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Abstract Maternal mortality is a health problem still
receiving global attention, especially in developing
countries. The Indonesian government has made efforts to
improve the health status of pregnant and childbirth
women, yet an acceleration is needed so that the targets to
decrease maternal mortality can be achieved. A total of
315 mothers with children aged 0-11 months old were
randomly selected using cluster sampling. Data were
collected through questionnaires and interviews upon
respondents” consent.  Questionnaires included the
husband’s support, mother’s behavior, access to health
services, mother’s psychology, and healthy childbirth
variables. Statistical analysis was performed using
SmartPLS  version 3.29, and a multivariate
non-parametric statistical approach was employed. Our
study observed a significant direct effect among all
variables, namely: husband’s support (= 0.266, t= 5.454,
and p= 0.001), mother’s behavior (f=0.110, t=2.159, and
p= 0.031), access to health services (f= 0.106, t= 2.209,
and p= 0.028), mother’s psychology (p= 0.405, t= 8.054,
and p= 0.001), and healthy childbirth. The husband’s
support indirectly influences healthy childbirth through
the mother’s behavior (f= 0.022, t= 1.990, and p= 0.047)
and her psychology (B= 0.103, t= 3.683, and p= 0.001).
However, there was no significant effect between the
husband’s support and healthy childbirth through access
to health services (= 0.014, t= 1.804, and p= 0.072). A

healthy childbirth model based on the husbhand’s support
could be used to increase maternal health and prevent
maternal death in poor families.

Keywords Maternal Mortality, Husband’s Support,
Healthy Childbirth, Mother’s Psychology, Mother’s
Behavior

1. Introduction

Maternal mortality is a health problem still receiving
global attention, especially in developing countries with
slow progress [1]. Efforts to reduce global maternal
mortality have been launched since 1987 through a joint
commitment by countries in the world through several
actions and strategies such as the Safe Motherhood
Initiative (SMI)[2], Millennium Development Goals
(MDGs), Sustainable Development Goals SDGs, and
Ending Preventable Maternal Mortality (EPMM) Initiative,
which were initiated by WHO [3]. The Indonesian
government has also made efforts to improve the health
status of pregnant and childbirth women, such as “Gerakan
Sayang Ibu” (translated to Love Mother Movement) in
1996, “Suami Siaga™ (translated to Alert Husband) in
1998[4], [5] and Making Pregnancy Safer (MPS) policy in
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2000. Efforts that have been made so far have indeed
decreased the maternal mortality rate, but an acceleration is
needed so that the targets set can be achieved.

Globally, the maternal mortality rate (MMR) has
declined from 342 deaths per 100.000 live births in 2000 to
211 deaths per 100,000 live births in 2017[6]. However,
MMR in Indonesia in 2020 was recorded at 4.627 deaths,
and this figure has increased compared to that in 2019,
which was recorded as many as 4.221 deaths. North
Sumatra Province is the largest contributor to MMR in
Indonesia in 2020 for provinces outside Java [7]. MMR in
North Sumatra Province showed a relatively stagnant trend
from 2017 to 2020. In 2017, MMR was recorded at 194
people and then decreased slightly to 186 in 2018. It
experienced another increase in 2019 to 202 and decreased
slightly in 2020 to 187 [8]. Deli Serdang Regency is the
second largest district in North Sumatera Province and also
the third largest contributor to maternal mortality, of which
the majority came from poor families.

One of the strategies to prevent maternal death is to
provide healthcare at adequate health facilities
accompanied by health professionals [3]. Additionally,
some studies stated that the husband’s support for pregnant
wives has a significant relationship with the level of
maternal health during pregnancy and after childbirth [9],
[10]. The husband’s support will reduce the stress and
depression levels of pregnant and childbirth women [11]
and can increase the utilization of health facilities and
professional health workers to carry out pregnancy and
childbirth care [3], [12]. A thorough study of the
involvement of husbands in the care of pregnant women is
important [28]. Therefore, this study aimed to analyze and
develop a healthy childbirth model in the Deli Serdang
District, based on the husband’s support in a poor family to
prevent maternal death.

2. Materials and Methods

2.1. Study Participants and Eligibility Criteria

This study used a cluster sampling technique to
determine its participants. Of the 22 sub-districts in Deli
Serdang Regency, seven were selected with the criteria of
high MMR and the largest number of poor people. To
calculate the sample size, Isaac and Michael’s calculation
formula was used with an error rate of 5 percent [13]. A
total of 312 mothers were randomly selected, between 40
to 45 mothers in each sub-district. The inclusion criteria
were mothers with children aged 0-11 months, who were
recipients of Family Hope Assistance (government aid
program for poor families), and residents of the Deli
Serdang Regency. The exclusion criteria were widowed or
divorced mothers with adopted children and a history of
diseases such as heart disease, diabetes, epilepsy,
hypertension, psychiatric disorders, kidney disease,
HIV/AIDS, hepatitis, sexually transmitted diseases, and
tuberculosis.
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2.2. Data Collection and Study Variables

Data were collected through questionnaires and
interviews from April to July 2022, which included the
husband’s support, mother’s behavior, access to health
services, the mother’s psychology, and healthy childbirth
variables. The husband’s support variable consisted of
instrumental, informational, emotional, and appreciation
support. The mother’s behavior variable consisted of
nutritional intake using a modified food frequency
questionnaire (FFQ), use of birth control, workload, age of
pregnancy, birth spacing, and parity. Access to health
services variable consisted of antenatal care (ANC),
childbirth assistance, place of childbirth, and childbirth
funding. Mother’s psychology variable consisted of
self-esteem assessed using the Rosenberg Self-Esteem
(RSE) questionnaire, self-confidence and anxiety assessed
using the Hamilton Rating Scale for Anxiety (HARS), and
emotional levels. Finally, the healthy childbirth variable
was assessed from the status of complications before the
childbirth process.

2.3. Statistical Analyses

Statistical analysis was performed using SmartPLS
version 3.2.9. A multivariate non-parametric statistical
approach was implemented. The type of multivariate test
used is structural equation modeling (SEM) with a partial
least squares (PLS) approach using a structural model
(inner model) for validation and reliability tests and a
measurement model (outer model) for causality tests. This
method can simultaneously test the measurement model as
well as the structural model. The measurement model tests
validation and reliability, while the structural model tests
causality (testing hypotheses with predictive models). The
type of multivariate studies of structural equation modeling
(SEM) with a partial least squares (PLS) approach uses a
structural model (inner model) for validation and reliability
tests and a measurement model (outer model) for causality
tests.

3. Results

3.1. Socio-demographic of Study Participants

Table 1 showed that the participants’ religion was
mostly Islam (83.5%), whereas the ethnicity of the
majority of the participants was Javan (57.8%), followed
by Batak (16.2%) and Malay (8.6%). Based on the age
distribution, the majority of respondents and their
husbands were 26-30 years old (36.8% and 33.6%,
respectively). Both the respondents and their husbands
mostly completed high school education (75.6% and
77.4%, respectively). The respondent’s occupation was
mostly housewives/not working (79.7%), and most
husbands were self-employed (37.1%). Additionally, most
of the husbands were smokers (64.1%).
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Table 1. Socio-demography characteristics of participants (n=315)

No Characteristics N (%)
1 Religion
- Islam 263 83.5
- Christian 48 15.2
- Catholics 4 13
2 Ethnicity
- Java 182 57.8
- Batak 51 16.2
- Malay 27 8.6
- Karo 20 6.3
- Mandailing 10 3.2
- Others 25 7.9
3 Age
- < 20years 7 22
- 20 -25years 71 225
- 26 -30 years 116 36.8
- 31-35years 69 21.9
- 36 -40 years 39 12.4
- >40years 13 4.2
4 Education
- Not completed primary school 2 0.6
- Primary school 17 5.4
- Junior high school 58 18.4
- Senior high school 238 75.6
5 Occupation
- Housewives 251 79.7
- Merchants 27 8.6
- Private employees 13 4.1
- Farmers 12 3.8
- Others 12 3.8
6 Husband’s education
- Not completed primary school 1 0.3
- Primary school 18 5.7
- Junior high school 52 16.5
- Senior high school 244 774
7 Husband’s age
- <20years 2 0.6
- 20-25years 37 117
- 26-30years 106 33.6
- 31-3b5years 74 235
- 36-40years 56 17.8
- >40years 40 12.8
8 Husband’s occupation
- Self-employed 117 37.1
- Factory workers 88 27.9
- Private Employees 28 8.9
- Farmers 22 7.0
- Drivers 16 5.1
- Others 44 14.0
9 Husband’s smoking habit
- Smoking 202 64.1
- Nonsmoking 113 35.9

3.2. Study Variables

Table 2 shows the distribution of each characteristic in
the study variables. Nutritional intake status of the
respondents was moderate (35.9%), good (34.6%), and
deficient (29.5%). More than half of the respondents ever
used birth control (58.4%), and most respondents had a
light workload (79.7%). The age of the respondents at the
time of pregnancy was mostly not at risk (73.3%).
Additionally, most respondents’ birth spacing and parity
were not at risk (86.4% and 57.7%, respectively).

One-third of the respondents had complete visits of
ANC (4-7 times), and 31.5% had ANC more than eight
times. Most respondents’ childbirths were assisted by
midwives/nurses (61.3%). Additionally, the place of
childbirth was mostly at midwife clinics (45.7%) and
hospitals (41.0%). The cost of childbirth was paid through
national health insurance (58.7%), and maternity insurance
(Jampersal) paid for 13.3% of childbirth, while 27.9% were
self-paid. Our results showed that most husbands
supported each variable characteristic. Most respondents
felt husbands provided instrumental support (41.6%) and a
lot of informational, emotional, and appreciation support
(40.3%, 41.0%, and 46.7%, respectively). Half the
respondents had high self-esteem, and only 17.1% had low
self-esteem, whereas the confidence level of most
respondents was moderate (43.8%). Respondents in our
study felt mild anxiety (48.6%) and moderate emotional
levels (41.9%). However, 53.7% of respondents reported
having any complication symptoms during pregnancy.

3.3. Healthy Childbirth Model Based on Husband
Support

All indicators in the study variables showed a loading
factor value of more than 0.7, which indicated that the
indicators in this study can measure the variables. Figure 1
shows the healthy childbirth model based on the husband’s
support. The model was tested based on the inner model
(structural model), which includes the output of r-square,
parameter coefficients, and t-statistics. The significance
value between constructs, t-statistics, and p-values can be
seen in the bootstrapping results with t-statistic > 1.96,
p-value = 0.05, and positive beta coefficient (Table 3). Our
study found a significant influence between the husband’s
support and the mother’s behavior (= 0.202, t=3.936, and
p= 0.001), between the husband’s support and access to
health services (B= 0.132, t= 2.523, and p= 0.012), and
between the husband’s support and the mother’s
psychology (B= 0.254, t=4.025, and p=0.001).
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Table 2. Distribution frequency of variables and their characteristics (n=315)

No  Husband’s support n (%) Mother’s behavior n % Access to Healthcare n % Mother’s n %
Psychology
o ANC behavior
Instrumental Nutrient intake Self-esteem
. - - Never 7 2.2
- Not supportive 80 254 - Deficient 93 29.5 - Low 54 17.1
1 . - Incomplete 104 33.0
- Supportive 104 33.0 - Moderate 113 35.9 - Moderate 103 32.7
. - Complete 105 33.3 .
- Very supportive 131 41.6 - Good 109 34.6 - High 158 50.2
- Very complete 99 315
Informational . Childbirth attendants Confidence
. Use of birth control o
) - Not supportive 67 21.3 E - Midwife/ nurse 193 61.3 - Low 85 27.0
- Ever
- Supportive 121 384 N 184 58.4 - General practitioner 1 0.3 - Moderate 138 43.8
- ever
- Very supportive 127 40.3 131 41.6 —  Obstetrician specialist 121 38.4 - High 92 29.2
. Childbirth place Anxiety
Emotional Workload o o
. . - Midwife clinic 144 45.7 - Not 120 38.1
- Not supportive 79 25.1 - Light 251 79.7 . .
3 . - Hospital 129 41.0 experiencing
- Supportive 107 34.0 - Moderate 41 13.0
. . - Health center 40 12.7 - Low 153 48.6
- Verysupportive 129 41.0 - High 23 7.3
- Home 2 0.6 - Moderate 42 132
Appreciation Age of Childbirth funding 185 587 Emotional
e of pregnanc: - i i .
~ Notsupportive 59 18.7 ge o pregnancy National - insurance - Low 53 16.8
4 i - Atrisk (BPJS)
- Supportive 109 34.6 . 84 26.7 . - Moderate 132 41.9
i - Not at risk - Self-paid 88 27.9 :
- Very supportive 147 46.7 231 73.3 - - High 130 41.3
- Maternity insurance 42 13.3
Birth Spacing
5 - Atrisk 43 13.6
- Notatrisk 272 86.4
Parity
6 - Atrisk 133 423
- Notatrisk 182 57.7

505



506

Healthy Childbirth Model Based on Husbhand’s Support in Poor Families in Deli Serdang, North Sumatra Province, Indonesia

Nutrition Birth control Workload Age Birth spacing Parity
o ~ P
101524 31677 19610 013 36973 44103
\ \ //
Healthy
Husbands®
2.159 i i
Instrumental 3.936 childbirth
support Mothers’ behavior \*
82.177
i N 5454 - 0,001

Informational [« 95842 _

103.197 \ 2523 Access to healthcare

Emotional - ’ 2209

153 536

Appreciation / , ~
4.025 85.820
55269 50.847 23.934 8.054
yd ¥ X ~a
ANC Assistant Place | Fund
Mothers*

psychology

~ ) ~ \
146451 73055 55971 196474
Self-esteem Confidence Anxiety Emotional

Figure 1. Path Analysis of Outer Model Relationships of Research Variable

Healthy
childbirth




Universal Journal of Public Health 11(4): 502-509, 2023

507

Table 3. Model measurement of study variables

No Variables B t value p value
1 Husband’s support =» Mother’s behavior 0.202 3.936 0.001*
2 Husband’s support =» Access to healthcare 0.132 2.523 0.012*
3 Husband’s support =» Mother’s psychology 0.254 4.025 0.001*
4 Mother’s behavior =» Healthy childbirth 0.110 2.159 0.031*
5 Access to healthcare =» Healthy childbirth 0.106 2.209 0.028*
6 Mother’s psychology =» Healthy childbirth 0.405 8.054 0.001*
7 Husband’s support =» Healthy childbirth 0.266 5.454 0.001*
8 Husband’s support =» Mother’s behavior=»Healthy childbirth 0.022 1.990 0.047*
9 Husband support = Access to healthcare=» Healthy childbirth 0.014 1.804 0.072
10 Husband support =» Mother’s psychology=>»Healthy childbirth 0.103 3.683 0.001*

*: significant at the 0.05 level (2-tailed)

Significant direct effects among all variables, namely:
husband’s support (B= 0.266, t= 5.454, and the p= 0.001),
mother’s behavior (f=0.110, t= 2.159, and p= 0.031),
access to health services (f=0.106, t=2.209, and p= 0.028),
mother’s psychology (= 0.405, t= 8.054, and p= 0.001),
and healthy childbirth were found. Additionally,
significant indirect influences between the husband’s
support for healthy childbirth through the mother’s
behavior (B= 0.022, t= 1.990, and p= 0.047) and through
the mother’s psychology (= 0.103, t=3.683, and p= 0.001)
were found in this study. However, there was no significant
effect on the husband’s support for healthy childbirth
through access to health services (= 0.014, t= 1.804, and
p= 0.072). Our study found that the hushand’s support
directly influenced healthy childbirths and also indirectly
affected healthy childbirth through the mother’s behavior
and psychology. Additionally, the mother’s behavior and
psychology directly influenced healthy childbirth.

4. Discussion

Maternal death can occur during pregnancy, childbirth,
and postpartum and in general, can be prevented. One of
the preventions is through the husband’s support. This
study showed a positive influence between the husband’s
support for healthy childbirth, mother’s behavior, and
mother’s psychology but did not show a significant
influence between the husband’s support and access to
health services in the Deli Serdang Regency. Mothers who
received their husbands’ support during pregnancy had
lower stress levels and increased healthy behaviors during
pregnancy [14]. Additionally, the husband’s support was
not only in a form of financial fulfillment but also as a
decision-maker when the mother gave birth [15]. The
husband’s support, such as instrumental support (providing
money for examinations and childbirth, preparing vehicles
at the time of childbirth, etc.), directly impacted healthy
prenatal care and childbirth. The indirect effect of the

husband’s support on healthy childbirth through the
mother’s behavior occurred through increased nutritional
intake [14], use of birth control [16], light workload,
not-at-risk age of pregnancy [17], not-at-risk birth spacing
[18], and not-at-risk parity [19]. Material support from the
husband increased the nutritional intake of the mother,
whereas  the  husband’s  informational  support
(advice/suggestions) strengthened the wife’s use of birth
control, regulated healthy activity patterns, and influenced
decisions regarding the age of pregnancy, birth spacing,
and parity. Additionally, family planning, which can be
seen from birth spacing, number of children, age of
marriage, and nutrition consumed by the mother, was a
supporting factor in reducing maternal mortality, as stated
in an Indonesian study [20].

Husband’s support indirectly influenced healthy
childbirth through the mother’s psychology by increasing
the mother’s self-esteem [21] and self-confidence [22], as
well as reducing anxiety [23] and the emotional level [24].
This controlled psychological condition will increase the
mother’s readiness to face childbirth. Mothers often
experienced psychological disturbances because they were
worried about the impending childbirth. The husband’s
presence provided calmness and a companion (emotional
support), as well as giving praise (appreciation support)
improved the psychological condition and increased their
readiness for childbirth.

Interestingly, despite the positive influence of hushands’
support on healthy childbirths, MMR in the Deli Serdang
Regency is still in the top position in North Sumatra [8], [9].
Even though husbands provided assistance and support to
their wives, such as helping with household chores and
taking them to health facilities for antenatal checks,
providing education to husbands regarding maternal and
child health is needed to anticipate pregnancy
complications and utilize maternal health services by their
partners [25] [26]. Another study conducted in Myanmar
also showed similar results in which the majority of
husbands supported their wives in the form of
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accompanying them to health services and preparing for
childbirth, yet the maternal mortality still reached 250 per
100,000 [27]. Maternal mortality in Indonesia in 2021 is
7.389 deaths, which is caused by several factors such as
bleeding, hypertension in pregnancy, and other
complications. Awareness of pregnancy complications,
delays, and insensitivity of medical personnel to referral
and treatment [29], and distance to health facilities are
non-medical factors that can affect maternal mortality [30],
[31], [32].

This study has some limitations. First, this study
included only families who received family-hopeful
assistance and mainly in rural areas, so the results obtained
cannot be generalized to urban areas and various economic
conditions. Second, the husband’s knowledge of maternal
and child health was not tested further. Therefore, the
support provided by husbands tended to be general and not
specific to the health of mothers and children.

5. Conclusions

The husband’s support directly influenced healthy
childbirth and indirectly influenced healthy childbirth
through the mother’s behavior and psychology. However,
the husband’s support did not significantly influence
healthy childbirth through access to healthcare. A healthy
childbirth model based on the husband’s support could be
used to increase maternal health and prevent maternal
deaths in poor families.

REFERENCES
(1]

T. Girum and A. Wasie, “Correlates of maternal mortality
in developing countries: an ecological study in 82 countries,”
Matern. Heal. Neonatol. Perinatol, vol. 3, no. 1, pp. 1-6,
2017, doi: 10.1186/s40748-017-0059-8.

[2] D. Maine and A. Rosenfield, “The Safe Motherhood
Initiative: why has it stalled?,” Am. J. Public Health, vol. 89,
no. 4, pp. 480-482, Apr. 1999, doi: 10.2105/ajph.89.4.480.
[3] WHO, “WHO. New global targets to prevent maternal
deaths,” 2021.

[4] A. Kurniati, C. M. Chen, F. Efendi, L. J. Elizabeth Ku, and
S. M. Berliana, “Suami SIAGA: male engagement in
maternal health in Indonesia,” Health Policy Plan., vol. 32,
no. 8, pp. 1203-1211, 2017, doi: 10.1093/heapol/czx073.
[5] D.P.P.P.A.danP.P.dan K. Berencana, “Gerakan Sayang
ibu,” Yogyakarta, 2010.

[6] UNICEF, “Maternal mortality,” 2023.
https://data.unicef.org/topic/maternal-health/maternal-mort
ality/

[71 M. Beyer, R. Lenz, and K. A. Kuhn, Health Information
Systems, vol. 48, no. 1. 2006. doi: 10.1524/itit.2006.48.1.6.

(8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

(18]

[19]

[20]

Dinas Kesehatan Provinsi Sumatera Utara, “Profil

Kesehatan Provinsi Sumatera Utara 2017,” 2018.

E. Abasi, N. S. Borghei, M. Farjamfar, S. Goli, and A.
Keramat, “Mothers’ experiences of husband’s involvement
in maternal fetal attachment: a qualitative study,” Iran. J.
Psychiatry Behav. Sci., vol. 16, no. 1, pp. 4-9, 2022, doi:
10.5812/ijpbs.119140.

A. Salehi, F. Fahami, and M. Beigi, “The effect of presence
of trained husbands beside their wives during childbirth on
women’s anxiety,” Iran. J. Nurs. Midwifery Res., vol. 21,
no. 6, pp. 611-615, 2016, doi: 10.4103/1735-9066.197672.

E. Pebryatie, S. C. Paek, P. Sherer, and N. Meemon,
“Associations between spousal relationship, husband
involvement, and postpartum depression among postpartum
mothers in West Java, Indonesia,” J. Prim. Care
Community Health, vol. 13, p. 21501319221088356, 2022,
doi: 10.1177/21501319221088355.

W. Teklesilasie and W. Deressa, “Husbands’ involvement
in antenatal care and its association with women’s
utilization of skilled birth attendants in Sidama zone,
Ethiopia: a prospective cohort study,” BMC Pregnancy
Childbirth, vol. 18, no. 1, pp. 1-10, 2018, doi:
10.1186/s12884-018-1954-3.

S. Sugiyono, Metode penelitian kuantitatif, kualitatif dan
kombinasi (Mixed Methods), 4th ed. Bandung: Alfabeta,
2013.

Y. Tariku and K. Baye, “Pregnant mothers diversified
dietary intake and associated factors in Southwest Ethiopia:
a cross-sectional study,” J. Nutr. Metab, vol. 2022, p.
4613165, 2022, doi: 10.1155/2022/4613165.

F. Farzianpour, A. R. Foroushani, N. Changizi, and K.
Ramezani, “Assessing demographic factors related to
maternal mortality in Tehran Province, Iran from 2008 to
2011,” Health (Irvine. Calif), vol. 07, no. 03, pp. 308-315,
2015, doi: 10.4236/health.2015.73035.

M. G. Jebena et al., “Barriers and facilitators of maternal
health care services use among pastoralist women in
Ethiopia: systems thinking perspective,” Pastoralism, vol.
12, no. 1, 2022, doi: 10.1186/s13570-022-00236-6.

M. A. Mehari et al., “Advanced maternal age pregnancy
and its adverse obstetrical and perinatal outcomes in Ayder
comprehensive specialized hospital, Northern Ethiopia,
2017: a comparative cross-sectional study,” BMC
Pregnancy Childbirth, vol. 20, no. 1, pp. 1-10, 2020, doi:
10.1186/512884-020-2740-6.

S. Yaya, O. A. Uthman, M. Ekholuenetale, G. Bishwajit,
and V. Adjiwanou, “Effects of birth spacing on adverse
childhood health outcomes: evidence from 34 countries in
sub-Saharan Africa.,” J. Matern. Neonatal Med. Off. J. Eur.
Assoc. Perinat. Med. Fed. Asia Ocean. Perinat. Soc. Int.
Soc. Perinat. Obstet., vol. 33, no. 20, pp. 3501-3508, Oct.
2020, doi: 10.1080/14767058.2019.1576623.

S. S. Moazzeni, R. Hizomi Arani, S. Asgari, F. Azizi, and F.
Hadaegh, “The association of parity/live birth number with
incident type 2 diabetes among women: over 15 years of
follow-up in The Tehran Lipid and Glucose Study.,” BMC
Womens. Health, vol. 21, no. 1, p. 378, Oct. 2021, doi:
10.1186/512905-021-01519-7.

B. Utomo, P. K. Sucahya, N. A. Romadlona, A. S.
Robertson, R. I. Aryanty, and R. J. Magnani, “The impact



[21]

[22]

[23]

[24]

[25]

Universal Journal of Public Health 11(4): 502-509, 2023

of family planning on maternal mortality in Indonesia: what
future contribution can be expected?” Popul. Health Metr.,

vol. 19, no. 1, pp. 1-13, 2021, doi:
10.1186/512963-020-00245-w.
N. Zamiri-Miandoab, M. Kamalifard, and M.

Mirghafourvand, “Relationship of self-esteem with body
image and attitudes toward motherhood and pregnancy.” J.
Psychosoc. Nurs. Ment. Health Serv., vol. 60, no. 10, pp.
29-37, Oct. 2022, doi: 10.3928/02793695-20220330-01.

S. Aydemir and N. Onan, “The relationship between
maternal self-confidence and postpartum depression in
primipara mothers: a follow-up study,” Community Ment.
Health J., vol. 56, no. 8, pp. 1449-1456, Nov. 2020, doi:
10.1007/s10597-020-00588-6.

K. L. Weis, R. P. Lederman, K. C. Walker, and W. Chan,

“Mentors offering maternal support reduce prenatal,

pregnancy-specific anxiety in a sample of military women.,”
Journal of Obstetric, Gynecologic, & Neonatal Nursing:

Clinical Scholarship for the Care of Women, Childbearing

Families, & Newborns, vol. 46. Elsevier Science, Weis,

Karen L.: University of the Incarnate Word, School of

Nursing and Health Professions, 4301 Broadway, CPO,

#300, San Antonio, TX, US, 78209, weis@uiwtx.edu, pp.

669-685, 2017. doi: 10.1016/j.jogn.2017.07.003.

W.-L. Pan, M.-L. Gau, T.-C. Hsu, S.-C. Shen, and T.-Y.
Lee, “Applying mindfulness techniques to the management
of depressive tendencies in women in Taiwan in the
perinatal period: a qualitative study,” Asian Nurs. Res.
(Korean. Soc. Nurs. Sci), vol. 16, no. 3, pp. 149-154, Aug.
2022, doi: 10.1016/j.anr.2022.05.004.

S. Jungari and B. Paswan, “What he knows about her and
how it affects her ? Husband’s knowledge of pregnancy
complications and maternal health care utilization among

26]

[27]

[28]

[29]

[30]

[31]

[32]

509

tribal population in,” pp. 1-12, 2019.

R. Arimoto and H. Matuo, “The Influence of Health Care
from Health Professionals on Maternal Mental Health,”
Univers. J. Public Heal., vol. 10, no. 1, pp. 53-61, Feb. 2022,
doi: 10.13189/ujph.2022.100106.

K. M. Wai, A. Shibanuma, N. N. Oo, T. J. Fillman, and Y.
M. Saw, “Are husbands involving in their spouses’
utilization of maternal care services? a cross-sectional
study in Yangon, Myanmar,” pp. 1-13, 2015, doi:
10.1371/journal.pone.0144135.

L. Cardenas-Pineda et al., “Observational Study of
Hemodynamic in Pregnant Women Treated at the First
Level of Care Lircay — Huancavelica-Peru 2018,” Univers.
J. Public Heal., vol. 10, no. 1, pp. 97-106, Feb. 2022, doi:
10.13189/ujph.2022.100111.

M. Mobasheri, A. Ahmadi, B. Eshrati, M. Noroozi, and L.
Lashkari, “Contribution of indirect causes to maternal
mortalities based on a methodological approach to clinical
epidemiology in Iran,” vol. 1, no. 3, pp. 125-131, 2013.

A. Rizkianti, I. Saptarini, and R. Rachmalina, “Perceived
barriers in accessing health care and the risk of pregnancy
complications in Indonesia,” Int. J. Womens. Health, vol.
13, pp. 761-772, 2021, doi: 10.2147/1JWH.S310850.

N. Choudhury and S. M. Ahmed, “Maternal care practices
among the ultra poor households in rural Bangladesh: a
qualitative exploratory study,” pp. 1-8, 2011.

R. Rosnah et al., “The advanced dietetics module
development in improving the nutrition diploma 11 students’
learning outcomes of Kendari Health Polytechnic of the
Ministry of Health,” Athena J. Soc. Cult. Soc., vol. 1, no. 2,
pp. 75-86, Mar. 2023, doi: 10.58905/ATHENA.V112.30.



	1. Introduction
	2. Materials and Methods
	3. Results
	4. Discussion
	5. Conclusions
	REFERENCES

