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INTRODUCTION 

Low birth weight is a significant public health problem that 

new born babies face. Preterm births and low birth weights 

are the leading causes of infant morbidity and mortality.1 

Apart from immediate problems like increased neonatal 

admission, respiratory and ear infections, they are 

associated with both short term and long term morbidity. 

Long term morbidity includes increased rate of 

neurological disorders like cerebral palsy, cognitive 

problems like attention deficits, low intelligence and 

deficiency of language motor skills, conduct disorders, 

poor growth attainment, obesity and diabetes mellitus.2,3 

Human immunodeficiency virus infection is a chronic 

viral infection with no known cure. It is a condition in 

which progression of the illness leads to Acquired 

immuno-deficiency syndrome (AIDS) which is 

characterized by loss of immunity, infection by life 

threatening opportunistic infections and allows certain 

cancer to thrive.4,5 It contributes to not only 24% of 

maternal mortality in Sub-Saharan Africa, but also to 

DOI: https://dx.doi.org/10.18203/2320-1770.ijrcog20230521 

Department of Obstetrics and Gynecology, Maternity and Children’s Hospital, Najran, Saudi Arabia 
 
Received: 19 December 2022 

Revised: 18 February 2023 

Accepted: 20 February 2023 
 
*Correspondence: 
Dr. Chijioke Okeudo, 
E-mail: cjokeudo@gmail.com 

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under 

the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial 

use, distribution, and reproduction in any medium, provided the original work is properly cited. 

ABSTRACT 

Background: The aim of the study was to determine if the emotional distress (stress, and depression) experienced by 

HIV positive sero-discordant pregnant women because of their retroviral status had any effect on the birth weight of 

their baby. 
Methods: This was a comparative analytical study carried out among HIV positive sero-discordant pregnant women 

carried out at The Imo State University Teaching Hospital (IMSUTH), Orlu, Imo state, Nigeria, from January 2016 to 

December 2018. The women were grouped into two groups- A and B. Group A did not experience emotional stress 

from their husbands because of their serostatus, while group B did. Using the DAS-21 scale (depression, anxiety and 

stress-21), group B was further sub-classified into mild, moderate and severe emotional distress. After delivery, the 

birth weights of the babies from the two groups were accordingly recorded. 
Results: Out of 322 HIV positive sero-discordant pregnant women recruited for the study, 161 (group A) were supported 

by their husband, while 161 (group B) were abused and had varying degrees of emotional distress. Emotional distress 

was significantly more in group B, where 100% of them had varying degrees of emotional distress, while 0% in group 

A. Similarly, birth weight of babies delivered by group B women were significantly less than that of babies delivered 

by group A mothers. 
Conclusions: There are psychological stress faced by female HIV sero-discordant pregnant women and this is found to 

be associated with delivering of low birth weight babies by these women. 
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maternal emotional trauma in pregnancy which may 

contribute to poor birth outcomes (low birth weight and 

preterm delivery) and consequent increase in perinatal 

morbidity and mortality.1,6 

A direct relationship between maternal emotional distress 

and low birth weight may be related to release of 

catecholamines which results in placental hypoperfusion 

and consequent restriction of oxygen and nutrients to the 

fetus leading to intra uterine growth restriction.7,8 

 The human immunodeficiency virus destroys not only the 

patient’s immune system thereby rendering her vulnerable 

to opportunistic infections, it also destroys the 

psychological wellbeing of the patient which may have 

adverse effect on her pregnancy and birth weight. A 

serodiscordant couple also known as magnetic or mixed 

status is one in which one partner tests positive to the virus 

while the other partner tests negative to the virus.9 It 

contrasts with seroconcordant in which both partners are 

of the same HIV status. 

In the Sub-Saharan Africa, the prevalence of female 

serodiscordance is about 60% among married/ cohabiting 

couples.6 The HIV positive pregnant patient is saddled 

with not only the problem of the stress associated with the 

pregnancy but also with the psychological and 

pathological distress associated with the HIV infection. 

The HIV serodiscordant pregnant woman may also be 

subjected to negative psychological distress due to the 

husband’s reaction to the serodiscordancy.10,11 There may 

be questions pertaining to paternity of the unborn child and 

marital fidelity, which may translate to anger, violence and 

economic deprivation.12-15   

It has been shown that negative psychological impact as a 

result of the husband’s hostility may include stress, anxiety 

disorder, depression, substance abuse, alcoholism, use of 

tobacco, feeling of worthlessness,  and sleep disorder.16-20 

Others are change in appetite, weight loss, preeclampsia, 

non-adherence to medications, default in attending 

antenatal clinic and suicidal tendencies.21,22 These can 

significantly interfere with the woman’s ability to care for 

herself, including participating in optimal prenatal care 

and also maintaining appropriate diet.23 

These will consequently be associated with adverse 

pregnancy outcome and decrease use of pediatrics care 

after birth.24,25 

The fetus apart from having the risk of antepartum, 

intrapartum and postpartum HIV transmission, is also 

faced with complications like increased intrauterine artery 

resistance, intrauterine growth restriction, preterm 

delivery, change in fetal haemodynamic and altered 

autonomic reactivity.26 

Many research studies had focused on different areas of 

HIV and AIDS, but few have been done on the possible 

effect of psychological due to HIV positive sero-

discordancy on the birthweight of babies delivered by 

these women, thus the justification for this study.  

METHODS 

Study type 

This was a comparative analytical. 

Study place 

The study was carried out at the Imo State University 

Teaching Hospital (IMSUTH), Orlu, Imo state, Nigeria, 

from January 2016 to December 2018. 

Selection criteria 

Consenting married HIV positive sero-discordant when 

carrying uncomplicated singleton pregnancy, and those 

who had absence of any medical disease in pregnancy were 

selected. 

Procedure 

After obtaining approval of the ethical committee of the 

hospital and obtaining consent from confirmed HIV 

positive sero-discordant pregnant women, they were 

recruited from the antenatal clinic of the hospital.  

The women were followed until their third trimester of 

pregnancy when the questionnaire below were 

administered to them. The participation in the study was 

purely voluntary and all information in the questionnaire 

were treated confidentially. Based on the women’s 

response to question number 15, they were divided into 

groups A and B. Group A was for HIV positive 

serodiscordant pregnant women whose husbands did not 

abuse because of their HIV serodiscordance and thus do 

not suffer emotional distress because of their 

serodiscordance, and group B is for HIV positive 

serodiscordiscordant pregnant women whose husbands 

abuse because of their serodiscordance and thus have 

emotional distress because of the abuse.  

Diagnosis and classification of the patients further into 

mild, moderate and severe emotional distress was made 

based on their response to the Depression, anxiety, stress 

scale (DASS-21) questionnaire below which was 

administered and interpreted by a psychologist recruited 

for the study during the third trimester. The DASS-21 is a 

21-item self-report instrument designed to measure the 

three related negative emotional states of depression, 

anxiety and tension/stress. Then, after delivery of these 

women, the birthweight of the babies in kg were recorded.  

Ethical approval 

After getting informed consent from the pregnant women 

for the study, ethical approval was gotten from the research 

and ethics committee of the hospital 
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Statistical analysis 

The data was analyzed using statistical package for social 

sciences (SPSS). The mean and standard deviation were 

determined for each group and statistical relationship 

between the two groups was explored using the paired t 

test and a p value of less than 0.05 at 95% confidence 

interval was considered statistically significant. To 

minimize error due to confounding factors patients with 

similar characteristics were chosen for the study. 

RESULTS 

Out of the 322 HIV positive serodiscordant pregnant 

women that participated in the study, 161 had the support 

of their husband despite their serodiscordance and thus did 

not have emotional distress in pregnancy because of their 

serodiscordance and were in group A. The other 161 HIV 

positive serodiscordant women who had varying degrees 

of emotional distress as a result of their husband’s hostility 

because of their serodiscordance were in group B. 

In group B, 100% of the women suffered different degrees 

of emotional distress with 54.7% (88/161) being mildly 

emotionally distress, 34.8% (56/161) moderately 

emotionally distressed, and 10.6% (17/161) being severely 

emotionally distressed. Comparatively, group A women 

were significantly (p=0.001) less likely to suffer emotional 

distress as none (0%) of the women were emotionally 

distressed (Table 1). 

Table 1: Distribution of patients based on their 

response to the DASS questionnaire. 

Group A 

N (%) 

Group B N (%) 

Mild Moderate Severe 

0 (0) 88 (54.7) 56 (34.8) 17 (10.6) 

The maternal weight of the women in kg ranged from 45-

79.5 kg. 24.8% (40/161) of the women in group A fell 

within the bodyweight group of 65-69.9 kg, while 41% 

(66/161) of the women in group B fell within 55-59.9 kg 

bodyweight group (Table 2). 

Table 2: Weight distribution (kg) of women in both 

groups. 

Maternal weight (kg) Group A Group B 

45.0-49.9 7 25 

50.0-54.9 20 45 

55.0-59.9 30 66 

60.0-64.9 35 10 

65.0-69.9 40 10 

70.0-74.9 20 3 

75.0-79.9 9 2 

The parity of the women ranged from para 1- para 8. Para 

3 contributed the highest percentage 31.1% (50/161) in 

group A, while in group B, Para 2 contributed the highest 

percentage of 41.6% (67/161). 

The mean birthweight of babies in group B 3.1 kg and was 

statistically lower than that of group A that was 3.3 kg 

(p=0.001) (Table 3). 

Table 3: Distribution of birth weights (kg) in group A 

and group B. 

Maternal weight (kg) Group A Group B 

≤2.49 18 23 

2.50-2.99 33 65 

3.00-3.49 56 36 

3.50-3.99 38 21 

4.00-4.49 13 11 

≥4.50 3 5 

Table 4 below shows that low birthweight babies (≤2.49 

kg) were more likely to be delivered by severely 

emotionally distressed mothers, as 17.1% (7/41) of the 

babies ≤2.49 kg were delivered by severely emotionally 

distressed women. This is contrary to only 1.7% (1/59) of 

babies weighing 3.50-3.99 kg were delivered by the same 

group of women, and no baby ≥4.50 kg was delivered by 

severely emotionally distressed women. 

Table 4: Relationship between birth weight and 

degree of distress. 

Birth 

weight  

(kg) 

Group 

A 

Mild 

distress 

Mode-

rate 

distress 

Severe 

distress 

≤2.49  18  9  7  7 

2.50-2.99  33   36  24  5 

3.00-3.49  56   21  11  4 

3.50-3.99  38   12  8  1 

4.00-4.49  13   8  3  Nil 

≥4.50  3  2  3  Nil  

DISCUSSION 

Pregnancy is supposed to be one of the happiest moments 

of a woman’s life resulting to the delivery of a healthy 

baby. But for the HIV positive serodiscordant pregnant 

woman with abusive husband, the fear, stress, anxiety and 

even depression that is associated with the pregnancy and 

serodiscordance impacts negatively on the birth weight of 

her baby. In this study, it was discovered that newborns 

whose mothers suffered severe emotional distress in 

pregnancy because of abuse by their husband due to their 

serodiscordance had lower birth weights when compared 

to the newborns whose mothers were not exposed to 

prenatal stress and this is consistent with several 

studies.8,28-31 This was contrary to other studies which 

found no association between maternal stress and birth 

weight.32,33 Furthermore, there was a strong negative effect 

on birth weight of the neonates whose mothers were in the 



Ogoke VI et al. Int J Reprod Contracept Obstet Gynecol. 2023 Mar;12(3):572-576 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 12 · Issue 3    Page 575 

group with severe emotional distress compared to babies 

delivered of mothers without any experience of emotional 

distress because of abuse by their partners due to their 

serodiscordance in their pregnancy, and whose 

birthweights were almost compatible to the neonates 

delivered by HIV negative mothers. Recent well controlled 

studies have documented that high levels of anxiety and 

depression in the prenatal period resulted in reduced birth 

weight and smaller head size. This effect of prenatal stress 

is of the same magnitude as the effect of smoking.34 

Similarly, Diego et al showed a relationship between 

maternal psychological distress (anxiety, depression and 

daily hassles) and low fetal birth weight.35 This effect of 

maternal stress on fetal weight is believed to be mediated 

in part by the maternal hypothalamo-pituitary axis. 

Cortisol from the mother is transported through the 

placenta to the fetus and triggers dysfunction of the fetal 

neuroendocrine system which ultimately contributes to 

low birth weight.35-37 

Limitation  

The major limitation of the study was that it was a 

referral/teaching hospital- based study and thus may not be 

a perfect reflection of the whole society. 

CONCLUSION 

There are psychological stress faced by female HIV 

serodiscordant pregnant women and this is found to be 

associated with delivering of low birth weight babies by 

these women. With this knowledge, spouses in an HIV 

serodiscordant relationship could be better informed and 

counselled on the need to avoid abusive relationships 

especially while the partner is pregnant. 
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