education group. After 
individual educations for each pregnant woman, 
pregnant women were able to receive counseling 
support by phone from the researcher at any 
time.  
 

In the education group, the TPDS and WCPS 
were re-applied in pregnancy by meeting the 
pregnant women face to face in the III trimester 
(Avg: 31.00 weeks).  
 

During the prenatal period ( II trimester average: 
24.02 weeks), the TPDS was applied to the 
control group by means of the Pregnancy 
Information Form and in accordance with the 
data collected, the data collected the mean 
scores of TPDS were determined.  
 

The control group was not given any education 
by the researcher other than the standard care 
offered at the health institution. With pregnant 
women in the control group in II trimester (Avg: 
24.02 weeks) and in III trimester (Avg. 30.92 
weeks) were interviewed face-to-face and the 
TPDS  was applied. After the last measurement, 
pregnant women in the control group were given 
a pregnancy education booklet covering the 
educational content. 
 

2.5 Statistical Analysis 
 

Descriptive data are presented as number, 
percentage, mean, Kolmogrow-Smirnov, Chi-
square and Fisher Chi-square test. The data 
gathered from the groups were compared with 
the, independent samples t‐test and Multiple 

Regression Test. All analyses were carried out 
using the SPSS for Windows, release 20.0 
(SPSS, Inc., Chicago, IL, USA). A p value of 
<0.05 was thought to be crucial for all analyses. 

 

3. RESULTS 
 
Considering the descriptive features of 
individuals comprising the study group, the 
training group had an mean age of 26.17±4.46, 
and the mean age of control group was 
24.76±4.35.  Women in training group 50.0% of 
them graduated from elementary school, 50.0% 
of them have middle income, first delivery mean 
age of them is 22.87±4.11 and all of them had 
social security. Women in control group 65.6% of 
them graduated from elementary school, 29.7% 
of them have middle income, first delivery mean 
age of them is 22.32±4.19 and of them had 
social security. There was no significant 
difference between the groups (p>0.05). 
 
Comparing training group and control group 
before training; it was determined that the total 
score average of TPDS was 19.70±7.44 in 
training group, 22.32±4.19 in control group and a 
significant difference was not obtained in the 
statistical analysis which was performed to 
compare the groups (t=-1.203, p>0.05). 
Comparing training group and control group after 
training in third trimester; it was determined that 
the total score average of TPDS was 8.73±7.68 
in training group, 21.43±5.99 in control group and 
a significant difference was obtained in the 
statistical analysis which was performed to 
compare the groups (t=-10.422, p<0.05)                
(Table 1). Post-intervention, the training group 
showed significantly lower TPDS scores 
compared to the control group (p<0.05), 
indicating reduced pregnancy distress. 
 
Comparing training group and control group 
before training; it was determined that the total 
score average of Negative Affect was 15.90±6.89 
in training group, 18.12±6.73 in control group and 
a significant difference was not obtained in the 
statistical analysis which was performed to 
compare the groups (t=-1.842, p>0.05). It was 
determined that the total score average of 
Partner Involvement was 3.79±2.93 in training 
group, 3.09±3.21 in control group and a 
significant difference was not obtained in the 
statistical analysis which was performed to 
compare the groups (t=1.292, p>0.05). 
Comparing training group and control group after 
training in third trimester; it was determined that 
the total score average of Negative Affect was 
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6.20±5.24 in training group, 18.21±6.18 in control 
group and a significant difference was obtained 
in the statistical analysis which was performed to 
compare the groups (t=-11.856, p<0.05). It was 
determined that the total score average of 
Partner Involvement was 2.53±3.12 in training 
group, 3.21±3.21 in control group and a 
significant difference was not obtained in the 
statistical analysis which was performed to 
compare the groups (t=-1.226, p>0.05) (Table 2). 
 

Multiple regression analysis was conducted to 
explain the effect of training on TPDS scores in 
the research groups. It is seen that the 
established model is not statistically significant 
before training (F=1.448, p>005). In the second 
trimester, it was determined that 0.4% of the 
change in TPDS scores of training and control 
groups could be explained by individual 
counseling training. (R2=0.004, p>0.05). In the 
third trimester, it was determined that 45% of the 
change in TPDS scores of training and control 
groups could be explained by individual 
counseling training. (R2=0.459, p<0.05)                
(Table 3). 
 

Patient satisfaction assessment results of 
training group according to WCPS; it was 
determined that the total score average of WCPS 
was 31.01±5.33 in training group. It was 
determined that the highest score average of 
“Value my personal beliefs and faith, allowing for 
hope (6.29±0.93)” and the lowest score average 
of “Meet my basic human needs with dignity 
(6.09±1.29)” and “Have helping and trusting 
relationships with me (6.09±1.35)” (Table 4). 
 

4. DISCUSSION 
 

“Pregnancy, due to emotional, physical, and 
social changes, is considered an acute time in 
women’s lives. Many women are faced with 
stress, perhaps the greatest stress they will ever 
have to deal with” (Shishehgar et al., 2013). 
Therefore, it is important that to be able to notice 
the distress that exists during pregnancy, in 
terms of preventing possible problems that may 
occur during and after birth (Fontein-Kuipers et 
al., 2015). In line with these results, to decrease 
the women’s levels of stress during pregnancy 
and during prenatal care, the nursing trainings 
and cares were planned based on Watson’s 
Theory of Human Caring. 
 

“There is a general consensus that pregnancy 
itself is a stressful life event for women because 
it challenges them to adapt to various 
psychosocial and physiological changes. 

Therefore, there is a high incidence of distressing 
psychological symptoms including anxiety   in 
pregnancy” (Roos et al., 2013). “With rates of 
maternal distress varying between 10% and 
41%, the detrimental health effects of the 
condition have been recognised as a worldwide 
public health concern” (Fontein-Kuipers et al., 
2015). In our study, it was determined that there 
was no significant difference between the scores 
of the training group (19.70±7.44) and the control 
group (22.32±4.19) on the TPDS before training.  
It can be said that both groups experienced the 
same level of stress. 
 

In Namık’s (2019) research it was revealed that 
pregnant women's TPDS total average score 
was 5.46±4.57 (Namık, 2019), In Dundar and et 
al. (2019) research, it was 13.48±8.6 (Dundar et 
al., 2019) and In the study of Capık and et al. 
(2015), it was 18.86±7.37 (Capık et al., 2015), In 
the study of Pop et al. (2011), it was 10.67±5.81 
(Pop et al., 2011). Our findings were consistent 
with other studies using the same. It can be said 
that pregnant women who do not receive any 
training or special care experience more stress 
during pregnancy.  
 

“Unlike other studies aiming to measure distress, 
nursing education and care in this study is 
structured on the basis of Watson's Human Care 
Model. The theory of Watson’s Human Caring 
focuses on human and nursing paradigm” (Ozan, 
2015). “The Theory is based on the idea that 
humans cannot be treated as objects; they 
cannot be separated from their self, others, 
nature and the universe” (Watson, 2008). “It 
asserts that a human being cannot be healed as 
an object.  In this theory, the environment is 
defined as comfortable, beautiful, and peaceful 
and that caring is the moral ideal that entails 
mind-body-soul engagement with one another” 
(Watson, 2008; Watson, 2009).  
 

“Watson’s theory of Human Caring aims to 
ensure a balance and harmony between health 
and illness experiences of a person. Watson 
states that in a holistic approach to caring for a 
human, there are mind-body-spirit sub-
dimensions, all of which reflect the whole as the 
whole is different from her/his sub-dimensions” 
(Jesse, 2006; Fawcett, 2005). It can be predicted 
that nursing education and care based on this 
Model will reduce distress during pregnancy. 
 

“In the literature, there is no study in which 
nursing education and care based on Watson's 
Human Care Model is applied to pregnant 
women and their satisfaction is evaluated. It was 
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Table 1. The distribution of pregnant women’s total mean scores on TPDS before and after the 
training 

 

Scale mean score Training Group 
(n=64) Mean ± SD 

Control Group 
(n=64) Mean ± SD 

t p 

Pre-training  
(2. Trimester) TPDS 

19.70±7.44 22.32± 4.19 -1.203 0.231 

Post-training  
(3. Trimester) TPDS 

8.73±7.68 21.43±5.99 -10.422 0.000 

SD: Standard Deviation; t:  Independent sample t test 
 

Table 2. The distribution of pregnant women’s total mean scores on TPDS Sub-scale before 
and after the training 

 

Sub-Scale mean score Training Group 
(n=64) Mean ± SD 

Control Group 
(n=64) Mean ± SD 

t p 

Pre-training  
(2. Trimester) 
Negative Affect 
Partner Involvement 

 
 
15.90±6.89 
3.79±2.93 

 
 
18.12±6.73 
3.09±3.21 

 
 
-1.842 
1.292 

 
 
0.061 
0.191 

Post-training  
(3. Trimester) 
Negative Affect 
Partner Involvement 

 
 
6.20±5.24 
2.53±3.12 

 
 
18.21±6.18 
3.21±3.21 

 
 
-11.856 
-1.226 

 
 
0.000 
0.223 

SD: Standard Deviation; t:  Independent sample t test 
 
observed that in studies where Watson's Human 
Care Model was applied to individuals in different 
populations and their satisfaction was evaluated 
that individuals' satisfaction levels were high” 
(Ozan & Okumus, 2017; Suliman et al., 2009; 
Kabasakal, 2019). 
 

In our study, it was determined that there was 
significant difference between the scores of the 
training group (8.73±7.68) and the control group 
(21.43±5.99) on the TPDS after training. It was 
determined that the average score of the total 
score in the third trimester of pregnancy was 
lower in the group given training than in the 
control group.  When the data were evaluated, it 
was determined that there was a decrease in the 
distress of pregnant women who received 
education on subjects such as pregnancy, 
pregnancy perceptions, concerns about 
pregnancy, discomfort during pregnancy and that 
the education program was successful.  
 

It is known that pregnant women should receive 
adequate training and consultancy services 
during pregnancy. Educating during pregnancy is 
an important health intervention that will 
positively affect both maternal and infant health 
(Akkus et al., 2018). In Kaya and et al. (2020) of 
research it was revealed that the total score of 
the TDSP decreased from 15.17±7.03 before the 
education to 13.01±7.03 after the education 

(Kaya et al., 2020). In Sezer and Sen (2020) of 
research it was revealed that there was a 
positive change in the health practices of 
pregnant women who received education that the 
education program was successful (Sezer & Sen, 
2020). When studies were evaluated, it can be 
said that prenatal education has a positive 
impact on protecting the pregnant women and 
developing fetus and improving the quality of life, 
decrease in the distress, obtaining accurate and 
new information, adapting the parents in their 
new role, to the period of pregnancy and birth. 

 
“The main objectives of the education carried out 
in order to inform the pregnant women are to 
provide knowledge and skills on important issues 
such as ensuring harmony in pregnancy, birth 
and puerperant processes, conscious birth, and 
adoption of new roles (Turgut et al., 2017). 
Education that will meet the needs of pregnant 
women and provide the right information during 
this period is defined as a behavior change 
process. It is very important for pregnant women 
to be able to turn their education into behavior 
and to meet their needs with a good education 
and to be supported by all sides” (Sezer & Sen, 
2020). 

 
In our study, it was determined that 45% of the 
change in the third -trimester scale scores of 
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Table 3. The effect of training on TPDS 
  

TPDS ß                           t        p  Beta VIF F Model (p) R2 Durbin 
Watson 

Pre-training (2. Trimester) 
Training Group 

1.347 9.981 0.00 0.107 
 

1.000 
 

1.448 
 

0.231 0.004 0.218 

Control Group 0.007 1.203 0.231 

Post-training 
(3. Trimester) 
Training Group 

0.950 15.317 0.000  
0.680 
 

 
1.000 
 

108.617 0.000 0.459 0.562 

Control Group 0.036 10.422 0.000 
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Table 4. The distribution of pregnant women’s (training group) mean scores on watson caritas 
patient score after the training 

 

 Min Max Median X̄±Ss 

Deliver my care with loving kindness 2 7 7 6.28±1.26 
Meet my basic human needs with dignity 2 7 7 6.09±1.29 
Have helping and trusting relationships with me 2 7 7 6.09±1.35 
Create a caring environment that helps me heal 4 7 7 6.25±1.03 
Value my personal beliefs and faith, allowing for 
hope 

3 7 7 6.29±0.93 

Total 5 35 35 31.01±5.33 

 
pregnant women in the training group could be 
explained by training. 
 
“Education is defined as the process of gaining 
desired behaviors in accordance with the 
education given about a subject in individuals, 
rather than loading information. It is aimed that 
the information given through education, which is 
not a static but a dynamic process, is converted 
into behavior and that these behaviors are 
maintained and made into a way of life. As 
shown in the literature, it has been determined 
that the pregnant women who receive education 
turn their education into the correct practices by 
bringing them into the way they behave” (Sezer 
& Sen, 2020; Altıparmak & Coşkun, 2016; Uzun 
et al., 2017; Gagnon & Sandall, 2007; Malata et 
al., 2007; Çağlar & Hisar, 2018; Urizar Jr et al., 
2019; Jalal Marvi et al., 2019). 
 
It is known that parents who prepare themselves 
psychologically before and during pregnancy go 
through this process more easily, peacefully and 
healthily. Along with psychological preparation, 
managing this process consciously is also 
important for the health of both mother and baby 
(Baysoy & Ozkan, 2012). Education and care to 
be given in this process is effective in developing 
and maintaining positive health behaviors in the 
mother. 
 
Patient satisfaction, which is used in evaluating 
the quality of health care services, is an 
important criterion of health services. Therefore, 
determining the level of satisfaction of individuals 
reveals the quality of health care services 
provided to these individuals and gives 
information about how this service should be 
(Sensoy et al., 2014).  
 
In our study, it was determined that the total 
score average of WCPS was 31.01±5.33 in 
training group. When your study was evaluated, 
it can be said that prenatal education that were 
planned based on Watson’s Theory of Human 

Caring decrease the women’s levels of stress   
and pregnant women are satisfied with this 
education. 
 
In order to prevent pregnancy-related stress, the 
risky group must first be determined. Nurses 
should prepare the pregnant women very well to 
live this natural process in the healthiest way 
possible. In addition, pregnant women should be 
developed their ability to cope with the problems 
they encounter and ensure that they pass this 
period comfortably (Ozturk & Erci, 2016). Nurses 
should reduce stress levels by providing training 
and counseling services in addition to the 
physical care they will give to pregnant women. 
 

5. CONCLUSION 
 

As a result of the research; The education based 
on Watson’s Theory of Human Caring effectively 
reduced pregnancy distress in the intervention 
group, demonstrating its potential as a supportive 
strategy during pregnancy. It has been 
determined that the training provided to pregnant 
women is an effective initiative in decreased the 
distress of pregnant women. Our findings may 
benefit future research exploring about maternal 
stress in that there provide evidence of the 
importance of stress within a theoretical 
framework. 
 

DISCLAIMER (ARTIFICIAL INTELLIGENCE) 
 

Author(s) hereby declare that NO generative AI 
technologies such as Large Language Models 
(ChatGPT, COPILOT, etc.) and text-to-image 
generators have been used during the writing or 
editing of this manuscript. 
 

CONSENT AND ETHICS APPROVAL  
 
The necessary written permissions for using the 
“Tilburg Pregnancy Distress Scale” were 
obtained from Capık, who developed. Governor 
of X city and X city Directorate of Public Health 
approved the study protocol. This research was 



 
 
 
 

Sen et al.; Asian Res. J. Gynaecol. Obst., vol. 8, no. 1, pp. 1-12, 2025; Article no.ARJGO.128288 
 
 

 
10 

 

approved by the Ethical Board of a University. 
The participants were recruited to the study on a 
voluntary basis. Before any meetings took place, 
the researchers informed the participants about 
the purpose, length and benefits of the study, 
and the written, informed consent of the 
participants was obtained. 
 

COMPETING INTERESTS 
 
Authors have declared that no competing 
interests exist. 
 

REFERENCES 
 

Ahmed, A. E., Albalawi, A. N., Alshehri, A. A., Al 
Blaihed, R. M., & Alsalamah, M. A. (2017). 
Stress and its predictors in pregnant 
women: A study in Saudi Arabia. 
Psychology Research and Behavior 
Management, 10, 97. 

Akkus, I. H., Kaya, F., Eren, S., Pirincci, E., Bulut, 
I., Nayır, T., & Atılgan, R. B. (2018). 
Evaluation of effectiveness of education 
given to pregnant women in Elazig 
province. Van Medical Journal, 25(2), 100-
107. 

Altıparmak, S., & Coşkun, A. M. (2016). Effect of 
prenatal training on information and 
satisfaction level of a pregnant woman. 
Journal of Human Sciences, 13(2), 2610-
2624. 
https://doi.org/10.14687/jhs.v13i2.3744 

Baysoy, N. G., & Ozkan, S. (2012). Pre-
pregnancy (preconceptional) care: A public 
health perspective. Gazi Medical Journal, 
23, 77-90. https://doi.org/10.5152/gmj 

Brummelte, S., & Galea, L. A. (2010). Depression 
during pregnancy and postpartum: 
Contribution of stress and ovarian 
hormones. Progress in Neuro-
Psychopharmacology and Biological 
Psychiatry, 34(5), 766–776. 

Çağlar, S., & Hisar, K. M. (2018). The efficacy of 
education and counseling service for 
preventing constipation given to pregnant 
women who applied to Family Health 
Centers. Gümüshane University Journal of 
Health Sciences, 7(1), 156-163. 

Capık, A., & Pasinlioglu, T. (2015). Validity and 
reliability study of the Tilburg Pregnancy 
Distress Scale in Turkish: Tilburg 
Pregnancy Distress Scale Turkish version. 
Journal of Psychiatric and Mental Health 
Nursing, 22(4), 260-269. 

Capık, A., Ejder Apay, S., & Sakar, T. (2015). 
Determination of distress level in pregnant 

women. Anatolian Journal of Nursing and 
Health Sciences, 18(3), 196-203. 

Drenkard, K. N. (2008). Integrating human caring 
science into a professional nursing practice 
model. Critical Care Nursing Clinics of 
North America, 20(4), 403–414. 
https://doi.org/10.1016/j.ccell.2008.08.008 

Dundar, T., Ozsoy, S., Hilmiye, A., & Toptas, B. 
(2019). Effects of obstetric features on 
distress in pregnancy. Anatolian Journal of 
Nursing and Health Sciences, 22(1), 17-
24. 

Engidaw, N. A., Mekonnen, A. G., & Amogne, F. 
K. (2019). Perceived stress and its 
associated factors among pregnant women 
in Bale zone hospitals, Southeast Ethiopia: 
A cross-sectional study. BMC Research 
Notes, 12(1), 356. 

Fawcett, J. (2005). Watson’s theory of human 
care. In J. Fawcett (Ed.), Contemporary 
nursing knowledge: An analysis and 
evaluation of nursing models and theories 
(pp. 553-599). FA Davis Company. 

Fawcett, J., & DeSanto-Madeya, S. (2012). 
Contemporary nursing knowledge: An 
analysis and evaluation of nursing models 
and theories (3rd ed.). F.A. Davis 
Company. Available: 
https://scholar.google.com/scholar_lookup
?title=Contemerory+nursing+knowledge+a
n+analysis+and+evaluation+of+nursing+m
odels+andtheories&author=J+Fawcett&aut
hor=S+DeSanto-
Madeya&publication_year=2012 

Fontein-Kuipers, Y., Ausems, M., Bude, L., Van 
Limbeek, E., De Vries, R., & 
Nieuwenhuijze, M. (2015). Factors 
influencing maternal distress among Dutch 
women with a healthy pregnancy. Women 
and Birth, 28(3), e36-e43. 

Gagnon, A. J., & Sandall, J. (2007). Individual or 
group antenatal education for childbirth or 
parenthood, or both. Cochrane Database 
of Systematic Reviews, 3. 

Heaman, M. I., Blanchard, J. F., Gupton, A. L., 
Moffatt, M. E., & Currie, R. F. (2005). Risk 
factors for spontaneous preterm birth 
among aboriginal and non-aboriginal 
women in Manitoba. Paediatric and 
Perinatal Epidemiology, 19, 181–193. 

Iranzad, I., Bani, S., Hasanpour, S., 
Mohammadalizadeh, S., & 
Mirghafourvand, M. (2014). Perceived 
social support and stress among              
pregnant women at health centers of Iran-
Tabriz. Journal of Caring Sciences, 3(4), 
287. 



 
 
 
 

Sen et al.; Asian Res. J. Gynaecol. Obst., vol. 8, no. 1, pp. 1-12, 2025; Article no.ARJGO.128288 
 
 

 
11 

 

Jalal Marvi, F., Kordi, M., Rezaei Talab, F., & 
Mazlom, S. R. (2019). Comparing the 
effects of training based on continuous 
care model and Telehealth on quality of 
sleep in pregnant women. Evidence Based 
Care, 8(4), 35-44. 

Jesse, E. (2006). Watson’s philosophy in nursing 
practice. In M. R. Alligood & A. M. Tomey 
(Eds.), Nursing theory utilization and 
application (3rd ed., pp. 103-129). Mosby. 

Kabasakal, A. (2019). The effect of kangaroo 
care applied with Watson's model in 
mothers of premature babies on lactation 
process and anxiety level (PhD Thesis). 
Gazi University, Institute of Health 
Sciences, Department of Nursing, Ankara. 

Kaya, Y., Sayık, D., Kaya Usta, E., Palas Karaca, 
P., & Bilgin, M. (2020). Effect of pregnancy 
school on distress during pregnancy. 
Osmangazi Journal of Medicine, 42(2), 
188-194. 
https://doi.org/10.20515/otd.537863 

Kingston, D., Heaman, M., Fell, D., Dzakpasu, 
S., & Chalmers, B. (2012). Factors 
associated with perceived stress and 
stressful life events in pregnant women: 
Findings from the Canadian Maternity 
Experiences Survey. Maternal and Child 
Health Journal, 16(1), 158-168. 

Malata, A., Hauck, Y., Monterosso, L., & Mccaul, 
K. (2007). Development and evaluation of 
a childbirth education programme for 
Malawian women. Journal of Advanced 
Nursing, 60(1), 67–78. 
https://doi.org/10.1111/j.1365-
2648.2007.04380.x 

Namık, T. (2019). The effect of social support 
perception on prenatal distress in last 
trimester pregnant women (Master's 
thesis). Manisa Celal Bayar University, 
Manisa. 

Ozan, Y. D. (2015). Implementation of Watson's 
theory of human caring: A case study. 
International Journal of Caring Sciences, 
8(1), 25. 

Ozan, Y. D., & Okumus, H. (2017). Effects of 
nursing care based on Watson’s theory of 
human caring on anxiety, distress, and 
coping when infertility treatment fails: A 
randomized controlled trial. Journal of 
Caring Sciences, 6(2), 95. 

Ozturk, S., & Erci, B. (2016). The effect of 
training given to primipara mothers in the 
postpartum period on maternity self-
confidence. Gümüşhane University Journal 
of Health Sciences, 5(2), 25-31. 

Pais, M., & Pai, M. V. (2018). Stress among 
pregnant women: A systematic review. 
Journal of Clinical and Diagnostic 
Research, 12(5), LE01-LE04. 

Pais, M., Pai, M. V., Kamath, A., George, A., 
Noronha, J. A., Nayak, B. S., et al. (2014). 
Stress among antenatal women in India. 
International Journal of Nursing Care, 2(2), 
63. 

Pickler, R. H., McGrath, J. M., Reyna, M. B. A., 
McCain, N., Lewis, M. M., Cone, M. S., et 
al. (2010). A model of neurodevelopmental 
risk and protection for preterm infants. 
Journal of Perinatology and Neonatal 
Nursing, 24(4), 356. 

Pop, V. J., Pommer, A. M., Pop-Purceleanu, M., 
Wijnen, H. A., Bergink, V., & Pauwer, F. 
(2011). Development of the Tilburg 
Pregnancy Distress Scale: The TPDS. 
BMC Pregnancy and Childbirth, 11(10), 80-
87. 

Roos, A., Faure, S., Lochner, C., Vythilingum, B., 
& Stein, D. J. (2013). Predictors of distress 
and anxiety during pregnancy. African 
Journal of Psychiatry, 16(2), 118-122. 

Sensoy, N., Ozmen, A., Dogan, N., Ercan, A., & 
Karabekir, H. S. (2014). Patient satisfaction 
with primary health care services. Journal 
of Clinical and Analytical Medicine, 5(1), 
29-34. 

Sezer, G., & Sen, S. (2020). The effect of 
individual counseling intervention on health 
practices in pregnancy: A randomized 
controlled trial. Health Education 
Research, 35(5), 450-459. 

Shishehgar, S., Mahmoodi, A., Dolatian, M., 
Mahmoodi, Z., Bakhtiary, M., & Majd, H. A. 
(2013). The relationship between social 
support and quality of life and stress level 
in pregnant women using the PATH model. 
Iranian Red Crescent Medical Journal, 
15(7), 560. 

SookBin, I. M., MiKyoung, C. H., & MyoungLyun, 
H. E. O. (2020). Validity and reliability of 
the Korean version of the Watson Caritas 
Patient Score. Journal of Nursing 
Research, 28(2), e80. 

Suliman, W. A., Welmann, E., Omer, T., & 
Thomas, L. (2009). Applying Watson's 
nursing theory to assess patient 
perceptions of being cared for in a 
multicultural environment. Journal of 
Nursing Research, 17(4), 293-300. 

Thongsomboon, W., Kaewkiattikun, K., & 
Kerdcharoen, N. (2020). Perceived stress 
and associated factors among pregnant 
women attending antenatal care in urban 



 
 
 
 

Sen et al.; Asian Res. J. Gynaecol. Obst., vol. 8, no. 1, pp. 1-12, 2025; Article no.ARJGO.128288 
 
 

 
12 

 

Thailand. Psychology Research                         
and Behavior Management, 13,                   
1115-1122. 

Turgut, N., Güldür, A., Çakmakçı, H., Şerbetçi, 
G., Yıldırım, F., Yumru, A., Bebek, A., & 
Gülova, S. S. (2017). A study about 
knowledge level of pregnant women 
educated in pregnancy school. JAREN, 
3(1), 1-8. 

Urizar Jr, G. G., Caliboso, M., Gearhart, C., Yim, 
I. S., & Dunkel Schetter, C. (2019). 
Process evaluation of a stress 
management program for low-income 
pregnant women: The SMART 
Moms/Mamás LÍSTAS Project. Health 
Education & Behavior, 46(6), 930-941. 

Uzun, B., Unal, E., & Kordeve, M. K. (2017). 
Contribution of polyclinic follow-up to the 
level of knowledge of pregnancies: A 

survey research. Journal of Ege University 
Nursing Faculty, 33(3), 32-45. 

Watson, J. (2008). The philosophy and science 
of caring. University Press of Colorado. 

Watson, J. (2009). Caring as the essence and 
science of nursing and health care. O 
Mundo da Saúde São Paulo, 33, 143–149. 

Watson, J. (2012). Human caring science: A 
theory of nursing (2nd ed.). Jones & 
Bartlett Learning. Available: 
https://scholar.google.com/scholar_lookup
?title=Human+Caring+Science:+A+Theory
+of+Nursing&author=J+Watson&publicatio
n_year=2012 

Woods, S. M., Melville, J. L., Guo, Y., Fan, M.-Y., 
& Gavin, A. (2010). Psychosocial stress 
during pregnancy. American Journal of 
Obstetrics and Gynecology, 202(1), 61.e1–
7. 

 
Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual 
author(s) and contributor(s) and not of the publisher and/or the editor(s). This publisher and/or the editor(s) disclaim responsibility for 
any injury to people or property resulting from any ideas, methods, instructions or products referred to in the content. 

_________________________________________________________________________________ 
© Copyright (2025): Author(s). The licensee is the journal publisher. This is an Open Access article distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0), which permits unrestricted use, 
distribution, and reproduction in any medium, provided the original work is properly cited. 

 
 

 

Peer-review history: 
The peer review history for this paper can be accessed here: 

https://www.sdiarticle5.com/review-history/128288  

https://www.sdiarticle5.com/review-history/128288

