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Abstract  Background: Husband's support in the 

birthing process can reduce maternal anxiety and has a 

positive impact on childbirth. Purpose: This study aims to 

determine the effect of the psychophysiological education 

model of childbirth on husbands' activeness in supporting 

childbirth in the Muara Enim Community Health Centers. 

Method: The research design is a quasi-experimental 

pretest-posttest approach. The population of this study was 

pregnant women with a gestational age of 28-36 weeks. 

Respondents in this study were 86, divided into two groups. 

The research was conducted in April-December 2024. The 

intervention group was provided with systematic education 

on birth psychophysiology, while the control group 

received standard care. Data collection was conducted 

using a pre-test before the intervention and a post-test on 

husbands' knowledge and behavior. Delivery and 

postpartum outcomes were measured using observation 

and questionnaires. Data analysis used chi-square, 

Mann-Whitney, and Friedman tests. Finding: The results 

showed that the husband's knowledge and behavior 

increased significantly (p-value 0.000). Maternal anxiety, 

labor pain, labor duration and birth experience were better 

in the intervention group (p-value 0.000), although 

lacerations and APGAR scores were not significant. 

Postpartum outcomes showed no difference in involution 

and breastfeeding practices, but self-efficacy and 

postpartum depression were better in the intervention 

group (p value <0.05). Conclusion and Recommendation: 

Husband education using a psychophysiological model can 

be an alternative to the importance of the husband's 

presence in childbirth preparation to improve good birth 

and postpartum outcomes. 

Keywords Childbirth, Husband's Model 

Psychophysiology, Knowledge, Labor Outcome, 

Postpartum Outcome 

1. Introduction

The experience of giving birth has the potential to 

impact mental health significantly. Positive labor is 

associated with a lower level of depression and a more 

robust postpartum, while negative labor can worsen this 

condition. The study has shown a significant correlation 

between the positive and negative postpartum scores and 

anxiety scores [1], [2]. Factors influencing the birthing 

process are the birth canal, fetus, strength, position, and 

psychology of the mother [3], [4]. 

Poorly managed labor pain can increase the risk of 

Postpartum Depression (PPD), which affects 10-23% of 

new mothers globally. PPD can cause severe disorders 

ranging from breastfeeding failure to severe mental 

disorders [5], [6], [7]. In the context of Indonesia, 

inadequately managed labor pain leads to complications 
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such as prolonged labor (4.3% in 2023), frequently linked 

to intense pain. Postpartum complications also include 

fever (4.7%) and baby blues (1.7%) [8]. 

One aspect of childbirth readiness is psychological 

factors involving the husband's support. Unfortunately, not 

all health service facilities allow the presence of a 

husband's birth attendant [9]. When the husband is not 

present during the birthing process, this often affects the 

smoothness of the process. The impact can be fear, which 

can cause tension in facing the birthing process, disrupting 

the process. This disorder can cause labor to take longer 

and hinder the labor process itself [10]. Currently, 

husbands' participation in reproductive health is still low. 

Globally, the role of men in reproductive health has yet to 

be visible. Husbands play a critical role both directly and 

indirectly in the health of mothers and children, including 

in making decisions regarding interventions to be given to 

wives regarding physiological and pathological matters in 

the birth process [11]. Previous research shows that only  

3% of women refuse to be accompanied during the birthing 

process. In comparison, 97% of husbands in developing 

country did not accompany them during the birth process 

for various reasons given by their husbands, including the 

husband did not know what to do (didn't know what to do), 

the husband was busy with work, the husband was afraid, 

the husband thought birth was not very important [12], 

[13]. 

Husbands provide husband's involvement or positive 

support, referring to the husband's participation both 

physically and mentally, so that it is hoped that it can 

improve the survival and welfare of the mother and baby 

[14], [15], [16]. A husband's readiness as a birthing 

companion is vital in shaping a person's (husband's) 

behavior. The high level of husband involvement stems 

from knowledge and skills regarding the birthing process, 

giving rise to a positive perception of the birthing process. 

As a health worker, you should participate in preparing 

your husband to be a good birth partner in providing birth 

assistance so that it meets the goals expected by health 

workers [17], [18], [19]. 

Previous research has made efforts to educate husbands 

to improve birth outcomes, including finding that maternal 

anxiety has decreased. Several educational interventions 

have been given to husbands in Indonesia, namely the 

education of husbands in acupressure to reduce labor pain; 

the teaching of husbands is limited to knowledge in 

supporting childbirth [20], [21]. The condition of maternal 

anxiety and its impact on birth until postpartum outcomes 

has not yet been thoroughly researched to explain. A field 

survey conducted in July-November 2023 at the Muara 

Enim Community Health Center area found that the 

husband did not accompany more than 50% of births. Even 

though the husband stays in the delivery room, they can't 

do things that can support the wife in the delivery process. 

The reason given by husbands is that they think the person 

who should accompany the birthing process is more 

precisely the biological mother, mother-in-law, or older 

sister; in other words, husbands believe that the birthing 

process is a woman's business. Apart from these reasons, 

husbands also feel that they do not know what they should 

do when attending childbirth; some husbands are even 

afraid of blood and are fearful of facing the birthing 

process. Apart from that, information obtained from the 

Maternal and Child Health (MCH) coordinating midwife at 

the Muara Enim community health center revealed that, 

there has never been any special health promotion in the 

form of education for husbands of pregnant women facing 

the birthing process. This research aims to develop a 

psychophysiological educational model of childbirth 

regarding husbands' activeness in supporting the birth 

process. 

2. Materials and Methods 

2.1. Participant Characteristics and Research Design 

This quantitative study, with a quasi-experimental 

design, adopted a pretest-posttest non-randomized 

controlled trial [22]. The subjects in this study were all 

married couples and third-trimester pregnant women who 

met the inclusion criteria. The sampling technique used 

was consecutive sampling. The inclusion criteria in this 

study were husbands of third-trimester pregnant women in 

average condition at the Muara Enim Community Health 

Centers area, and willing to be respondents. Exclusion 

criteria were couples with unwanted pregnancies, Gemelli, 

and diagnosed mental health problems. Dropout criteria 

were couples who did not complete the research and moved 

[23]. 

2.2. Sampling Procedures 

This study uses simple random sampling in a group 

study. The total population in this study was 120 pregnant 

women with a gestational age of 28-36 weeks. Researchers 

calculated the sample using the two-sample mean 

difference test formula with α = 0.05 and power 90% [24]. 

The minimum sample for each group was 36 study 

participants. The researchers added 20% for dropout 

reasons for 43 study participants per group [25]. There are 

four Muara Enim Community Health Centers that have 

delivery facilities used in this study. The community health 

centers were randomized into two intervention and control 

groups, with each group having two community health 

centers for each group's activities. To avoid information 

bias between the two groups. 

This research uses the Helsinki Code of Ethics as a basis 

for upholding ethics in research. Researchers respect the 

dignity of subjects, provide research benefits, prevent 

maleficence, and are fair to both groups. This study was 

approved by the ethics committee of the Palembang Health 

Polytechnic with number 0749/KEPK/Adm2/ VII/2024. 
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2.3. Study Intervention 

This research was conducted in April–December 2024 at 

the Muara Enim Community Health Centers, Muara Enim 

Regency, South Sumatra. Husband training with 

psychophysiological childbirth techniques is the study's 

independent variable. According to national maternity care 

guidelines, health education was given to both the 

intervention and control groups. Four 20–30-minute 

standard education sessions covering common subjects 

such as healthy pregnancy, dietary requirements, labor 

signs and stages, preparing for childbirth, and postpartum 

care were given to the control group. The 2020 edition of 

the Maternal and Child Health (MCH) handbook served as 

the basis for these sessions, which were led by qualified 

midwives and included interactive discussions and lectures 

[23]. 

The intervention group was given a structured 

educational program that was especially focused on birth 

psychophysiology, in addition to the usual health education. 

For two weeks, a certified midwife and a clinical 

psychologist conducted four sessions, each lasting 20 to 40 

minutes. Small groups of six to ten study participants 

attend each session in order to promote interaction and 

individualized coaching. 

Interactive lectures, hands-on demonstrations, facilitated 

discussions, and audiovisual resources such as 

infographics and animated films were all incorporated into 

the educational sessions. The first session discussed the 

essentials of labor physiology, such as the stages of labor, 

how uterine contractions work, and how hormones like 

oxytocin affect the intensity and course of labor pain, and 

food that can reduce pain, like date fruit [26], [27], [28]. 

The second session talked about the mind-body connection 

and how a mother's thoughts, feelings, and beliefs can 

affect the physical process of giving birth. This session 

taught study participants how to be more aware of 

themselves, how to change their thoughts, and how to use 

positive affirmations to help them feel less scared and 

anxious. 

The third session gave participants practical experience 

with non-pharmacological pain management techniques, 

such as pelvic rocking, progressive muscle relaxation, and 

a range of breathing methods suitable for various stages of 

labor. Birthing balls, pillows, and other equipment were 

used to demonstrate ideal labor positions. Participants also 

used partner-assisted comfort techniques like back 

massage pressure. 

The fourth session was about getting ready for childbirth 

and how to deal with life after giving birth. Some of the 

things that were talked about were how to boost a mother's 

confidence, how to deal with her emotions during 

contractions, and how to make a birth plan that works for 

her. Participants were encouraged to include their support 

people in decision-making and relaxation techniques, and 

the significance of partner and family support during labor 

was covered. 

For at-home reviews, instructional handouts with key 

message summaries and QR codes to view demonstration 

videos were supplied. Participants were encouraged to 

voice any concerns and ask questions during the program. 

Engagement and attendance were tracked, and 

reinforcement was given as required. In order to address 

any unanswered questions and bolster confidence in one's 

ability to give birth, the intervention ended with a group 

discussion. Changes in maternal knowledge, labor pain 

scores, self-efficacy, and psychological well-being in 

comparison to the control group were used to gauge 

effectiveness. 

2.4. Measures Data 

Data collection was carried out using primary and 

secondary data. Secondary data was obtained by looking at 

the register of pregnant women, consisting of age, 

education, gravity, parity, and gestational age. Preliminary 

data were obtained directly through psychophysiological 

model development interventions. The research used four 

main sections of the instrument. The first section consisted 

of the characteristics of the pregnant respondents, namely 

age, gestational age, and education. 

The second section covered husbands' knowledge and 

behaviors regarding childbirth support, adapted from 

previous research [25]. The questionnaires were 

administered pre- and post-intervention. 

The third section covered childbirth outcomes, including: 

maternal anxiety measured using the PRAQ-R2 

questionnaire in Indonesian [29], [30]; pain measured 

using the Numeric Rating Scale [31]; labor duration 

measured in minutes; and the degree of laceration using the 

guidelines from Normal Childbirth Care; infant well-being 

measured using the APGAR score at the first and fifth 

minutes. Maternal birth experience was also measured 

using the Childbirth Experience Questionnaire (CEQ) 

validated in Indonesian [32], and the desire for rooming-in 

offered during the fourth stage of labor. 

The fourth section presented postpartum outcomes, 

including uterine involution, assessed at the postpartum 

visit on day 6 and the postpartum visit in the second week. 

Successful breastfeeding was assessed in the second week 

for mothers who practiced exclusive breastfeeding. 

Postpartum maternal self-efficacy in breastfeeding using 

the Breastfeeding Self-Efficacy Scale – Short Form 

(BSES-SF) questionnaire [33], [34] and postpartum 

psychological problems using the Indonesian version of the 

Edinburgh Postnatal Depression Scale (EPDS) 

questionnaire [35]. 
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2.5. Data Analysis 

Data is inputted starting from editing, coding, and 

tabulation using the Excel program, then imported into the 

SPSS program. Data analysis was conducted using SPSS 

version 24. The distribution of numerical data in this study 

was not normal, with Shapiro-Wilk values <0.05 in each 

group. Categorical data analysis used the chi-square test, 

while numerical data used the Mann-Whitney test. Pain 

measurements were repeated four times in each group 

using the Friedman Test. This study set an alpha of 0.05 

and a 95% CI. 

3. Results 

This research was completed within four months. The 

original subjects were 43 study participants in each group. 

There were 40 study participants in the intervention group 

and 40 study participants in the control group who 

completed the study. Subjects who did not meet the study 

criteria were three from the intervention group and one 

from the control group. A total of 2 study participants 

moved from Muara Enim Regency. 

Based on Table 1, it was found that the characteristics of 

the two groups did not differ significantly according to age, 

parity, and education (p-value> 0.05). 

Table 1.  Characteristics of research subjects 

Characteristic Control n=40 Intervention n=40 P value 

Age    

Mean ± SD 27,03±4,84 29,10±7,25 0,217 

Median 25,0 29,0  

Range 20-35 17-35  

Gravida    

1 19 (47,5%) 18 (45,0%) 0,841 

2 15 (37,5%) 14 (35,0%)  

3 6 (15,0%) 8 (20,05)  

Education    

Elementary 10 (25,0%) 8 (20,0%) 0,652 

Intermediate 14 (35,0%) 18 (45,0%)  

High 16 (40%) 14 (35,0%)  

Based on Table 2, knowledge before the study showed 

that husbands' knowledge in the control group was 

significantly higher than in the intervention group (p-value 

0.003). After the psychophysiological educational model, 

the research results of the intervention group increased 

significantly (p-value <0.001) and surpassed the control 

group. The improvement in knowledge was significantly 

greater in the intervention group (p-value 0.000). 

Regarding supportive behavior, no significant difference 

was found between groups before intervention (p-value 

0.825). In contrast, after the educational program, the 

improvement of the intervention group was significantly 

higher than that of the control group (p-value <0.001). It 

can be seen that the increase in the husband's behavior in 

the intervention group was higher compared to the control 

group (p-value 0.000). 

Table 2.  Effect of Psychophysiological Birth Education on Husbands’ 
Knowledge and Support During Childbirth 

Variables Control n=40 Intervention n=40 P value 

Knowledge pre    

Mean ± SD 33,25±15,75 24,50±17,23 0,003 

Median 30,0 20,0  

Range 10-70 10-80  

Knowledge post    

Mean ± SD 45,50±13,95 76,75±7,97 <0,001 

Median 50,0 75,0  

Range 20-90 70-100  

Delta Knowledge    

Mean ± SD 16,25±14,26 52,25±19,93 <0,001 

Median 20,0 50,0  

Range 0-40 0-80  

Behavior pre    

Mean ± SD 33,75±21,08 30,75±16,07 0,825 

Median 30,0 20,0  

Range 10-70 20-80  

Behavior post    

Mean ± SD 63,75±25,08 98,25±4,46 <0,001 

Median 65,0 100,0  

Range 0-100 80-100  

Delta Behavior    

Mean ± SD 30,0±33,1 67,50±17,35 <0,001 

Median 30,0 70,0  

Range 0-60 20-80  

Based on Table 3, it was found that the influence of 

education on the birth psychophysiology education model 

for mothers and babies. Maternal anxiety when entering 

labor in the control group was higher than in the 

intervention group (29.53 ± 5.14; 24.83 ± 4.67; 0.000). 

There was no significant difference in initial labor pain 

upon entering the delivery room, but the results showed 

that in the active phase of labor, there was lower pain in the 

intervention group compared to the control group (p value 

<0.05). The duration of the first stage of labor for mothers 

in the control group was longer than in the intervention 

group (5.81 ± 1.60; 4.13 ± 1.94; 0.000). The duration of the 

second stage of labor for mothers in the control group was 

longer than in the intervention group (41.0 ± 11.44; 30.88 ± 
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16.20; 0.000). Despite a greater number of mothers in the 

intervention group exhibiting no perineal laceration and 

achieving higher positive APGAR scores at both the 1st 

and 5th minutes, these differences lacked statistical 

significance. The intervention group had significantly 

elevated childbirth experience scores, representing a more 

favorable birth experience. The intervention group 

exhibited a slightly greater propensity to room-in, although 

the difference between groups was not statistically 

significant. The findings indicate that the educational 

intervention led to decreased maternal anxiety, discomfort, 

and labor time, along with an improved birthing 

experience. 

The line plot (Figure 1) indicates that mean labor pain 

scores elevated more significantly in the control group 

compared to the intervention group during the active phase 

of labor. Although both groups commenced with 

comparable pain levels, the control group saw a 

significantly greater increase in discomfort over time. 

During the initial and particularly the second hour of active 

labor, the intervention group consistently reported 

considerably lower pain scores (denoted by an asterisk), 

demonstrating that the instructional model effectively 

alleviated labor pain. 

Table 3.  Effect of educational model of birth psychophysiology on Labor Outcome 

Variables Control n=40 Intervention n=40 P value 

Anxiety    

Mean ± SD 29,53±5,14 24,83±4,67 <0,001 

Median 29,0 24,5  

Range 17-40 15-35  

Pain in first Entry labor room    

Mean ± SD 3,45±1,1 3,69±0,99 0,371 

Median 4,0 4,0  

Range 2-5 2-5  

Pain in first active labor    

Mean ± SD 6,05±1,42 4,88±1,50 <0,001 

Median 7,0 5,0  

Range 4-9 3-7  

Pain 1st Hour after active labor    

Mean ± SD 6,35±1,41 5,0±1,51 0,003 

Median 7,0 5,0  

Range 4-9 3-7  

Pain 2nd Hour after active labor    

Mean ± SD 7,93±1,52 5,25±1,61 <0,001 

Median 8,0 5,50  

Range 6-10 3-8  

Duration First Stage (Hour)    

Mean ± SD 5,81±1,60 4,13±1,94 <0,001 

Median 6,0 4,0  

Range 3,0-8,0 1,0-8,0  

Duration Second Stage (Hour)    

Mean ± SD 41,0±11,44 30,88±16,20 <0,001 

Median 37,5 30,0  

Range 20-55 15-60  
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Table 3 continued 

Perineum Laceration 

No Laceration 12 (30,0%) 22 (55,0%) 0,077 

1st Grade 17 (42,5%) 11 (27,5%) 

2nd Grade 11 (27,5%) 7 (17,5%) 

3st Grade 0 (0%) 0 (0%) 

4nd Grade 0 (0%) 0 (0%) 

1st minute APGAR Score 

7 14 (35,0%) 17 (42,5%) 0,768 

8 22 (55,0%) 20 (50,0%) 

9 4 (10,0%) 3 (7,5%) 

5th minute APGAR Score 

9 15 (37,5%) 8 (20,0%) 0,138 

10 25 (62,5%) 32 (80,0%) 

Childbirth Experience 

Mean ± SD 42,73±8,20 59,83±11,75 

Median 42,0 61,50 

Range 30-56 39-77 

Willing to Rooming In 

No 4 (10,3%) 1 (2,5%) 0,201 

Yes 35 (89,7%) 39 (97,5%) 

Figure 1.  Comparison of Labor Pain Scores at Four Time Points Between Control and Intervention Groups 
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Table 4 shows postpartum outcomes in both groups. The 

intervention group demonstrated better uterine involution 

and breastfeeding practices than the control group, 

although not significantly (p-value >0.05). Postpartum 

self-efficacy in the intervention group was significantly 

higher than in the control group. The intervention group 

exhibited significantly higher postpartum self-efficacy 

scores (mean±SD: 52.36±7.49) compared to the control 

group (38.48±6.06; p<0.001). The mean postpartum 

depression score was significantly lower in the intervention 

group (5.0±3.10) than in the control group (9.83±2.36; 

p<0.001). The results demonstrate that the educational 

model of birth psychophysiology effectively enhanced 

maternal self-efficacy and diminished the likelihood of 

postpartum depression. 

Table 4.  Effect of educational model of birth psychophysiology on 
Postpartum Outcome 

Variables Control n=40 Intervention n=40 P value 

Uterine involution    

Prolonged 5 (12,5%) 2 (5,0%) 0,429 

Normal 35 (87,5%) 38 (95,0%)  

    

Breastfeeding Practice    

Unsuccessful 11 (27,5%) 4 (10,0%) 0,086 

Successful 29 (72,5%) 36 (90,0%)  

    

Self-Efficacy 

Postpartum 

   

Mean ± SD 38,48±6,06 52,36±7,49 <0,001 

Median 38,0 53,0  

Range 30-50 36-64  

    

Postpartum depression    

Mean ± SD 9,83±2,36 5,0±3,10 <0,001 

Median 9,0 4-5  

Range 6-14 1-10  

4. Discussion 

In this study, the pregnant women were homogeneous in 

both the control and intervention groups. The results 

indicate that the Childbirth Psychophysiology Educational 

Model on Husbands' Activeness in Supporting Childbirth 

improved husbands' knowledge and behaviors in 

supporting Childbirth. The resulting impact on labor 

outcomes can include reduced anxiety, labor pain, shorter 

labor duration, and a better birthing experience. The impact 

on postpartum outcomes can increase breastfeeding 

success, breastfeeding self-efficacy, and decrease 

postpartum psychological distress, as evidenced by lower 

symptoms of postpartum depression in the intervention 

group compared to the control group. 

All respondents in this study were at a low-risk age, thus 

demonstrating physiological and psychological readiness 

to give birth [36]. In this study, the first-gravida group was 

most numerous, followed by the second-gravida group. 

First-gravida are assumed to have a higher level of anxiety 

about childbirth [37]. Both groups have gravida, which is 

not significant. This means that the duration of labor in 

both groups was the same for primigravida and 

multigravida [38]. The education of the control group is 

higher in higher education compared to the teaching of the 

intervention group, namely, Middle education. This could 

affect the control group's ability to obtain better 

information about health than the intervention group. 

This research was carried out on husbands to support 

childbirth using physio and psychological approaches. The 

husband's knowledge was significantly significant after the 

intervention and was followed by supportive behavior in 

supporting childbirth and supporting during the postpartum 

period. In this study, the control group's knowledge was 

higher than the intervention group's before the study. 

However, at the end of the study, it showed that the 

knowledge of the intervention group was higher, with a 

more significant difference in increase compared to the 

control group. The behavioral results in both groups before 

the study were not significant. After the research showed 

that the intervention group was significantly higher, it 

could be seen from the increase in behavior in the 

intervention group, which was higher than in the control 

group. This shows that the psychophysiological 

educational model is adequate for husbands regarding their 

knowledge and active behavior in supporting childbirth. 

Low quality in providing support to pregnant women 

can increase the level of anxiety in facing the birthing 

process. The best support a pregnant woman can hope for 

is direct support from her partner. Increasing the husband's 

understanding and skills through education that supports 

the birthing process can also improve the husband's 

knowledge and consent behavior [39]. The husband's 

readiness as a birth companion is essential in shaping the 

individual's behavior. The husband's level of involvement 

in the birthing process is influenced by his knowledge 

about the process, which can create a positive view of the 

birthing process. As a health worker, it is essential to play 

an active role in preparing the husband so that he can be a 

practical birth companion and achieve the goals expected 

by the health worker [18], [19]. Husbands' opportunities to 

provide adequate support to mothers during childbirth can 

be increased by delivering appropriate health education 

[40]. 

The effect of health education on understanding a 

husband's support during childbirth will vary among 

individuals who receive such instruction. The possibility of 

husbands providing adequate support to mothers during 
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childbirth can be increased through appropriate health 

education. The success of this support can also increase the 

mother's self-confidence in facing the birth process [40]. 

The husband's psychophysiological health education 

model has received training to support his wife during the 

birthing process. They have been provided with 

understanding and skills involving motivation and pain 

reduction techniques during labor. The presence and 

support of the husband during labor provide emotional 

comfort to the mother and ensure that all her needs are met. 

The comfort women feel, when their husbands offer 

support during the birthing process, is triggered by their 

desire to involve their husbands in women's health. The 

goal is to make the wife feel delighted with the support 

provided by her husband, and this effort will help the 

delivery process run smoothly. 

Providing this intervention during labor significantly 

reduces labor anxiety and pain, resulting in a shorter labor 

duration and a better birthing experience. The husband's 

education intervention ensures that the husband is present 

not only physically but also provides psychological support. 

The husband's presence is significant in supporting the 

mother during pregnancy, childbirth, and postpartum. 

Husbands can provide support that includes 

encouragement, reducing physical stress, and providing the 

mother with emotional security. Therefore, providing 

comprehensive education to husbands to meet the mother's 

needs is essential, especially during pregnancy and the 

birth process [41], [42]. This is in line with research in 

Pringsewu, which states that a husband's education can 

increase self-efficacy, which has an impact on shorter 

labor duration [25]. 

The husband's presence during labor in this study can 

reduce the anxiety of the mother giving birth. Husbands 

have a great capacity to provide emotional support to 

mothers who are giving birth. The husband can say 

soothing words, massage the mother, or hold her hand 

tightly. This kind of emotional support plays a vital role in 

helping birthing mothers feel more peaceful and relaxed, 

which in turn can reduce their anxiety levels [43]. The 

husband can also play a role in helping the mother 

understand and deal with the birth process, explaining the 

details of the procedures that occur during labor, and 

providing practical assistance, such as assisting the 

mother in changing positions or giving warm compresses. 

All of these efforts can increase mothers' self-confidence 

and prepare them mentally to face childbirth, thus helping 

to reduce anxiety [9]. 

The tension felt by the mother during childbirth can 

affect the length of the labor process. Research has shown 

that mothers who experience high levels of anxiety tend to 

experience longer labor. Fear can induce physiological 

changes in the mother's body, including increased heart 

rate, blood pressure, and the production of stress 

hormones [44]. Previous research studies show that stress 

can hinder the progress of the birth process. Apart from 

that, anxiety can also make mothers feel more tense and 

difficult to relax. This can reduce the effectiveness of 

contractions and slow down the labor process [45]. The 

husband's partner is essential in creating a comfortable 

atmosphere during labor. High comfort can help mothers 

feel more relaxed and focused on the birthing process, 

speeding up the process [46]. 

The husband's presence before giving birth will calm 

the pregnant mother. Childbirth is a significant 

physiological and psychological event that benefits from 

the husband's support. By attending childbirth preparation 

training, husbands can understand the steps to take when 

their wives undergo the birth process. This can positively 

impact birth outcomes, including preventing prolonged 

labor and improving maternal and infant well-being and 

survival [14], [15], [47]. In previous research, husbands 

who received support training in childbirth could increase 

the self-confidence of mothers giving birth so that birth 

outcomes could improve, such as anxiety and duration of 

labor [48]. 

In this study, providing health education on a 

psychophysiological model can increase the husband's 

support, anxiety, and duration of labor. However, it is not 

significant for the baby's APGAR score, perineum 

laceration, and willingness to rooming in. This is because 

the anxiety in both groups is still moderate, and the 

duration of labor is within normal limits. Fetal welfare 

problems arise if the mother already has a pathological 

condition before delivery [49]. While husbands' support 

during labor is well documented, it's important to note that 

not all husbands actively participate in this role. Some 

husbands remain passive due to various factors, including 

work commitments or a lack of awareness of their 

potential impact [50]. 

This study is the first to demonstrate that the 

Psychophysiology Educational Model for husbands 

resulted in satisfactory postpartum outcomes, particularly 

in terms of breastfeeding self-efficacy and a reduced risk 

of postpartum depression. Psychophysiology-based health 

education provides husbands with skills in caring for 

mothers and children during the postpartum period. 

Previous research has shown the benefits of husbands' 

support, as it helps them psychologically adapt to their 

new role, reducing the risk of stress and anxiety. The 

emotional stability provided by husbands can lead to 

better mental health outcomes for mothers, particularly 

during the transition to motherhood [51]. 

Mothers who receive family support during the 

postpartum letting-go period have shown that early 

screening and increased understanding among families 

can reduce postpartum depression and baby blues [52]. 

Previous research has shown that psychoeducational 

programs can prevent postpartum depression, anxiety, and 

stress. However, one study found no significant difference 

in stress levels between the intervention and control 

groups, and parents appreciated the information provided, 
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suggesting the program may be more effective in 

parenting [53]. 

Based on the premise of this research, the 

psychophysiology education provided in this research 

aims to encourage husbands to be actively involved in 

supporting mothers during the birth process, including 

emotional and physical support. The support provided by 

the husband can play a role in reducing the stress and 

anxiety levels of mothers who are giving birth. More than 

that, the husband's support can increase the mother's 

self-confidence in facing childbirth, which can help the 

mother feel more relaxed and focused on the birth process, 

thus accelerating the process. The support provided by the 

husband can also create high levels of comfort during 

labor, which contributes to the mother's relaxation and 

focuses attention on the labor process, which ultimately 

can speed up the process. 

The strength of this research is that we involved 

primiparous and multigravida parity types so that this 

research can be generalized to the conditions of all parties. 

We assess that there is no significant relationship between 

equality and maternal anxiety, so the husband's support is 

considered essential for mothers of all parties. This 

psychophysiological model can be applied to various 

parties. 

The limitation of this research is that the researchers did 

not directly analyze the correlation between the husband's 

support, anxiety, and duration of labor. It is hoped that 

future research can see the impact of the husband's 

support model over a more extended time. 

5. Conclusions 

The results of this study showed that husbands' 

knowledge and behavior to support their mothers' 

childbirth increased after the psychophysiological model 

of health education. This education can improve maternal 

birth outcomes as well as make breastfeeding a success and 

improve postpartum outcomes. Husband education using a 

psychophysiological model can be an alternative to the 

importance of the husband's presence in childbirth 

preparation to improve good birth outcomes. 
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