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Health-promoting behaviors in pregnant women bring about healthy mothers and
infants. The purposes of this study were to explore perceived benefits of action, perceived
barriers to action, health-promoting behaviors and to examine predictors of health-
promoting behaviors in pregnant women. The sample was cofnposed of 250 pregnant
women who attended the antenatal care units at Siriraj Hospital, Rajvithi Hospital, Bangkok
Metropolitan Administration Medical College and Vajira Hospital. Four different
questionnaires concerning personal data, perceived benefits of action, perceived barriers to
action and health-promoting behaviors were used for data collection. Data were analyzed by

using multiple correlation coefficients and the stepwise multiple regression.

The results of the study demonstrated that health-promoting behaviors of most
pregnant women were at a rather good level. A mean score of perceived benefits of action
was at a high level and a mean score of perceived barriers to action was at a low level.
Multiple regression revealed that 22 percent of variance of health-promoting behaviors was
accounted for by three factors: age, perceived benefits of action and perceived barriers to
action (p < 0.01).

The researcher suggested that nurses should screen pregnant women with three
significant factors: age, perceived benefits of action and perceived barriers to action in order
to know who are at risk to have poor health-promoting behaviors. Moreover, nurses should
initiate an intervention program to help the women to realize the importance of health-

promoting behaviors in order to maintain those behaviors.
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CHAPTERI1

INTRODUCTION

Background and Significance of the Study

Having a baby is a normal natural physiological event for which a woman’s
body is designed, although it has never been considered to be free of risk. In Thailand,
the maternal and neonatal mortality rates are still high. In 1996, the maternal mortality
rate was 43.9 per 100,000 live births, whereas the infant mortality rate was 26.1 per
1,000 live births (Ministry of Public Health, 1997: 23). One of the major goal of The
Eighth National Economic and Social Development Plan (1997-2001) is the
decreasing of infant and maternal mortality to be less than 20 per 100,000 and 21 per
1,000 live births respectively (Ministry of Public Health, 1997: 1 1).

Inappropriate health behavior may be cause of the infant and maternal
mortality. Poor nutrition, strenuous work, insufficient rest, anxiety, stress and lack of
prenatal care lead to unhealthy mothers and infants as well as severe complications
(Tongsong & Wanapirak, 1998: 82-100). Common complications of pregnant women
include antepartum hemorrhage, pre-eclampsia, anemia, premature labor, pre- and
post-partum hemorrhage (Jatukrajinda, et al., 1991: 95). Health-prorn'oting behaviors,
on the contrary, can prevent and control those complications and lead to good quality
life for mothers and infants (Simarak & Tongsong, 1994: 186-192; Srisomboon,
Oranratanachai & Wanapirak, 1995: 103-116). Health-promoting behaviors should be

considered beneficial for improving the health status of pregnant women, controlling
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and preventing serious complications, leading happiness to their family, and bringing
good results to the country.

Health-promoting behaviors in pregnant women are the activities that
women perform in order to improve their physiological, psychological and social
conditions. The healthy lifestyle, classified by Pender (1996: 66-73), is composed of
six major components as follows: health responsibility, physical activity, nutrition,
interpersonal relations, spiritual growth, and stress management.

Health responsibilities for every pregnant woman are seeking routine prenatal
care services and information related to pregnancy in order to improve her self-care.
The informations related to pregnancy include signs and symptoms of disorder or
complications, nutritional diet, activity and rest, and dental care play an important role
in prevention of complications during pregnancy (Wren, 1985: 29). A study of
Poungsub (1989: 90) showed that the pregnant women who were lack of prenatal care
or received few prenatal cares had a higher mortality rate than the ones who received
prenatal care regularly.

Physical activity is the activity about body movement, which includes
exercises and activities in daily life. A pregnant woman should remain active during
pregnancy, participate in her normal activities but avoid activity that causes
unnecessary fatigue especially during the later months. Premature labour and low birth
weight infant may be induced (Clark, Affonso & Harris, 1979: 30, Jensen, Benson &
Bobak, 1979: 20). Proper bending and lifting techniques help a pregnant woman to
avoid back and muscle strain (Intaraprasert, 1987: 63).

Nutrition is the behavior about eating habits and an appropriate diet for

pregnant women. The women should develop healthy eating habits including adequate
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caloric intake, a high protein diet and appropriate vitamin-mineral supplements. Some
eating habits, such as taking alcohol as well as other forms of alcohol including spirits,
fortified wines and beer should be avoided. A list of nutrients, which is necessary
during pregnancy such as menu suggestions, recipes and shopping advice should be
provided for pregnant women. Abel (1979: 176) found that to promote good nutrition
to pregnant woman is to make her understand about the important of nutrition.
Moreover, good nutrition would decrease the mortality and morbidity of both mother
and infant.

Interpersonal relationships are the activities about the abilit"y. to make
relationship with other people. A pregnant woman should have these activities in order
to support and help herself when she has some problems. A good relationship brings a
warm comfort atmosphere for encouraging health-promoting behaviors (Caplan, 1974:
94). Moreover, a study of Oprasertsawat (1988: 94) found that social support
positively affected the health promoting behaviors.

Spiritual growth is the activity to develop one’s spiritual nature to its greatest
potential, including the ability to discover and articulate one’s basic purpose in life, to
learn how to help, to love, to be joyful, to be peaceful and to be fulfilled and how to
help oneself and others achieve their greatest potentiality. A pregnant woman who is
enthusiastic in her activities will meet her goal and have spiritual growth (Wallace,
Brennan & Haines, 1984: 261-262). A study of Pongsphus (1980) found that a sense
of self-value influences health-promoting behavior.

Stress management is the activity which could make self-relaxation. These
activities include having leisure time and sufficient rest. Pregnant women should

practice relaxation technique, take the balance of work and rest, and plan to manage
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their situation (Tongsawat, 1988: 227). According to Sunakorn, et al. (1988: 42),
levels of stress in pregnant women were correlated with low-birth weight infant,
neonatal death and perinatal death (Norbeck & Tilden, 1983:46).

According to Health Promotion Model (Pender, 1996), health-promoting
behavior of a pregnant woman may be influenced by two groups of major factors: the
first group, behavior-specific cognition and affect and the other, individual
characteristics and experiences. Behavior-specific cognition and affect are considered
to be of major motivational significance in health-promoting behavior. This category
of variables consists of perceived benefits of action, perceived barriers to action,
perceived self-efficacy, activity-related affect, interpersonal influences and situation
influences. Individual characteristics and experiences affect subsequent actions. The
strength of effects depends on the target behaviors. Individual characteristics and
experiences consist of prior related behaviors and personal factors. Many previous
studies had explored the relationships of health-promoting behaviors and those
variables such as perceived self-efficacy, perceived benefits of action, perceived
barriers to action and selected personal factors (Patanavanichnun, 2000; Suwabhabh,
1999). However, limitation of the studies was all the subjects were pregnant industrial
workers. Therefore, this study chose to study health-promoting behaviors in all career
pregnant women.

Perceived benefits of action are belief, feeling and cognition of a pregnant
woman about the heath-promoting behaviors. A pregnant woman who has believes in
benefits or positive outcome expectation will have appropriate health-promoting

behaviors. A study of Nirattharadorn (1996: 84) found the positive correlation between
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the perceived benefit of health-promoting behavior and health-promoting behavior in
adolescent pregnant women.

Perceived barriers to action are the anticipated barriers about the
unavailability, inconvenience, expense, difficulty or time-consuming nature of a
particular action. Anticipated barriers of a pregnant woman may block the health-
promoting behavior (Becker, 1974: 4-5). Barriers usually arouse motives of avoidance
in relation to a given behavior, A pregnant woman who perceives low barriers will be
ready to perform health-promoting behaviors (Pasunun, 1986: 82).

The personal factors ir;cluding age, education, family income, gestational
age and gravidity are proposed to have effects on health promoting behaviors
(Pender, 1996). The older should have more experience to make them capable of
considering or judging well (Lazarus & Folkman, 1984: 172). Lambert & Lambert
(1979: 210) found that adults who had maturity were more responsible for their health
and easily understood their treatment and their self-care. Education is an important
factor that have an influence on the seeking-knowledge behaviors. It is correlated with
health prevention. Opasiriwit (1988: 44) found that educational level was positively
affected the perceived benefits of self-care services. It helps people to learn,
understand, and perform their basic need activity (Edelman & Mandle, 1990: 18).
Nounboonang (1992: 85) found statistically positive correlation between family
income and health-promoting behavior in pregnant women.

A difference of gestational age would bring a different feeling and interest in
health status of a pregnant woman (Olds, et al., 1980: 228-299). The previous

pregnancy also gives an experience to engage in health-promoting behavior and helps
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pregnant women to understand and solve problem better than the primigravida
(Cropley, 1979: 14).

Health-promoting behaviors in pregnant women are very important to improve
the health status of both mothers and infants. Therefore, the researcher aimed to study
the health-promoting behaviors and some influencing variables including perceived
benefits of action, perceived barriers to action and some personal factors such as age,
education, family income, gestational age and gravidity in order to be a guideline for

prenatal care service to promote health-promoting behavior for pregnant women.

Statement of the Problem
How well do age, education, family income, gestational age, gravidity,
perceived benefits of action and perceived barriers to action explain health-promoting

behaviors?

Purposes of the Study

1. To describe perceived benefits of action, perceived barriers to action and
health-promoting behaviors in the pregnant women.

2. To investigate whether some demographic characteristics such as age,
education, family income, gestational age, gravidity, perceived benefits of action and
perceived barriers to action can explain the variability of health-promoting behaviors

in the pregnant women.
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Conceptual Framework

This study used Pender's Health-Promotion Model to be conceptual
framework. Health-promoting behaviors for pregnant women included six major
components of healthy lifestyle. Walker, Sechrist & Pender (1987: 76-81; 1996: 136)
described the six components as follows: health responsibility, physical activity,
nutrition, interpersonal relations, spiritual growth and stress management. Moreover,
unique personal characteristics, experiences, behavior-specific cognitions and affect
are considered to be major motivations and influence health-promoting behavior
(Pender, 1996 & Becker, 1974). The anticipated benefits or outcomes and barriers to
action, the variables within behavior-specific cognitions and affect, influence health-
promoting behavior of pregnant women. Age, education, family income, gestational
age, gravidity, variables within personal factors, are also depicted to have an effect on

health-promoting behaviors of pregnant women as shown in Figure I.
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T

Figure I: Conceptual framework of the study demonstrates the relationships of factors

influencing health-promoting behaviors in pregnant women.

Source: Adapted from the Health Promotion Model (Pender, 1996)

Hypothesis

Perceived benefits of action, perceived barriers to action, age, education,

family income, gestational age and gravidity are the factors that can predict health-

promoting behaviors in the pregnant women.
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Scope of the Study

This research studies the factors influencing health-promoting behaviors in
pregnant women. The sample was pregnant women who visitted antenatal care clinics
at Siriraj Hospital, Rajvithi Hospital, Bangkok Metropolitan Administration Medical

College and Vajira Hospital.

Definition of Terms

1. Health-promoting behaviors in pregnant women mean the actions of
pregnant women in daily activities in order to improve their health status in
physiological, psychological, emotional and social conditions. It could be determined
by the questionnaires developed from Walker, Sechrist & Pender (1996:134) which is
divided into six subsclaes:

1.1 Health responsibility means the actions of pregnant women about
their health concern, including self-care, monitoring their physiological change,
seeking health education and health care services in order to prevent some serious
complications during pregnancy.

1.2 Physical activity means the actions of motor and body movement
which require energy supply such as exercises and daily living activities in order to
maintain the balance of their bodies.

1.3 Nutrition means the behaviors of pregnant women concerning eating
habits and a proper diet judgement.

1.4 Interpersonal relations mean the actions of pregnant women about the

ability to make a relationship with other people in order to receive social support.
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1.5 Spiritual growth means the actions of pregnant women that express
awareness of life priorities, determine purpose or plans of life, articulate to achieve
their greatest potentiality and peace in life.

1.6 Stress management means the actions of pregnant women that help
them to relax, have appropriate emotional expressions, have activities in leisure time
and sufficient rest.

2. Perceived benefits of action are defined as the belief, the thought and the
feeling of pregnant women regarding health-promoting behaviors, which give benefits
to both themselves and their infants. The perception included the benefits of health
responsibilities, physical activity, nutrition, interpersonal relationship, spiritual growth
and stress management. In this study, perceived benefits of action was measured by
the perceived benefits of health-promoting behaviors of adolescent pregnant women
questionnaire developed by Nirattharadorn (1996) according to Backer's Health Belief
Model (1974).

3. Perceived barriers to action are defined as the belief, the thought and the
feeling of pregnant women regarding things, events, and activities that inhibit the
conduct of health-promoting behaviors during pregnancy such as, money, facilitators
and misbelieves.

4. Personal factors are defined as characteristics of pregnant women that
affect health-promoting behaviors as follows:

4.1 Age means a full year of age of pregnant women starting to count since
the date of birth and up to the date of the study.

4.2 Educational level means full years of education of the pregnant

women since the first class to the final class.



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Maternal & Child Nursing) /11

4.3 Family income means the average income per month of pregnant
women and their husbands.

44 Gestational age means the time period from the date of last
menstruation period to the date of antenatal care counted by week at the time of this
study.

4.5 Gravidity means the number of pregnancy of the pregnant women that

are counted regardless of the outcome of the pregnancy.

Expected outcomes and benefits
Guidance for nurses to bring perceived benefits of action, perceived barriers to
action and others factors to be components of assessment, planing to give knowledge,

suggestion and assistance to promote health-promoting behaviors in the pregnant

women.
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CHAPTER II

LITERATURE REVIEW

The study is a descriptive research to examine health-promoting behaviors, the
perceived benefits of and perceived barriers to health-promoting behaviors of pregnant
women. The literature review is presented in following topics: a) health-promoting
behaviors of pregnant women. b) factors influencing health-promoting behaviors of

pregnant women.

Health-promoting behaviors of pregnant women

Health-promoting behaviors of pregnant women is important because
pregnancy is one of the developmental tasks in women life. Pregnancy normally
causes many complex and automatic physical, psychological and social changes in a
women and may lead to some deviation from normal (Pritchard & MacDonald, 1985:
245). One cause of serious complications of pregnancy may be the effects of
inappropriate health-promoting behaviors of pregnant women such as receiving
inadequate recommended dietary allowances, insufficient rest, vigorous working,
anxiety, stress and lack of prenatal care (Tongsong & Wanapirak, 1998: 82-100).
Serious complications, which may occur during pregnancy, delivery and postpartum
period, are bleeding per vaginal during pregnancy, pregnancy induced hypertension,
maternal anemia (Jaturajinda, et al., 1991:95), preterm labour, postpartum hemorrhage,
low birth weight, intrauterine growth retardation and neural tube defects. Those
complications increase mortality and morbidity both for mothers and infants (Cranley,

1983: 14-16).
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Health-promoting behaviors are very important for pregnant women to perform

in their daily living in order to maintain their own health and baby health (Simarak &
Tongsong, 1994:186-192; Srisombomn, Oranratanachai & Wanapirak, 1995:103-106).
The good health behaviors can reduce the problem of infant health, control and
prevent complications, decrease maternal mortality rate and infant mortality rate.
Health-promoting behaviors can lead to the targets of the Eight National Socio-
Economic Development Plan (1999-2001). That is well-being in family life.

The concept of health-promoting behaviors is the positive action life-style that
is directed toward sustaining or increasing the individual's level of well-being, self-
actualization and personal fulfillment (Walker, et al., 1992: 268; Palank, 1991: 818,
Pender, 1996: 134). Health-promotion component of activities increase the levels of
health and well-being and actualize or maximize the potential health of individual,

family groups, community and country (Marray & Zentner, 1993: 659).

Health-promoting behaviors in pregnant women following Health-
Promotion Model.

Pregnant women have to establish good health behaviors for the benefits of a
healthy mother both physical and psychological condition during their pregnancy as
well as a normal, growth development baby.

According to Health-Promotion Model (Walker, Sechrist & Pender, 1987: 76-
81; Pender, 1996: 134), the major components of a healthy lifestyle will be developed
by six dimensions including health responsibility, physical activity, nutrition,
interpersonal relations, spiritual growth and stress management. Therefore, pregnant

women should have these components in their health-promoting behaviors as follows:

46237
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1. Health responsibility. Pregnant women should have activities related to
self-care management, observation of their body changes during pregnancy, seeking
information or knowledge and prenatal care in order to promote their own health and
the baby health as described below:

L1 General hygiene. A woman is likely to perspire profusely during
pregnancy. Frequent baths at least 2 times per day, either in the tub or in the shower,
are needed. They should avoid hot water during the first trimester because it affects
the development of neuro system of the fetus (Stoppard, 1993 cited by Tanansert, et
al., 1995: 107).

The pregnant women should have good dental hygiene and have dental
investigated regularly. Special breast care should be done especially after the first
trimester by soap and clean water everyday (Chareonpanit, 1998:96). Beginning at
about the sixth to seventh month of pregnancy, the nipple should be dried after bathing
with a somewhat rough towel. Very limited soap should be applied to the breasts
because soap removes the natural oils provided by Montgomery's glands. The women
should be instructed to grasp the nipple firmly between the thumb and the index finger
and to pull out siightly then twirl it back and forth several times. This exercise should
be done daily in order to prepare breast-feeding.

Even though normal vaginal secretions are intensified during pregnancy,
the women should not be douched unless it is prescribed for a vaginal tract infection.
Only cleaning with soap and water around the outside genital area is sufficient
(Burroughs, 1986:122).

1.2 Clothing. The clothing worn during pregnancy should be lightweight,

non-constricting and comfortable. It is important that the pregnant women wear good
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support brassieres, and she needs a larger size of brassieres as the pregnancy
progresses. The high-heeled shoes increase the lumbar curvature and aggravate
backaches, as pregnancy progresses and the women’s center of gravidity moves
forward. Lower-heeled shoes may be suggested and more comfortable (Novak &
Broom, 1995: 128-129).

1.3 Prevent infection. Pregnant women should avoid the infectious person
especially measles, mump, influenza, and chicken pox. Those infections may cause a
deviation from normal structure or function of the fetus.

1.4 Smoking, alcohol consuming and drug addiction. Cigarette smoking
should be stopped or reduced to a minimum during pregnancy. Nicotine contained in
cigarette can impair maternal nutrients and have an impact on the fetus.
Carboxyhemoglobin, which increases from cigarette smoking, can reduce oxygen
available to the body tissues of the fetus. Therefore, cigarette smoking is not only
Jeopardizes the women's health but also has been associated with low birth weight,
increased embryonic and fetal mortality rates as well as incidence of congenital
anomalies (Cranley, 1983:15).

The ingestion of alcoholic beveragés, such as beer, wine, liquor, during
pregnancy should be discontinued. Mothers who consume alcohol during their
pregnancy place their infant at risk for fetal aicohol syndrome (FAS) (Burrough, 1986:
115; Benson & Pernoll, 1994: 146-147).

1.5 Surrounding. The pregnant women should avoid the polluted
environment such as air or noise pollution, toxin, chemicals and dust. They should try

to find the green area.
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1.6 Employment. Most women can continue their work during pregnancy.
However, they should not be exposed to hazardous conditions or become seriously
fatigue. They can continue their employment if it is not dangerous through out their
pregnancy. However, it depends on several factors, one of which is the type of work,
industrial hazards, the policy of the employer, and the health of the employee. The
women whose employment requires more physical exertion should be adviced to take
maternity leave earlier. Taking a rest during the day may help to avoid undue fatigue
(Benson & Pernoll, 1994:145).

1.7 Sexual intercourse. In healthy pregnancies, no restriction on sexual
intercourse exists. Intercourse is contraindicated, however, in the case of premature
labor, rupture of membranes, vaginal bleeding, incompetent cervix, threatened or
habitual abortion, multiple pregnancy (after the 28 th week), and vaginal herpesvirus
or other sexually transmitted infection (Benson & Pernoll, 1994:145).

1.8 Drug. Pregnant women should not take drug by themselves. If there are
some necessary condition, it should be closed supervision by physician (Hymovich &
Chambelin, 1980:123). Some drugs such as tetracycline, choloquine, quinine, aspirin,
can cross the placenta to embryo and fetus. Congenital abnormally, abnormal
coagulogram, fetal distress, and low-birth weight are the consequences of those drugs.

1.9 Health-care service. Pregnant women should try to gain knowledge
about all aspects of pregnancy and seek for health-care services. Regular prenatal care
will assure that everything is normal and will help to detect for any deviation
(Burrough, 1986:101). Pregnant women should go to visit ANC as early as possible.

2. Physical activity. Pregnant women should be encouraged to continue

physical activity including suitable postures to avoid backpain and muscle strain.
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Exercise is. beneficial during pregnancy because it helps to improve strength and
flexibility of muscles and joints as well as relief muscle strain (Chareonpanit, 1996:18;
Burroughs, 1992:104). The appropriate exercise can improve the cardiovascular
function, reduce common discomfort of pregnancy and tolerate the process of labor
with less alteration in fetal cord blood (Benson & Pernoll, 1994: 145; Hacker &
Moore, 1986: 8).

Walking is considered the ideal exercise for pregnant women, and they should
be encouraged to walk at least 30 minutes in green area everyday (Intraraprasert, 1997:
63). Aggressive or vigorous exercise should be avoided. Women should be caution
when they do activities requiring balance and co-ordination. A physician might be
asked to provide the women with information of safe exercise. However, vigorous
exercise during the third trimester may be a cause of premature labor or low birth
weight baby (Clark, Affonso & Harris, 1979: 30).

3. Nutrition. The pregnant women should have appropriate eating habit to
meet their requirements for nutrients. During pregnancy, fetal development requires
many-listed nutrient to help their fetal growth. Good maternal nutrition is a major
determinant of normal fetal growth and development. Clark, Affonso & Harris (1979:
176) reported that if pregnant women actually understood the importance of nutrition
and promoted good maternal nutrition, the morbidity and mortality of both mother and
baby would decrease.

The important nutrient for pregnant women are discussed below:
3.1 Protein provides necessary amino acids for rapid fetal tissue growth and
builds supportive tissues for the mother and the fetus such as placenta, uterus, maternal

blood volume and breast tissues. In order to meet her needs and those of the
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developing fetus, the expectant mother should increase her daily intake of protein by
about 30 grams or at least 40 % added of the non-pregnant women (Koawnu,
1991:272)

3.2 Carbohydrate gives calories to pregnant women to spend during
activities of daily living. Food sources rich in carbohydrates include rice, bread, sugar
and potato that a pregnant woman should eat as normal people (less than 6 cups per
day).

3.3 Fat should receive as normal people, which is not more than 2.5 to 3
tablespoons per day and should be fat from plant not from animals.

3.4 Vitamins are essential for amino acid metabolism, protein synthesis,
fetal growth and development. Therefore, vitamins should be included in pregnant
women’s diet, particularly vitamin A, C, and D intake need to be higher. These
vitamins are found in citrus fruits, cantaloupes, tomatoes, green and yellow vegetables,
and fish liver’s oil.

3.5 Minerals. Minerals that need to be increased during pregnancy are
calcium, iron and phosphorus. Cheese, ice cream, enriched cereal and green leafy
vegetables are high in calcium. Iron is needed for hemoglobin formation, however,
iron is poorly absorbed, therefore, in order to meet the demands of pregnancy a
woman’s intake of iron is supplemented by 300 mg of ferrous sulfate per day (a
medical iron). Eggs, dark green leafy vegetable, dried fruit, red meat, liver are good
food source of iron. Moreover, a pregnant woman should drink clean water at least 8-
10 glasses per day.

4. Interpersonal relations. A pregnant woman should have some activities to

create a relationship with other persons. They should contact people in the society
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(Caplan, 1974: 73). People in social network can support each other in various aspects
including in health-promoting behaviors. Pregnant women may receive some support
about information that they can use it to solve their problems and to decrease their
stress. Oprasertsawat (1988: 94) found that social support had a positive relationship
with health-promoting behaviors and was a good predictor to health-promoting
behaviors.

S. Spiritual growth. Spiritual health is the ability of pregnant women to
develop one’s spiritual nature to its greatest potential. These abilities include the
ability to discover and articulate the basic purpose in their lives, the ability to learn
how to experience love, joy, peace, and fulfillment, and the ability to help themselves
and others to achieve their greatest potential (Pender, 1996: 129-130). If pregnant
women could achieve their life goals, they will realize their reality and know better
about themselves. They can use their power of knowledge and ‘ability to solve any
possible problems and have hope and zest for living to support. Similarly, Pongproug
(1980) found that self-esteem had positive relationship with health-promoting
behaviors.

6. Stress management. Pregnant women should have some activities by which
could release the physical and psychological stress such as exercise, talk to close
friends, travelling, or take time to relax. However, they to balance between physical
activity and rest (Tongsawat, 1988: 227). Sunakom, et al. (1988: 42) reported that a

high level of stress during was associated with low birth weight and perinatal death.
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Factors influencing health-promoting behaviors in pregnant women

According to Pender (1987) the six components of healthy lifestyle can
enhance maternal and infant health if a pregnant woman engages in health-promoting
behaviors. However, the differences in her lifestyle behaviors depend on many factors.
According to Health Belief Model (Becker, 1974:3), an individual who takes an action
to avoid an illness, the one needs to believe in 1) perceived susceptibility, 2) perceived
severity, 3) perceived benefits, 4) perceived barriers and 5) have health motivation.
This model is a foundation of the Health-Promotion Model developed by Pender
(1987, 1996). Pender (1996: 66-73), the continuity of health-promoting behaviors
depends on the two groups of major factors: individual characteristics and experiences

and behavior-specific cognitions and affect presented in Figure II.
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1. Individual characteristics and experiences consist of two factors: prior
related behavior and personal factors.

1.1 Prior related behavior is proposed as having direct and indirect
effects on the likelihood of engaging in health-promoting behaviors (Pender, 1996: 66
-67). The direct effect of current health-promoting behaviors may be due to habit
formation, predisposing one to engage in the behavior automatically. The indirect
effects influence health-promoting behaviors through perceptions of self-efficacy,
benefits of, and barriers to those behaviors, and activity-related affect. Therefore, prior
related behaviors have an impact on the behavior-specific cognitions and affect, which
in turn, have an influence on health-promoting behaviors.

1.2 Personal factors have been categorized as biologic, psychologic and
sociocultural aspects. Personal biologic factors include age, gender, body mass index,
pubertal status, aerobic capacity, strength, agility, and balance. Personal psychologic
factors include self-esteem, self-motivation, personal competence, perceived health
status, and definition of health. Personal sociocultural factors include race, ethnicity,
acculturation, education, and socioeconomic status.

2. Behavior-specific cognition and affects consist of six factors including
perceived benefits of action, perceived barriers to action, perceived self-efficacy,
activity-related affect, interpersonal infiuences and situational influences. The
interrelationships are described below:

2.1 Perceived benefits of action. According to Pender (1996: 68-69),
one’s plan to engage in a particular behavior often depends on the anticipated benefits
or outcomes that will occur. According to expectancy-value theory, a person will

engage and persist in a given action when the outcome of taking action is of positive
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personal value and is based on available information that is likely to bring about the
desired outcome. In the health-promoting model, perceived benefits are proposed as
having direct as well as indirect effects on health-promoting behavior (Pender, 1996).

2.2 Perceived barriers to action are the cognition, belief and affect, which
come together with the perceived benefits of action. According to Pender (1996: 66-
73), most individuals will not invest their efforts in any action, if they think that it is
impossible to achieve their goals. Perceived the benefits of those behaviors. Perceived
barriers to action are the obstacle for health-promoting behaviors. The barriers may be
imagined or real which consist of perceptions concerning the unavailability,
inconvenience, expense, difficulty, or time-consuming nature of a particular action
(Pender, 1996: 69).

2.3 Perceived self-efficacy is a judgement of one’s abilities to accomplish
a certain level of performance. Perceptions of skill and competence in a particular
domain motivate individuals to engage in those behaviors that they excel in. Feeling
efficacious and skilled in one’s performance is likely to encourage one to engage in
the target behavior more frequently than feeling inept and unskilled. In the Health-
Promotion Model, perceived self-efficacy is proposed as being influenced by activity-
related affect. The more positive the affect, the greater the perceptions of efficacy. In
turn, self-efficacy is proposed as influencing perceived barrier to action, with higher
self-efficacy resulting in lowered perception of barriers to the performance of the
target behavior. Self-efficacy motivates people to spend more time and effort to do
health-promoting behaviors. Moreover, it makes people to persevere with the

difficulties. Self-efficacy has an indirect effects on health-promoting behaviors
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through lowering perceived barriers to action and persevering to do a plan of action
(Pender, 1996: 69-70).

2.4 Activity-related affect is proposed as influencing health-promoting
behaviors directly as well as indirectly through self-efficacy and commitment to a plan
of action (Pender, 1996: 70). The affect associated with the behavior reflects a direct
emotional reaction or gut-level response to the thought of the behavior, which can be
positive or negative, and also may be is fun, delightful, enjoyable, averse, or
unpleasant. Behaviors associated with positive affect are likely to be repeated, whereas
those associated with negative affect are likely to be avoided. For some health-
promoting behaviors, both positive and negative feeling states will be induced. Thus,
the relative balance between positive and negative affect prior to, during, and
following the behavior is important to ascertain. Based on social cognitive theory
(Bandura, 1997), emotional responses either positive or negative and their induced
physiologic states during a behavior serve as sources of self-efficacy.

2.5 Interpersonal influences are cognitions concerning the behaviors,
beliefs or attitudes of others. They include norms (expectations of significant others),
social support (instrumental and emotional encouragement), and modeling (vicarious
learning through observing others engaged in a particular behavior). Individuals vary
in the extent to which they are sensitive to the wishes, examples, and praise of others.
However, given sufficient motivation to behave in a way consistent with interpersonal
influences, individuals are likely to undertake behaviors for which they will be
admired and socially reinforced. Susceptibility to the influence of others may vary

developmentally and be particularly evident in adolescence (Pender, 1996: 70-71).
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2.6 Situational influences on health-promoting behaviors include
perceptions of options available, demand characteristics, and aesthetic features of the
environment in which a given behavior is proposed to take place. Individuals are
drawn to and perform more competently in situations or environmental contexts in
which they feel compatible rather than incompatible, related rather than alienated safe
and reassured rather than unsafe and threatened. Environments that are fascinating and
interesting are also desirable for the performance of health behaviors (Pender, 1996:
71).

Since numerous influenced factors exist, those factors to be included in this
study were limited to a few that include perceive benefits of action, perceived barriers
to action and personal factors (age, education, family income, gestational age and
gravidity). Although some variables such as perceived self-efficacy also have
influenced on health-promoting behaviors of pregnant women, previous researches
have been already explored the relationship among those variables. For example,
Patanavanichnun (2000) reported that perceived self-efficacy and parity accounted for
29.6 percent of the variance in health-promoting behaviors of pregnant industrial
workers. These results are consistent with the study of Suwabhabh (1999) which found
that perceived self-efficacy, perceive benefits of action, and perceived barriers to
action explained 35 percent of the variance in health-promoting behaviors of pregnant
industrial workers. Because of limitation in specific samples, this study included
perceive benefits of action and perceived barriers to action to be explore as well as
some personal factors that are theoretically relevant to explanation and prediction of

health-promoting behaviors during pregnancy of pregnant women as follows:
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1. Perceived benefits of health-promoting behaviors in pregnant women.

Pregnant women’s mental factors including cognition, belief and affect
have an impact on health behavior outcome. Pregnant women tend to do health-
promoting behaviors if they anticipate the benefits of doing those behaviors. They tend
to invest time and resources in order to do those activities. Health-promoting behaviors
in pregnant women include eating good nutrition, visiting prenatal care regularly,
observing abnormal signs and symptoms, exercise, rest, making interpersonal
relationships (Pilliteri, 1995:442-445), stopping cigarette smoking, stopping alcohol
consumption and caffeine beverages, using drugs with physician prescribed and
controlling their stress (Gorric, et al., 1994). The motivational importance of perceived
benefits of those activities as described above has been supported by the conduct of
Nirattharadom (1996: 73). Her results showed a positive and significant relationship
between perceived benefits of actions and the health-promoting behaviors of
adolescent pregnant women. The benefits of each health-promoting behavior in
pregnant women are described below:

1.1 Nutrition. Pregnant women should know that good maternal nutrition
is a major determinant of fetal growth and development (Benson, 1980:121).
Moreover, good nutrition can decrease the mortality of both mother and infant (Clark,
Affonso & Harris, 1979: 276). Nutritious food enhances structure and functioning of
the body for both the mother and the baby.

1.2 Exercise: Pregnant women should know that suitable physical activity
can increase bowel movement that prevent constipation (Andolsek, 1990). Moreover,
it help the mother to sleep well, to relax muscle, to relieve mental stress, to enhance

feeling of 'wcll-being and to quickly return to normal after delivery (Broom & Novak,
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1995: 128). Ferguson, et al. (1989: 114) indicated that perceived benefits of exercise
were significantly associated with the willing to continue exercise.

1.3 Rest: Pregnant women should know that getting adequate rest can
release stress and strain of body muscles. A side-lying position provides optimal
circulation to the placenta and comfort for the pregnant women.

1.4 Employment: The pregnant women should know that avoiding heavy
exertion work or avoiding work with chemiqal, pollution and toxin are good result for
the health of the mothers and their fetuses (Beischer, 1986: 63).

1.5 Accident prevention: The pregnant women should know that
awareness of traveling, climbing upstairs, and walking on wet and slippery floor as
well as wearing low-heeled shoes is important to prevent accident (Pillitteri, 1995:
960).

1.6 Personal hygiene: Pregnant women should know the benefits of
brushing teeth, checking teeth by a dentist, changing brassieres, cleaning genital area,
and wearing light weight, non-constriction and comfortable clothes in order to prevent
infection and enhance blood circulation.

1.7 Avoidance of drug and other chemical substances: Pregnant women
should know that they should consult a physician when ever they use drugs. Moreover,
alcohol, tea, coffee and cigarette smoking can cause congenital anormally and low-
birth weight infant (Scott, Disaia, Hammond & Spellacy, 1994: 72).

1.8 Prenatal care: The pregnant women should know the benefits of
prenatal care that can help to detect abnormal signs and symptoms. Furthermore,
during antenatal visit, pregnant women will receive information regarding to

pregnancy, health-promoting practice, and preparation for childbirth. Regular antenatal
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visits are found to reduce the complication during pregnancy, intra- and post- partum
period.

1.9 Observing abnormal signs and symptoms: The pregnant women
should notice atypical signals including, bleeding from vagina, abdominal pain,
edema, decreasing or increasing of fetal movement, static weight gain. If a pregnant
woman can detect abnormal signs earlier, it can help to prevent or alleviate serious
complication to tfle mother and the fetus (Andolsek, 1990: 15).

1.10 Interpersonal relations: The pregnant women should know that
building relationship with others can help them for many aspects. They may have
support and information from their social network. They can release a stress or anxiety
if there is someone ready to listen to. Moreover, their member of social network may

encourage them to conduct health-promoting behaviors (Pilliteri, 1995: 442).

2. Perceived barriers to health-promoting behaviors in pregnant women

The barriers to health-promoting behaviors in pregnant women may be
imagined or real which consist of perceptions concerning the unavailability,
inconvenience, expense, difficulty, or time-consuming nature of a particular action
(Pender, 1996: 69). Stuifbergen, et al. (1990: 10) reported that perceived barriers to
action were significantly related to the health-promoting behaviors. Pasunun (1986:
82) found that persons who perceived less barriers had good cooperation with the
therapeutic plan. Nirattharadom (1996: 92) also demonstrated that perceived barriers
to health-promoting behaviors were accounted significantly for health-promoting

behaviors of adolescent pregnant women.



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Maternal and Child Nursing) /29

The barriers to health-promoting behaviors for pregnant women are
described as follows:

2.1 Inconvenience for both time availability and traveling: The pregnant
women may perceive that health-promoting behaviors are time consuming. For
example, the women have to wait for a long period to get through the process of ANC
or to see a physician Klinger (1984: 32-37). Moreover, travelling from place in
Bangkok is not convenient for people, particularly, pregnant women. Moreover,
pregnant women may also perceived that exercise consume much time to do.
Therefore, they are not interested in exercise (Hacker & Moore, 1986: 58).

2.2 Lack of resources: Financial problems and lack of some resources are
the barriers to health-promoting behaviors that pregnant women may perceived
(House, 1978). The resources may be income vehicles, significant others. Low
socioeconomic pregnant women are at risk to be malnutrition because they can not
afford the nutritious food (Gift, 1978). Moreover, they may be lack of prenatal care or
received inadequate prenatal care, which lead to lack of advice. Therefore, the
pregnant women who perceive high barriers (lack of money and resources) to health-
promoting behaviors may have inappropriate behaviors and may be expose to
complication during pregnancy (Bethea, 1984: 186).

2.3 Lack of social support: The pregnant women, who lack of support
from significant other persons may feel lonely, that leads to have more stress. The
women may have no one to encourage them conduct health-promoting behavior
(Mackay & Beischer, 1986:47). Therefore, lack of social support is one of the barriers

to health-promoting behaviors.
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2.4 Lack of information: The pregnant women may not know how to do
health-promoting behaviors, or may not have information about these behaviors. They
may not know how to obtain health services (Scott, Disaia, Hammond & Spellacy,
1994: 81). These are barriers to health-promoting behaviors.

2.5 Misbelief about some behaviors: Some pregnant women belief in the
wrong ideas. For example, someone thinks that take more food and vitamin
supplement will make the baby big, then make it difficult to give birth (Hacker &
Moore, 1986: 62). Such beliefs are the barriers to health-promoting behaviors in
pregnant women.

2.6 Inconvenience to reach services: In general, prenatal care is often in
official time (08.00 AM. to 12.00 AM.) especially for the public hospital, which the
cost of service is inexpensive. Some pregnant women can not leave their work to
receive the services during this period (Melnyk, 1988). Therefore, this may be the
barriers to visit prenatal care.

2.7 Lack of good relationships between health-care providers and
pregnant women: Relationship between health-care providers and pregnant women is
important to enhance regular prenatal care especially in adolescents (Pilliteri, 1995:
442). Health care providers should pay attention to the pregnant women needs, respect
them, and be friendly. Moreover, good communication and explanation are important
to encourage them to do health-promoting behaviors during pregnancy (Gift, 1978). If
these relationships are failure, the pregnant women may perceive it as barriers to visit
prenatal care. Then, the inappropriate health-promoting behaviors may be results

because of lack of information.
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2.8 Poor attitude: The psychosocial factors including negative feeling or
opinion of the women toward health care providers or the process of ant;:natal care,
fear, or anxiety can be the barriers to do health-promoting behaviors.

3. Personal factors: Personal characteristics are considered to be the important
variables, which affect health-promoting behaviors of pregnant women as described
below:

3.1 Age: The maturity of women may increase with age. The older women
may have more experiences, more ability to think, critique, and make decision
(Lazarus & Folkman, 1984: 172). The mature adults should have high responsibility to
their health, understand the plan of treatment easily, concern with their health and give
high cooperation with health care providers (Lambert & Lambert, 1979: 210). Langlie
(1977: 254) also reported that the older the patients, the more health-preventing
behaviors increase.

3.2 Education: According to Pender (1987: 48), education is an important
factor for making decision, understanding the information, and planning to do health-
promoting behaviors. Education was found to have positive relationship with the
health-promoting behaviors. Karl & Cobb (1966: 250) reported that education had
closed relationship with the cooperative behaviors. Opassiriwit (1988: 44) also found
that education was positively related to the perceived benefits of self-care in pregnant
women.

3.3 Family income: Family income or economic status is the basic need for
health-care system. Family income is a good resource for individuals to use it to

facilitate their lives. A study of Nounboonrang (1992: 85) found the positive and

significant relationship between the family income (per month) disease-preventing and
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health-promoting behaviors. Nitrattharadom (1996: 87) also reported that income was
positive related with health-promoting behaviors in adolescent pregnant women.

3.4 Gestational age has indirect effect to perform health-promoting
behaviors in pregnant women. During the first trimester, evidence of pregnancy is
included amenorrhea, nausea and vomiting, fatigue, breast tenderness and other body
changes (Novak & Broom, 1995: 112). During the early weeks, feelings range from
positive to negative fears and ambivalence. The women’s baby does not seem real to
her and she focuses only on herself and her pregnancy.

The health-promoting behaviors may be less interested for her. In the
second trimester, the women’s physical discomforts usually improve and she brings to
accept the reality of her pregnancy. Quickening brings a sense excitement and is
compared by dreams and fantasies about what the fetus will be like a person (e.g.
gender) and about herself and her partner as parents (Novak & Broom, 1995: 112).
The women may seck all information about pregnancy with eager to learn and to share
with other pregnant women. The health-promoting behaviors may be improved during
this period.

During the third trimester, women frequently complain of impatience with
the discomfort of pregnancy and the awkwardness of their bodies. They also
experience increase feeling of dependency and concerns about their own safety, the
safety of the fetus and of their partner. The family is important support and promotes
appropriate health behavior for pregnant women.

3.5 Gravidity: A woman who has had several pregnancies may have
experienced and understand to perform health-promoting behaviors. She may solve her

problem better than the primipara. However, previous studies (Opasiriwit, 1988:63;
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Boontab, 1991:57) did not find the relationship between gravidity and self-care

behaviors of pregnant women.

Health-promoting behaviors are important and essential for pregnant women.
A women who has well-being, normal pregnancy, and well fetal growth and
development depends upon appropriate health-promoting behaviors. However, the
appropriate health-promoting behaviors hinge on many factors included the perceived
benefit and barriers to health-promoting behaviors and personal factors (age,

education, family income, gestational age and gravidity).
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CHAPTER 111

METHODOLOGY

The purposes of this study were to describe the health-promoting behaviors in
pregnant women and to determine whether health-promoting behaviors in pregnant
women could be predicted by selected factors including, perceived benefits of action,
perceived barriers to action, age, education, family income, gestational age, and

gravidity which were discussed as follows:

Research Design
A descriptive design was used to obtain health-promoting behaviors and to

identify the factors influencing health-promoting behaviors in pregnant women.

Population and Sampling

The target population of this study was the pregnant women who attended the
antenatal care clinics at Siriraj Hospital, Rajvithi Hospital, Bangkok Metropolitan
Administration Medical College and Vajira Hospital. A purposive sampling was
applied for this study. Inclusion criteria for selecting the participants of this study

were as follows:
1. Could read, listen and write Thai
2. Without complication during pregnancy at the time of study

3. Visit antenatal care clinic at least 2 times or more
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The sample size was calculated based on the following formula: (Kerlinger &
Padhazer, 1973; Varapongsathorn, 1987: 60).
n =30k
When n was the sample size, k was a total of number of variables measured in
this study (k = 7). The calculated sample size should be at least 210 subjects, therefore,

the real sample size in this study was 250 pregnant women.

Setting

Antenatal care clinics at the Out Patient Departments (OPD) at Siriraj
Hospital, Rajvithi Hospital, Bangkok Metropolitan Administration Medical College
and Vajira Hospital which had very similar protocol of antenatal care such as take care

of pregnant women, investigate and monitor some complications. Data was collected

subjects from different hospitals as below:

Location Number of
subjects
- Siriraj Hospital 90
- Rajvithi Hospital 80
-Bangkok Metropolitan Administration 80

Medical College and Vajira Hospital

Instruments

The instruments of this study was a questionnaire including four parts as

follows:
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Part I: Demographic data (See Appendix C) was assessed by a questionnaire. The

data included age, education, famiiy income, gestational age and gravidity.

Part II: Health-promoting behaviors in pregnant women questionnaire.

This questionnaire was developed from Walker, Sechrist & Pender (1996 :134)

consisted of 49 items divided into six subscales (See Appendix C):

- Health responsibility (items
- Physical activity (items
- Nutrition (items
- Interpersonal relationship (items
- Spiritual growth (items
- Stress management (items

1- 11)
12 - 15)
16 - 24)
25 - 33)
34 -41)

42 - 49)

The items consisted of 47 positive items and 2 negative items (15 and 18).

Questions were asked about the frequency of the behavior that pregnant women had

done. The four-point Likert scale was used to range the score. Item responses range

from 1 to 4. The follows are the description of the scores:

4 = the pregnant women always do these behaviors.

3 = the pregnant women often do these behaviors.

2 = the pregnant women sometimes do these behaviors.
1 = the pregnant women never do these behaviors.

The interpretation of level of health-promoting behavior scores judged as

appropriate behaviors was the average rating scores (;) ranging from 1.00 to 4.00.

1.00 - 1.50

1l

i

1.51-2.50

poor health-promoting behaviors.

rather poor health-promoting behaviors.
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2.51-3.50

rather good health-promoting behaviors.

3.51-4.00

good health-promoting behaviors

Part I11: Perceived benefits of action in pregnant women questionnaire.

The perceived benefits of action in pregnant women questionnaire was
developed form Nirattharadorn (1996) (by permission) based on Pender’s (1987) and
Becker’s (1974) frameworks (See Appendix C). This questionnaire consisted of 17
positive items. The four-point Likert scale;;vas used to range the score. Item responses

range from 1 to 4. The following is the description of the scores:

4 = Strongly agree with the information
3 = Agree with the information

2 = Partially agree with the information
1 = Disagree with the information

The level of perceived benefits of action in pregnant women was judged by the

average rating scores ( J_c) ranging from 1.00 to 4.00.

1.00- 1.50 = low perceived benefits of action.
151-250 = rather low perceived benefits of action.
251-350 = rather high perceived benefits of action.

351-400 = high perceived benefits of action.

Part IV: Perceived barriers to action in pregnant women questionnaire.
The perceived barriers to action in pregnant women questionnaire was
developed form Nirattharadorn (1996), (by permission) based on Pender’s (1987) and

Becker’s (1974) frameworks. This instrument consisted of 16 negative items. The
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four-point Likert scale was used to range the score. Item responses range from 1 to 4.

The following is the description of the scores:

4 = Strongly agree with the information
3 = Agree with the information

2 = Partially agree with the information
1 = Disagree with the information

The level of perceived benefits of action in pregnant women was judged by the

average rating scores ( )_c) ranging from 1.00 to 4.00.

1.00 - 150 = low perceived barriers to action.

1.51 - 2.50 = rather low perceived barriers to action.
251 - 350 = rather high perceived barriers to action.
3.51 - 400 = high perceived barriers to action.

Validity and Reliability of Instruments

Content validity of health-promoting behaviors; perceived benefits and barriers
to action in pregnant women questionnaire were tested by a group of five experts (See
Appendix A). Then, the revised questionnaires were tried out in 30 pregnant women
and tested for reliability by using Cronbach Alpha Coefficient (V. arapongsathorn,

1987: 65). The results obtained for reliability of the instrument are as follows:

Health-promoting behavior scale = 0.8525
Perceived benefits of action = 0.7876
Perceived barriers to action = 0.8876



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Maternal and child nursing) /39

Data Collection Procedure

Pregnant women who met the study criteria were approached at the antenatal

care clinics in three hospitals as follows:

Location Day Time Week of
- Siriraj Hospital Mon - Fri 08.00 - 12.00 1-3
- Rajvithi Hospital Mon - Fri 08.00 - 12.00 4-6
-Bangkok Metropolitan _.Mon - Fri 08.00 - 12.00 7-9

Administration Medical

College and Vajira

Hospital

After informed consent was obtained, eligible pregnant women were asked to
participate in this study with the semi-structured interview schedule, demographic
data, the health-promoting behaviors, perceived benefits and barriers to action in
pregnant women questionnaire. After completing the interview questionnaire

researcher checked the items of each questionnaire to make it completed.

Protection of Human Subjects

The research proposal was submitted to and approved by the Human Subject
Committee of Siriraj Hospital, to conduct the study. It was also submitted to the
Director of Siriraj Hospital, the Director of Rajvithi Hospital, and the Director of
Bangkok Metropolitan Administration Medical College and Vajira Hospital. The
Director of Nursing and the head-nurse of the Out Patient Departments in each setting
obtained provisional permission. Also, the researcher met with the nursing staff in the

Out Patient Departments to explain the nature of the study and the study procedures.
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Before being asked to participate in the study, all subjects were informed about
the study by reading aloud the Thai information sheet (Appendix B). The names of
subjects on the data collection forms were deleted, and were replaced by the code
numbers.

During the data collection procedure, if the patients wanted to stop giving
information, the researcher terminated this process. There was not any effect on the

treatment and nursing care.

Data Analysis

The Program Computer SPSS for Windows was used to analyze the data.

1. Frequency and percentage were used to describe the demographic data.

2. Scores perceived benefits of action, perceived barriers to action and health-
promoting behaviors were analyzed using means and standard deviation.

3. Multiple correlation coefficient was applied to examine the prediction of
health-promoting behaviors in pregnant women by selected factors including age,
education, family income, gestational age, gravidity, perceived benefits of action and
perceived barriers to action. The analysis to examine a predictor was performed by a

stepwise multiple regression technique.
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CHAPTER 1V

RESULTS

This study is a descriptive research to study the health-promoting behaviors in
pregnant women and to determine whether the health-promoting behaviors could be
predicted by selected factors including perceived benefits of action, perceived barriers
to action, age, education, family income, gestational age and gravidity. The results
were presented in five parts as follows:

Part I Demographic data of pregnant women was presented in Table 1-2.

Part II Perceived benefits of action and perceived barriers to action in
pregnant women were presented in Table 3-5.

Part III Health-promoting behaviors of pregnant women were presented in
Table 6-7.

Part IV Relationships between selected factors (perceived benefits of action,
perceived barriers to action, age, education, family income, gestational age and
gravidity) and health-promoting behaviors in pregnant women were presented in Table
8.

Part V Multiple correlation between predictor variables and health-promoting

behaviors in pregnant women were presented in Table 9-10.
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Part I Demographic data
Table 1 Frequency and percentage of pregnant women classified by age, education,

family income, gestational age, family characteristics and marital status (n = 250).

Characteristics No Percentage
Age of pregnant women ( years)

(Range 15- 44, x =26.06, S.D. =5.94)

Lower than 20 32 12.8
20-35 199 79.6
More than 36 19 7.6

Education (years)
(Range 3-16, x =8.62, S.D. =3.33)

Primary level 112 44.8
High school / Certificate 110 44.0
Diploma 28 11.2
Family income / month ( bahts) *
{(Range 6,000-70,000, x =11,521.6,
S.D.= 8614.21)
Less than 8,000 100 40.0
8,000-16,000 106 424
More than 16,000 44 17.6

Gestational age ( wks)
(Range 12-40, x =2.29,S.D.=0.74)

Less than 15 7 28
15-27 101 40.4
28 and more 142 56.8
Gravidity
1 131 524
2 72 28.8
3 38 15.2
4 7 2.8
5 2 0.8
Family characteristics
Nuclear family 176 70.4
Extended family 74 29.6

Marital status
Married 238 95.2

Divorced / Separated 12 4.8
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As shown in Table 1, the majority of samples (79.6 %) were age ranged from
20-35 years old. Most of the subjects had primary and high school education (44.8 %
and 44.0 % respectively). Family income mostly ranged from 8,000-16,000 bahts
/month (42.4 %). Nearly 40 % of the subjects had family income less than 8,000 bahts
fmonth. The majority of the subjects was 28 weeks of gestational age or more (56.8 %)
and was a primigravida (40.4 %). Most of them were still married (95.2 %) and lived

in nuclear families (70.4 %).

Table 2 Frequency and percentage of husbands of the pregnant women classified by

age, education, occupation and alteration of relationship (n = 250).

Characteristics No Percentage

Age of husband ( years)

(range 18-51, x=29.26, S.D.= 7.05) 9 3.6
20-35 45 18.0
36 and more

Education

(range 3 -18, x=9.45,S.D.=3.73)

Primary level 96 384
High school / Certificate 110 44.0
Diploma or higher 44 17.6
Occupation
Employee 202 80.8
Commerce / Business 21 8.4
Government / Semi-government services 2_2 8.8
No job 5 2.0
Iteration of relationshi
A 0 P 240 96.0
No change 10 4.0
Change .

As shown in Table 2, The ages of the majority of husbands (78.4 %) ranged

from 20-35 years. Of all husbands, 38.4 % finished primary education, 44.0 % had
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high school or certificate education, and 17.6 % graduated diploma or higher
education. Occupation of husbands was mostly employee (80.8 %). Their relationship

in family did not change (96.0 %) during pregnancy.

Part II Perceived benefits of action and perceived barriers to action.

Table 3. Percentage, mean, standard deviation and level of perceived benefits of

action, perceived barriers to action in pregnant women (n = 250).

High rather low rather -

Perception of pregnant S.D. Interpretation

women lﬂg% e i
Total perceived benefits 882 118 0.0 00 367 0.27 High
Total perceived barriers 0.0 00 375 625 148 0.49 Low

From table 3, pregnant women mostly have high total scores of perceived
benefits of health-promoting behaviors which represented that 88.2% and 11.8% of the
subjects had high and rather high perceived benefits of health-promoting behaviors
level, respectively.

For percetved barriers to health-promoting behaviors, the total scores were low
62.5% and 37.5 % of the sample had low and rather low perceived barriers to health-

promoting behaviors level, respectively.
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Table 4. Percentage, mean and standard deviation of perceived benefits of action in

pregnant women (n = 250).

High rather low rather

Perceived benefits of x S.D. Interpretation

. high low
action A

Total score 720 240 3.0 1.0 3.67 027 High
ANC . 828 16.8 0.4 0.0 3.82 039 High
Relaxation , 78.0 220 0.0 0.0 3.78 041 High
Eat protein , 808 172 0.4 1.6 377 053 High
Sleep 804 176 1.2 0.8 377 049 High
Eat vegetable , 796 176 2.0 0.8 376 0.52 High
Clean air . 752 240 04 0.4 3.74 047 High
Drink milk | 752 216 24 0.8 371 054 High
Choose shoes , 780 18.0 0.8 3.2 370 0.64 High
Received spouse support 732 248 1.6 0.4 370 0.51 High
Brassier 748  20.8 3.6 0.8 3.69 057 High
Listen to music... 704 256 3.6 04 366 0.56 High
Take vitamin 700 244 44 1.2 363 062 High
Teeth Checked 68.8 264 36 1.2 362 0.61 High
Talk with other pregnant / 66.0 27.6 6.0 04 359 062 High
Leg stretching , 616 308 7.6 0.0 354 0.63 High
Exercise / 540 392 5.2 1.6 345  0.67 Rather High
Work 56.0 328 8.0 32 341 0.77 Rather High

From Table 4, the total scores of perceived benefits of action were at a high

level (; =3.67, S.D. = 0.27). For items scores, perceived benefits of action mostly
were at a high level except two items which were at a rather high level. These were
exercise following physician and nurses recommendation which will help easily
delivery and light work during pregnancy which will enhance muscle strength.

The majority of pregnant women (more than 80%) agreed with the benefits of
antenatal care, eating more protein diet and getting sufficient sleep, which would

prevent complications during pregnancy. However some subjects hardly or did not
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perceive the benefits of doing light work (8.0% and 3.2% respectively) and lying or

leg stretching (7.6%).

Table S. Percentage, mean and standard deviation of perceived barriers to action in

pregnant women (n = 250).

High rather low rather _ Interpretation
Perceived barriers to action high low x SD.
%
Total scores 65 52 183 700 148 049 Low
Difficult to receive ANC * 24 16 104 856 120 058 Low
...not want to see people* 36 24 7.6 864 123 0.66 Low
...complex advice..can not do * 40 28 88 844 126 0.70 Low
...not want to investigate * 48 12 124 B8t6 129 072 Low
...nurses. ..can’t ask for... * 44 36 96 824 130 0.74 Low
...no support other significant * 48 16 144 792 132 0.73 Low
...long waiting for antenatal care* 52 24 128 796 133 0.76 Low
.can’t speak...no onec understand* 1.6 6.8 156 760 134 067 Low
..no time to exercise* 48 20 184 748 136 0.5 Low
..can’t afford nutrient diet* 64 80 144 712 149 0.89 Low
..not exercise..afraid of injury * 60 40 296 604 155 0.83 Rather low
..vitamin..increase baby weight * 88 64 180 668 157 0095 Rather low
..can’t afford new brassier * 76 56 264 604 160 090 Rather low
-insufficient rest.. more activites* 84 88 264 564 1.69 0.94 Rather low
..work..insufficient rest* 108 84 300 508 179 0.99 Rather low
..some events..can’t sleep* 20.0 184 388 228 235 1.04 Rather low

* Negative items.

The total scores of perceived barriers to action were at a low level (Table 5). In
other words, the pregnant women perceived low barriers to do health-promoting
behaviors. However, some pregnant women perceived about six items of barriers as
follows: no exercise because of fear of injury to her fetus, to receive vitamin

supplement would make big baby and make it difficult to give birth, no ability to
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afford new brassier insufficient rest because of more activities, their work or some

events (10%, 15.2%, 13.2%, 17.2%, 19.2% and 38.4% respectively).

Part III Health-promoting behaviors in pregnant women.
Table 6. Percentage, mean and standard deviation of total and subscales of health-

promoting behaviors in pregnant women (n = 250).

Good Rather Rather Poor

Health-promoting good poor x S.D. Interpretation
Behaviors A

Total 204 755 4.1 0.0 320 033 Rather good
Subscales

Stress management 0.0 1000 0.0 00 328 0.1 Rather good
Nutrition 222 778 0.0 0.0 328 040  Rather good
Interpersonal relations  22.2  77.8 0.0 00 317 049 Rather good
Spiritual growth 12.5 87.5 0.0 0.0 317 045 Rather good
Health responsibility 364 545 9.1 00 315 043 Rather good
Physical activity 255 500 250 00 3.05 048 Rather good

From Table 6, the total scores of health promoting behaviors were rather good
(; = 3.2, S.D. = 0.33). Each subscale including the stress management, nutrition
interpersonal relations, spiritual growth, health responsibility and physical activity
scores was at a rather good level score (; = 3.28, 3.28, 3.17, 3.17, 3.15 and 3.05;
S.D.=0.51, 0.40, 0.49, 0.45, 0.43 and 0.48 respectively).

However, many pregnant women were at a rather poor level in two subscales,

9.1 % n health responsibility and 25.0 % in physical activity.
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Table 7. Percentage, mean and standard deviation of health promoting behaviors in

pregnant women for each item (n = 250).

Regular Often Some- Never
Health-promoting time x  S:D. Interpretation
behaviors

[ %]

Stress management

® ..create relax mind.. 612 268 11.2 0.8 348 072 Rather good
®..stop and rest when tired. 596 232 168 04 342 0.77 Rather good
®..get sufficient rest. ) 612 220 136 32 341 084 Rather good
®.. relax mind before go to bed. 560 232 200 08 334 082 Rather good
*_take time for rest.... 588 132 256 24 328 0.92 Rather good
®.accept the changed thing ..... 412 384 200 04 320 076 Rather good
®.balance time... work and play. 452 288 224 36 3.15 0.89 Rather good
¢..methods to mange stress.. 372 276 324 28 299 090 Rather good
Nutrition

®..receive vitamin as prescribed.  74.4 18.0 6.4 12 365 065 Good

®.. breakfast every moming... 74.8 104 144 04 359 0.74 Good

® receive sufficient value food... 59.6 244 152 08 342 0.77 Rather good
¢.read labels identified nutrients. 604 232 124 40 340 085 Rather good
®..eat more vegetable and fruit. 548 304 136 12 338 0.76 Rather good

®..eat more protein. 512 256 232 0.0 328 038l Rather good
®..drink milk 2 glasses/ day. 532 212 224 32 324 090 Rather good
®..cat fat or sweet diet.* 52 36 642 272 313 0.70 Rather good
®..not drink tea or coffee. 312 116 316 256 248 1.17 Rather.poor

Interpersonal relations

®...get support from husband. 704 204 8.4 08 360 0.67 Good
°..maintain relationships..others. 56.8  38.8 40 04 352 059 Good
®.. receive love from family... 560 312 120 08 342 0.73 Rather good

®... glad with someone..success.  42.0  32.0 240 20 3.14 085 Rather good
®.discuss problems with other..  43.2 236 308 24 307 091 Rather good
® ..show love..with people 372 312 30.8 0.8 3.04 084 Rather good
® joint activities..with family.. 396 240 340 24 300 0091 Rather good
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Regular Often Some- Never

‘ time x  S.D. Interpretation

Behaviors

[%]

_activities significant person 336 256 396 1.2 291 0.88 Rather good

®..discuss when ..had conflict... 276 344 352 28 286 085 Rather good
Spiritual Growth

® ..have goals in my life. 600 336 5.6 08 352 064 Good
®..do a benefit thing in my life. 496 33.6 156 12 331 0.77 Rather good
®*look forward for better future. 500 392 100 08 338 0.69 Rather good
®.worship and respect ..religion 452 300 224 24 318 086 Rather good
®.satisfy with myself ... my life. 40.8 380 192 20 3.17 080 Rather good
®.thought that my life. change.. 320 456 216 0.8 3.08 0.75 Rather good
®.. follow the goal of my life... 368 320 300 12 304 084 Rather good
®concern to learn...experience 216 256 488 4.0 264 086 Rather good

Health responsibility

®....have routine antenatal care 89.6 8.4 2.0 0.0 3.87 0.38 Good
¢..observe my body change. 712 196 8.0 1.2 3.60 0.68 Good
*..follow the recommend. .. 68.0 22.0 9.2 0.8 3.57 0.69 Good

® ..observe abnormal symptoms  67.6 176 108 4.0 348 0.84 Rater good
*abnormal symptoms see doctor  65.6 140 196 0.8 344 083 Rather good
®..seeking. health care education 432 300 240 28 3.13 0.87 Rater good
®.change brassier.suitable size.. 472 236 240 52 312 095 Rather good
®..avoid infectious people 46.0 220 224 96 3.04 1.03 Rather good
¢..ask health professionals... 380 176 388 56 288 0.99 Rather good
®..ask for information behavior. 32.8 144 392 136 266 1.07 Rather good
¢ ...teeth checked with dentist. 10.4 88 404 404 189 094 Rather poor

Physical Activity

®..vigorous exercise... * 2.0 0.4 64 912 386 049 Good
®..avoid the same position ..long  38.8 256 300 56 297 0.95 Rather good
®..exercise by walking...... 38.8 196 328 88 288 1.02 Rather good
®...exercise...as recommend... 248 148 468 136 250 1.01 Rather poor

* Negative items
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All items of six subscales of the health-promoting behaviors in pregnant
women were shown in Table 7. Every item in stress management scores was at a
rather good level. For example, 61.2% of the subjects created relax mind for their fetal
health regularly and get sufficient rest at least 8 hours. Moreover, 59.6 % of the
sample stopped to work and rest when they felt tried.

However, some women hardly and could not find any method to control their
stress by exercise or reading a book (32.4% and 2.8% respectively). They also barely
and could not manage time to find the balance between work and rest in order to avoid
excessive fatigue (22.4% and 3.6% respectively).

For the nutrition subscale, the behaviors of the sample were at a mostly in a
rather good level. Two items were at a good level, receiving vitamins and some
minerals supplement as prescribed and taking breakfast every moming. However, one
item was at a rather poor level, which was the continuous drinking tea, coffee or
alcohol consumption during pregnancy (25.6%). Moreover, some women usually and
mostly eat very fat and sweet diet (5.2% and 3.6% respectively).

For the interpersonal relationship subscale, the samples were at a rather good:

level. There were also good level in two items: received good support from their

husbands and were good friends with other persons (;c- =3.60 and 3.52; S.D. = 0.67,
_and 0.59 respectively). However, some women hardly or did not meet with their
special persons such as their close friends (39.6% and 1.2% respectively). They also
hardly and did not discuss when they had conflict with anyone (35.2% and 2.8
respectively). Moreover, they hardly and did not join in any activity with their family

and neighbors (34 % and 2.4% respectively).
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The majority of the subjects were mostly at a rather good level of spiritual
growth. Only one item was at a good level: had goal in their life. From Table 6, 60%
of the subjects always had goals in their life. About half of the women also usually
looked forward for better future and did a benefit thing in their life (50% and 49.6%
respectively).

However, nearly half of women hardly or did not concern about learning new
challenging experiences (48.8% and 4.0% respectively). Some women hardly or did
not follow their goal of life (30% and 1.2% respectively) and sometimes or did not use
the concept of religion to be their refuge (22.4% and 2.4% respectively).

For health responsibility subscale, the sample was mostly at a rather good
level. Only three items were at a good level as follows: visiting antenatal care
regularly, observing their body changes and following the recommended advice.
However, one item was at a rather poor level: to go to check their teeth with a dentist.
Most of the women hardy and did not go to check their teeth with a dentist (40.4 %
and 40.4% respectively). Moreover, they hardy and did not asked for any advice about
how to do self-care during pregnancy from health care providers (39.2% and 13.6
respectively).

For physical activity subscale, the sample was. at a good level in one item, a
rather good level in other two items and a rather poor level in one item. The sample
was at a rather poor level in exercise as recommended. Nearly half of sample hardly
and did not exercise as recommended (46.8% and 13.6% respectively). Some women
hardly and did not exercise by walking at least 30 minutes daily (32.8% and 8.8
respectively). Moreover, two percent of sample had vigorous exercise such as aerobic

dance regularly.
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Part 4. Relationship among age, education, family income, gestational age, gravidity,

perceived benefits of action, perceived barriers to action and health-promoting

behaviors in pregnant women.

Table 8. Correlation among age, education, family income, gestational age, gravidity,

perceived benefits of action, perceived barriers to action and health-

promoting behaviors.
Variables 1 2 3 4 5 6 7 8
1. Age 1.00

2. Education  -0.094 1.00

3. Family 0.204**  0.284** 1.00

income

4. Gestation 0.072 0.015 -0.046 1.00

age

5. Gravidity  0.465**  -0.216** -0.013  0.115 1.00

6. Perceived 0.121 -0.015 0.038 -0.115 -0.064 1.00
benefits

of action

7. Perceived  0.168**  -0.273** -0.149*  0.049 0.118 -0.164** 1.00
barriers

to action

8. Health- 0.207*  0.134**  0.155* -0.056 0.074 0.388**  -0.235** 1.00
promoting

behaviors

*»<0.05 ;**p<0.01

As shown in Table 8, maternal age, education, family income and perceived
benefits of action were positively correlated to the health-promoting behaviors (r =
0.207, p < 0.01; r = 0.134, p < 0.01; r = 0.155, p < 0.05 and r = 0.388, p < 0.01
respectively. Besides, perceived barriers to action was negatively correlated to the

health promoting behaviors (r = - 0.235, p <0.01).
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The results showed that age was associated with family income, gravidity,
perceived barriers to action and health-promoting behaviors (r =0.204, p<0.01; r =
0.465, p<0.01; r=0.168, p< 0.01 and r = 0.207, p< 0.01 respectively). Education was
positively correlated to family income and health-promoting behaviors (r = 0.284,
p<0.01 and r = 0.134, p< 0.01 respectively) and negatively correlated to gravidity and
perceived barriers to.action (r = - 0.216, p<0.01 and r = - 0.273, p<0.01 respectively).
Family income was positively correlated to health-promoting behaviors (r = 0.155,
p< 0.05) and negatively associated with perceived barriers to action (r =-0.149,
p<0.05). Perceived benefits of action was positive correlated to health-promoting
behaviors (r = 0.388, p< 0.01) and negatively correlated to perceived barriers to action
(r = - 0.164, p< 0.01) and Perceived barriers to action was negatively associated with

health-promoting behaviors (r = - 0.235, p< 0.01)
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Part 5. Multiple correlation between predictor variables and health-promoting

behaviors.

Table 9 Multiple regression to the predicting factors of health-promoting behaviors.

Predictor b Beta SE t Sig.
* Age 0.009475 0.166 0.004 2.449% 0.015
® Education 0.01089 0.107 0.006 1.725"8 0.086
® Family income 0.00000201 0.051 0.000 0.836™S 0.404
® Gestational age - 0.00126 0.003 -0.027 -0.472M 0.638
® Gravidity 0.02578 0.025 0.067 1.017™ 0.310
® Perceived benefits 0.422 0.340 0.073 5.790%** 0.000
of action
® Perceived barriers -0.121 -0.177 0.041 -2.915%% 0.004
to action

Constant (a) = 1.459

Multiple R = 0.486, R’ = 0.236, Adjusted R? = 0.214, SEE = 0.3013, Over all F =10.700

*p <0.05; ** p <0.01; ***p <0.001, NS = Non-significant

As shown in Table 9, seven predictor variables significantly correlated to the
health-promoting behaviors (age, education, family income, perceived benefits of
action and perceived barriers to action). These variables were entered into a multiple
regression equation concurrently. The result of multiple regression analysis showed
that all seven predictor variables accounted for 23.6 % (R*= 0.236) of the variance of
health-promoting behaviors. However, only three variables (age, perceived benefits of
action and perceived barriers to action) significantly correlated to health-promoting

behaviors (p <0.001, p < 0.01, p < 0.05 respectively).
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Table 10 Stepwise multiple regression between the predictor factors and health-

promoting behaviors.

Step  Independent Multiple R’ R’ Adj B Beta t
R change R’

1.  Perceived 0.388  0.150 0.150 0.147 0482 038 6.627
benefits of
action

2. Percetved 0446 035  6.148***
benefits
of action
Perceived 0425 0.181 0.030 0.174 -0.120 -0.17 -3.019”
barriers
to action

3.  Perceived 0.408 032  5.679%**
benefits

of action

Perceived -0.147  -0.21 -3.704%%*
barriers

to action

Age 0469 0220 0.039 0210 0.0161 020 3516

Constant (a) = 1.620 SEE = 0.3020 Over all F = 23.110

** p<0.01 *** p<0.001

As shown in Table 10, the variables, which could predict the health-promoting
behaviors were perceived benefits of action, perceived barriers to action and age

respectively. The predictive power was 22.0 % (R* = 0.22; p <0.01).
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CHAPTERY

DISCUSSION

The purposes of this study were to describe perceived benefits of action,
perceived barriers to action and health-promoting behaviors in the pregnant women
also, to investigate whether some demographic characteristics such as age, .education,
family income, gestational age, gravidity, perceived benefits of action and perceived
barriers to action can explain the variability of health-promoting behaviors in the
pregnant women.

The discussion presented in this chapter has arisen from the purposes of this

study:

Objective I: Description of perceived benefits of action, perceived barriers

to action and health-promoting behaviors of pregnant women.

Perceived benefits of health-promoting behaviors

It is found in this study that the total scores of the perceived benefits of health-
promoting behaviors were high (Table 3). Namely, the pregnant women viewed the
health-promoting behaviors as a considerable advantage. For example, visiting
prenatal care regularly could prevent complications during pregnancy, relaxing mind
would enhance fetal development, getting adequate rest and sleep will help prevent
undue fatigue, and having sufficient nutrients could help women and fetuses to be in
healthy conditions. The possible explanations are related with the characteristics of the

subjects. The first one is that the subjects were the women who came to prenatal care



Fac. of Grad Studies, Mahidol Univ. M.N.S. (Maternal and Child Nursing) /57

at least two times. Visiting ANC regularly showed the concern about their health and
motivation to engage in health-promoting behaviors in order to enhance their health.
They perceived the benefits of this action as they came to ANC at a large hospital.
They could receive more information about all aspects of pregnancy and health-
promoting behaviors from nurses and physicians to enhance their fetal health. The
second is that most of the pregnant women lived in nuclear families (70.4%) which
composed of their husbands and children. A husband is the closest person of a
pregnant woman and could give help and support when she has any problems. The
third is that the pregnant women had a good marital relationship (96%). They received
love, attention, support and concern from their husbands both in instrumental and
mental support. Family seems to be a resource, which increase and enhance motivation
as well as promote desire to improve their health. Lastly, the pregnant women have
intention to have a baby and readiness for their maternal roles. As a result of which
mentioned above, these subjects had high level of perceived benefits of the health-
promoting behaviors. This result is supported by the previous conducts of Suwabhabh
(1999), Nirattharadorn (1996) and Jaruwatchareewong (1993) which also showed that
the pregnant women had high levels of perceived benefits of health-promoting
behaviors.

As considered in each item, the result indicated that some subjects did not
agree or partially agreed with the benefit of the light work (8.0% and 3.2%
respectively) because they feared that light work would cause danger to their fetuses.
Moreover, some women (7.6%) also partially agreed with the benefit of stretching leg
at least 30 minutes daily (Table 4). They gave a reason that this behavior was not

relevant to their fatigue. It may be the result of inadequate information about
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appropriate exercise and the benefit of this behavior. The conduct of Pungbangkadee
(1997) also supported the above findings that pregnant adolescence did no or minimal

exercise by only walking in the morning or in the evening 10 to 15 minutes daily.

Perceived barriers to health-promoting behaviors

It is found in this study that the total scores of the perceived barriers to health-
promoting behaviors were low. Namely, the women perceived that those statements
were very little barriers to their health-promoting behaviors (Table 3). For example,
the majority of subjects (79.6%) did not think that the time spent in visiting ANC was
a barrier, although most subjects (85.6%) had to take off from duty and were lack of
income to visit ANC. In addition, most women (80%) did not view that the advice of
nurses or doctors was too complicate to follow (Table 5). Therefore, those statements
about these barriers did not exceed their effort to engage in their intended behaviors.
Moreover, the subject had high level of perceived benefits of health-promoting
behaviors as discussed previously (Table 3). The person who perceived high benefits
of action would perceived low barriers to action (Pender, 1996). Suwabhabh ( 1999),
Nirattharadorn (1996) and Jaruwatchareewong (1993) also supported that the pregnant
women also had low level of perceived barriers to health-promoting behaviors.

However, the results indicated that some subjects had barriers to some health-
promoting behaviors. The first is about the anxiety about their pregnancies and their
deliveries as well as the hot weather, which were the barriers to their sleep at night. It
is possible that some subjects were in the third trimester which they had already
increased their concern about their own safety and the safety of their fetuses during

delivery. Moreover, the awkwardness of their bodies and high metabolism would
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induce discomfortness and difficulty to sleep well. The second is that their jobs and
responsibilities in their homes were barriers to sufficient rest and sleep (Table 5). They
gave reasons that they had to go off to work and take responsibilities for their
housework after they came home. One possible explanation is that some subjects
(40%) had low income less than 8,000 baht per month (Table 1). Therefore, they had
to have a job and contribute money to their family. As economic depression in
Thailand progresses, every member in the family is constrained to take part in both

housework and paid job at the same time.

Health-promoting behaviors of pregnant women

The study found that total scores and subscales scores of the health-promoting
behaviors of pregnant women were in rather good levels (Table 6). It may be
concluded that the subjects came to visit ANC at the large hospitals, which were
medical schools. They would receive information and advice provided by those
hospitals and could ask when they wonder. The result indicated that some subjects
always asked for additional information when they suspected in any aspect and asked
for more advises from health care providers (38% and 32.4% respectively). The high
level of perceived benefits of health-promoting behaviors in these subjects brought
them readiness to engage in health-promoting behaviors. Therefore, thcy had rather
high level of health-promoting behaviors.

According to the Health Promotion Model (Pender, 1996), a pregnant woman
who perceived benefits of their health-promoting behaviors will engage in health-
promoting behaviors. The results indicated that perceived benefits of health-promoting

behaviors had significantly positive relation to health-promoting behaviors (Table 8).



Wilawon Thanomroop Discussion / 60

Namely, the pregnant women who had high level of perceived benefits of those
behaviors would have good level of health-promoting behaviors. These results are
consistent with the previous researches of * Nirattharadorn (1996) and
Jaruwatchareewong (1993) which also showed that the perceived benefits of the
health-promoting behaviors of pregnant women had significantly positive relation to
health-promoting behaviors.

These results are also discussed in sub-scales as follows:

1. Stress management.

For stress management subscale, the results showed that pregnant women
had a rather good level (Table 6). It may be the result of the good marital relationships.
The majority of subjects (95.2%) were married and lived with their husbands. They
had good relationship, understood, loved and supported each other when their spouses
had any problems. This result is consistent with the conduct of Prakobsup (1998)
which reported that support from the husband had positive relationship with health-
promoting behaviors of pregnant adolescence. Namely, pregnant adolescence who
received support from their husbands would have good level of health-promoting
behaviors.

However, the results indicated some pregnant women had inappropriate
stress management behaviors. For example, 3.6 % of pregnant women never managed
time to have suitable rest. Some women said that they did not know how to mange
their time. The other gave the reasons that although they knew the way to manage,
they had more responsibility to do such as housework. Boonsom (1997) also proposed
that 57% of pregnant women had rather poor and p(;or sleeping and rest behaviors in

the daytime.
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Other examples are about finding the suitable way to control and seeking
the way to ventilate their stress (2.8 %). It may be the result of Thai tradition that most
people who have considerate attitude would not bring their problems to trouble others.
This is an inappropriate behavior. When someone has prolonged anxiety, they will
have stress (Byme & Hunsberger, 1989: 705). The conduct of Wayuhuerd (1996)
supported that pregnant adolescence had unsuitable behaviors about the way to
ventilate their feeling when they were in trouble.

2. Nutrition.

For putrition subscale, the health-promoting behaviors of pregnant women
were at a rather good level (Table 6). One possible explanation is the regularly visiting
ANC (89.6%), which they could receive repeated advice and continuous information
about how to have suitable nutritional behaviors. The results also indicated that the
majority of subjects usually received vitamins and completed nutrients need as doctors
prescribed (74.4% and 59.6% respectively). This result is consistent with the conduct
of Nirattharadorn (1996) which found that the majority of pregnant adolescence had
appropriate nutrition behaviors.

However, 25.6 % of pregnant women still drank tea, coffee, soft drink and
alcoholic beverages during pregnancy (Table 7). They said that they liked to drink and
thought that these beverages did not jeopardize to their fetuses. Because of low
education such as some educated from primary school, they might not know or
understand about the danger of these beverages. Moreover, they would be lack of skill

in seeking the information about appropriate nutrition behaviors.
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3. Interpersonal relations.

The findings showed that pregnant women had a rather good level in
interpersonal relationship behaviors (Table 6). This result may be associated with the
marital status and good marital relationship of these subjects (95.2% and 96%
respectively). Moreover, most women also usually received attention from their
husbands and their closed people (70.4% and 56% respectively). The good support and
attention from her husband bring a good attitude and accepted to be one member of
that family. Meisenhelder (1986) documented that a husband was a key person who
has an effect on wife’s self-esteem and self-confidence. The high self-confidence and
self-esteem of pregnant women would bring an appropriate interpersonal relationship.

However, 2.4 % of pregnant women joined in neither family activities nor
neighbor activities and did not want to talk or ventilate their problems with any close
people. They said that they did not want to talk with other people because they did not
have any close people. They mostly migrated from the rural area. In urban society, the
close relationship seems to disappear. Moreover, they had considerate attitude, not to
trouble others with their problems. The conduct of Wayuhuerd (1996) supported that
some pregnant adolescence (23%) had unsuitable behaviors about how to ventilate
their feeling when they were in trouble.

4. Spiritual growth.

The finding showed that the pregnant women had a rather good level in
spiritual growth behaviors (Table 6). It may be the results from the high anticipation
about having a baby. In one’s life cycle, a woman will be proud of being grownup then
getting married and having a baby (Dyer, 1983). The results also indicate that 60% of

subjects had a goal in their lives, which was having a baby (Table 7). The intention
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and realization about the value of having a baby bring a rather good spiritual growth

behavior for this group of women. The marital status and good relationship with their
husbands in more than 90% of the subjects also associated with a rather good spiritual
growth behavior. They received love, attention and could share their responsibility
with their husbands. They would have more confidence and power to engage
effectively in any actions to promote their health, Moreover, some subjects who were
in the third a nearly had a new role-maternal role, which is designated by Thai society
to be a woman role. This role will enhance their self-value to be a woman. Therefore,
the pregnant women had a rather good level of spiritual growth.

However, some women had unsuitable spiritual growth behaviors (Table
7). First is about having new or challenging experiences (4.0 %). Some of them gave
the reasons that they did not have or had less attention to those experiences because
they had more responsibility for their home and their work. The other is about the
utilization of the principles of religion to be their refuge (2.4%). They used the sacred
things to be their refuge in stead of the principles of religion. One possible explanation
may be about the characteristics of the religion, which require more components than
faith. Faith in some sacred things is easier than the practice in the principles of religion
and may be barriers to the skill of seeking suitable promotion of spiritual growth.

S. Health responsibility.

The finding showed that the health responsibility behaviors of pregnant
women were in a rather good level (Table 6). It is possible that the pregnant subjects
were the ones who came to ANC for at least two times. They already had their health
responsibility behaviors. They received some advice, information from booklets,

watched televisions and videos, which the hospitals provided for them. The majority

46237
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of were also primigravida (56.8%), so they would have great attention to seek for
knowledge and try to have appropriate behaviors during pregnancy. In addition, more
than 50% of the subjects had gestational age more than 28 weeks of which period the
physical discomfort usually deteriorated but they have experience a sense of
acceptance. They would have more interest, more observation and more self-attention
and could adjust their behaviors to be health-promoting behaviors (Olds et al., 1980:
228-229). When they had come to visit ANC for several times, they would receive
repeated and continued advises about health-promoting behaviors. As a result, they
had rather good health responsibility (Table 7).

However, some pregnant women had poor health responsibility in some
aspect. For example, 40.4 % of women did not go to check their teeth with dentists
during pregnancy because they did not have any problems with their teeth. This study
is consistent with that of Prakobsup (1998:79) which found that 61.4 % of the
pregnant adolescence did not go to check their teeth. Another example, 13.6 % of
samples did not ask for any advice about how to take care of themselves during
pregnancy because they received some education from ANC. They did not dare
enough to ask any additional advice from doctors or nurses. Because of only primary
school education, some subjects (44.8%) might be lack of skill in seeking or asking
additional information. Nualyong (1992) also proposed that 41.7% of pregnant women
never asked doctors or nurses about how to perform appropriate behavior during
pregnancy.

6. Physical activities.
The physical activities of pregnant women were in a rather good level

(Table 6). It may be related to regularly visiting ANC of the subjects (89.6%; Table 7).
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The important of exercise to their health may be informed during visiting ANC. The
results also indicate that some subjects (24.8%) exercised following the
recommendation of doctors or nurses (Table 7). More than half of the subjects
perceived the benefits of the light work and the exercise (56% and 54% respectively;
Table 4). A woman who has high level of perceived benefits of that action will have
rather good physical activities. Laffery & Isenberg (1983) documented that the
perceived benefits of exercise were related to the frequency of exercise behaviors.
However, some pregnant women had unsuitable physical activities. For
example, 13.6 % of pregnant women did not exercise as recommended by health care
providers. Some women felt that exercise is harmful to their fetuses. Other said that
protruding abdomen made them difficult to move. Another example, 8.8 % of the
subjects did not walk for exercise at least 30 minutes per day. They felt they did not
have time enough to exercise because they had to go off to work and to do their
housework. They thought that doing their housework is one form of exercise. They did
not have suitable places for walk. They felt too tried to exercise. They may have
inadequate information about suitable exercise and did not perceive benefits of
exercise because of only primary school education (44.8%). This result is consistent
with the conduct of Pungbangkadee (1997) which supported that pregnant adolescence
(35.2%) did not exercise or did less exercise by walking in the morning or in the

evening 10 to 15 minutes daily.

Objective II: An investigation whether some personal factors (age,

education, family income, gestational age and gravidity), perceived benefits of
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action and perceived barriers to action can explain the variability of health

promoting behaviors in pregnant women.

Hypotheses: Age, education, family income, gestational age, gravidity,
perceived benefits of action and perceived barriers to action can explain the variability
of the health-promoting behaviors of pregnant women.

The factors which can predict 22 % of health-promoting behaviors of pregnant
women are the perceived benefits of actions, perceived barriers to action and age (p<

0.001, p <0.001, p <0.01 respectively; Table 10).

Perceived benefits of action

The perceived benefits of action are positively and significantly related with
health- promoting behaviors (r = 0.388, p < 0.01; Table 8) and accounted for 15 % of
the variance of health-promoting behaviors of pregnant women. Namely, the pregnant
women who had high perceived benefit of health-promoting behaviors would had
good health-promoting behaviors. On the contrary, the ones who had low perceived
benefit of health-promoting behaviors would have poor health-promoting behaviors.

The perceived benefits of action is the first variable which was selected to
accounted for the variance of health-promoting behaviors of pregnant women.
Namely, the perceived benefits of these behaviors would have positive effect on the
health of pregnant women and their fetuses. According to Pender (1996: 66-73), the
perceived benefits of actions had an influence on the action of health-promoting
behaviors. The Expectancy-Value Theory also said that person would engage in

behaviors or maintain these behaviors when those outcomes were relevant to personal
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or vicarious experience and anticipated benefits that would occur. Health Belief Model
of Becker (1974: 89) also documented that perceived benefits were a direct motivation
to health-promoting behaviors.

The results indicate that nearly half of subjects (44%) were educated from high
school. Women of this education level would understand the information received
from the health-care providers. This result is consistent with the conduct of
Opassiriwit (1988) which found the positively and significantly relationship between
education level and the perceived benefits of those actions. Moreover, the results also
presented that the majority of subjects visited ANC regularly, could observe the
abnormal signals during pregnancy, had sufficient rest and sleep, received sufficient
nutrient diet, and more than one third had exercise regularly (89.6%, 67.6%, 61.2%,
59.2% and 38.8% respectively). They engaged in those behaviors because they
perceived the benefits of those actions. Therefore, the perceived benefits of action is
the first variable which was selected to accounted for the variance of health-promoting
behaviors of pregnant women.

The perceived benefits of action are mental representations of the positive or
reinforcing consequences of a behavior (Pender, 1996:68). This result is consistent
with the conduct of Opassiriwit (1988) and Tungchareon(1991) which found the
positively and significantly relationship between self care behaviors and the perceived
benefits of those actions. Nirattharadorn (1996:85) also found that the perceived
benefits of action of pregnant women were positively and significantly related with the

health- promoting behaviors.
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Perceived barriers to action

The perceived barriers to action were negatively, significantly related with the
health-promoting behaviors (r = - 0.235, p < 0.01) and accounted for 3.1 % of the
variance of health-promoting behaviors of pregnant women. When it cooperate with
perceived benefits of action they can accounted for 18.1 %. Namely, the pregnant
women who perceived low barriers to those behaviors would have good health-
promoting behaviors. On the contrary, the ones who perceive high barriers to those
behaviors would have poor health-promoting behaviors. The perceived barriers to
action were the second variable which was selected to account for the variance of
health-promoting behaviors of pregnant women.

One possible explanation is that the pregnant women estimated the benefits of
outcomes and barriers to engage in action. If the pregnant women perceived that those
actions have more benefits outcomes than barriers to do, they would decide to engage
in health-promoting behaviors. According to Pender (1996: 66-73), when pregnant
women perceived low barriers, they would have high readiness to perform health-
promoting behaviors. Health Belief Model of Becker (1974: 89) also supported that
perceived barriers to action had direct effects on health-promoting behaviors.
Therefore, the pregnant women who perceived high benefits of actions and low
barriers to actions, would have an opportunity to engage in health-promoting
behaviors. The perceived barriers to action, thus, were the second predictor variable of
health-promoting behaviors.

The results also documented that most of the subjects had good attitude to
health care provider and were convenient to come to ANC (82.4% and 79.6%

respectively). Nearly half of the subjects (42.4%) had family income ranged from
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8,000 to 16,000 baht per month. They could afford some needed resources, which
were good for their health during pregnancy (Edelman & Mendle, 1990: 18). They
also had caregiver and mental support from their husbands because most of them had
good marital relationship (90%; Table 1). This result is consistent with the conduct of
Connenwett (1985: 134) which reported that an important factor, which produced
behaviors, is good marital relationship. In addition, some of the subjects (44%)
educated high school level, as a result, they could understand about the information
received from health care provider and could plan to have effective health-promoting
behaviors.

Therefore, the pregnant women who had available free time, moderate family
income, good attitude to health care provider, good marital relationship, and moderate
education, had low perceived barriers to health-promoting behaviors. These results are
consistent with the previous studies (Pasunun, 1986: 82; Opasiriwit, 1988;
Nirattharadorn, 1996) which found the negative relationship between perceived
barriers to actions and the giving cooperation to therapy behaviors, self-care behaviors

and the health-promoting behaviors of pregnant women respectively.

Age

Age is positively related with health-promoting behaviors (r = 0.207, p < 0.01;
Table 7). When it cooperates with perceived benefits and perceived barriers to action,
they can increasingly account for 3.9% of variance of health-promoting behaviors of
pregnant women. When it cooperate with perceived benefits of action and perceived
barriers to action they can accounted for 22.0 %. Namely, the older pregnant women

will have better health-promoting behaviors whereas the young ones will have worse
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health-promoting behaviors. Age is the third variable, which was selected to account
for the variance of health-promoting behaviors of pregnant women. It could be
concluded that the elder women would have more experiences, higher maturity, make
careful consideration and better decision than the younger ones (Lazarus & Folkman,
1984: 172). These findings are consistent with the previous studies (Tumgunma, 1997,
Boonsom, 1997) which found that age was significantly, positively related with
health-promoting behaviors in high-risk and normal pregnant women.

Therefore, the perceived benefits of action, perceived barriers to action and age
accounted for 22 % of the variance in health-promoting behaviors of pregnant women.

Other variables including education level, family income, gestational age and
gravidity did not explain the variance in health-promoting behaviors of pregnant
women because they did not have significant relationship with health-promoting
behaviors (Table 6) which could be discussed as follows:

Education level have no significant relationship with health-promoting
behaviors of pregnant women (p > 0.5; Table 6). This result is not consistent with the
study of Ruth (1973: 136-156) which found that the highly educated person could
easily perceive and understand the information than the lower one. It may be the result
of little variation of the education level of the subjects, which mostly had primary and
high school level (44.8% and 44% respectively). The health-promoting behaviors of
pregnant women seem to have no difference. Moreover, they also received some
advice and information for ANC because they had visited ANC at least two times. In
addition, the health-promoting behavior questionnaire did not assess the basic
knowledge of the subjects. Therefore, education level did not have significantly

relationship with health-promoting behaviors. These results are consistent with some
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previous studies (Nirattharadorn, 1996; Wayuhuerd, 1992) but are inconsistent with
the conducts of Poksinjumroon (1995) and Nualyong (1991) which found positive
relationship with health-promoting behaviors in pregnancy induced hypertension
women.

Family income have no significant relationship with health-promoting
behaviors of pregnant women (p > 0.5; Table 6). This result is not congistent with the
Health-Promotion Model (Pender, 1982: 161-162) which stated that the women with
high socioeconomic status could have more opportunity to find good and beneficial
resources to their health than the lower ones. It is possible that other variables such as
family system, their husbands and relatives, and health care providers had more effects
on their health-promoting behaviors. Therefore health-promoting behaviors did not
depend on the family income. This result is consistent with the studies of Boonsom
(1997) but is inconsistent with the conducts of Wayuhuerd (1994).

Gestational age has no significant relationship with health-promoting
behaviors of pregnant women (p > 0.5; Table 6). It may be the result of the regularly
visiting ANC of these subjects (89.6%; Table 7). They would receive gradually
augmentation of information and advice about their pregnancy following their
increasing gestational age. Moreover, they could ask the doctors or nurses when they
wondered (38%; Table7). As a result, health-promoting behaviors did not depend on
the gestational age. This result is consistent with that one of Boonsom (1997).

Gravidity has no significant relationship with health-promoting behaviors of
pregnant women (p > 0.5; Table 6). One possible explanation is that whether fetus was
whatever number of her children, the feeling of maternal woman always loved and had

attention to her fetus. Moreover, the information and advice, which provided ANC,
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would be the same information to every pregnant woman both in primigravida and
multipara. In addition, those pregnant women could exchange their experience to each
other by talking. As a result, health-promoting behaviors did not depend on the
gravidity. This result is consistent with the studies of Boonsom (1997) and Boontub
(1991).

Those variables, which have no significant relationship with health-promoting
behaviors of pregnant women, also have interrelationship between each variable
(Table 8). Namely, some variables could be chosen to explain health-promoting
behaviors. The most related variables will be chosen to explain first (Elazar, 1982;
Pedhazur, 1982) then the next variables. The effects of interrelationship between each
variable may lead to reduce explanation in health-promoting behaviors.

This result partially supported the Health-Promotion Model of Pender (1996)
which age, perceived benefits of action and perceived barriers to action are proposed
as a determinant of health-promoting behaviors. However, the other variables include
education level, family income, gestational age and gravidity did not explain the
variance in health-promoting behaviors of pregnant women.

In conclusion, age, perceived benefits of action and perceived barriers to action
accounted for 22 % of the variance in health-promoting behaviors of pregnant women.
78% of the variance in health-promoting behaviors of pregnant women could not
explain by the variables include education level, family income, gestational age and
gravidity. According to Pender (1996), there are many variables which may have
effect on health-promoting behaviors of pregnant women and may be needed for
further exploration such as perceived self-efficacy, activity-related affect,

interpersonal influences and situational influences.
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CHAPTER VI

CONCLUSION

Conclusion of the study

This study is a descriptive research of which the purposes are to study the
perceived benefits and barriers to health promoting behaviors and health-promoting
behaviors of pregnant women. The préciictive factors to health promoting behaviors as
follows: perceived benefits and barriers to action and personal factors (age, education,
family income, gestational age and gravidity) are also examined.

The samples were the pregnant women who came to ANC at least 2 times at
Siriraj Hospital, Rajvithi Hospital, Bangkok Metropolitan Administration Medical
College and Vajira Hospital. There were 250 pregnant women by purposive sampling
who met the inclusion criteria and included in this study. The instruments used in this
study composed of four parts and had semi-structured interviews. The data was
analyzed with SPSS program and presented in the form of frequency, the percentage,
the mean, standard deviation, multiple correlation and multiple stepwise regression.

The results are as follows:

1. The majority of subjects were 20-35 years old (79.6 %). Most of them
educated form primary school and high school (44.8 % and 44.0 % respectively). The
family income mostly was in range of 8,000-16,000 baht/month (42.4 %). Their
gestational ages were more than 28 weeks (56.8 %). Most of them (52.4 %) were
primigravida. The majority of the subjects were married (95.2 %) and lived in a

nuclear family (70.4 %). The age of spouses mostly ranged from 20-35 years old (78.4
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%). They mostly educated from high school (38.4 %). Most of their occupation was
employee (80.8 %). During pregnancy, the marital relationship did not change in
nearly all of the subjects (96.0 %). (Table 1 and 2).

2. The total scores of the perceived benefits of health-promoting behaviors in
the study were at a high level. (Table 3 and 4).

3. The total scores of the perceived barriers to health-promoting behaviors in
the study were at a low level. (Table 3 and 5).

4. The total scores and subtotal subscale scores of health-promoting behaviors
were of at rather good levels. (Table 6).

5. The age, perceived benefits and barriers to action accounted for 22 % of the

variance in health-promoting behaviors (p < 0.01; Table 10).

Recommendations

From the findings, although pregnant women had good and rather good health
promoting behavior levels, some behaviors were of poor and rather poor level. They
included: appropriate method to control stress, the abstinence from alcohol, tea, coffee
and beer during pregnancy, the joining in family or neighborhood activities, the
talking or discussion about their anxiety and problems with trusting person, the
interesting in learning new things and challenging them, the practice foilowing the
principles of religion in order to be a refuge, the checking teeth with dentist and the
exercise as recommended by health care provider. Therefore; the researcher has

recommends as follows:
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Suggestions and applications of research findings:

The implication and application for nursing practice:

1. From the results, nurses should screen pregnant women with three
significant factors: age, perceived benefits and barriers to action in order to know who
are at risk to have poor health-promoting behaviors. Therefore, nurses in ANC should
assess perceived benefits and barriers to action of every pregnant woman and have
more awareness of young pregnant women who come to attend ANC in order to
explore the problems during health-promoting behaviors. Those data would give some
guidelines to cooperate a plan with pregnant women to promote health behaviors.

2. Nurses in ANC should set a group, which can give education or advice
about the health-promoting behaviors for pregnant women. They may develop a class
or some media such as booklet, sheet or video. Moreover, they should be aware with
young pregnant women about these behaviors as follows:

2.1 Nurses should check the teeth of pregnant women and cooperate
with the dentist in the hospital in order to refer the pregnant women who have tooth
problems. Moreover, they should stimulate and motivate the women of perceived
benefits of dental care during pregnancy.

2.2 Nurses should provide exercise programs for pregnant women.
These programs may be for an individual or for a group. There should really be a
demonstration and a practice as well as an evaluation about the ability and confidence
of pregnant women to follow the program.

2.3 Nurses should advice about time management, meditation or
relaxation technique for pregnant women in order to promote and stimulate the

perceived benefits of suitable stress management.
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2.4 Nurses should emphasize on giving information about the bad

results of drinking tea, coffee and alcohol during pregnancy.

Suggestions for further studies
1. There should be a qualitative research about the perceived benefits and
perceived barriers of health-promoting behaviors.
2. A qualitative research should also be done to explore health-promoting
behaviors of pregnant women.
3. To study other factors which may affect health-promoting behaviors
such as the perceived self-efficacy, activity-related affect, interpersonal influences and

situational influences of pregnant women.
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APPENDIX A

List of Experts

There are five experts who have validated the content of research instrument.
They are:

1. Assoc.Prof.Dr. Nirat Imamee: Department of Public Education and
Behavioral Science Faculty of Public Health, Mahidol University.

2. Asst.Prof. Thitima Champiratana: Maternal and Child Nursing Department,
Faculty of Nursing, Mahidol University.

3. Dr. Nantawon Suwannaroop: Puplic Nursing Department, Faculty of
Nursing, Mahidol University.

4. Dr. Kitirat Techatraisak: Department of Obstetrics and Gynecology , Faculty
of Medicine Siriraj Hospital, Mahidol University.

5. Asst.Prof. Yaowalak Serisathien: Maternal and Child Nursing Department,

Faculty of Nursing, Mahidol University.
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APPENDIX B

Consent Form
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Name

Date of Birth

Place of Birth

Institutions Attended

Scholarship

Position & Office

BIOGRAPHY

: Miss Wilawon Thanomroop

: 21 March 1973

: Nan, Thailand
: Bachelor of Nursing Science,

Uttraradit Nursing College, 1990-1994.

: Master of Nursing Science (Maternal and Child Nursing),

Mahidol University, 1998-2000.

: University Development Commission (UDC)

Ministry of University Affairs, Thailand

:1994-1998, Obstetric &Gynecology room, Nan Hospital

Position: Registered nurse

:1999-present,Obstetric& Gynecology of nursing
department, Nursing Faculty, Srinakharinwirot University.

Position: Lecturer



