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ABSTRACT 

Background:   Pregnancy is a transformative physiological state often accompanied by various cutaneous changes, both 

physiological and pathological. While many skin changes during pregnancy are benign and self-limiting, such as 

hyperpigmentation, striae gravidarum, and vascular alterations, others may be symptomatic and distressing, including 

conditions like pruritic urticarial papules and plaques of pregnancy (PUPPP), atopic eruption of pregnancy (AEP), and 

pemphigoid gestationis. These dermatologic manifestations can significantly impact a pregnant woman’s physical comfort, 

body image, emotional well-being, and overall health-related quality of life (HRQoL). This review explores the 

multifaceted burden of pregnancy-associated skin changes from a quality of life perspective. Drawing on recent clinical 

studies, patient-reported outcome measures, and dermatologic literature, we examine how symptoms such as pruritus, 

disfigurement, and visibility of skin lesions can affect mental health, sleep quality, social interactions, and self-esteem. 

Psychological distress, especially anxiety and depression, has been closely linked with moderate to severe skin symptoms 

in pregnancy, potentially leading to poorer prenatal care engagement and adverse maternal outcomes. In addition, we 

discuss the sociocultural and individual factors that influence how pregnant women perceive and cope with skin changes. 

Factors such as cultural beauty standards, availability of dermatologic care, and patient education play vital roles in 

modulating perceived burden. Furthermore, we highlight the utility of assessment tools like the Dermatology Life Quality 

Index (DLQI) and SF-36 in quantifying the impact of skin changes and guiding management strategies. Despite the high 

prevalence of skin changes in pregnancy, they are often under-recognized in routine obstetric care. A multidisciplinary 

approach that integrates dermatologic screening, patient counseling, and psychological support can help mitigate the burden 

and improve maternal well-being. Greater awareness among healthcare providers about the quality of life implications of 

pregnancy dermatoses is essential for early intervention and compassionate care. This review emphasizes the need for 

further research and clinical attention to skin changes during pregnancy, not only as dermatologic entities but also as 

meaningful determinants of maternal quality of life. 
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1. INTRODUCTION 

Pregnancy induces a wide range of physiological, anatomical, and hormonal changes in the maternal 

body to support fetal development and prepare for childbirth. These changes affect almost every organ 

system and are largely mediated by fluctuations in hormones such as estrogen, progesterone, and 

human chorionic gonadotropin (hCG). The maternal body essentially adapts to meet the increasing 

metabolic demands of both mother and fetus, often resulting in noticeable physical and emotional 

symptoms [1]. 
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The cardiovascular system undergoes significant alterations during pregnancy. Cardiac output 

increases by 30–50%, primarily due to increases in stroke volume and heart rate. This increase supports 

enhanced uteroplacental circulation. Additionally, systemic vascular resistance decreases because of 

the vasodilatory effects of progesterone and other pregnancy-associated hormones, leading to lower 

blood pressure in early pregnancy despite increased blood volume [2]. 

Blood volume expands by approximately 40–50% during pregnancy, reaching its peak around the 32nd 

week of gestation. This hypervolemia is essential for maintaining perfusion of the placenta and 

protecting the mother from blood loss during delivery. However, this expansion also results in 

hemodilution, where plasma volume increases more than red cell mass, leading to a physiological 

anemia of pregnancy [3]. 

The respiratory system adapts to accommodate the growing oxygen needs of both the mother and fetus. 

Tidal volume and minute ventilation increase due to the stimulatory effects of progesterone on the 

respiratory center. Although the respiratory rate remains relatively unchanged, these changes result in 

mild respiratory alkalosis, which facilitates the transfer of oxygen to the fetus and removal of carbon 

dioxide [4]. 

Hormonal shifts significantly impact maternal metabolism. Early in pregnancy, maternal tissues 

become more insulin-sensitive, promoting fat storage. However, as pregnancy progresses, insulin 

resistance increases due to placental hormones such as human placental lactogen, ensuring a constant 

supply of glucose for the fetus. This insulin resistance explains why some women develop gestational 

diabetes [5]. 

The gastrointestinal system is affected by elevated progesterone levels, which relax smooth muscle 

and slow gastrointestinal motility. This can lead to symptoms such as bloating, constipation, and 

gastroesophageal reflux. Additionally, the enlarging uterus displaces abdominal organs, contributing 

to changes in digestion and nutrient absorption [6]. 

Renal function increases during pregnancy due to elevated cardiac output and renal plasma flow. 

Glomerular filtration rate (GFR) rises by up to 50%, which enhances the clearance of waste products. 

This results in lower serum creatinine and urea levels. However, increased filtration may also cause 

mild glycosuria and proteinuria, which are typically benign but require monitoring [7]. 

The endocrine system experiences significant transformations. The placenta acts as an endocrine 

organ, producing hormones like hCG, progesterone, estrogen, and human placental lactogen. These 

hormones regulate many of the maternal physiological adaptations and support fetal development. The 

thyroid gland may enlarge slightly and show elevated thyroxine levels, often leading to a 

hypermetabolic state in early pregnancy [8]. 

Skin changes are common and largely hormonal in origin. Increased melanocyte activity due to 

elevated estrogen and melanocyte-stimulating hormone leads to hyperpigmentation, including linea 
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nigra and melasma. Other changes include striae gravidarum (stretch marks) and increased vascular 

markings like spider angiomas [9]. 

Musculoskeletal adaptations are necessary to accommodate the growing uterus and prepare the body 

for delivery. The hormone relaxin softens ligaments and joints, particularly in the pelvis, to facilitate 

childbirth. However, these changes can lead to discomfort, instability, and a shift in the center of 

gravity, often causing lumbar lordosis and back pain [10]. 

The immune system undergoes modulation to tolerate the semi-allogeneic fetus. This involves a shift 

from a predominantly cell-mediated immune response to a more humoral response, reducing the risk 

of fetal rejection. Although this immune adaptation helps sustain pregnancy, it can also make the 

mother more susceptible to certain infections [11]. 

Breast tissue experiences significant changes under the influence of estrogen and progesterone. Ductal 

proliferation and alveolar development prepare the breasts for lactation. Increased blood flow and 

glandular tissue growth lead to breast enlargement and tenderness. Colostrum, a nutrient-rich pre-milk, 

may be produced as early as the second trimester [12]. 

Hematological changes are marked during pregnancy. In addition to increased blood volume, there's a 

rise in clotting factors and a decrease in fibrinolytic activity, creating a hypercoagulable state. While 

this minimizes the risk of hemorrhage during delivery, it also increases the risk for thromboembolic 

events, particularly in women with predisposing conditions [13]. 

Psychological changes vary greatly among pregnant individuals and can be influenced by hormonal, 

physical, and social factors. Many women experience mood swings, anxiety, or depressive symptoms. 

The anticipation of parenthood, concerns about bodily changes, and hormonal fluctuations all 

contribute to the psychological complexity of pregnancy [14]. 

The integumentary system also shows changes beyond pigmentation. Hair and nails may grow faster 

or change in texture. Due to increased blood flow and hormonal activity, some women develop 

pregnancy glow—characterized by clearer, more radiant skin. However, others may experience acne 

or skin sensitivity [15]. 

Ophthalmologic changes, though less commonly discussed, are significant. Pregnant women may 

notice changes in vision, including blurriness or contact lens discomfort. These are generally 

temporary and related to fluid retention altering the shape of the cornea. In rare cases, pregnancy can 

exacerbate pre-existing eye conditions [16]. 

Oral health can be impacted during pregnancy due to increased vascularity and hormonal changes. 

Many women experience gingival hyperplasia and bleeding gums, a condition known as pregnancy 

gingivitis. There's also a potential increase in dental caries due to changes in diet and oral hygiene 

habits [17]. 
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The liver adapts during pregnancy by altering bile production and hormone metabolism. While most 

liver function tests remain normal, some enzymes may be slightly elevated. Gallbladder motility 

decreases, increasing the risk of gallstones. Cholestasis of pregnancy is a specific condition that may 

arise, presenting with pruritus and elevated bile acids [18]. 

Thermoregulatory mechanisms shift during pregnancy due to an increased basal metabolic rate. 

Pregnant women often report feeling warmer or sweating more easily. These changes are essential for 

dissipating the extra heat generated by the growing fetus and increased maternal metabolism [19]. 

Finally, the uterus undergoes profound changes in size, weight, and contractility. Starting at around 70 

grams in the non-pregnant state, the uterus grows to about 1,100 grams by term. Braxton Hicks 

contractions, or false labor pains, occur throughout pregnancy as the uterus practices for labor. These 

contractions are typically irregular and non-painful [20]. 

Skin Changes During Pregnancy 

Pregnancy brings a cascade of hormonal, metabolic, and immunologic shifts that affect nearly every 

organ system, including the skin. These changes can result in physiological, benign alterations or 

trigger pathological dermatologic conditions. The most common skin changes include 

hyperpigmentation, stretch marks, vascular changes, and alterations in hair and nail growth, which are 

usually harmless and resolve postpartum [21]. 

Hyperpigmentation is one of the most noticeable skin changes in pregnancy. It often manifests as 

darkening of the areolae, linea alba (which becomes the linea nigra), genital skin, and sometimes scars. 

This is largely due to increased melanocyte-stimulating hormone (MSH) production by the placenta, 

compounded by elevated estrogen and progesterone levels [22]. These hormones stimulate 

melanocytes to produce more melanin, especially in sun-exposed areas, explaining why pigmentary 

changes can be more pronounced in women with darker skin types [22]. 

Melasma, also known as "the mask of pregnancy," is a type of hyperpigmentation that typically appears 

on the cheeks, forehead, and upper lip. It occurs in up to 70% of pregnant women and can be 

exacerbated by sun exposure. Melasma is thought to result from the synergistic effects of estrogen, 

progesterone, and MSH acting on melanocytes in genetically predisposed individuals [23]. Though it 

may fade postpartum, it can persist and may require treatment like topical hydroquinone or laser 

therapy under dermatological supervision [23]. 

Striae gravidarum, or stretch marks, affect up to 90% of pregnant women, especially during the third 

trimester. They are caused by the mechanical stretching of the skin and hormonal effects, particularly 

glucocorticoids, which reduce fibroblast activity and collagen synthesis [24]. Stretch marks typically 

begin as red or purple streaks and fade to silvery-white scars postpartum. Though many treatments 

exist, including topical retinoids, hyaluronic acid, and laser therapy, results vary, and complete 

resolution is uncommon [24]. 
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Vascular changes are also common and include spider angiomas, palmar erythema, and varicose veins. 

Spider angiomas are small, red, branching blood vessels that typically appear on the face, neck, and 

upper chest due to increased estrogen levels. Palmar erythema, a reddening of the palms, is similarly 

hormone-driven and benign [25]. These changes usually regress after delivery when hormone levels 

normalize [25]. 

Varicose veins, on the other hand, are related to mechanical pressure from the growing uterus impeding 

venous return and hormonal-induced venous dilation. These can lead to discomfort, edema, and even 

thrombophlebitis if not managed. Compression stockings, elevation of the legs, and physical activity 

can alleviate symptoms [26]. In severe cases, sclerotherapy or surgical interventions may be considered 

postpartum [26]. 

Hair and nail growth changes are also observed during pregnancy. Many women experience thicker, 

shinier hair due to prolonged anagen (growth) phase induced by elevated estrogen levels. However, 

after childbirth, estrogen levels fall, and many hairs enter the telogen (resting) phase, leading to 

postpartum hair shedding, known as telogen effluvium [27]. This condition is usually self-limited and 

resolves within a few months [27]. 

Nail changes include increased growth rate, brittleness, or grooving, attributed to hormonal 

fluctuations and altered peripheral circulation. Some pregnant women also report nail thinning or 

separation from the nail bed (onycholysis), though these are generally harmless and temporary [28]. A 

balanced diet and adequate hydration can support healthy nails during this period [28]. 

Increased sweating (hyperhidrosis) and oiliness are common due to heightened metabolic activity and 

sebaceous gland stimulation. Pregnant women may experience acne flare-ups, particularly in the first 

trimester, related to androgen-induced sebum production. This type of acne is typically inflammatory 

and may appear on the face, back, and chest [29]. While treatment options are limited due to safety 

concerns, azelaic acid and certain topical antibiotics may be used under guidance [29]. 

Dry skin and itching, particularly on the abdomen and breasts, often result from skin stretching and 

hormonal changes. Emollients and gentle cleansers are typically sufficient, but persistent pruritus 

warrants evaluation for conditions like intrahepatic cholestasis of pregnancy or atopic eruption of 

pregnancy [30]. These conditions may pose risks to the fetus and require prompt medical attention 

[30]. 

Atopic eruption of pregnancy (AEP) encompasses a group of pruritic dermatoses, including eczema, 

prurigo, and papular dermatitis. It is the most common pregnancy-specific dermatosis and usually 

occurs in women with a history of atopy. AEP typically presents in the first or second trimester and 

can be managed with topical corticosteroids and moisturizers [31]. Antihistamines may also be 

prescribed to relieve itching [31]. 
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Polymorphic eruption of pregnancy (PEP), formerly known as pruritic urticarial papules and plaques 

of pregnancy (PUPPP), typically arises in the third trimester. It presents as intensely itchy, 

erythematous papules and plaques that start in the abdominal striae and may spread to the thighs, 

buttocks, and arms. The exact etiology is unknown, but it is believed to be related to abdominal wall 

stretching [32]. PEP is benign and resolves postpartum; symptomatic relief can be provided with 

topical corticosteroids and antihistamines [32]. 

Pemphigoid gestationis is a rare, autoimmune blistering disorder occurring in the second or third 

trimester. It is caused by autoantibodies targeting the basement membrane, leading to urticarial lesions 

and tense blisters. This condition may increase the risk of preterm birth and small-for-gestational-age 

infants [33]. Systemic corticosteroids are typically required for treatment, and close monitoring of both 

mother and fetus is essential [33]. 

Intrahepatic cholestasis of pregnancy (ICP) is a serious liver disorder marked by intense pruritus 

without a rash, typically in the third trimester. It is caused by impaired bile flow and elevated bile acids, 

which can cross the placenta and pose risks like fetal distress, meconium-stained amniotic fluid, and 

stillbirth [34]. Ursodeoxycholic acid is the treatment of choice, and early delivery may be considered 

in severe cases [34]. 

Pregnancy can also unmask or exacerbate pre-existing skin conditions. Conditions such as psoriasis 

and lupus erythematosus may improve or worsen, depending on the individual's immune and hormonal 

response. For example, up to 55% of women with psoriasis report improvement during pregnancy, 

while lupus often flares due to heightened immune activity [35]. This necessitates personalized 

dermatological and obstetric management [35]. 

Another concern during pregnancy is the development of skin infections. Hormonal and immune 

changes may predispose pregnant women to fungal infections such as candidiasis, particularly in 

warm, moist body areas. Proper hygiene, breathable clothing, and antifungal treatments help manage 

these infections safely [36]. Bacterial infections like impetigo and folliculitis also warrant attention, as 

they can be more persistent during pregnancy [36]. 

Pigmented lesions, including moles and nevi, may change in appearance during pregnancy, often 

enlarging or darkening. While most changes are benign and hormonal in nature, any asymmetry, border 

irregularity, color variation, diameter enlargement, or evolution (ABCDE criteria) should prompt 

dermatologic evaluation to rule out melanoma [37]. Dermoscopy is safe during pregnancy and aids in 

assessing suspicious lesions [37]. 

In addition to physical changes, the psychosocial impact of skin changes during pregnancy should not 

be underestimated. Many women report decreased self-esteem, anxiety, or depression due to visible 

alterations such as acne, stretch marks, or hyperpigmentation. Supportive counseling, reassurance, and 

gentle cosmetic interventions can play a crucial role in holistic prenatal care [38]. A multidisciplinary 
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approach involving dermatologists and mental health professionals can enhance maternal well-being 

[38]. 

Postpartum resolution of skin changes varies. While some changes like melasma and striae may persist, 

others such as vascular lesions and acne often resolve within weeks to months. Regular follow-up 

allows for timely intervention if changes persist or new symptoms arise [39]. Non-invasive cosmetic 

treatments may be considered for lingering concerns, keeping in mind lactation safety [39]. 

In summary, skin changes during pregnancy are common, driven primarily by hormonal, vascular, and 

immunological shifts. Though most are physiological and temporary, some may indicate underlying 

pathology and require intervention. Understanding these changes not only facilitates appropriate 

treatment but also reassures expectant mothers, promoting healthier pregnancies and postpartum 

recoveries [40] 

Skin Changes During Pregnancy Affect the Sexual Function of Pregnant Females 

Pregnancy triggers a complex array of physiological transformations, particularly in the integumentary 

system. Hormonal shifts, primarily involving estrogen, progesterone, and melanocyte-stimulating 

hormone, lead to multiple skin changes such as hyperpigmentation, striae gravidarum (stretch marks), 

and melasma. While these changes are biologically normal and often temporary, they can have 

profound psychological and emotional consequences that influence a pregnant woman's body image 

and, subsequently, her sexual function [41]. 

One of the most prevalent skin changes during pregnancy is hyperpigmentation. Common sites include 

the linea nigra, areolae, and genital areas. For many women, the darkening of these areas is a source 

of distress, especially when they feel that their partners may find these changes unattractive. Concerns 

over physical appearance during this critical period often translate into decreased self-esteem, 

potentially impairing sexual desire and responsiveness [42]. 

Striae gravidarum, or stretch marks, are another common dermal change experienced during 

pregnancy, affecting up to 90% of women. These atrophic linear scars usually appear on the abdomen, 

breasts, hips, and thighs. Their sudden onset and often permanent nature can provoke intense feelings 

of dissatisfaction with body image. Studies have shown that women with visible striae report lower 

sexual satisfaction during and after pregnancy, linking physical alterations with psychological barriers 

to intimacy [43]. 

Melasma, also known as the "mask of pregnancy," is characterized by dark, blotchy facial 

pigmentation. Though harmless, it can significantly impact a woman’s sense of attractiveness. The face 

being the most visible part of the body, such changes can amplify feelings of unattractiveness and 

social withdrawal, further influencing emotional intimacy and sexual behavior with partners during 

pregnancy [44]. 
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In addition to these cosmetic concerns, some pregnant women experience pruritic skin conditions such 

as pruritic urticarial papules and plaques of pregnancy (PUPPP) or atopic eruption of pregnancy. These 

conditions not only contribute to discomfort and sleep disturbances but also reduce libido. Persistent 

itching and physical discomfort can make sexual activity undesirable or even painful, leading to a 

decline in overall sexual function [45]. 

Moreover, the psychological interpretation of skin changes plays a significant role in sexual 

functioning. Women who internalize societal ideals of beauty may view pregnancy-related skin 

changes as disfiguring. This mindset can foster negative self-perception, anxiety, and depressive 

symptoms, all of which are known inhibitors of sexual desire and arousal during pregnancy [46]. 

Hormonal fluctuations are also implicated in both skin changes and sexual function. For instance, 

elevated progesterone levels increase sebaceous gland activity, leading to acne. Acne during 

pregnancy, especially on the face and chest, is a common source of embarrassment, contributing to 

self-consciousness and inhibiting sexual spontaneity or confidence [47]. 

The cultural and societal context within which a pregnant woman lives also influences how she 

perceives skin changes. In cultures that idealize flawless skin and youthful appearance, the dermal 

changes of pregnancy may be seen more negatively. This social lens can amplify the emotional impact 

of these changes, reinforcing negative body image and reducing sexual willingness or satisfaction [48]. 

Furthermore, partner perception plays a vital role in mediating the effect of skin changes on sexual 

function. When partners are supportive and express continued attraction, the woman’s confidence and 

comfort during intimacy may remain intact. However, if a partner reacts negatively or becomes 

emotionally distant, the pregnant woman may experience increased anxiety about her appearance, 

resulting in decreased sexual interest or pleasure [49]. 

Another factor to consider is the cumulative effect of skin changes with other pregnancy symptoms 

such as weight gain, fatigue, and hormonal mood swings. These compounded physical and emotional 

stressors can lead to significant declines in sexual functioning. When combined with visible skin 

changes, the overall impact on sexual well-being is often greater than any single factor alone [50]. 

Medical advice and counseling during prenatal care seldom address the impact of skin changes on 

sexual function, although this is an area of concern for many women. Without validation or 

reassurance, some women internalize their discomfort, leading to emotional distancing from their 

partners and avoidance of sexual activity. Thus, comprehensive prenatal counseling should include 

discussions around dermatological and sexual health [51]. 

Sleep disturbances caused by itching or discomfort from skin conditions like cholestasis of pregnancy 

can indirectly reduce sexual function. Poor sleep contributes to fatigue, irritability, and reduced energy 

levels, all of which are barriers to sexual engagement. Addressing such skin-related sleep disruptions 

can therefore help improve overall intimacy and relationship satisfaction [52]. 



Journal of Computational Analysis and Applications                                                              VOL. 33, NO. 6, 2024 

 

                                                                                                       1529                               Omnia Asad Beltagy Hussine et al 1521-1535 

Emotional intimacy may also be affected when skin changes lead to a woman avoiding undressing in 

front of her partner. Covering up or refraining from shared showers and other intimate routines due to 

self-consciousness can erode closeness. This emotional distancing often results in reduced sexual 

activity and lower relationship satisfaction during pregnancy [53]. 

Sexual satisfaction in pregnant women has been shown to correlate with positive body image. Skin 

changes that disrupt this image are likely to contribute to sexual dysfunction. Conversely, women who 

view these changes as a natural part of the reproductive journey tend to maintain higher levels of sexual 

satisfaction, underscoring the importance of psychological resilience and positive self-image [54]. 

In some cases, skin changes may even cause physical pain or sensitivity, such as with inflamed stretch 

marks or pustular dermatoses. These conditions can make physical touch or sexual activity 

uncomfortable, further reducing sexual interest. Medical management of such dermatoses can alleviate 

discomfort and potentially improve sexual health outcomes [55]. 

The perception of sexual desirability during pregnancy is also influenced by how much value women 

place on physical appearance in their relationships. Those who perceive skin changes as damaging to 

their femininity may experience deeper psychological distress, leading to a decline in libido and 

intimacy with their partners [56]. 

Healthcare providers often overlook the connection between dermatological health and sexual well-

being during pregnancy. Incorporating assessments of skin-related self-esteem and body image into 

routine prenatal visits could help identify women at risk of sexual dysfunction. Early interventions, 

including counseling and dermatologic treatment, may prevent a decline in sexual health during this 

critical period [57]. 

Pregnancy is often idealized as a time of natural beauty and maternal glow. However, for many women, 

the reality includes distressing skin conditions that negatively impact how they feel about their bodies. 

This disconnect between expectation and reality can heighten emotional vulnerability and reduce 

sexual self-confidence [58]. 

Sexual communication between partners becomes especially crucial when skin changes affect sexual 

interest. Open dialogue can help mitigate misunderstandings, reassure the pregnant woman of her 

partner’s continued attraction, and strengthen the emotional bond. Encouraging couples to discuss 

these issues can enhance mutual understanding and promote sexual intimacy despite physical changes 

[59], skin changes during pregnancy are not merely superficial concerns; they can profoundly affect 

sexual function by altering body image, reducing physical comfort, and impairing emotional intimacy. 

Addressing these issues through medical, psychological, and relational support can help pregnant 

women maintain sexual health and well-being throughout pregnancy [60] 

Assessment of Health-Related Quality of Life for Pregnant Women with Skin Changes During 

Pregnancy 
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Pregnancy is a physiological state accompanied by numerous physical and emotional changes, many 

of which significantly influence a woman’s health-related quality of life (HRQoL). Among these 

changes, dermatological alterations are frequently encountered, ranging from benign cosmetic 

conditions to distressing dermatoses. These skin changes may be perceived differently depending on 

their severity, visibility, and associated discomfort, directly impacting a pregnant woman's 

psychological well-being and self-esteem [61]. 

Physiological skin changes during pregnancy are common and include hyperpigmentation, striae 

gravidarum (stretch marks), vascular spiders, and changes in hair and nail growth. While these changes 

are often considered normal and harmless, they may still affect a woman’s body image and emotional 

state. Hyperpigmentation, for instance, may appear prominently on the face (melasma) or abdomen 

(linea nigra), leading to aesthetic concerns and reduced self-confidence [62]. 

In contrast, pregnancy-specific dermatoses such as pruritic urticarial papules and plaques of pregnancy 

(PUPPP), atopic eruption of pregnancy (AEP), and pemphigoid gestationis are more symptomatic and 

may cause intense itching, discomfort, and sleep disturbances. These symptoms can greatly reduce 

HRQoL, not only physically but also by causing emotional stress and anxiety over potential effects on 

fetal well-being [63]. 

The severity and chronicity of pregnancy-related skin conditions are important predictors of how they 

impact HRQoL. Itching, in particular, is a prominent symptom in many dermatoses of pregnancy and 

is strongly associated with disturbed sleep, irritability, and depression. Chronic pruritus has been 

shown to significantly diminish HRQoL, with effects comparable to chronic pain in some cases [64]. 

Moreover, cultural and societal perceptions of beauty during pregnancy may amplify the psychological 

burden of skin changes. In some cultures, visible skin conditions may carry stigma or be associated 

with myths and misconceptions. This can lead to social withdrawal, shame, or strained relationships 

with partners and family members, further affecting HRQoL [65]. 

Assessment tools such as the Dermatology Life Quality Index (DLQI), Skindex, and SF-36 have been 

used to evaluate HRQoL in pregnant women with skin diseases. These instruments provide valuable 

insights into the multidimensional impact of skin changes on emotional, social, and physical well-

being. For example, studies using the DLQI have shown that even non-severe dermatoses can 

significantly impair HRQoL if symptoms are persistent or if the lesions are located in visible areas 

[66]. 

Emotional health is a critical component of HRQoL during pregnancy. Skin changes that alter 

appearance or cause persistent symptoms can contribute to prenatal anxiety and depression. In 

particular, pregnant women with pre-existing body image concerns may experience heightened distress 

in response to skin alterations, potentially exacerbating mood disorders and leading to adverse 

pregnancy outcomes [67]. 
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Hormonal fluctuations during pregnancy play a central role in the development of skin changes. 

Elevated levels of estrogen and progesterone contribute to vascular and pigmentary changes, while 

immune system modulation may trigger or exacerbate certain skin diseases. Understanding these 

hormonal dynamics is essential for clinicians to contextualize skin alterations and reassure patients 

accordingly [68]. 

Despite their high prevalence, many pregnant women do not seek medical consultation for skin 

changes, often due to the misconception that these symptoms are an inevitable part of pregnancy. This 

underreporting may result in untreated symptoms, unnecessary suffering, and a diminished HRQoL. 

Health care providers should proactively inquire about skin symptoms during prenatal visits to identify 

cases needing intervention [69]. 

Patient education plays a pivotal role in improving HRQoL among pregnant women experiencing skin 

changes. By addressing concerns, debunking myths, and providing evidence-based reassurance, 

clinicians can alleviate unnecessary anxiety. Moreover, offering treatment options for symptom relief, 

such as topical corticosteroids or antihistamines (when safe), can significantly improve comfort and 

overall well-being [70]. 

There is also a socioeconomic dimension to HRQoL in this context. Access to dermatological care, 

health literacy, and the ability to afford recommended treatments all influence how skin changes are 

managed and perceived. Disparities in care can lead to worse outcomes for women in underserved 

communities, highlighting the need for equitable access to maternal dermatologic care [71]. 

Digital health technologies, including teledermatology, can help bridge the gap in care for pregnant 

women with skin conditions, especially in remote or rural areas. Virtual consultations offer timely 

support, reducing delays in diagnosis and management, and thereby improving HRQoL. These 

technologies also empower women by giving them more control over their health journey during 

pregnancy [72]. 

Social support is another influential factor in how pregnant women cope with skin changes. Women 

with strong familial or community support are more likely to maintain a positive self-image and report 

better HRQoL, even when experiencing distressing symptoms. Support groups or counseling services 

tailored for pregnant women can serve as beneficial adjuncts to clinical care [73]. 

Research suggests that the impact of skin changes on HRQoL is not only short-term but may also 

persist into the postpartum period. Postpartum concerns such as persistent hyperpigmentation or non-

resolving stretch marks may continue to affect body image and self-esteem. Therefore, postpartum 

follow-up should include discussions about skin health and psychological support when necessary 

[74]. 

Pregnancy after dermatological conditions such as acne, psoriasis, or eczema also presents unique 

challenges. These pre-existing conditions may flare or improve due to hormonal shifts, but either 
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scenario can alter HRQoL during pregnancy. Women with a dermatological history may require 

specialized prenatal care to monitor changes and manage flare-ups safely [75]. 

Healthcare providers should adopt a holistic approach when assessing HRQoL in pregnant women 

with skin changes. Beyond clinical examination, understanding a patient’s emotional and 

psychological responses is vital. This approach fosters empathetic care and ensures that interventions 

target both physical symptoms and emotional distress [76]. 

Incorporating HRQoL assessments into routine obstetric care can help detect women at risk of poor 

mental health outcomes. Validated questionnaires, administered periodically throughout pregnancy, 

can track changes in well-being and guide timely referrals to dermatology or mental health services 

when needed [77]. 

Medical training should emphasize the importance of dermatologic literacy among obstetricians and 

midwives. By improving recognition of pregnancy-related skin changes and understanding their 

psychosocial implications, providers can offer better-informed care and counsel, ultimately improving 

HRQoL outcomes [78]. 

Further research is needed to explore the long-term impact of pregnancy-related skin changes on 

maternal quality of life. Longitudinal studies can provide insights into which conditions resolve 

spontaneously and which have enduring effects. This knowledge can inform postnatal care strategies 

and enhance maternal support systems [79]. 

In conclusion, skin changes during pregnancy are more than just cosmetic phenomena; they are deeply 

interwoven with a woman's physical, emotional, and social health. A comprehensive, empathetic, and 

proactive approach to their assessment and management can significantly improve health-related 

quality of life for pregnant women, supporting better outcomes for both mother and child [80]. 
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