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TURKISH SUMMARY

OgrencininAdi: Ghadeer A. K. Alzboon
Damismani: Prof. Dr. Giilsen Vural
AnabilimDali: Dogum ve Kadin Hastaliklar1 Hemsgireligi

OZET

Amag: Bu tezinana amaci Urdiin’iin bir ilinde yasayan yiiksek pariteli saglikli gebe

kadinlarin yagam kalitesini etkileyen faktorlerin karma yontemlerle belirlenmesidir.

Gereg ve YOntem: Tez iki asamali bir ¢alismadan olugmaktadir; ilk asama 218
saglikli gebe ilekesitsel olarak gerceklestirilmistir. Yagsam kalitesini belirlemek i¢in
SF-36 yasam kalitesi 6l¢eginin kisa formu kullanilmistir. Ardindan yiiksek pariteli 14
gebe ile tanimlayicit ve fenomenolojik birgalisma gerceklestirilmistir. Her iki

calismanin 6rneklemi Urdiin’iin Irbid sehrinden segilmistir.

Bulgular: ilk ¢alismanin sonucu yalnizca parite faktoriiniin 6nemli oldugunu ve
yasam kalitesini etkiledigini gostermistir (p<0.05). Cocuk sayisiaz olan kadinlarin
cocuk sayis1 fazla olan kadinlar dan daha yiliksek yasam kalitesi puanina sahip
olduklar1 belirlenmistir. Kalitatif c¢alismanin sonuglar1 dort anathema ortaya
koymustur: bu gebelikte yeni rahatsizliklarin, yeni rollerin ve sorumluluklarin,
basetme mekanizmalarinin, ve dogum oncesi bakim arama davranislarinin oldugu

saptanmuistir.

Sonuglar: Iki yontem kullanmak cocuk sayis1 fazla olan kadinlarin yasam kalitesinin
neden diisiik oldugunu anlamamiz agisindan yardimci olmustur. Bu faktorlerin
gebelikte yasam kalitesi ne etkisini ayrit etmek i¢in daha ¢ok nicel ¢aligmaya ihtiyag

oldugu soylene bilir.

Anahtar Sozcikler: Yasam kalitesi, parite, Urdili kadinlar, gebelik



The Quality of Life and Its Influencing Factors of Healthy

Pregnant Women in North Jordan

Name of the student: Ghadeer A. K. Alzboon

Mentor: Prof. Dr. Giilsen Vural

Department: Department of Nursing (Birth and Gynecology)
1. SUMMARY

Aim: The main purpose of this thesis was to identify factors influencing quality of
life of healthy pregnant women specifically high parity women in a city of Jordan

using sequential mixed method design.

Material and Method: This thesis had two steps; the first one was a cross-sectional
design of 218 healthy pregnant women. Short form-36 health survey was used to
measure quality of life. It was followed by conducting descriptive phenomenological
design of 14 high parity pregnant women. Both samples were selected from Irbid city

in north Jordan.

Results: The result of first study showed that only the parity factor had a significant
difference and effect on the quality of life (p < 0,05). Low-parity women reported
higher quality of life scores than high-parity women. The results of qualitative study
were elaborated on four main themes: experienced new discomforts in this
pregnancy, experience of new responsibilities or roles, coping issues, and seeking

antenatal care.

Conclusion: using mixed method approach of research helps to understand why high
parity women had poor quality of life during pregnancy. Further nursing quantitative

research is required to elaborate these factors impact on the QOL during pregnancy.

Key Words: Quality of life, parity, Jordanian women, and pregnancy.



1. INTRODUCTION

1.1. Problem Statement and Significant

Pregnancy is viewed as a time of joy and a normal event in women’s life.
Globally, the health of women during pregnancy get more interest in area of health
care research, practice, and policy. Two of the United Nation Millennium eight goals
2015 focused on “improve maternal health” and “reduce child mortality”
(https://www.un.org/millenniumgoals, Accession date: 10 September 2019). In
Jordan, the maternal mortality rate in 2018 was 29 per 100
000(www.jordantimes.com/news, Accession date: 11 December 2019). The perinatal
mortality rate (including still birth and neonatal death) was 13 deaths per 1,000
pregnancies of seven or more months’ duration, and the total fertility rate was 2,7

children per women (Department of statistics and ICF, 2019).

Women’s health and wellbeing could be affected by normal physiologic and
emotional changes of pregnancy. Even the pregnancy is healthy and uncomplicated;
it may be have negative impact on women’s QOL including physical, psychological,
and social health (Legadec et al., 2018). For physical health, a majority of women
complain of pregnancy related discomforts or symptoms through the gestational
stages such as nausea and vomiting (Balikova and Buzgova, 2014). For
psychological health, pregnant women may show increased stress level and
psychological distress (Pires et al., 2014; Shishehgar et al., 2014). And for social
health, women who experienced pregnancy symptoms may be socially and
physically inactive in participating, for example, performing physical exercise
(Atkinson & Teychenne, 2019).

Thus, such experiences may lead to poor QOL and adverse health outcomes. The
adverse effect will be not only on women’s health but also on their babies’ health.
For example, Lau (2013) evaluated the effect of perceived stress and QOL on
preterm birth and low birth weight in China. The results in previous study showed



that women with high perceived stress and poor QOL in physical domain were more
likely to have low birth weight babies. Furthermore, other studies revealed that
women with poor QOL in pregnancy may experience psychological distress such as
high perceived stress and antenatal depression (Pires et al., 2014; Shishehgar et al.,
2014; Shishehgar et al., 2013; Lau & Yin, 2011).

Recently, all researchers in area of maternal and child health care condenses
their efforts not only on the objective indicators, but also they encourage the work on
the subjective view point of women before, during, and after pregnancy. One of the
most developed concept to assess women perceptions of their health and wellbeing is
QOL. The World Health Organization (WHO) defined QOL as “an individuals'
perception of their position in life in the context of the culture and value systems in
which they live and in relation to their goals, expectations, standards and concerns”
(WHO, 1997). Improving the QOL for all people is a goal set by: Centers for Disease
Control and Prevention (CDC) Healthy people 2020 (https://www.cdc.gov,
Accession date: 11 September 2019), and World Health Organization (WHO, 1997).

There are two goals of Healthy people 2020 directly focused on the QOL.: first
one is to “attain high quality, longer lives free of preventable disease, disability,
injury, and premature death”, and the second one is to “promote quality of life,
healthy development, and healthy behaviors across all life stages”
(https://www.healthypeople.gov/, Accession date: 11 September 2019). In addition,
King and Hinds (2011) pointed out that the QOL assessment is consistent with the
goal of nursing care. Padilla and Grant (1985) revealed that QOL indicates “that
which make life worth living and connotes the caring aspects of nursing, because
nursing is concerned not only with survival and decreased morbidity, but with the
whole patient”. King and Hinds (2011) asserted that nursing is a caring practice in
which nurse promote patient physical, psychological, social, and spiritual health and

wellbeing incorporating QOL.


https://www.cdc.gov/
https://www.healthypeople.gov/

However, the goal in medical care including nursing antenatal care remains
directed to increase the likelihood of a favorable maternal and neonatal outcomes
(Ramirez-Vélez, 2011). The improvement of quality of care remains followed the
medicalized model of care. Less consideration is given toward evaluation of QOL in
medical or nursing practice in order to promote maternal health (Calou et al., 2018)
Therefore, the evaluation of QOL is important as health outcome in clinical settings.
Less consideration is given to evaluate and improve the QOL as health outcome in

clinical setting.

Screening the QOL and identifying its related factors is one of nurses and
midwives roles through utilizing nursing process and comprehensive care. Nursing
science and knowledge emphasize the role of effective nursing care in improving
individual’s QOL (King, 1994). In a study of Emmanuel et al., (2012), the
demographic and social support predictors of QOL were investigated among
Australian childbearing women. The researchers highlighted the need for nurses and
midwives to consider social support as strong predictor of maternal health and QOL.
This may contribute in designing early nursing intervention and provision of needed

social support, and ultimately enhancing women’s QOL in pregnancy.

Thus, in a study of Daglar et al., (2019), nurses and midwives need to be
conscious, educated, and recognized the factors that adversely affect the QOL of
pregnant women at early stage; to prevent inequalities in QOL and maternal health
outcomes. Therefore, recently, many nursing and health care researchers evaluated
QOL during pregnancy and investigated its related factors. For example, Legadec et
al., (2018) conducted a systematic review to identify these factors. It was found that
the main factors associated with high QOL in pregnancy were the mean maternal
age, a high educational level, high income, being primiparous, being in the first
trimester of pregnancy, having positive feelings toward pregnancy, high social
support from family and friends, low stress and anxiety, and doing physical exercise.

Most of the reviewed studies were conducted among high risk pregnant women and



did not include all stages of pregnancy. Nineteen studies used the 36-Item Short-
Form Health Survey (SF-36).

Moreover, Kazemi et al., (2016) conducted a systematic review about the
assessment scale and associated factors of QOL in pregnancy in Iran. The main
factors that were related positively to QOL were: good social support, high
socioeconomic status, and wanted pregnancy. And factors that were correlated
negatively with QOL were severe nausea and vomiting, and sleep problems. In
Iranian study of Shishehgar et al., (2013), good QOL was associated with a low
stress level and good social support among healthy pregnant women in the first and
second trimesters. Besides, Wang et al., (2013) reported that pregnant women in late

pregnancy had lower QOL scores, and parity was the factor that related to QOL.

In addition, Dunkel Schetter (2011) conducted a review which discussed the role
of stress process in pregnancy and its relations to preterm birth and low birth weight
baby. They pointed out to the common stressors that influence women’s health in
pregnancy; financial problems, strain in intimate relationships, family
responsibilities, employment conditions, and pregnancy related concerns. These
factors may have adverse effect on the QOL of pregnant women.

During pregnancy, the information obtained from QOL assessment during
antenatal care or home visits can be integrated in clinical care or during counseling
time. It helps the health care providers to determine pregnant women’s needs and
their required care and treatments. The assessment could detect the inequality in
QOL of pregnant women and therefore inform health care professionals and decision

makers about the required care and interventions.

Therefore, this thesis plays a crucial role in advancing our knowledge and
understanding about factors that affect the QOL of pregnant women. Some of them
investigated quantitatively in first step of thesis and the other embedded factors

demonstrated in the findings of second step of thesis (qualitative design).



The findings of this thesis allow nurse and midwife to understand high parity
women’s needs in pregnancy and improve nursing care. They can provide educational
and counseling interventions during antenatal care. In addition, the findings inform
nurse leaders about the critical issues that concern the QOL during pregnancy taking
in consideration parity factor. The new valuable knowledge contributes in developing
new researches. Consequently, the QOL and health of high parity women may
improve in pregnancy. Furthermore, our findings provide evidence regarding using

SF-36 survey among pregnant women population.

However, most of previous evidences employed QOL as an independent variable
while perceived stress as dependent variable (Shishehgar et al., 2014; Shishehgar et
al., 2013; Lau & Yin, 2011). But Lau and Yin (2011) pointed out that the direction of
causality between the two variables was not clear. Perceived stress is a major
contributor to unhealthy behavior such as smoking (Silveira et al., 2013), and may
cause sleep disturbances (Li et al., 2016). Consequently, health problems may be
developed which may lead to adverse physical and mental health outcomes. Thus, in
step one of our thesis, the effect of perceived stress on the QOL during pregnancy

was investigated.

To date, according to literature search, most of previous studies used only
quantitative design to investigate QOL of pregnant and mostly those with
pathological condition. The investigated factors were limited. No studies
investigated the QOL during pregnancy or determined the influencing factors of the
QOL during pregnancy in Jordan. Additionally, no any Jordanian studies employed
short form-36 (SF-36) survey in the context of pregnancy. There is lack of
knowledge regarding the healthy women’s experiences during pregnancy particularly
high parity women.

The current thesis was relevant because it was employed sequential mixed
method design. Therefore, this thesis includes two steps: firstly, quantitative study

was interested on identifying the influencing factors of the QOL among healthy



pregnant women in Jordan using descriptive cross-sectional design. These factors
were socio-demographic factors, obstetric factors, perceived stress, and perceived
social support. Secondly, qualitative study aimed to understand the experience of
pregnancy of high parity women in north Jordan. The results were elaborated under

the scope of the QOL and their influencing factors.
1.2. Aims

The evaluation of subjective perceptions of women’s health and QOL during
pregnancy; is important in providing a considerable ground for improving nursing
quality of care, and thus promote maternal health (Calou et al., 2018). Although
pregnancy is a natural process, it includes changes in QOL due to the experience of
some pregnancy related symptoms and variations in adaptation process. Changes in
QOL and adaptation process of pregnant women could affect by many factors such
as socio-demographic factors, obstetric factors, perceived stress, and perceived social

support.

Therefore the purpose from conducting this thesis was to determine the QOL of
healthy pregnant women and its related factors in Irbid City in Jordan using
sequential mixed method design. Thesis began with quantitative part followed by

qualitative one.

The purposes of first step of thesis (quantitative cross-sectional design) were
firstly, to determine the difference in QOL based on the socio-demographic and
obstetric characteristics of healthy pregnant women in Irbid city in Jordan. Secondly,
to identify the effect of socio-demographic and obstetric factors, perceived stress,
and perceived social support on the quality of life (QOL) of healthy pregnant women

in north Jordan.



The research questions that were answered in this step ( quantitative part) are:

1. What are the quality of life scores, perceived stress scores,
perceived social support scores, and the demographic — obstetric
characteristics of Jordanian pregnant women in this study?

2. Is there a difference on the quality of life scores among Jordanian
pregnant women based on their demographic- obstetric
characteristics?

3.What is the effect of demographic- obstetric factors, perceived
stress, and perceived social support on the quality of life scores of

Jordanian pregnant women?

The findings of first quantitative part showed that high parity women had low
QOL than low parity women. High parity women in that study were those had four
children or more. Therefore, the second step aimed to describe and understand the
experience of high parity (those who have 4 children or more) in pregnancy in Jordan.
Accordingly, the primary research question was: What are the lived experiences of

pregnancy (which is considered healthy) in high parity women in Irbid city in Jordan?

The main objectives of second step of thesis were:

e To understand of personal experiences of being pregnant while having four or

more children.

e To explore the experience of high parity women in taking care of children and
household duties during pregnancy in Irbid city in Jordan.

e To explore women’s feelings and thoughts of taking care of children during

pregnancy.
e To explore husband roles on taking care of children during pregnancy.

e To get knowledge about the needs of high parity women in pregnancy.



2. GENERAL INFORMATION

In this section, we reviewed the previous studies that were interested on the:
pregnancy, QOL, theoretical framework of QOL, factors influencing QOL of healthy
pregnant women specifically; socio-demographic and obstetric factors, perceived
stress, and perceived social support. In addition, the review discussed the maternal

health in Jordan and QOL from nursing perspectives.
2.1. Pregnancy

Pregnancy is a common period in women’s life started from the union of sperm
with the egg to the birth of fetus (Edelman et al., 2017). Usual and normal pregnancy
consists of approximately nine months or 40 gestational weeks. This period
categorized as three trimesters. Each of these trimesters has specific physiological
and psychological changes during pregnancy. Women adaptation to previous
changes may vary according to their perception to stressors and ability to modify her
usual routines (Edelman et al., 2017). The previous nursing authors explained that,
many women may demonstrate ineffective coping and adaptation to pregnancy
changes when it they experience another stressors such as; financial crises, violence

behaviors, and lack of social support.

Psychological distress and maladaptive process to pregnancy contributes to have
psychosomatic complains and behaviors such as nausea and vomiting in first
trimester of pregnancy, sleep problems, and excessive eating (Edelman et al., 2017).
However, most pregnant women perceive this complains as normal and try to

effectively cope without seeking professional help or health care.

Generally, Women have various physiological and psychological affect as a
result of hormonal and hemodynamic changes during pregnancy (Edelman et al.,
2017). Consequently, women may experience some pregnancy related symptoms or
discomforts (such as; nausea and vomiting, heart burn, and polyuria), which could

affect women’s health and their QOL. In Australian study of Tan et al., (2018), it was

10



found that poor QOL was linked to increasing the severity of nausea and vomiting.
Furthermore, the study of de Oliveira et al., (2013), demonstrated that the urinary
incontinence during pregnancy had a negative effect on women’s QOL. In the
previous study, the majority of women who had urinary incontinence were multipara.
Demircan et al. (2016) documented that pregnant women with urinary incontinence
had poor work performance, less likely to perform their daily home activities, and
more nervous. In previous study, age and parity were considered as possible

predictors of Urinary incontinence during pregnancy.

Regarding the psychological changes during pregnancy, the experience of
normal discomforts may be stressful for pregnant women. Women who have nausea
and vomiting during pregnancy were more likely to have pregnancy specific stress,
anxiety, and depression than those without nausea and vomiting (Faramarziet al.,
2015). Also, maternal stress was considered as risk factor for disturbed sleep among
Chinese pregnant women (Li et al., 2016). In that, the adaptive changes of pregnancy
could change women’s perception of stressors and ability to cope effectively
(Edelman et al., 2017). A lot of studies found that high level of stress during
pregnancy was found to be a predictor for maternal fatigue (Yehia et al., 2019),
antenatal depression (Abujilban et al., 2014), hypertensive disorder, preterm birth,
and low birth weight babies (Cardwell, 2013). In addition, the findings of Shishehgar
et al., (2014) and Shishehgar et al., (2013) showed that there was a negative
relationship between high perceived stress and QOL. Poor QOL during pregnancy

could cause high level of stress.

2.2. QOL Definitions

QOL received more attention in health care sciences. It is not sufficient to
measure the burden of disease, but it is required to assess and know the quality that
the patients live (Legadec et al., 2018; who, 1997). QOL may act as indicator to
population’s mortality and morbidity (Wang et al., 2013). Moreover, QOL may be

11



considered as outcome of professional nursing care and as an indicator of quality
care (King & Hinds, 2011).

Variant definitions of QOL were documented in literature due to its usage in
different contexts. It has been used in various disciplines such as political fields,
educational settings, and environmental studies and also in area of health care (King
& Hinds, 2011). The QOL at Aristotle’s time included attainment of happiness, the
good life or the outcome of life of virtue (Morgan, 1992). Others define QOL to
include life satisfaction. For instance, Wilson and Cleary (1995) defined QOL as
subjective well-being related to how happy or satisfied someone is with life as a
whole. While Gurkova (2011) defined the QOL in nursing as; subjective perception
and evaluation of individual living conditions based on the individual’s internal
standard. The World Health Organization (WHO) defined QOL as “an individuals'
perception of their position in life in the context of the culture and value systems in
which they live and in relation to their goals, expectations, standards and concerns”
(WHO, 1997).

However, despite the variability in the definition of QOL, there are consensuses
about common attributes of QOL. As documented in literatures, first, there is
consensus that QOL is highly subjective (WHO, 1997; Kowitt et al., 2018). Each
individual has a unique point of view. Second, the QOL is a “dynamic construct”. In
that, besides that the QOL differ between individuals according to their feelings,
experiences and priorities it also differed over times in same individual according to
their expectations, some circumstances, and psychological states (Kowitt et al., 2018)
such as using coping techniques. And third, despite there is a consensus that QOL is
multidimensional concept, but there are a lot of definitions with varied domains and
attributes (WHO, 1997; Kowitt et al., 2018).

Costansa et al (2008) introduced two interacted elements of quality of life. The
first; subjective well-being: which can be assessed the individual satisfaction,

happiness, or well-being by using a research tool (survey, interview, etc). The second
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one is the objective elements which assess the social, economical and health
indicators to determine the fulfillment of human needs (Reproduction, security,
affection, etc). Accordingly, QOL was defined “the extent to which objective
human needs are fulfilled in relation to personal or group perceptions of subjective
well-being” (Costansa et al., 2008). On conclusion, varied definitions were
developed in health care research according to the context in which it was used.

2.3. Early Work in QOL

Historically, the first used of QOL concept is in Aristotle’s time (Mandzuk &
McMillan, 2005). In a review of Morin et al., (2017), the concept of QOL firstly
used in the United States after world war two and in Atlantic secondarily in the
1970s. Moreover, several scientific journals were originated and mainly focused on
QOL like “Quality of life research”, “Health and quality of life outcomes”,

“International and Interdisciplinary Journal for Quality of Life Measurement”.

Many conceptual models were developed to explain the relationships within the
construct of QOL. In a systematic review of Bakas et al., (2012), the most frequent
used QOL models were developed by Wilson and Cleary (1995), Ferrans and
colleagues (2005), and the World Health Organization (WHO, 2007). There are a
consensus in those models that the QOL subjective and multidimensional concept.
Both Wilson and Cleary (1995) and Ferrans et al. (2005) model had same abstract
concepts. They include: biological, symptoms, functional status, general health, and
quality of life. Ferrans and colleagues (2005) revised Wilson and Cleary (1995)
model so, it was complete and better describing the individual and environmental

factors. It was also provide clear conceptual and operational definitions of QOL.

Another model was the World Health Organization International Classification
of Functioning, Disability, and Health (WHO ICF) which includes abstract concepts
of: functioning, disability (body functioning and structures, activities, and
participation), and contextual factors (environmental and personal) (Bakas et al.,

2012). The world health organization developed a QOL questionnaire named
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whodqol-bref. In addition, one model was derived from Medical outcome study MOS
in 1980 (King & Hind, 2011). A work continued in that study by developing a short
form tool that measure the QOL (Ware & Sherbourne, 1992). Another tool was
developed by Padilla and Grant (1985), multidimensional linear analogue scale,
which includes domains of psychological well-being, physical well-being, and
symptoms control.

2.4. Using of SF-36 in Jordanian Studies

The SF-36 health survey is a generic questionnaire that was developed by MOS
and health insurance experiment or research and development (RAND)
(https://www.rand.org/health-care, Accession date: 12 June 2018). In one Jordanian
study, Khader et al., (2011) tested the psychometric properties of SF-36 survey
among general adult population. The domain of physical functioning received the
highest mean (69,8), while the bodily pain was lowest mean (54,6) among Jordanian
women. The SF-36 is valid and reliable measure of QOL among adult Jordanian
population. The coefficient alpha was ranged from 0,71 for vitality and general

health to 0,90 for physical functioning domain.

In addition, Alazzam et al., (2011) used SF-36 to test the relationship between
vitamin B12 level and QOL among Jordanian university students. It was found that
there was no correlation between the previous mentioned variables. The reliability
and validity in previous study was examined. In Jordan, to date, no any empirical

evidences that employed SF-36 survey in context of pregnancy.

2.5. QOL during Pregnancy

Many studies evaluated the QOL during pregnancy. The researchers found that
women experienced low QOL during pregnancy (Lau 2013; Vachkova et al., 2013;
Ramirez-Vélez, 2011). In French study of Morin et al., (2019), the researchers
investigated the QOL from first trimester to nine months of pregnancy, and they

compared between healthy and complicated pregnancy. Their results showed that the
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QOL was decreased between fourth month to eight months of pregnancy in both
healthy and complicated pregnancy. The greater decrease in QOL was reported in

complicated pregnancy groups.

The causes of poor QOL in pregnancy may consider as adverse outcome to
hormonal and anatomical changes in women’s body. The consequences of these
changes on women’s health varied throughout the stages of pregnancy. Nausea and
vomiting are more prominent at the first trimester of pregnancy, heartburn at second
trimester, while sleep problems and back pain at third trimester of pregnancy.
Therefore, it may affect women’s general health, physical functioning, social
functioning, bodily pain, and their vitality which represents the QOL as described by
Ware and Sherbourne (1992), and RAND.

As evidenced by some studies, it was found that poor QOL associated the
presence and severity of nausea and vomiting during pregnancy (Tan et al., 2018;
Heitmann et al., 2017; Balikova & Buzgova, 2014; Jouybari et al., 2012). In addition,
low QOL during pregnancy has adverse maternal and neonatal health outcomes. It is
associated with preterm birth, low birth weight babies (Lau, 2013), and
psychological distress (Pires et al., 2014; Shishehgar et al., 2014; Shishehgar et al.,
2013; Lau & Yin, 2011).

2.6. Theoretical Model

Theoretical or conceptual model widely used to guide nursing research and
practice. It represents the main concepts of researchers’ area of interest and how it’s
related to each other. There are four basic concepts in nursing framework: person,

health, environment, and nursing.

This dissertation guided by Medical Outcomes study conceptual framework

(MOS) (Tarlov, 1989) and King’s conceptual model of goal attainments.
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2.6.1. MOS framework

The domains of QOL in this study were evaluated according to MOS
framework. The MOS was a 2-year observational study which aimed to “(1)
determine whether variations in patient outcomes are explained by differences in
system of care, clinician specialty, and clinicians' technical and interpersonal styles
and (2) develop more practical tools for the routine monitoring of patient outcomes
in medical practice. Outcomes included clinical end points; physical, social, and role
functioning in everyday living; patients' perceptions of their general health and well-
being; and satisfaction with treatment” (Tarlov, 1989). It derived their concepts from
the World Health Organization (1948) definition of health “a stat of complete
physical, mental, and social well-being and not merely absence of disease or
infirmity” (WHO, 1997).

The initial works of MOS delineated six domains of health that formulated 20
items health survey. Then it was revised to design MOS short form-36 survey which
includes 8 health concepts: physical functioning, role limitations because of physical
health problems, bodily pain social functioning; general mental health (psychological
distress and psychological well-being), role limitations because of emotional
problems, vitality (energy/fatigue), and general health perceptions (Ware &
Sherbourne, 1992; https://www.rand.org/health-care/, Accession date: 12 June 2018).

2.6.2. King’s framework of goal attainment

King (1994) described the core facts of King’s goal attainment framework on the

following:

“King’s conceptual framework of three dynamic interacting systems (personal,
interpersonal, and social) provides a structure for observing the interacting elements
that enhance or impinge on the quality of life. Interactions and transactions with
nurse lead to goal-setting for individuals, families, and society. Goal-setting usually

leads to goal attainment, which produces satisfaction with self and improves one’s
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ability to achieve future success. The goal of King's theory is health for individuals,

groups, and society”
(King, 1994)

In this theory the outcome measure is the goal attainment which can be assessed
by the evaluation of QOL. The interaction and communication between nurse and
pregnant women lead to obtain comprehensive assessment of women’s perceptions
of QOL during pregnancy. Besides that, nurse performs assessment of personal and
environmental factors. Consequently, actions (interventions) considered to be
performed by nurse and pregnant woman to enhance woman’s health and QOL. In
this dissertation, the MOS short from survey was used to measure the QOL of
pregnant women, which may be influenced by personal characteristics, conditions,

and their perceptions of stress and social support.
2.7. Factors Influencing QOL

2.7.1. Socio-demographic factors and QOL

The socio-demographic factors get global attention as evidence by the United
Nations Millennium development eight goals 2015. Four of them were: to “eradicate
extreme poverty and hunger”, “achieve universal primary education”, and to
“improve maternal health”, and “reduce child mortality”
(https://www.un.org/millenniumgoals, Accession date: 10 September 2019). In this
thesis, socio-demographic factors were investigated its effect on the QOL during
pregnancy. These factors were: maternal age, educational level, employment status,

and total family monthly income.

According to the Jordanian statistics, 5% of Jordanian women who aged 15-19
had started child bearing. The proportion of adolescent women who begun
childbearing decreased with increasing educational level and income (Department of
statistics and ICF, 2019). According to Jordanian demographic statistics of 2018, The

proportions of women who were illiterate, received basic education, and completed
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bachelor degree were 7,2%, 23,9%, and 17,3% respectively. The unemployment rate
was 28,5% among Jordanian married women (www.dos.gov.jo/, Accession date: 10
June 2019).

Socio-demographic status plays a key determinant of women’s health and
wellbeing during pregnancy. Women with low socio-economic status during
pregnancy were more risk to malnutrition, anemia, and low birth weight babies
(Aftab et al., 2012). This may related to less antenatal care as evidenced by
Okonofua et al., (2017).

In Jordanian evidences, it was reported that low educational level was a
predictor for antenatal depression (Abuidhail & Abujilban, 2014; Abujilban et al.,
2014). Furthermore, the satisfaction with life was low in Jordanian pregnant women
with advanced maternal age, low educational level, and low income level (Abujilban
etal., 2017). In a Jordanian study of Athamneh et al., (2013) women of age above 40
were more risk for adverse pregnancy outcomes such as preterm birth, low birth

weight delivery, congenital anomalies, and still birth.

According to Lau and Yin, (2011), higher perceived stress scores were reported
by women who were in younger age, had lower educational level and working long
hours. In same study, it was found that poor QOL of pregnant women was linked to
increased perceived stress level. Also, the study of Daglar et al., (2019) found that
the QOL of pregnant women in third trimester was affected by their educational
level. It was hypothesized that pregnant women with higher level of education had
higher self- confidence. They ask, search, and counsel about baby care.
Consequently, they were confident toward their maternal role and well prepared for
baby care (Daglar et al., 2019).

Calou et al., (2018) investigated factors affecting QOL in pregnancy in Brazil.
They found that occupation and maternal age were considered as strong predictors of
QOL. Occupation may work as a positive predictor of QOL and related to self-

esteem. Women who have financial stability and job satisfaction may demonstrate
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high self-esteem and good QOL. In previous study (Calou et al., 2018), maternal age
was influenced by sleep quality. Aging process and physiologic changes due to
advance age may affect pregnant women’s adaptation to physiological and
psychological changes of pregnancy (Abujilban et al., 2017). Consequently, women
may have problems in sleeping which inversely affect QOL in pregnancy.

2.7.2. Obstetric factors and QOL

In this section, the reviewed literature addressed the effects of parity, gestational

age, and planned/unplanned pregnancy on the QOL of pregnant women.

Parity means the number of born children. It was widely documented in
literature as multiparous versus primiparous or low versus high parity women. In
Jordan, the total fertility rate (number of children per women) dropped from 3.5 in
2012 to0 2.7 in 2017-2018 (Department of statistics and ICF, 2019).

Many studies reported that high parity considered as risk factor for some adverse
maternal outcomes. In Jordanian study of Abuidhail and Abujilban, (2014), high parity
women had more likely to have depression than low parity women. Other
retrospective study in Saudi Arabia found that the adverse maternal outcomes (such as
pulmonary embolism and retained placenta) as an indicator for cesarean section may
predicted by high parity factor (Al Rowaily et al., 2014). In Meta-analysis of Kozuki
et al., (2013), it was found that women who had three or more children had high risk
to preterm, neonatal, and infant mortality. Furthermore, high parity women had less
satisfied with life (Abujilban et al., 2017) and lower happiness level (Krause, 2014)

than low parity women.

In term of QOL, many studies reported that high parity women had poor quality
of life than low parity women. For example, Mousavi et al., (2013) conducted a
study to compare the QOL and psychological state between primiparous and
multiparous Iranian women in antenatal and postnatal period. The results showed
that higher QOL scores were reported among primiparous women than multiparous

women.
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Other researchers, Calou et al., (2018) investigated the predictors of QOL in
pregnancy among Brazilean women. They found that parity was a strong predictor of
QOL in pregnancy and it was associated with family relationship. Primiparous
women may perceive high level of social support due her feeling and emotions as a
first time of motherhood experience. Similarly, a lot of evidences asserted that low
parity women had higher QOL scores than high parity women (Legadec, et al., 2018;
Mazulchova et al., 2018; Balikova & Buzgova, 2014; Mousavi et al., 2013). This was
explained by some evidences: first, it is believed that the physical and psychological
health of high parity women deteriorated during pregnancy because they have a huge
tasks and responsibilities toward their family in addition to physiologic changes of
pregnancy (Nakajima et al., 2013). Second, high parity women performed antenatal
checkup less frequently than the low parity women (Alkhaldi, 2016; Tsawe et al.,
2015).

Gestational age was operationally defined in trimesters: first, second, and third.
The first trimester begins with the first day of women’s last menstrual period and
ends on the last day of week 13. The second trimester starts from 14 weeks and end
27 wk of pregnancy. Third trimester begins at week 28 and extends until the

pregnancy is expected to end.

Tasdemir et al., (2010) found that pregnant adolescents have lower quality of life
scores than pregnant adults, and the quality of life scores decrease in first trimester
and third trimester of pregnancy and increase in the second trimester. As evidenced
by Bai et al., (2016), symptoms like nausea, vomiting, and fatigue may contribute to
poor QOL in first trimester of pregnancy. In third trimester of pregnancy, women
may have fear regarding birth and have some physiologic changes such as normal
enlarged uterus, which may lead to poor QOL. Similar findings were reported in
other studies in relations to gestational age; poor QOL were found in third trimester
of pregnancy while the good QOL was in second trimester (Wang et al., 2013;
Vachkova et al., 2013).
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The planning status of pregnancy was widely investigated in maternal health
research. As well documented, the unplanned pregnancy was associated with many
adverse health outcomes. Women with unplanned pregnancy had more psychological
distress (Barton et al., 2017), worse relationship with partners, and received less
social support (Bahk et al., 2015) than planned pregnant women. As evidenced by
Khajehpour et al., (2013), unintended pregnancy has been linked to poor QOL, less
antenatal care, and risky behaviors. The previous study used SF-36 survey to assess
the QOL of Iranian women. In contrast, Gariepy et al., (2017) found that no

differences between planned and unplanned pregnancy in term of QOL.

2.7.3. Perceived stress and QOL

Perceived stress is “the feelings or thoughts that an individual has about how
much stress they are under at a given point in time or over a given time period”
(Phillips, 2013). In this regard, pregnant women appraised their life as unpredictable,
uncontrollable, and overloading (Cohen et al., 1983). Pregnant women may have
positive or negative perception of stress (Basharpoor et al., 2017). In previous study,
pregnant women with positive perception of stress had high level of confidence and
use effective coping strategies to deal with stress. In contrast, using ineffective
coping techniques in case of having negative perceptions of stress may yield sever

psychological distress and adverse health outcomes (Basharpoor et al., 2017).

There are a lot of evidences that pointed out to the impact of perceived stress on
maternal and child outcomes. It may risk for hypertensive disorders (Tandu-Umba et
al., 2014, Cardwell, 2013), psychological distress (Basharpoor et al., 2017), low birth
weight babies (Cardwell, 2013; Rice et al., 2009), preterm birth (Lilliecreutz et
al., 2016, Cardwell, 2013; Lau, 2013), and Neuropsychological development
disorders of child (Cardwell, 2013; Schuurmans & Kurrasch, 2013).

Moreover, increased stress level by pregnant women considered as a risk factor
for maternal fatigue (Yehia et al., 2019), delay or no antenatal care, adopting

unhealthy life style behaviors such as smoking and alcohol drinking (Cardwell,
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2013). One Jordanian study aimed to determine the predictors of antenatal depression
in third trimester of pregnancy. The researchers found that, pregnant women with
high level of perceived stress had more risk to antenatal depression (Abujilban et al.,
2014). The last mentioned study used perceived stress scale to investigate pregnant

women perceptions of stress.

Many studies investigate the relationship between perceived stress and QOL
during pregnancy. Shishehgar et al., (2014) and Shishehgar et al., (2013) investigated
the impact of QOL on perceived stress during pregnancy among Iranian women. The
results showed the significant relationship between QOL and perceived stress. The
good QOL had a significant role in decreasing perceived stress among pregnant
women. In the previous two studies, QOL and perceived stress were evaluated using
the World Health Organization QOL questionnaire (whoqol-bref) and specific —

pregnancy stress questionnaire respectively.

In a longitudinal study of Lau (2013), the effects of perceived stress and QOL on
preterm birth and low birth weight were investigated in China. Pregnant women with
high stress level and low QOL in physical domain were high risk for preterm birth
and low birth weight. The relationship between perceived stress and QOL of life was

not investigated.

The findings in other Chinese study (Lau & Yin, 2011) revealed that poor QOL
were significantly increased the level of perceived stress of pregnant women. In the
previous two Chinese studies, The QOL and perceived stress were measured by short

form-12 health survey and perceived stress scale (PSS) respectively.

Those previous mentioned studies investigated the effects of QOL on perceived
stress during pregnancy. Theoretically and as documented in literature, it was not
clear whether the QOL was employed as a cause or effect in relation to perceived
stress (Lau & Yin, 2011). Hence, in quantitative part of present thesis, perceived

stress was investigated as a causative factor of QOL.
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2.7.4. Perceived Social Support and QOL

Social support has affected the physical and psychological health outcomes of
individuals (Cohen & wills, 1985). It has many forms as were documented in
previous studies. It could be in form of tangible support (e.g., financial assistant),
informational support (e.g., providing advice and guidance), emotional (e.g., feeling
of comfort and care), and social companionship (e.g., participating in recreational
activities) (Cohen & wills, 1985). Perceived social support is focused in individuals’

cognitive appraisal of his/ her connections to others (Streeter, & Franklin, 1992).

Social support plays a crucial role in improving the health of women and their
babies during pregnancy. It buffers the effect of stressful events and experiences and
prevents adverse maternal health outcomes such as psychological distress
(Basharpoor et al., 2017, Yim et al., 2015; Pires et al., 2014). In one Iranian study,
the correlation between perceived social support and stress during pregnancy was
examined. The researchers found that the level of stress in pregnant women with less
social support was higher than the others (Iranzad et al., 2014). In Jordanian culture,
most pregnant women have been received high level of social support from their
husbands, families, and friends (Alyahya et al., 2019). The results in previous study
revealed that Jordanian women had moderate to high level of social support during

pregnancy.

Most of the reviewed studies asserted the role of social support in predicting
QOL during pregnancy. For example, in a cross sectional study in Portugal (Pires et
al., 2014), social support may protect pregnant women by improving their QOL,
preventing the risk for depressive symptoms, and also enhancing the treatment of
these symptoms.

Similar findings were reported the positive effect of social support on the QOL
of pregnant women (Gul et al., 2018; Kazemi et al., 2016; Shishehgar et al., 2013;

Emmanuel et al., 2012). It was found that social support had a negative relationship
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with unpleasant experiences and stress during pregnancy, and the family was the
most source of support followed by the friends (Faramarzi & Pasha, 2015).

In the previous studies the QOL was assessed by World Health Organization
QOL questionnaire (whoqol-bref) (Shishehgar et al., 2013), short form -12 health
survey (Emmanuel et al., 2012), SF-36 survey (Gul et al., 2018), the European health
interview surveys (EUROHIS-QOL-8) (Pires et al., 2014). While perceived social
support was evaluated by Multidimensional scale of perceived social support
(MSPSS) (Gul et al., 2018), maternal social support scale (Emmanuel et al., 2012),
the Social Support Appraisals Scale (Shishehgar et al., 2013), semi structured
interview developed by researcher (Pires et al., 2014). Therefore, in this thesis,

perception of social support was assessed using mixed method design.
2.8. Maternal Health in Jordan

Jordan showed a significant development in health care systems as well as
maternal and neonatal health. At the beginning, it is important to provide overview
about Jordan demographics and statistics. The estimated total population and life
expectancy rate at birth in 2016 was 9,5 million and 73,76 years
(https://www.who.int/countries/jor/en/, Accession date: 04 October 2019). The
literacy rate among adults’ females were 9749 % in 2015
(https://www.statista.com/statistics/572748/literacy-rate-in-jordan/, Accession date:
04 October 2019).

The Jordanian literature showed the recent objective and subjective health
indicators. In 2015, the maternal mortality rate was 58 per 100 000 (WHO, 2015).
This rate decreased to 29 per 100 000 in 2018 (www.jordantimes.com/news,
Accession date: 11 December 2019).

According to 5-years Jordanian survey for the 2017-2018, the total fertility rate
was 2,7 children per women, 5% of women age 15-19 have begun childbearing.

Moreover, the reported perinatal mortality rate (including still births and early
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neonatal death) was 13 deaths per 1,000 pregnancies of seven or more months’
duration, and the infant mortality rate was 17 deaths per 1,000 live births. The
proportion of wanted birth at time of conception of women who age 15-49 was 86%.
Only 6% of births were unwanted at all (Department of statistics and ICF, 2019).
Furthermore, the participating rates of nurses and midwives in health work force was
40,5 per 10 000 populations (WHO, 2015).

The maternal health services in Jordan has high utilization rate. About 79% of
pregnant women have seven or more antenatal care visits. The utilization rate
increases with increasing education and household income. The majority of them
received the basic antenatal services. For example, almost of 78% of women took
iron supplements during their pregnancy. While only 28% of them had protected
against neonatal tetanus (Department of statistics and ICF, 2019).

Jordan developed successful national reproductive health strategies and maternal
services protocols. Despite the progress in health care system, many challenges were
found as reported in WHO (2015) which includes; overlapping health regulations,
ineffective performance evaluation in health care setting, weak control of private
sectors, lack of good management and planning skills of health care providers.
However, it still required to advance the role of nurses and midwives in health care

system, developing awareness interventions starting from preconception period.

Some maternal health issues were investigated in Jordanian studies. Okour et al.
(2012) found that delay in seeking care was reported by women who had lack of
awareness regarding the danger signs in pregnancy, had 37 gestational age or more,
and had increased family size. This study conducted in all hospitals (public and

private settings)

In a qualitative study in Jordan (Alyahya et al., 2019), women tend to receive
their antenatal care in a private setting rather than public setting. In that, the type of
care provided in private setting characterized by: advanced equipment, longer
consultation time (health care provider give time to women to ask), better
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communication skills, the presence of female obstetrician, and easy appointment
scheduling. Moreover, women attend the antenatal visits to checkup the baby health
and not their health. More attention should be directed for designing educational and

awareness interventions.

Moreover, in a recent study, Khader et al. (2018) pointed out to the challenges
in nursing and midwifery practice in Jordan. Most maternal healthcare settings did
not provide holistic and optimal type of care, did not provide training for their staff,

and had shortage in nurses and midwives.
2.9. QOL from Nursing Perspectives

Nursing goals in relation to prenatal health has been directed toward improving
maternal and neonatal health outcomes, decreasing mortality rate, and providing
good quality of health care. Therefore, the outcome measures of maternal health
have been not only centered on the objective indicators but also on the subjective
assessment of health. It is not sufficient to get information about: maternal mortality
rate, pregnant women weight and their baby weight, But It is essential to obtain
knowledge and information about pregnant women’s perceptions of their health and

QOL.

Varied definitions of QOL exist in literature due to unclear features and aspects
of the concept. Plummer and Molzahn (2009) conducted a significant work by
applying concept analyses approach to enhance conceptual clarity of QOL from
nursing perspectives. The researchers defined the QOL based on the review of five
nursing theories (Peplau, Rogers, Leininger, King, and Parse theories) as “an
intangible, subjective perception of one’s lived experience” (Plummer & Molzahn,
2009). They suggested replacing health with QOL as metaparadigm concept for

nursing.

The evaluation of QOL falls under the umbrella of nursing process which

considers to be applied in nursing care and practice. The nursing process includes
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five steps: assessment, planning, diagnoses, implementation, and evaluation.
Utilizing nursing process to evaluate maternal QOL by nurse or midwife; need to
look at the human interaction process that leads to goal settings of individuals,
families, and societies. The process of goal setting leads to goal attainment which
consequently leads to good QOL according to the theory of King (1994). Nurse and
midwife can carry out a holistic assessment to determine pregnant women’s needs

whatever the reason for seeking care in health care settings.

Performing QOL assessment of pregnant women in clinical practice has many
challenges or barriers such as: work overload, shortage of nursing staff, inadequate
time to get women’s points of view, and unsupported hospital policies and protocols
(Alyahya et al., 2019; WHO, 2015). For this reason, most of antenatal care focused
on objective observations and assessments (such as blood pressure monitoring, fetal
heart observation, and laboratory tests) by nurse, midwife, and obstetrician (Khader
etal., 2018).

QOL has been widely used in nursing research as outcome measure. Many
nursing researcher worked in QOL during pregnancy. For example, Calou et al.,
(2018), as nurse researchers, investigated factors affecting QOL in pregnancy in
Brazil. Calou et al., pointed out indirectly to the role of nurse, by providing
individualized and shared assistance for pregnant woman and her relatives during
planning and implementing any intervention, in order to improve the QOL of
pregnant women. Another nurse researcher was Emmanuel et al., (2012) who
examine social support as a predictor for QOL during pregnancy and after child
birth. Their recommendations highlighted the need for nurses and midwives to
consider social support as a determinant of woman’s wellbeing. The nurse should be
conscious about the social circumstances of pregnant women during antenatal

assessment.

27



The majority of QOL nursing studies focused on physical, psychological, social,
and functional attributes of QOL. Different tools were developed to assess the QOL

in different population such as SF-36.
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3. MATERIAL and METHOD
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Figure 1: Flow Chart of Sequential Mixed Method
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3.1. Stepl (Quantitative Part)

3.1.1. Study design

In this thesis, a quantitative cross-sectional design and descriptive analytic

design was employed by the researcher.
3.1.2. Study setting

The study was conducted in a Irbid city in north Jordan which has 53
Governmental Maternal and Child health Centers (MCHC) as reported in the
statistics of 2018 (http://www.moh.gov.jo, Accession date 10 September, 2019) and
five governmental hospitals. All these governmental care settings has been directed

and accountable by Ministry of Health of Jordan.

The participants were recruited from the outpatient clinic in Princess Badea
Teaching Hospital and four maternal health centers. These centers are: Alsareeh, An-
Nuayyimah, AL Husn, and Hakama Health Center. The researcher selected these
settings because it has high rate of antenatal care for pregnant women and also, easy
to access by the researcher. Each of Theses centers have three to four qualifies nurses
and midwives who have bachelor or college diploma degree in Midwifery and
bachelor degree in nursing. One of them regulate and provide care during obsterician
care (such as preparing women for ultrasound examination). The others carried out
antenal, postnatal, and family planning services. While the outpatient clinic of
Princess Badea Teaching Hospital have two nurses and three midwives. Each of

them either had a bachelor or diploma collage degree in nursing or midwifery.

The health services that provided in these settings contain antenatal care services
which involved fetal heart observation, vital sign assessment, laboratory
investigations (such as hemoglubin level, fasting blood suger, and urin analysis),
tetanus vaccine administation, counseling and health education services on breast
feeding and family palnning. The postnatal care services involve: general

examination, wound care for cesarean women, administration of medicine,
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counseling and health education about family planning and breast feeding. The
family planning services includes counseling and administration different type of

contraceptives. The intrauterine device could be inserted by midwife or obstetrician.

According to the statistics of ministry of health of Jordan in 2018, the percentage
of using the antenatal services, postnatal services, family planning services, and the
infant care services in maternal health centers in irbid city were 14,18%, 18,52%,
36,8%, and 34,87% respectively (https://moh.gov.jo/, Accession date: 10 January
2020).

3.1.3. Study population and sample

The population for this study is all healthy pregnant women who received

antenatal care in the recruited settings of north Jordan.

The researchers used the statistics of Jordanian Ministry of Health
(www.moh.gov.jo, Accession date: 10 March 2019) to estimate sample size. The
total pregnant women in every month of the year of 2018 were calculated in each
center. This total numbers includes the new cases, recurrent cases and recurrent cases
in third trimester of pregnancy. The healthy pregnant women was estimated by
subtracted the total number of women who received care at that center from the
number of women who had classified as risky case; mild, moderate or severe risk.
The total healthy pregnant women in all these centers were 796 women in a year of
2018. Then, the total number of healthy pregnant women in one month (25 days) in
the previous mentioned four centers was 66 (by dividing 796 by 12 month). In the
data collection time, which was around 68 days, the total number was 179 healthy
pregnant women. The total number in the outpatient clinic was estimated as doubling
this number 1592 (this was determined by asking the staff in that clinic). The time
for data collection in this clinic was 17 days, then ( 1592/12 month = 132,3), the total
working days in a month 25 days, then 132,3*17/25 = 90 ( the total in outpatient
clinic in 17 days of data collection). Then the total accessible sample was 2609.
Seven pregnant women refused to participate in the study because they did not stay
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in the waiting area after registration and were busy with other activities around the
hospital. Five unanswered questionnaires were not included in the study. Thus, the
final sample in our study was 218 and the response rate was 94%. Data was collected
from 02. 06. 2018 to 14. 10. 2018.

Table. 1 Estimation of Study Population and Sample

Setting | An-Nuayyimah | ALHusn | Alsareeh Hakama | Outpatient

Clinicin
Princess Badea
Teaching
Hospital

Item

Total Pregnant 711 459 315 276 3184

Women in 2018

Healthy Pregnant | 375 176 128 117 1592

Women in 2018

Total Sample at 179 90

Time of Data

Collection Total Sample:
269

Participants who were available at the time of collecting the data and accepted to
participate in the study were recruited. Purposeful sample was used to choose healthy
pregnant women from different trimesters in order to gain divergent experiences. To
achieve this goal; one nurse or midwife helped the researcher in recruitment process

(including the use of participant’ records).

The inclusion criteria include pregnant women who were: married (the divorce
and widow have mostly negative psychological state that may influence the
perceived stress score, so they were not included in the sample), Jordanian
nationality, speaking and writing Arabic language, having single fetus, and
conceiving naturally. Exclusion criteria included women who had: previous or
current adverse obstetric (preeclampsia, recurrent miscarriages) medical (as cardiac
disease) or mental disease (as depression), received any medication except pregnancy

vitamins, and considered smoker.
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3.1.4. Study tools

There are four tools were employed to collect data in first step of thesis: Socio-
demographic and obstetric questionnaire, SF-36 questionnaire, Perceived stress scale
(PSS), and Multidimensional scale of perceived social support (MSPSS). The

detailed explanation of these tools as the following:

Socio-demographic and obstetric questionnaire contained items about: the
maternal age, level of education, total monthly income, employment, parity (number

of children), gestational age, and planning for pregnancy (Enc. 1).

The SF-36 questionnaire was developed by Ware and Sherbourne, as part of
the RAND and Medical Outcomes Study, to evaluate the perceived QOL in the areas
of physical and mental health (Ware & Sherbourne, 1992; RAND,
www.rand.org/health-care/, Accession date: 12 June 2018). The SF-36 includes eight
domains: physical functioning, role limitations due to physical health problems, role
limitations due to emotional problems, social functioning, general mental health
(psychological distress and psychological well-being), bodily pain, vitality
(energy/fatigue), and general health perception (Enc. 2). The subscale scores range
from 0 to 100; O indicates poor health and 100 is the best state of health (Khader et
al. 2011; Ware & Sherbourne, 1992). The total scores were converted to percentiles
and classified as low (0-33), moderate (33,4-66,6), or high (66,7-100). The alpha
coefficients of the SF-36 ranged from 0,73 to 0,81 (Ware & Sherbourne, 1992). The
scale is also used to assess the quality of life of pregnant women in many studies
(Tavoli et al., 2016; Abbaspoor et al., 2016).

The SF-36 was translated to many languages. The first version of Arabic SF-36
was developed by Coons et al.,, (1998) among Saudi Arabian citizens (Enc. 3).
Khader et al.,, (2011) examined the psychometric properties of SF-36 among
Jordanian adult population. They found that the coefficient alpha was ranged from
0,71 for vitality and general health to 0,90 for physical functioning domain. All items
passed the tests for item discriminant validity (Khader et al., 2011). In addition,
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Hamaideh (2011) conducted a study to examine the QOL among Jordanian mental
health nurses. The alpha coefficient in last mentioned study was 0,92. In the present
part of thesis, the internal consistency was 0,86. Permission to use this questionnaire
was obtained from RAND (Enc. 4).

The Perceived Stress Scale (PSS) was developed by Cohen et al. (1983) to
determine the level to which the participants perceive the life situations as stressful.
The scale includes 10 questions on a 5-point Likert scale ranging from O (never) to 4
(very often) (see Enc. 5). The total score ranges from 0 to 40. The highest level of
perceived stress is 40, the medium level is 20, and the lowest PSS score is 0. (Cohen
etal., 1983).

In a study of Chayaa et al (2010), the psychometric properties of Arabic version
of PSS-10 were examined among pregnant women. The Internal consistency
reliability using Cronbach's alpha in Chaaya et al., (2010) was 0.74. The concurrent
validity of PSS-10 in the previous study, by comparing it with General Health
Questionnaire (GHQ-12) and Edinburgh Postpartum Depression Scale (EPDS),
showed a significant positive correlation (r = 0,48 and r = 0,58). Besides that, the
construct validity was examined by assess its ability to detect significant differences
between specific groups of population (Chaaya et al., 2010).

In addition, Al-Gamal and Long (2012) examined the relationship between
psychological distress of Jordanian parents, using PSS and Depression Scale, and its
relations to child emotional and behavioral problems. Positive correlation was found
between the previous mentioned variables (r = 0,329, p < 0,005; r = 0,246, p < 0,01).
The previous study confirmed that PSS passed the test of concurrent validity.
Furthermore, PSS was translated to Arabic language and examined its reliability
among Jordanian population by Almadi et al. (2012). The cronbach’s alpha
coefficient and the intra-class correlation coefficient in previous study were 0,80
and 0,90 respectively. Permission to use to use Arabic PSS was obtained from
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Jordanian qualified researcher (Mansour, AH. <a.mansour@ju.edu.jo> (see Enc. 6,
Enc.7).

The Multidimensional scale of perceived social support (MSPSS) was
developed to measure individuals’ perceptions of social support from family, friends,
and significant others (Zimet et al., 1988). The MSPSS includes 12 items with a 7-
point Likert scale ranging from 1 (very strongly disagree) to 7 (very strongly agree).
The highest score is 84 and the lowest is 12 (Enc. 8). It is widely accepted as a valid
and reliable tool to assess the perceived social support among different population
such as women in antenatal and postnatal period (Gul et al., 2018; Yehia et al.,
2013).

The Arabic version of the MSPSS was employed to investigate perceived social
support among Jordanian parents (Al-Gamal & Long, 2012), Jordanian women in the
postpartum period (Yehia et al. 2013), and Jordanian university students (Alorani &
Alradaydeh, 2017). Yehia et al. (2013) translated the MSPSS to Arabic version and
found that the reliability coefficient of the Arabic MSPSS among Jordanian women
in postpartum period was 0,87. In the current part of thesis, the reliability coefficient
of the MSPSS was 0,90. Permission to use Arabic MSPSS was obtained from
Jordanian qualified researchers (Yehia D <d.yehia@zuj.edu.jo>, and Hamaideh S <
shaher29@hu.edu.jo>; Enc. 9 and Enc. 10).

3.1.5. Data collection

Data was collected after obtaining the required permissions to conduct this
quanitative part from International review board of Near East University (Code No.
YDU/2018/56-538). Also the permission was obtained from Ministry of Health of
Jordan (Code No. MOH REC 180014). The researcher met the midwives and nurses
who worked in the research settings and arranged a private room for data collection

purposes.
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Recruitment process of eligible participants occurred by researcher and one staff
(nurse or midwife) who recruited participants according to their record and the initial
history taking. In the waiting area of the clinic, the researcher provided verbal and
written information about the study. The purpose, possible risk, and possible benefit
of the study were explained to pregnant women. Women, who accepted to participate
in the study and met the inclusion criteria, were transferred to the private room in the
clinic to get their written consent and fill out the questionnaire. The QOL
questionnaire and the scales were filled out by participants in approximately 20- 25
minutes. Data was collected from 02. 06.2018 to 14.10. 2018.

3.1.6. Data analysis

Data were analyzed using the statistical packages for social sciences (SPSS)
software, version 22. Statistical descriptive analysis were used to answer the
research question number one; the socio-demographic and obstetric variables were
described statistically using frequencies and percentages, while perceived stress and

social support were described using means and standard deviations.

To answer research question number two, one-way analysis of variance
(ANOVA) was employed to examine the differences in the QOL scores according to
the investigated factors. ANOVA is a “statistical procedure for testing mean
differences among three or more groups by comparing variability between groups to
variability within groups” (Polit & Beck, 2004). In our study, Scheffe post hoc
procedure was used to determine which pairs of five parity subgroups’ means were

differed significantly.

For research question number three, linear regression analyses followed by
stepwise regression analysis were employed to determine the effects of the
investigated factors on the QOL. The QOL was the dependent variable, and the other
factors were the independent variables. The level of significance in this study was p
<0,05.
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3.1.7. Ethical considerations

This study was conducted after obtaining ethical approval from the Jordanian
Ministry of Health (Code No. MOH REC 180014, approved on 29.01.2018, Enc.
11), and the Institutional Review Board of the Near East University (Code No.
YDU/2018/56-538, approved on 29.03.2018, Enc. 12). The women invited to
participate voluntary in the study. The women answered the questionnaire in a
private room in the health care setting. Informed consent was obtained from the
pregnant women who participated in the study (Enc. 13). No any anticipated risks or
harms and no direct benefits from participating in this study, but the findings that
were gained from this study may be beneficial to the others. In another word, the
results may promote nursing and health care knowledge, and help in improving the
quality of life of pregnant women. No any incentives were provided to participants.

After data was collected, the consent form was separated from the questionnaire
and kept in an envelope to ensure data privacy and confidentiality. Coding was put to
the paper and electronic data instead of personal identification information of
women including name, age, and educational level. All of the collected data (in paper
format) were stored in a secure and locked cabinet in researcher’s home. The
electronic data were stored in the researcher’s computer by a password. Only the
researcher had an access to the paper and electronic data. A contact number was
provided to the women participants in case they had any questions or concerns about
the study in later time.

3.2. Step 2 (Qualitative Part)
3.2.1. Research design

Descriptive phenomenological design was utilized after conducting the
quantitative part in this thesis. It is one of attractive qualitative method in nursing
research (Matua, 2015) which aimed to understand the experience of individuals that

everyday lives (Streubert & Carpenter, 2011). It contributes in revealing the hidden
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and embedded aspects of the experience (Wertz et al., 2011), and generating new
rich descriptions about phenomenon from perspectives of those who experience it
first- hand (Matua, 2015).

In this step of thesis, the experiences of pregnancy, which consider healthy, of
women with four or more children were described from their perspectives. The
experiences include high parity women’s perceptions, expectations, and realities
about having physiologic and psychological changes that resulted from normal
pregnancy. In addition to have other factors (such as low socioeconomic status and
unplanned pregnancy) that may affect woman’s health. The descriptions of
participants were elaborated and analyzed under the scope of the QOL and its related
factors using face to face interview. Individual interview is a useful tool for
exploring in-depth the experiences and perspectives of individuals (Petty et al.,
2012).

3.2.2. Setting

Participants were selected initially by contacting the attendances (almost
women from different ages) of two fitness centers in one town (An-Naimah) of Irbid
city in Jordan, which was easy access to participants by the researcher. These two
centers provide their services to all women in An-naimah and its surrounding areas.
Generally, Jordanian people who live in this region have shared kinships and

common social events and activities. They are socially active and know each other.

The interviews were carried out in a convenient place for pregnant women who
have four or more children and met the inclusion criteria. Ten participants were

interviewed on their home and the others (4 participants) at researcher home.
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3.2.3. Sample
The participants were selected in three steps:

Firstly, the researcher was met the attendees (who were women) of two fitness
and health centers in area close to the researcher. They were asked if they knew any
pregnant women who had four or more children. The study protocols and contact
information of the researcher were given to them. Then, the contact information of
possible participants was given to the researcher by fitness center attendees. Potential
participants were asked to participate voluntarily in this study and their verbal
consent was obtained. In this step, 19 pregnant women who had four or more

children were reached.

Secondly, the potential participants (19 pregnant women), who were accessed in
first step, were asked to find other pregnant women (having four children or more).
For this reason, snowball sampling technique was used to select pregnant women.
Snowball sampling is based on referrals to find other participant, which is costly
effective and time consuming for selection of participants (research-
methodology.net. Accession Date: 03.03.2020). The participants in the first step
contacted the researcher and gave her the phone number of new participants after
taking their informed consent for participation in the study. In this step, nine

pregnant women were reached.

Lastly, the participants, who found in first and second step, were contacted by
the researcher to determine the eligible one according to the inclusion criteria. The
total potential participants who were reached in first and second step were 28 (in first
step was 19 and in second step was 9). Nine of them were excluded because were not
met the inclusion criteria (see the subheading 8.4.3.). Purposive sampling technique
was employed to determine the eligible participants. Purposive sample is defined as a
conscious selection of subjects by a researcher based on the characteristics they

desire supported by rationale for selection (Burns & Grove, 2005).
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The number of participants was determined as the data will be saturated. In
phenomenological study, Creswell (2013) suggested to use sample of at a minimum
three to a maximum 15 participants. Therefore, in qualitative part, the number of

participants was 14. The inclusion criteria were:

¢ Jordanian nationality women.

e Married women.

e Having four children or more.

e Reading and writing Arabic language.

e Free from any previous or current obstetric health problems (miscarriage,
gestational diabetes, etc.).

e Free from any previous or current systematic health problems (Diabetes mellitus,
hypertension, etc.).

e Having single fetus and conceiving naturally.

[ ] Nonsmoker’s women.
3.2.4. Data collection

Data were collected using face to face, in depth, semi -structured interview
which was recorded by digital voice recorder. The researcher did conversations with
women and generated questions based on their narration (Zhang & Wildemuth,
2009).

During the interview, the researcher observed the non-verbal language of
participants, such as facial expressions, gestures, and the tone of voice. This non-
verbal data could provide clarification, discovery, emphasis, and verification of
verbal data (Denham & Onwuegbuzie, 2013). This data was used during
transcription process. Then, the recorded data were checked by one nurse expert in
qualitative research to check quality of interview and the transcribed data. The
researcher had an experience in collecting qualitative data by interview. The

researcher performed interview in previous qualitative study and previous graduate
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qualitative course. The researcher provided clinical course (physical examination) for

undergraduate students including carrying out interview.

Initially, the researcher asked the high parity women to participate in this study.
The eligible women who accepted participation in the study was informed consented

and given written information sheet about the study (Enc. 14).

The Consent form included: the purpose of the research, risk and benefit of
study, Information about voluntary participating and withdrawing from the study,
Contact information; the consent form included the researcher’s name, phone number
and the institution’s address, the signature of the researcher and participant, witness

name and signature, telephone number of participant, and the date of interview.

The first interview started by asking participants about their: socio-demographic
data (age, income, educational level, type of family, and house type and
characteristics), obstetric data ( gestational age, number of antenatal visits, planning
pregnancy, gender of children, interspacing between their children, and type of
health care setting that had been used). Then, the researcher started asking the
primary question. At the end of first interview, the researcher thanked the participant
and determined the possible next interview after one week from the first one. In that,
due to limited time (one month) for data collection, extracted themes may need more

than two interviews from participants.

At the beginning of next interview, a transcribed written report of previous
recorded interview was given to participant to read it. After she provided agreement
regarding the written data, she signed the report. Then, the investigator summarized
the participant’s perceptions in previous interview and started the next interview.
Each interview took around 30- 45 minutes. There were around two interviews in
average for each participant, because there were no new themes were added to the
transcribed data, despite the fact that the saturation of data was unpredictable
(Visram et al., 2018).
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The researcher prepared for conducting the interview. The preparations
included: Contacting the participants; to ensure their participation and determining
the appropriate time and place of the interview, Checking the place of interview. It
was prepared to be; free from any interruptions, excessive light and noise,
comfortable for the participant and researcher. Before the interview, the researcher
asked the participant about her emotional status (if she was ready for interview
emotionally). This was organized according to suitable time and comfortable place
for participants, women’s emotional status, and making good preparation of the
equipment. For example, the voice recorder checked if it was working before starting

the interview.

The researcher in the interview used open- ended questions. The primary
question was: What are the lived experiences of pregnancy (which is considered
healthy) in high parity women in Irbid city in Jordan?

The sub-questions were:

e What is your personal experience of being pregnant while having four children or
more?

e What is your feelings of being pregnant and taking care of four children or more?

e What is your thoughts of being pregnant and taking care of four children or more?

e Please describe your general health during pregnancy?

e What is your husband role during pregnancy toward house work duties?

e What is your husband role during pregnancy toward taking care of your children?

e What do you do when you face a problem with house work?

e How do you feel toward taking care of four or more children?

e How you take care of yourself during pregnancy?

e How you solve any health problem? Who support you?

The researcher asked other questions to get more information about the topic of
conversation such as: “what do you feel about that”, “How did that happen?”, “Can

you give example about that?”, and “What did you think about that”.
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3.2.5. Data analysis

Analysis of the transcribed interview was performed using Colaizzi’s (1978)

method of analysis, it includes the following steps:

1. The transcribed interviews were read and reread by the researcher until the feelings
and thoughts about the experiences of high parity women in pregnancy were

acquired.

2. The significant statements that were related directly to the experience of high parity
women in pregnancy were extracted. Some examples of these statements were

displayed on results section.
3. Cluster of meanings were formulated based on significant statement.
4. The researcher categorized the formulated meanings into clusters of themes.

5. The researcher integrated the formulated themes to form exhaustive descriptions of

the experience of high parity women in pregnancy.

6. The researcher formulated statements according to the exhaustive descriptions which

captured the lived experiences of high parity women during pregnancy.

7. The descriptions were validated by returning it to the participants for
confirmation. All participants agreed with the researchers in their statements
(Credibility will occur by returning the descriptions to the participant for

confirmation).
3.2.6. Evaluation criteria (Trustworthiness)

It is important in qualitative research to confirm the accuracy and clarity of the
descriptions of a phenomenon. There are many rigorous techniques identified to
evaluate the quality of the data, or what is called trustworthiness of data. Lincoln and

Guba’s (1985) method of evaluation was used to assess the trustworthiness. It is the

43



most common method to determine the rigor of qualitative study. It consists of four

measures: credibility, transferability, dependability, and conformability.

Credibility refers to authenticity of data. Authenticity means that the data are a
true reflection of participant’s experience of phenomena under study (Vivar et al.,
2007). In this study, credibility was carried out by: returning back the transcribed
descriptions of previous interview to participants to check its truth and comparing the
transcribed interviews of participants at different points of time.

Dependability: to check the stability and consistency of research process over
time (Dependability) (Lincoln and Guba, 1985), the researcher process was reviewed

by another qualitative expert researcher in order to confirm the study findings.

Conformability reflects the degree that the findings are a product of inquiry
and not the bias of researcher (Guba, 1981, Lincoln and Guba, 1985). The researcher

documented all the steps of the study including data collection and data analysis.

Transferability is to which extent the research findings will be applicable in
other settings or contexts (Lincoln & Guba, 1985, Petty et al., 2012). The researcher
recruited a heterogeneous sample, the Women will vary in according to their socio-

demographic characteristics and gestational age and other factors.
3.2.7. Ethical considerations

Ethical approval was obtained from the Institute of Review Board in Near East
University. Informed consent was taken from the women in verbal and written form.
Before each interview, process consent was confirmed verbally. Confidentiality was
maintained; only the researcher had access to the information, and all the data were
labeled with a non-descriptive identifier. These codes were used instead of the
participant’s name and address. Additionally, the codes were used to the transcribed

interview, recorded data, findings, and any published report about the research.
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4. RESULTS OF STEP 1

4.1. Descriptive Statistics
Table 2. Characteristics of the Pregnant Women (n = 218)

Variables n %
Age
Less than19 years old 10 4,6
20-25 61 28,0
26-30 68 31,2
31-35 43 19,7
36 or more 36 16,5
Educational Level
Primary school 12 55
Secondary school 73 33,5
College diploma 45 20,6
Bachelor’s degree 79 36,2
Graduate degree 9 4,2
Occupation
Housewife 162 74,3
Part-time worker 21 9,6
Full-time worker 35 16,1
Total Monthly Income
Less than JD* 450 110 50,5
JD450-800 80 36,7
More than JD 800 28 12,8
Parity
0 60 27,5
1 40 18,3
2 46 21,1
3 34 15,6
4 or more 38 17,5
Gestational Age
1st trimester 56 25,7
2nd trimester 79 36,2
3rd trimester 83 38,1
Planned Pregnancy
Yes 113 51,8
No 105 48,2

*Jordan dinar, 1 JD = 1,41 USD .
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In table 2, a total of 218 pregnant women participated in this study.
Approximately one-third of participants (31,2%) were aged 26-30. Just 4,6% of
women were under the age of 19. The majority of women were reported completing
either a bachelor degree (36,2%) or secondary education (33,5%). While the lowest
proportion were reported having primary school (5,5%) and graduate education
(4,2%). Three- quarters of women were non worker (74,3%). A further 25,7% were
either fulltime worker (16,1%) or part time worker (9,6%). Over half of all women
had total family income less than 450 Jordan Dinars (JD = U.S. $1,41). Respective
proportions of women with family income JD 450- 800 JD and more than 800 JD
were 36,7% and 12,85%.

The obstetric characteristics of sample were: 27,5% of women had no child and
17,5% of women had four children or more. According to gestational age, the
percentages of pregnant women who were in first, second and third trimester was
25%, 36,2%, and 38,1% respectively. The women of planned and unplanned
pregnancy had approximately the same participating rate (planned pregnancy =
51,8%, unplanned pregnancy = 48,2%).
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Table 3. The Mean Scores of QOL, Perceived Stress, Perceived Social Support

among Healthy Pregnant Women

Total MSPSS

63,78+13,816

Scales Mean+SD* Min-
Max
QOL Subscales
Physical functioning (10 questions) 57,8422,733 15-100
Role limitations due to physical health
problem (4 questions) 37,16+36,259 0-100
Role limitations due to emotional problems
(3 questions) 42,97+41,031 0-100
Energy/fatigue (4 questions) 42,45+17,833 0-95
Emotional well-being (5 questions) 52,68+19,855 0-96
Social functioning (2 questions) 58,89+22,463 0-100
Pain (2 questions) 54,909+24,386 0-100
General health (5 questions) 59,77+14,542 15-100
Total quality of life 51,85+14,705 14-89
Total PSS (10 questions)** 20,265,697 0-3,5
MSPSS***
Significant other(4 questions) 23,395,164 1-7
Family (4 questions) 22,2045,488 1-7
Friends (4 questions) 18,18+5,964 1-7

*SD: Standard deviation

**PSS: Perceived stress scale scores

*kk
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The total mean scores of quality of life, perceived stress, and perceived social
support were 51,85; 20,26; and 63,78 respectively. In the quality of life subscales,
the lowest score was observed in the role of physical functioning subscale (mean =
37,16, SD = 36,25) and the highest score was the general health (mean = 59,55, SD =
14,54) followed by social functioning (mean = 58,89, SD = 22,46 see table 3).

Regarding the sources of social support, the lowest score was demonstrated on
the friend’s subscale (mean= 18,18, SD= 5,96) and the highest score was in
significant other subscale (mean= 23,39, SD = 5,16). The mean score of family
subscale was 22,19 (SD = 5,48, see table 3).

4.2. Inferential Statistics

Table 4. Differences on QOL Using One-Way ANOVA According to Socio-
demographic and Obstetric Factors (n = 218)

Variable N Mean+SD F p-value”
Age
<19 years old 10 61,04+11,374 2,261 0,064
20-25 61 52,02+11,965
26-30 68 51,72+15,078
31-35 43 53,86+17,364
>36 36 46,88+14,502
Education
Primary school 12 60,35+13,746 2,360 0,054
Secondary school 73 50,30+12,319
College diploma 45 49,51+15,740
Bachelor’s degree 79 52,35+16,041
Graduate degree 9 60,56+10,909
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Continue; Table 4.

Variable N Mean+SD F p-value”
Occupation
Housewife 162 52,1+£14,173 0,116 0,890
Part-time worker 21 50,51+18,045
Full-time worker 35 51,54+15,354
Total monthly income
Less than JD™ 450 110 52,45+13,522 0,186 0,830
JD 450-800 80 51,15+16,256
More than JD 800 28 51,52+14,949
Parity
0 60 54,52+13,968 2,413 0,05
1 40 54,41+13,251
2 46 51,36+14,993
3 34 51,40%16,265
4or more 38 45,95+14,409
Gestational age
1st trimester 56 52,59+15,068 1,220 0,297
2nd trimester 79 53,37+13,700
3rd trimester 83 49,91+15,328
Planned pregnancy
Yes 113 PLOSEIRT [ 0,047 0,829
+
No 105 523,28_15,7
Total +
218 51625_14,7

“The p-values were calculated using ANOVA

**Jordan dinar, JD 1 = USD 1,41.
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The differences in the QOL scores of pregnant women according to their socio-
demographic and obstetric characteristics were displayed in table 4. One-way
ANOVA was used because there were more than two independent groups in the
sample. The results showed that the statistical significant differences in the QOL

scores were only found between parity subgroups (F = 2,413, p = 0,05).

The highest mean score was reported among women who were; in age of 19

years or less (mean = 61,04, F = 2,261, p = 0,064), had a graduate degree (mean
60,56, F = 2,36, p = 0,54), considered a housewife (mean = 52,10, F = 0,116, p
0,89)., had income less than 450 JD (mean = 52,45, F = 0,186, p = 0,83)., not had a
child before (mean = 54,52, F = 2,413, p = 0,05)., in second trimester of pregnancy

(mean = 53,37, F = 1,22, p = 0,297)., and not planned for pregnancy (mean = 52,08,
F =0,047, p =0,829) ( see table 4).
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Table 5. Scheffe Post Hoc Test Comparisons of QOL According to Parity

Factor
(M .
Parity _ Mean Difference
(J) Parity (1-J) Std. Error p-value
0 1 0,11 2,963 0,970
2 3,16 2,845 0,268
3 3,12 3,116 0,318
4 or more 8,58* 3,010 0,005
1 0 -0,11 2,963 0,970
2 3,05 3,138 0,332
3 3,01 3,386 0,375
4 or more 8,47* 3,289 0,011
2 0 -3,16 2,845 0,268
1 -3,05 3,138 0,332
3 -0,04 3,283 0,990
4 or more 5,42 3,182 0,090
3 0 -3,12 3,116 0,318
1 -3,01 3,386 0,375
2 0,04 3,283 0,990
4 or more 5,45 3,427 0,113
4 or 0 -8,58* 3,010 0,005
more 1 -8,47* 3,289 0,011
2 -5,420 3,182 0,090
3 -5,450 3,427 0,113

* The mean difference is signification at the 0,05 levels. ** Scheffe post hoc test was used
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In Table 5, there was a statistically significant difference in parity factor (p =
0,05) between none and four or more in favor of none , and between 1 and four or
more in favor of 1. In other words, high-parity women had significantly lower QOL
than low-parity women (those with no children or just one child). Although there
were no differences in the QOL according to gestational age, women in the third
trimester of pregnancy had the lowest mean QOL score (mean = 49,91, SD= 15,328),
while those in the second trimester had the highest mean QOL score (mean = 53,37,
SD =13,7).

Table 6. Linear Regression Results for Factors Influencing Quality of Life

Standardize
d Beta p-
Variables Coefficients T Sig R R? F | value
Age 0,022 0,234 0,815 0,244 | 0,06 | 1,463 | 0,164
Educational 0,044 0569 | 0,570
level
Total monthly -0,068 -0,914 | 0,362
Income
Occupation -0,020 -0,258 0,796
Parity -0,182 -0,936 0,350
Gestational age -0,091 -1,316 0,190
Planned 0,060 0,872 0,384
pregnancy
PSS ™ -0,054 -0,777 0,438
MSPSS 0,083 1,205 0,229

" The p-value was calculated using regression analysis.

""PSS: Perceived stress scale scores

*kk

MSPSS: Multidimensional scale of perceived social support

In table 6, linear regression analysis was employed to determine the effects of
the investigated factors on the QOL. The QOL was considered as a dependent

variable and the other factors as independent variables. The results showed that the

52



investigated factors explained 6% of the variance in the QOL. None of the
independent variables were related to the QOL (F = 1,464; p = 0,164). For this

reason, linear regression analysis followed by stepwise regression analysis.

Table 7. Stepwise Regression Results for Quality of Life According to Parity

Standardized

Coefficients
Beta T R R? F p-value

Parity -0,192 -2,876 |1 0,192 | 0,037 |8,274 | 0,004

Dependent variable: Quality of life.

Stepwise regression analysis was used

Stepwise regression analysis was employed as seen in table 7. The independent
variables are evaluated for entry into the regression equation under both forward
selection and backward deletion criteria. The variable that correlates significantly
with the dependent variable remains in the equation (Robert, 2006). In this study,
Table 6 showed that’s only parity factor had a significant effect on the quality of life
of pregnant women, and explained 3,7% of the variance (R = 0,192; F = 8,274, p =
0,004).
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6. RESULTS OF STEP 2

Table 8. Characteristics of Participants (n = 14)

Participant| Age | Education Job Income House. Trlme_ster/ Planning Antenatal
ownership | Parity pregnancy Care
Not done
P1 40 | Bachelor Teacher Satisfied Yes 3d/5 Yes/Wa}nted & after 4th
Desired
month
P2 32 | Bachelor Unprofesgonal/ Satisfied Yes 14 No/ Unwanted| No care
Part Time
P3 35 Second_ary Cleaner Satisfied Yes 2nd/4 Yes/anted & Yes
Education Desired
Secondary : i nd
P4 38 Education Housewife |Unsatisfied Yes 2n9/5 No/ Wanted Yes
Secondary : i rd
P5 34 Education Housewife |Unsatisfied Yes 3/4 Yes/Wanted Yes
P6 27 Second_ary Housewife |Unsatisfied | No/Rented 2nd/4 No/Wanted Yes
Education
P7 30 | Primary Housewife |Unsatisfied Yes 1%Y4 No/Unwanted No
P8 38 | Bachelor Teacher Satisfied Yes 2nd/4 No/Unwanted Yes
P9 34 | Primary Housewife Satisfied Yes 2nd/5 Yes/Wanted Yes
P10 40 é‘,.ollege Housewife Satisfied Yes 31d/4 Yes/Wanted Yes
iploma
p11 | 32 | College Nurse Satisfied |  Yes 14 No/Wanted | Yes
Diploma
P12 33 ISE%cond_ary Housewife Satisfied Yes 3rd/4 No/Unwanted No
ucation
P13 38 | Doctoral University Satisfied | No/Rent 3rd/4 Yes/Wanted Yes
Lecturer
P14 37 Master Physician Satisfied Yes 134 Yes/Wanted Yes

The participants in this study were 14 and their age ranged from 27 to 40 years
old (Table 7). There are many themes were extracted from verbatim transcriptions as

mentioned below:

1. Experienced new discomforts in this pregnancy

Generally, the pregnant women in first trimester complained from nausea and
vomiting, heart pain in second trimester, and back pain and sleeplessness in third
trimester. Other discomforts or pregnancy related symptoms were experienced

only in this pregnancy as participants said. They think that the causes were related
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to their advanced age (over 35 years old) or having additional responsibilities. For

example:

“This pregnancy is very hard for me, I feel of tired and exhaustion, I have
varicose vein in my legs and also in genital area that was not appear in
previous pregnancies, | feel of difficulty when | want to sit down and very
tired when 1 am walking even short distance or long distances. Discomfort
when | change my position. | think that was related to working in (picking
olives) which takes a lot of physical efforts... I had also urinary incontinence.
| think its affect our health” PA4.

“We build new home, there is a lots of things to do, ..., I prepared food for
employees and help my husband on cleaning and rearrange the area after the
employees go home. | complain of sever lower back pain. | could not sleep
well because feeling of tired and exhaustion... Being on older age and having
a lot of physical efforts may have a role in developing this problem and
feeling of tired” P5.

“When I arrive home after spending hard time in my job place, I feel of sever
tired, back pain. | go to sleep directly and ignore all my house
responsibilities. When pregnant women become older and older, the
pregnancy will become more difficult. | feel very tired and exhausted in this

pregnancy not as previous pregnancies” P10.

2. Experience of new responsibilities or roles in addition to routine roles.

Most participants carried out routine daily duties such as; preparing children to

going to school in the morning, cooking, keeping her home clean, and helping their
children in performing their school homework’s. It was found that most participants

had other additional duties. For example:

“I take care of my ill husband. He has cardiac disease. He spent 2 weeks in
Intensive Care Unit. He did cardiac surgery. For 2 weeks, | went daily to my

work, then directly went to hospital and stayed there until evening. Now he
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discharged from hospital. And he needs special care. You know how is society
response to someone discharge from hospital. A lots of guests all the time”
P13.

o “We build new home, there is a lots of things to do, and we do not have
enough money to bring extra employees to do these things. | prepared food
for employees and help my husband on cleaning and rearrange the area after
the employees go home and when they were not to come to work. Building
new homes needs a lot of preparation. It takes a lot of time and some time |
did heavy physical works” P5.

o “My husband is working outside (the name of her country). I did everything
for my children. And I buy all home items and requirement. I go to school and
ask about my children. And | pay all bills in addition to other routine

responsibilities” P12.
3. Coping issues (Seek help and support from family members)

The older child of Most participants was female and above 14 years old. Most of
women received help from them in performing some duties such as cleaning and
arranging the home. The husband mostly provided emotional support but his duties
in child care and home work were limited with some variations between participants.
Also, most of women received emotional support from their mothers or sisters.

Examples of participants’ statements:

e “[ have many roles and responsibilities. But my old daughter (14 years old) helps
me in doing some home duties. My husband does not participate on housework or
child care. But he listens to me and share with him any events happen with me”
Po.

o “My older children is female and she did everything,, cooking , cleaning the
home, she did not studying well, she like to do home duties” P7.
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o “I have 3 sons. I make a schedule and distribute responsibilities between them.
For example, today (name of one of her son) is responsible about toilet cleaning.
The other one is responsible about dish washing” P13.

o “My husband is very collaborative. He supports me in everything. He helps me in
teaching my kids and doing their school home works. He goes with me for
antenatal checkup, he listens to me and I share with him any problem” P14.

o “] feel of rest when I talk with my sister or my mother or visit them” P6.
4. Seeking antenatal care

The transcribed statements revealed that planning pregnancy and knowing the
gender of fetus affect the antenatal care follow up. Three participants who had
unwanted pregnancy, and one participant who know the gender of her baby, were not

interested to make antenatal checkup. For example:

o “ .0’ (her tone of voice reflects her unhappiness toward the gender of her
baby), no need for antenatal checkup. | know everything from my experience.
1 will go next week to know the position of fetus for birth” P1.

e “I do not plan for this pregnancy. I did pregnancy test at home by urine kit.
Till now, I am not go for antenatal checkup. I convince myself that I am not
pregnant” P2.

o “My husband is working outside (the name of her country).... I do not want
this pregnancy... I do not take vitamins or go to doctors for antenatal

checkup”P12.
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6. DISCUSSION

6.1. Discussion of Main Findings

The purpose from conducting this thesis was to determine factors influencing the
QOL of Jordanian women during pregnancy. Regarding the demographic
characteristics of participants, the results of step quantitative part revealed that the
proportions of women who were in teenage pregnancy, primary school, graduate
education or having high income were low in comparison to the other groups of
participants (the respective proportion of participation was: 4,6%, 5,5%, 4,1%,
12,8%; see table 2). In facts, this was consistent with Jordanian statistics. The
teenage pregnancy rate was 5% (Department of statistics and ICF, 2019). The
illiteracy rate decreased to 7,2% and the unemployment rate increased to 28.5%
among Jordanian married women in 2018 (www.dos.gov.jo/, Accession date: 10
June 2019). In that, women who have occupation, getting high educational level
(Mazzoni, et al., 2016), and receiving high income tend most likely to receive

maternal care from private settings rather than public settings.

The pregnant women in this step one had moderate QOL scores (mean = 51,85,
see table 3). Consistent results were reported by United States pregnant women
(mean = 49,37-51,14) (Altazan et al., 2019), Turkish pregnant women (mean = 44,6-
59,9) (Tasdemir et al., 2010), and Jordanian adult women in two respective studies
(mean = 52; mean = 65,9) (Alazzam et al., 2011; Khader et al., 2011). The previous
studies were relatively had the same mean scores as our study except the study of
Khader et al., (2011) which had higher QOL mean scores than our results. The QOL
in previous study was examined in adult women and men while our study on healthy
pregnant women. Therefore, this may provide evidence that pregnancy is a stressful

life event in women’s life and affect their QOL.
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Our results in step one showed that the highest mean score of QOL were
reported among adolescent (mean = 61,04) and graduate degree women (mean =
60,56) (Table 4). The participating rate for the previous groups was low. Inconsistent
findings reported in a study of Dagler et al., (2019). Higher QOL scores were
reported among pregnant women who had education level above primary school.
This explained by: the previous study had different categories of educational level
(illiterate, ore secondary school, and high school or above) than the quantitative part
of present thesis. Furthermore, the number of participants in our study in some

categories was very low.

In step one of this thesis, the results go in line with other studies regarding the
differences in QOL according to gestational age (p = 0,297, table 4). For example,
Mazuchova, et al. (2018) and Wang et al. (2013) found that the QOL scores were not
differed between the trimesters of pregnancy. The previous finding was consistent
with the studies of Fatemeh et al., (2010), Tasdemir et al., (2010), and Vachkova et
al., (2013). This explained by the fact that, such differences in the QOL between the
periods of pregnancy linked to the presence of pregnancy related symptoms and
discomforts. For example, the women have experience of nausea and vomiting in
first trimester (Bai et al., 2016; Balikova & Buzgova, 2014) and urinary incontinence
in third trimester (Kok et al., 2016) which may inversely affect the QOL of pregnant
women. However, it is required to conduct further research on the prevalence of

these discomforts and its impact on QOL of pregnant women.

Regarding perceived stress, it did not affect the QOL of pregnant women (table
5). Other studies found inconsistent findings. Low QOL of pregnant women was
related to high perceived stress (Lau & Yin, 2011; Shishehgar et al., 2013;
Shishehgar et al., 2014). Similar perceived stress score was reported among
Jordanian women. The total mean for PSS was 27,0 (SD = 9,33) (Al-Gamal & Long,
2012).
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Parity was only factor that was related to QOL during pregnancy in step one of
this thesis (p = 0,05 in table 4, p = 0,004 in table 7). High parity women had lower
QOL scores than low parity women. Calou et al., (2018) found that parity factor was
considered as strong predictor of QOL and it was associated with family relationship.
For example, the first experience of pregnancy for women may allow establishing
family bond and receiving high social support. Similar findings were reported in
other studies that were conducted during pregnancy (Daglar et al., 2019; Calou et al.,
2018; Mazuchova et al., 2018; Balikova & Buzgova, 2014). The qualitative part of
this thesis provide detailed explanation about why high parity women had poor QOL
during pregnancy and what are the hidden factors that affected the QOL of high
parity women during pregnancy. The results in step two showed additional issues

(Themes) that concerned QOL during pregnancy as explained below:

e Experience of new discomforts in this pregnancy

Most of pregnant women felt of tiredness and exhaustion in this pregnancy.
Some of them had new symptoms that were not experienced in previous pregnancies.
It was believed that being older and having new life event contributed in developing
such discomforts and deteriorated woman’s health. In a study of Klemetti et al.,
(2011) in England, older multiparous women (35 years or more) reported some
pregnancy related discomforts than other younger women(25-34 years old) such as;
varicose vein, hemorrhoids, carpal tunnel syndrome, and stress incontinence. The
previous researchers asserted the adverse influences of such discomforts on women’s

daily life.

Other study found that most of multiparous women who had low back pain were
older and more likely to have sleep disturbances than primiparous women with low
back pain (Mota et al., 2015). In previous study, low back pain prevented pregnant
women from doing their daily activities. Moreover, de Oliveira et al., (2013) reported
that urinary incontinence was significantly related to high parity factor and
negatively affect the quality of life of pregnant women. In nursing practice, it is
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required to assess pregnancy related discomforts and provide required interventions
in order to promote the QOL of high parity women. Further research is required that
investigate the pregnancy related discomforts and effects on high parity women’s
health and QOL.

e Experience of new responsibilities or roles in addition to routine roles.

Generally, woman has a number of social roles such as wife, daughter,
employee, and mother (Willigen, 2014). Also, she becomes pregnant as natural role.
In this step two, the results showed that all pregnant women had other
responsibilities in addition to their routine multiple duties such as, cooking, house
work responsibilities, and school homework duties. Additional roles may contribute
on adverse mental and physical health (Willigen, 2014), and lead to poor QOL. This
finding was consistent with the study of Nakajima et al., (2013); the poor physical
and psychological health of high parity women during pregnancy was related to have
huge responsibilities toward their family in addition to physiologic changes of
pregnancy. Other Brazilian study (Coll et al., 2017) found that high parity women,
who had two or more children, may unable to cope effectively with parenting stress
toward new child in addition to care of other children, which increase the risk for

antenatal depression.

Furthermore, Malhotra et al. (2014) found that the happiness level decreased in
pregnant women who had one child or more. The drop in happiness level may be
explained by increased duties of high parity toward their children besides the
additional financial and domestic responsibilities. Nursing interventions should be
directed toward individualized care of high parity women, including comprehensive
assessment of the multiple stressors or factors and the available coping resources, in
order to promote physiologic and psychological health of high parity women during

pregnancy.
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e Coping issues (Seek help and support from family members)

The results showed that most pregnant women seek support from their family
members such as their husband, children, and other family members. Mostly,
woman’s’ mother and sister provided emotional support. While, the husband and
their children provided instrumental support (such as: taking care of young child) in
addition to emotional support. They were considered as a good source of support.
Furthermore, the age and gender of their children contribute in this issue. Most of
their oldest children was female and in adolescence age. This participated in decrease

the housework duties of women.

In step one of this thesis, social support was not influence the QOL of pregnant
women (p = 0,164;F = 1,464, table 6). In contrast, some studies found that QOL in
pregnancy was correlated positively with social support (Gabbe et al., 2012). The
total mean scores of MSPSS in qualitative part of thesis were consistent with the
results for Jordanian women. The total mean scores of MSPSS was 58,9 (SD = 15,1)
(table 3). The highest mean scores were demonstrated in family and significant
others subscale (Al-Gamal & Long, 2012).

In a qualitative study in Iran, Kazemi et al., (2017) explored factors that
influence QOL of pregnant women. They found that women satisfied with support
that was received from their family members and husband. Gul et al., (2018) and
Shishehgar et al., (2013) reported that social support was positively affect the QOL
of pregnant women. During pregnancy, most Jordanian women received high level of
social support from their husbands, families, and friends (Alyahya et al., 2019). The
experience of pregnancy may strength the family relationship because it was viewed

as a positive life event.

Nakajima, et al. (2013) suggested considering husband role (e.g. care of older
children and providing support for house work) in nursing care as supportive person

for high-parity women, by increasing their parenthood role to unborn child and

62



providing care for older children. Social support interventions should be included in
maternal health promotion programs particularly for high parity women.

e Seeking antenatal care

In results of step two, there are two factors that may influence pregnant women
engagement in antenatal care; the gender of baby against women’s preferences and
undesired pregnancy. In Iranian qualitative study, the researchers explored the QOL
of pregnant women and its related factors. The results revealed that the gender of
fetus was one of the pregnancy related concerns that could affect women’s QOL
during pregnancy (Kazemei et al., 2017). In Jordanian study, pregnant women with
female fetus had more risk to less than adequate antenatal care than women who had
male fetus. Generally, Jordanian women have strongly preferred to get male baby
(Al-Akour, 2008).

Regarding unplanned pregnancy, the results of step one showed no significant
difference in the QOL between women with planned and unplanned pregnancies (p =
0,829, F = 0,047; table 4). Similar findings were documented in other studies
(Gariepy et al., 2017; Li et al., 2012). In step one, planning pregnancy was measured
as planned or unplanned. This categorization did not reflect women’s intension
toward pregnancy. In fact, unplanned pregnancy does not always associate with
uncertainty, loss of control, stress, ambivalent emotions, or negative feelings toward
pregnancy. Women may accept the reality of being pregnant, cope positively, and be
happy specifically when they receive good social support, as evidenced by our

results.

Therefore the results of step two showed that even pregnancy unplanned but it
may be wanted. And, unwanted or undesired pregnancy was associated with less or
delay antenatal care. Dibaba et al. (2013) found that women of unwanted pregnancy
postponed their antenatal care and performed fewer antenatal visits. While,
Khajehpour et al. (2013) found that; unplanned pregnancy has been linked to poor

QOL, less antenatal care, and risky behaviors. The longitudinal study of Wang et al.,
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(2013) revealed that feeling of happiness about pregnancy were associated with good
QOL in mental and general health dimensions. Future research should quantitatively
investigate planning pregnancy based on evidence based research and valid

instrument.

High parity and older women had late, fewer, or no prenatal care at all as found
on Nepalese study (Neupane & Doku, 2012). Similarly, Alkhaldi, (2016) and Tsawe
et al. (2015) found that the usage of antenatal health services among high-parity
women was less frequently than low-parity women. Less or inadequate antenatal care
was associated with adverse perinatal outcomes such as still birth and congenital
malformation (Bililign Yimer et al., 2019). Empowering and educating women could
increase the use of antenatal care services and thus promote maternal health and
QOL.

Generally, in Jordanian society, pregnancy is viewed as a positive life event, and
the family has strong bond and good relationship. Consequently, Jordanian women
and their family have positive feelings and emotions, especially when the pregnancy
has been planned. However, the experience of normal body changes in pregnancy
may cause psychological discomforts and stress. Social support as emotional coping
intervention plays a significant role in buffering the negative effect of stress (Cohen
& Wills, 1985). Positive coping strategies (such as positive healthy behavior) are
associated with good QOL (Mirabzadeh et al., 2013).

In summary, it was found that each women had a unique experience during
pregnancy and exposed to varied and multiple stressors. There was no independent
factor associated with women'’s health or QOL during pregnancy. Generally, Women
with multiple stressors had experienced adverse maternal outcomes such as sever
pregnancy nausea and vomiting, preterm birth, and post partum depression
(Mukherjee et al., 2017). Other issue, the qualitative part revealed that women may
have positive and negative experiences during pregnancy which may affect their

overall QOL. An example of positive experiences, pregnant women may receive
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good social support from their family members and adequate antenatal care. While
the negative experiences demonstrated on having baby gender against their
preferences and a lot of pregnancy related discomforts. This explained why women
had moderate QOL in quantitative part. Pregnant women may have some stressors
and some protective factors at same time. Therefore, health care providers should
provide holistic and individualized care for pregnant women, particularly high parity
women. Assessment of all stressful life events and factors that adversely affect
maternal health is required to advance the quality of antenatal care and therefore
decrease maternal-infant morbidities and mortalities. Further studies, related to QOL
in pregnancy, are recommended to determine the needs of pregnant women and

improve their QOL.
6.2. Strengths and Limitations

The current thesis has several strengths. Employed mixed method design in
present thesis has been provided valuable information and clarification about the
issues surrounding QOL during pregnancy particularly parity factor. This
researchable phenomenon may be considered as a preliminary works in context of
pregnancy in which perceived stress was hypothesized as a predictor of the QOL. In
addition this was the first study that investigated QOL and its related factors during
pregnancy in Jordan. This may the first study that used the SF-36 among Jordanian
pregnant women, which supports previous evidences regarding the reliability of
instrument in measuring QOL during pregnancy.

Despite these strengths, there are some limitations that were derived from the
interpretations of study results. Firstly, Data in quantitative part was collected one
point in time using a cross sectional design. As previously mentioned, women
experiences about pregnancy could be changed throughout the stages of pregnancy
due to physiologic and psychological adaptation process. The QOL is subjective
assessment of individual’s perceptions that may change from time to time according

to their priorities and expectations.
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Secondly, in the qualitative part, the eligibility criteria could not be confirmed
by taking information from participant. Data was collected at participant’s home and
the pregnant woman may hide that she had any health problem. It was best if
participants were recruited from maternal health settings. But due to time constrains
as imposed by the university, sample were recruited from fitness centers.
Furthermore, collecting data needed traveling and approached the participants in
short time. Although the data was collected in one month, the researcher selected the

participants with varied characteristics and carried out the required interviews.
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7. CONCLUSIONS

QOL assessment during pregnancy is essential in health care. Determining the
factors influencing QOL is crucial. Using mixed method design enriches our thesis
and provide in depth understanding about this phenomenon. The cross-sectional

design in first step demonstrates that:

e Only parity influenced the QOL of pregnant women. Lower QOL scores were

reported among high-parity women than low-parity women.

o Generally, our results showed than Jordanian women during pregnancy had
moderate level of QOL, median level of perceived stress, and high level of social

support.

e The most source of support for Jordanian women during pregnancy was family
and significant others.

e According to the QOL subscales, the highest score was reported in the general
health followed by social functioning, while the lowest scores was demonstrated

in role limitations due to physical health problems subscale.

e The highest mean scores of QOL were found in: teenage pregnancy, graduate
degree, housewife, low income, in second trimester of pregnancy, and unplanned

pregnancy.

The investigated factors in first step of thesis were limited and were not identify
the combined or indirect effect of other factors. Consequently, it was followed by
qualitative phenomenology design to shed the light on the embedded and ambiguous

aspects of the QOL during pregnancy particularly the role of parity factor.

Therefore, the narrative descriptions of pregnant women in second step showed
that women experiencing of new discomforts, additional new responsibilities, coping

mechanism (social support), and seeking antenatal care could affect the health of
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high parity women and their QOL during pregnancy. In this point, the exposure to
multiple stressors at same time during pregnancy may lead to poor QOL. For
example, it was not confirmed that high parity women with low income had poor
QOL, but being caregivers, employee, and performing hard physical work may

adversely affect high parity woman’s health during pregnancy.

The previous factors could classify as positive and negative effect on the QOL
during pregnancy. Receiving high Social support, having older female child, and the
gender of fetus according to women preferences are considered as factors that
positively affect the QOL of pregnant women particularly high parity women. While,
older age (above 35 years), low socioeconomic status (enforced women to participate
unprofessional and extraneous job), strenuous life events (such as death of one
relative and being caregiver to others) were adversely affect the QOL during
pregnancy. This may explained the findings in first step; women generally had

moderate QOL and high parity women had poor QOL during pregnancy.

Physical, social, and socio-cultural concerns that elaborated in second step of
thesis; revealed new knowledge about the issues that affect women’s QOL during
pregnancy. Pregnancy related physical concerns demonstrated on experiencing new
discomforts as a result of physiologic changes of pregnancy. Social concerns focused
on the role of woman as wife, mother, caregiver, and worker. Socio-cultural issues
were mainly demonstrated on availability of social support from husband, family,
and friends during pregnancy.

In summary, the findings in this thesis provide valuable information about the
QOL during pregnancy. It provides profound foundations about the needs of healthy
pregnant women and therefore, informs maternal nurse and midwife to develop
proper nursing interventions and treatments in order to improve maternal health and
QOL. Employing mixed method design help nurse researchers to explore the hidden
features of any researchable issue that concerns QOL during pregnancy.
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8. RECOMMENDATIONS

This type of thesis adds a new nursing research model of inquiry. The first
quantitative study was not enough to explore all QOL related factors during
pregnancy. Therefore, it is followed by employing a qualitative approach of inquiry
to get in depth understanding about the experience of healthy pregnant women from
their perspectives. The findings revealed some suggestions and recommendations on

nursing research, practice, education and policy.

For nurse researchers, longitudinal study is recommended to investigate QOL in
all trimesters of pregnancy and make comparison between high parity women and
low parity women in term of QOL. In addition, it is required to investigate the
prevalence of pregnancy related discomforts and daily life events and its impact on
the QOL with consideration of parity factor. It’s beneficial if nurse researcher
identify the effective coping strategies that could be used by women during
pregnancy and have a positive impact on their QOL. Nurse researcher can examine
the potential effect some social support promotion program or intervention on
woman QOL during pregnancy.

In nursing practice, nurses should be aware of the significant effect of parity
factor on women health and QOL. Nurses should obtain complete history of high
parity women; listen to her feelings, problems, and any challenges during this
pregnancy. Furthermore, it is recommended to perform continual assessment of QOL
for high parity women in each antenatal visit. This assessment could help the nurses
to design appropriate interventions and care such as creating referral services and
home visit follow up. These interventions may promote women’s health and enhance

their QOL during pregnancy.

Nurses should assess the pregnancy related discomforts during antenatal visit
and provide the proper treatment accordingly. Nurses also should assess and manage

women’s stressors during pregnancy such as provide referral resources for women
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who have violence (such as mental and psychological clinic), and women who have
low income (health organization that provide free treatment). It is recommended to
assess the social sources and network for high parity women. Nurse and midwife
should encourage the husband and family to participate in antenatal visits and

activate their role in social support interventions.

Nurses can provide care for women with low QOL by developing home visit
program. During home visit, it is recommended to assess the social sources and
network for high parity women. Identifying high parity women with lack social
support may help in designing early intervention, and provide suggestions for
available social resources. Nurses can educate pregnant women about the benefits of
strong social networks and support. Nurse can engage husband and other family

members in all nursing interventions that may carried out during home visit.

Also, during home visit, nurses can increase women awareness about importance
of performing antenatal care, especially for those who have late or no antenatal care
utilization. In antenatal care settings, nurse should remind the pregnant women about
the importance of coming to next visit and explained to them the required medical
and nursing interventions that will received in that visit. Nurse as leader and
advocate could develop policy in each antenatal care setting to remind pregnant
women about her antenatal checkup by making phone call or message before the

appointment of one day.

70



9. REFERENCES

Abbaspoor Z, Razmju PS, & Hekmat K. Relation between quality of life and mental
health in pregnant women with prior pregnancy loss. Journal of Obstetrics and
Gynaecology Research. 2016;42(10):1290-1296.

Abuidhail J, Abujilban S. Characteristics of Jordanian depressed pregnant women: a
comparison study. Journal of psychiatric and mental health nursing.
2014:21(7):573-579.

Abujilban S, Abuidhail J, Mrayan L, Hatamleh R. Characteristics of pregnant
Jordanian women dissatisfied with life: A comparison between satisfied and
dissatisfied women’s demographics. Health Care Women Int. 2017;38:556-570.

Abujilban SK, Abuidhail J, Al-Modallal H, Hamaideh S, Mosemli O. Predictors of
antenatal depression among Jordanian pregnant women in their third
trimester. Health care for women international. 2014;35(2):200-215.

Aftab S, Ara J, Kazi S, Deeba F. Effects of poverty on pregnant women. Pakistan
Journal of Medical Research. 2012; 51(1):5.

Al Rowaily MA, Alsalem FA, Abolfotouh MA. Cesarean section in a high-parity
community in Saudi Arabia: clinical indications and obstetric outcomes. BMC
pregnancy and childbirth. 2014;14(1):92.

Al-Akour NA. Knowing the fetal gender and its relationship to seeking prenatal care:
results from Jordan. Maternal and child health journal. 2008;12(6):787-92.

Alazzam SI, Alzaubi KH, Al-Hambouth LT, Almahasneh, F, AbuRuz SM. No
correlation exists between vitamin B12 and quality of life in healthy young adult
population. Eur. Rev. Med. Pharmacol. Sci. 2011;15:1176-1181.

Al-Gamal, E.;Long, T. Psychological distress and perceived support among
Jordanian parents living with a child with cerebral palsy: A cross-sectional study.
Scand J Caring Sci. 2012;27:624-631.

Alkhaldi, S.M. Predictors of antenatal care utilization in Jordan: Findings from a
national survey. Jordanian Medical Journal. 2016;50:69-79.

Almadi, T., Cathers, I., Mansour, A. M. H., & Chow, C. M. An Arabic version of
the Perceived Stress Scale: Translation and validation study. International Journal
of Nursing Studies. 2012;49:84-89.

Alorani, O. I., & Alradaydeh, M. T. F. Spiritual well-being, perceived social support,
and life satisfaction among university students. International Journal of
Adolescence and Youth. 2017; 23(3):291-298.

71



Altazan AD, Redman LM, Burton JH, Beyl RA, Cain LE, Sutton EF, Martin CK.
Mood and quality of life changes in pregnancy and postpartum and the effect of a
behavioral intervention targeting excess gestational weight gain in women with
overweight and obesity: a parallel-arm randomized controlled pilot trial. BMC
pregnancy and childbirth 2019;19(1):50.

Alyahya MS, Khader YS, Batieha A, Asad M. The quality of maternal-fetal and
newborn care services in Jordan: a qualitative focus group study. BMC Health
Services Research. 2019;19(1):425.

Athamneh T, Meqdadi M, Khader Y, Mashagbeh M, Rawashdeh M, Al-Qudah AA,
Amarin Z. Adverse pregnancy outcomes: Prevalence in the North of
Jordan. Journal of the Royal Medical Services. 2013;102(903):1-7.

Atkinson L., & Teychenne M. Psychological, social and behaviour changes during
pregnancy: Implications for physical activity and exercise. In: Santos-Rocha R.
(eds). Exercise And Sporting Activity During Pregnancy. Springer, Cham; 2019,
p:19-43.

Bahk J, Yun SC, Kim YM, Khang YH. Impact of unintended pregnancy on maternal
mental health: a causal analysis using follow up data of the panel study on Korean
children (PSKC). BMC Pregnancy Childbirth. 2015;15:85.

Bai G, Bai G, Korfage 1J, Groen EH, Jaddoe VW, Mautner E, Raat H. Associations
between nausea, vomiting, fatigue and health-related quality of life of women in
early pregnancy: The Generation R Study. Plos One. 2016;16(16).

Bakas T, McLennon SM, Carpenter JS, Buelow JM, Otte JL, Hanna KM, ... & Welch
JL. Systematic review of health-related quality of life models. Health and quality
of life outcomes. 2012;10(1):134.

Balikova M, BuZgova R. Quality of women’s life with nausea and vomiting during
pregnancy. Osetiovatelstvi a porodniasistence 2014; 5:29-35.

Barton K, Redshaw M, Quigley MA, Carson C. Unplanned pregnancy and
subsequent psychological distress in partnered women: a cross-sectional study of
the role of relationship quality and wider social support. BMC pregnancy
childbirth. 2017;17(1):44.

Basharpoor S, Heydarirad H, Daryadel SJ, Heydari F, Ghamari Givi H, & Kishore J.
The Role of Perceived Stress and Social Support among Predicting Anxiety in
Pregnant Women. Journal of Holistic Nursing And Midwifery. 2017;27(2):9-16.

Bililign Yimer N, Tenaw Z, Solomon K, Mulatu T. Inadequate prenatal visit and
home delivery as determinants of perinatal outcomes: does parity matter?. Journal
of pregnancy. 2019;1-9.

72



Burns N, and Grove S.K. The Practice of Nursing Research: Conduct, Critique and
Utilization. 5th Edition, Elsevier Saunders, Missouri. (2005).

Calou CG, de Oliveira MF, Carvalho FH, Soares PR, Bezerra RA, de Lima SK,
Antezana FJ, de Souza Aquino P, Castro RC, Pinheiro AK. Maternal predictors
related to quality of life in pregnant women in the Northeast of Brazil. Health and
quality of life outcomes. 2018;16(1):109.

Cardwell MS. Stress: pregnancy considerations. Obstetrical & gynecological survey.
2013;68(2):119-129.

Chaaya M, Osman H, Naassan G, Mahfoud Z. Validation of the Arabic version of
the Cohen Perceived Stress Scale (PSS-10) among pregnant and postpartum
women. BMC Psychiatry. 2010;10:111.

Cohen S, Kamarck T, Mermelstein RA. Global measure of perceived stress. J Health
Soc Behav. 1983; 24:385.

Cohen S, Wills TA. Stress, social support, and the buffering hypothesis.
Psychological Bulletin. 1985; 98:310-357.

Colaizzi PF. Psychological research as the phenomenologist views it. In R. S. Valle
&M. King (Eds.), Existential phenomenological alternatives for psychology (pp.
48-71). New York: Plenum; 1978.

Coll CD, da Silveira MF, Bassani DG, Netsi E, Wehrmeister FC, Barros FC, Stein A.
Antenatal depressive symptoms among pregnant women: Evidence from a
Southern Brazilian population-based cohort study. Journal of affective disorders.
2017;209:140-6.

Coons S, Alabdulmohsin S, Draugalis J, Hays R. Reliability of an Arabic version of
the RAND-36 Health Survey and its equivalence to the US-English version. Med
Care. 1998;36:428-432.

Costanza R, Fisher B, Ali S, Beer C, Bond L, Boumans R, ... & Gayer DE. An
integrative approach to quality of life measurement, research, and
policy. SAPIENS. Surveys and Perspectives Integrating Environment and Society.
2008; 1(1):11-15.

Creswell JW. Qualitative inquiry and research design: Choosing among five
approaches (3rd ed.). Thousand Oaks, CA: Sage;2013.

Daglar, G., Bilgi¢, D., Ozkan, S. A. (2019). Factors affecting the quality of life
among pregnant women during third trimester of pregnancy. Cukurova Medical
Journal 2019, 44, 1.

de Oliveira C, Seleme M, Cansi PF, Consentino RF, Kumakura FY, Moreira GA,
Berghmans B. Urinary incontinence in pregnant women and its relation with

73



socio-demographic variables and quality of life. Revista da Associacdo Médica
Brasileira. 2013;59(5):460-6.

Demircan N, Ozmen U, Koktiirk F, Kiiciik H, Ata S, Harma M, Arikan Ii. What are
the probable predictors of urinary incontinence during pregnancy?. PeerJ.
2016;4:€2283.

Denham MA, & Onwuegbuzie AJ. Beyond words: Using nonverbal communication
data in research to enhance thick description and interpretation. International
Journal of Qualitative Methods. 2013;12(1), 670-696.

Department of Statistics (DOS) and ICF. Jordan Population and Family and Health
Survey 2017-18. Amman, Jordan, and Rockville, Maryland, USA: DOS and ICF;
2019.

Dibaba Y, Fantahun M, Hindin MJ. The effects of pregnancy intention on the use of
antenatal care services: systematic review and meta-analysis. Reproductive
Health. 2013; 10(1):50-59.

Dunkel Schetter, C. Psychological Science on Pregnancy: Stress Processes,
Biopsychosocial Models, and Emerging Research Issues. Annual Review of
Psychology. 2011;62(1):531-558.

Edelman CL, Mandle CL, & Kudzma EC. Health promotion throughout the life
span-e-book. Elsevier Health Sciences; 2017.

Emmanuel E, St John W, & Sun J. Relationship between social support and quality
of life in childbearing women during the perinatal period. Journal of Obstetric,
Gynecologic & Neonatal Nursing. 2012;41(6):E62-E70.

Faramarzi M, & Pasha H. The role of social support in prediction of stress during
pregnancy. Journal Of Babol University Of Medical Sciences. 2015;17(11):52-60.

Fatemeh A, Azam B, Nahid M. Quality of life in pregnant women: Results of a
study from Kashan, Iran. Pak J Med Sci. 2010;26:692-697.

Ferrans CE. Definitions and conceptual models quality of life. In Lipscomb J, Gotay
CC, Snyder C: Outcomes Assessment in Cancer. 1st ed. Cambridge: Cambridge
University Press; 2005,p: 14-30

Gabbe S, Niebyl J, Galan H, Jauniaux E, Landon M, Simpson J, et al. Obstetrics:
Normal and Problem Pregnancies 6" ed. Elsevier Health Sciences; 2012.

Gariepy A, Lundsberg LS, Vilardo N, Stanwood N, Yonkers K, Schwarz EB.
Pregnancy context and women’s health-related quality of life. Contraception
2017;95:491-499.

Guba EG. Criteria for assessing the trustworthiness of naturalistic inquiries.
Educational Communication and Technology Journal. 1981;29(2), 75- 91.

74



Gul B, Riaz MA, Batool N, Yasmin H, Riaz MN. Social support and health related
quality of life among pregnant women. J Pak Med Assoc. 2018;68:872-875.

Gurkova E. Issues in the definitions of HRQoL.J Nurs Soc Stud Public Health
Rehabilit. 2011;3:190-7.

Hamaideh, H. Occupational stress, social support, and quality of life among
Jordanian mental health nurses. Issues Ment Health Nurs. 2011;33:15-23.

Heitmann K, Nordeng H, Havnen GC, Solheimsnes A, & Holst L. The burden of
nausea and vomiting during pregnancy: severe impacts on quality of life, daily life
functioning and willingness to become pregnant again-results from a cross-
sectional study. BMC pregnancy and childbirth. 2017;17(1):75.

Iranzad 1, Bani S, Hasanpour S, Mohammadalizadeh S, & Mirghafourvand M.
Perceived Social Support and Stress among Pregnant Women at Health Centers of
Iran- Tabriz. Journal of caring sciences. 2014;3:287-295.

Jouybari L, Sanagou A, & Chehreh Gosha M. The Quality of Pregnant Women Life
with Nausea and Vomiting. Qom University of Medical Sciences Journal.
2012;6(2):88-94.

Kazemi F, Nahidi F, & Kariman N. Assessment scales, associated factors and the
quality of life score in pregnant women in Iran. Global Journal of health science.
2016;8(11):127-139.

Kazemi F, Nahidi F, Kariman N. Exploring factors behind pregnant women’s quality
of life in Iran: a qualitative study. Electronic physician. 2017;9(12):5991.

Khader S, Alyahya M, Al-Sheyab N, Shattnawi K, Sager HR, & Batieha A.
Evaluation of maternal and newborn health services in Jordan. Journal of
Multidisciplinary Healthcare. 2018;11: 439-456.

Khader S, Hourani MM, Al-Akour N. Normative data and psychometric properties
of Short Form 36 Health Survey (SF-36, version 1.0) in the population of north
Jordan. Eastern Mediterranean Health Journal. 2011;17:368-374.

Khajehpour M, Simbar M, Jannesari S, Ramezani-Tehrani F, Majd HA. Health status
of women with intended and unintended pregnancies. Public Health. 2013;127:58-
64.

King CR, Hinds PS. Quality of life: from nursing and patient perspectives. Jones &
Bartlett Publishers; 2011.

King IM. Quality of Life and Goal Attainment. Nursing Science Quarterly.
1994;7(1):29-32.

75



Klemetti R, Kurinczuk JJ, & Redshaw M. Older women’s pregnancy related
symptoms, health and use of antenatal services. European Journal of Obstetrics &
Gynecology and Reproductive Biology.2011; 154(2), 157-162.

Kok G, Seven M, Guvenc G, Akyuz A. Urinary incontinence in pregnant women.
J Wound Ostomy Continence Nurs. 2016;43:511-516.

Kowitt SD, Nan H, Speight J. Quality of life and person-centered outcomes:
considerations for behavioral medicine. In: Principles and Concepts of Behavioral
Medicine. New York NY: Springer; 2018,p: 987-1019.

Kozuki N, Lee AC, Silveira MF, Sania A, Vogel JP, Adair L, Barros F, Caulfield LE,
Christian P, Fawzi W, Humphrey J. The associations of parity and maternal age
with small-for-gestational-age, preterm, and neonatal and infant mortality: a meta-
analysis. BMC public health. 2013;13(Suppl 3).

Krause H. Baby no. 2 is harder on mum than dad. Children. In: FiveThirtyEight;
2014.

Lau Y, Yin L. Maternal, obstetric variables, perceived stress and health-related
quality of life among pregnant women in Macao, China. Midwifery. 2011;27:668-
673.

Lau Y. The effect of maternal stress and health-related quality of life on birth
outcomes among Macao Chinese pregnant women. J. Perinat Neonatal Nurs.
2013;27:14-24.

Legadec N, Steinecker M, Kapassi A, Magnier AM, Chastang J, Robert S, Gaouaou
N, Ibanez G. Factors influencing the quality of life of pregnant women: A
systematic review. BMC Pregnancy Childbirth. 2018;18:455.

Li G, Kong L, Zhou H, Kang X, Fang Y, Li P. Relationship between prenatal
maternal stress and sleep quality in Chinese pregnant women: the mediation effect
of resilience. Sleep medicine. 2016;25:8-12.

LiJ, Mao J, Du Y, Morris JL, Gong G, Xiong X. Health-related quality of life among
pregnant women with and without depression in Hubei, China. Matern Child
Health J 2012; 16:1355-1363.

Lilliecreutz C, Larén J, Sydsjé G, & Josefsson A. Effect of maternal stress during
pregnancy on the risk for preterm birth. BMC pregnancy and childbirth.
2016;16(1):5.

Lincoln YS, & Guba EG. Naturalistic inquiry. Newbury Park, CA: Sage;1985

76



Malhotra R, Mudgal R, Dharmarha S, Mehta S, Bhola SM. How happy are pregnant
women?: A socio-demographic analysis. Clinical Epidemiology and Global
Health. 2015;3(3):117-24.

Mandzuk LL, & McMillan DE. A concept analysis of quality of life. Journal of
Orthopaedic Nursing. 2005;9(1): 12-18.

Matua GA. Choosing phenomenology as a guiding philosophy for nursing research.
Nurse researcher. 2015;22(4).

Matua GA. Choosing phenomenology as a guiding philosophy for nursing
research. Nurse Researcher. 2015;22(4), 30.

Mazuchova L, Kelc¢ikova S, Dubovicka Z. Measuring women’s quality of life during
pregnancy. Kontakt. 2018;20: e31-e36.

Mazzoni A, Althabe F, Gutierrez L, Gibbons L, Liu NH, Bonotti AM, Izbizky GH,
Ferrary M, Viergue N, Vigil SI, et al. Women’s preferences and mode of delivery
in public and private hospitals: A prospective cohort study. BMC Pregnancy and
Childbirth. 2016;16:34.

Mirabzadeh A, Baradaran Eftekhari M, Setareh Forouzan A, Sajadi H, Rafiee H.
Relationship between ways of coping and quality of life in married women:
Toward mental health promotion. Iran Red Crescent Med J. 2013;15:743-748.

Morgan ML. Classics of moral and political theory. Indianapolis: Hackett; 1992.

Morin M, Claris O, Dussart C, Frelat A, de Place A, Molinier L, ... & Vayssiere C.
Health-related quality of life during pregnancy: a repeated measures study of
changes from the first trimester to birth. Acta obstetricia et gynecologica
Scandinavica. 2019;98(10):1282-1291.

Morin M, Vayssiere C, Claris O, Irague F, Mallah S Molinier L, Matillon Y.
Evaluation of the quality of life of pregnant women from 2005 to 2015. Eur.
J.Obstet. Gynecol. Reprod. Biol. 2017;214:115-130.

Mota MJ, Cardoso M, Carvalho A, Marques A, S&-Couto P, Demain S. Women's
experiences of low back pain during pregnancy. Journal of back and
musculoskeletal rehabilitation. 2015;28(2):351-7.

Mousavi SA, Mortazavi F, Chaman R, Ajami MS. Comparing the quality of life and
psychological state of multiparous and primiparous women in ante-and postnatal
periods: A cohort study. J Kermanshah Univ Med Sci. 2013;17: 332-335.

Mukherjee S, Coxe S, Fennie K, Madhivanan P, Trepka MJ. Stressful life event
experiences of pregnant women in the United States: a latent class analysis.
Women's Health Issues. 2017;27(1):83-92

77



Nakajima K, Sawano S, Kunikiyo K, Arai H, Tachiki K, Fukasawa T, Ilwanaga K,
Tokiwa Y. Analysis of multiparous couples’ perceptions of husbands’
supportiveness for their wives’ satisfaction during pregnancy. The Kitakanto
Medical Journal. 2013;63:51-59.

Neupane S, Doku DT. Determinants of time of start of prenatal care and number of
prenatal care visits during pregnancy among Nepalese women. Journal of
community health. 2012;37(4):865-73.

Okonofua FE, Ntoimo LFC, Ogu RN. Women’s perceptions of reasons for maternal
deaths: Implications for policies and programs for preventing maternal deaths in
low-income countries. Health Care Women Int. 2017; 39:95-109.

Okour AM, Khader Y, Amarin Z, Jaddou H, Gharaibeh M. Maternal mortality in
Jordan: role of substandard care and delays. EMHJ - Eastern Mediterranean
Health Journal. 2012;18 ((5.431-426:

Padilla GV, Grant MM. Quality of life as a cancer nursing outcome variable.
Advances in Nursing Science. 1985.

Petty NJ, Thomson OP, & Stew G. Ready for a paradigm shift? Part 2: Introducing
qualitative research methodologies and methods. Manual therapy. 2012;17(5),
378-384.

Phillips AC. Perceived stress. Encyclopedia of behavioral medicine. 2013:1453-
1454,

Pires R, Araujo-Pedrosa A, Canavarro MC. Examining the links between perceived
impact of pregnancy, depressive symptoms, and quality of life during adolescent
pregnancy: The buffering role of social support. Maternal and child health journal.
2014;18(4):789-800.

Plummer M, Molzahn AE. Quality of life in contemporary nursing theory: a concept
analysis. Nursing Science Quarterly. 2009;22(2):134-140.

Polit DF, Beck CT. Nursing research: Principles and methods. Lippincott Williams
& Wilkins; 2004.

Ramirez-Vélez R. Pregnancy and health-related quality of life: A cross sectional
study. Colombia Médica. 2011;42(4):476-81.

Rice F, Harold G, Boivin J, van den Bree M, Hay D, Thapar A. The links between
prenatal stress and offspring development and psychopathology: disentangling
environmental and  inherited influences.  Psychological = Medicine.
2009;40(02):335.

Schuurmans C, Kurrasch DM. Neurodevelopmental consequences of maternal
distress: what do we really know?. Clinical genetics. 2013;83(2):108-117.

78



Shishehgar S, Dolatian M, Majd HA, Bakhtiary M. Perceived pregnancy stress and
quality of life amongst Iranian women. Global journal of health science
2014,6:270-277.

Shishehgar S, Mahmoodi A, Dolatian M, Mahmoodi Z, Bakhtiary M, AlaviMajd H.
The relationship of social support and quality of life with the level of stress in
pregnant women using the PATH model. Iran Red Crescent Med J. 2013;15:560-
565.

Silveira ML, Pekow PS, Dole N., Markenson, G., Chasan-Taber, L. Correlates of
High Perceived Stress Among Pregnant Hispanic Women in Western
Massachusetts. Maternal and Child Health Journal. 2013;17:1138-1150.

Streeter CL, Franklin C. Defining and measuring social support: Guidelines for
social work practitioners. Research on Social Work Practice. 1992;2(1):81-98.

Streubert HJ, & Carpenter DR. Qualitative research in nursing: Advancing the
humanistic imperative. Lippincott Williams & Wilkins;2011.

Tan A, Lowe S, Henry A. Nausea and vomiting of pregnancy: Effects on quality of life
and day-to-day function. Australian and New Zealand Journal of Obstetrics and
Gynaecology. 2018;58(3):278-290.

Tandu-Umba B, Dedetemo DK, Mananga GL. Maternal stress and preghancy
outcomes. Open Journal of Obstetrics and Gynecology. 2014;4(07):361.

Tarlov AR, Ware JE, Greenfield S, Nelson EC, Perrin E, Zubkoff M. The Medical
Outcomes Study: an application of methods for monitoring the results of medical
care. Jama. 1989;262(7):925-30.

Tasdemir S, Balci E, Glnay O. Comparison of life quality of pregnant adolescents
with that of pregnant adults in Turkey. Upsala journal of medical sciences.
2010;115(4):275-81.

Tavoli Z, Tavoli A, Amirpour R, Hosseini R, Montazeri A. Quality of life in
women who were exposed to domestic violence during pregnancy. BMC
pregnancy and childbirth. 2016;16(1):19.

Tsawe M, Moto A, Netshivhera T, Ralesego L, Nyathi C, Susuman AS. Factors
influencing the use of maternal healthcare services and childhood immunization in
Swaziland. International journal for equity in health. 2015;14(1):32.

Vachkova E, Jezek S, Mares J, Moravcova M. The evaluation of the psychometric
properties of a specific quality of life questionnaire for physiological
pregnancy. Health Qual Life Outcomes. 2013;11:214.

79



Visram SM, Gill D, Shute JT, Cunningham SJ. Qualitative study to identify issues
affecting quality of life in adults with craniofacial anomalies. British Journal of
Oral and Maxillofacial Surgery. 2019;57(1):47-52.

Vivar CG, McQueen A, Whyte DA, & Armayor NC. Getting started with qualitative
research: developing a research proposal. Nurse Researcher. 2007;14(3), 60—73.

Wang P, Liou SR, Cheng CY. Prediction of maternal quality of life on preterm birth
and low birthweight: A longitudinal study. BMC Pregnancy Childbirth.
2013;13:124.

Ware JE, Sherbourne CD. The MOS 36-Item Short-Form Health Survey (SF-36): .
Conceptual framework and item selection. Medical Care. 1992;30:473-483.

Wertz FJ. Five ways of doing qualitative analysis: Phenomenological psychology,
grounded theory, discourse analysis, narrative research, and intuitive inquiry.
Guilford Press; 2011.

WHO, UNICEF, UNFPA, World Bank Group, & United Nations Population
Division. Trends in maternal mortality: 1990 to 2015.

Willigen, MV. Multiple Roles and Women’s Health. The Wiley Blackwell
Encyclopedia of Health, IlIness, Behavior, and Society. 2014;1661-1664.

Wilson 1B, Cleary PD: Linking clinical variables with health-related quality of life:
A Conceptual model of patient outcomes. JAMA. 1995;273(1):59-65.

World Health Organization. International Classification of Functioning, disability,
and Health: Children and Youth Version: ICF-CY. Geneva: World Health
Organization; 2007.

World Health Organization. Division of Mental Health and Prevention of Substance
Abuse. WHOQOL : measuring quality of life. Geneva : World Health
Organization; 1997.

Yehia D, Callister L, Hamdan-Mansour A. Prevalence and predictors of postpartum
depression among Arabic Muslim Jordanian women serving in the military. J
Perinat Neonatal Nurs. 2013;27:25-33.

Yehia DBM., Malak MZ., Al-Thwabih NN., Awad RR., Al-Ajouri ES., Darwish SS.,
& Hamad AS. Psychosocial factors correlate with fatigue among pregnant
women in Jordan. Perspectives in Psychiatric Care. 2019;1-8.

Yim IS, Tanner Stapleton LR, Guardino CM, Hahn-Holbrook J, Dunkel Schetter C.
Biological and psychosocial predictors of postpartum depression: systematic
review and call for integration. Annu Rev Clin Psychol. 2015;11:99-137.

80



Zhang Y. and Wildemuth BM. Qualitative Analysis of Content. In Wildemuth, B.
M. (Ed.), Applications of Social Research Methods to Questions in Information and
Library Science. Westport: Libraries Unlimited, 2009. pp. 308- 319

Zimet G, Dahlem N, Zimet S, Farley G. The Multidimensional Scale of Perceived
Social Support. J Pers Assess. 1988;52:30-41.

81



10. ENCLOSURES

Enc. 1: Socio-demographic and Obstetric questionnaire

1.

4.

5.

Age
- < 19yearsold
- 20-25
- 26-30
- 31-35
- 236 or more.
Educational level
-Primary school -Secondary school -College diploma -Bachelor degree
-Master or doctoral degree
Occupation
-House wife -Part time worker -Full time worker
If you work, what is your job?
Family total monthly income

-Less than JD 450 - From JD 450 to JD 800 -More than JD 800

Obstetric characteristics

How many living children you have?

-Non -1 -2 -3 -four or more
What is the number of previous pregnancies?
-Non -One - two or mo

Gestational age:
-The third month  -the fourth month -The fifth month -the sixth month
The seventh month  -The eighth month -the ninth month

Did you plan this pregnancy - Yes. -No.

82



Enc. 2: RAND SF-36

RAND > Survays Btudy >

36-ltem Short Form Survey Instrument
(SF-36)

RAND 36-item Health Survey 1.0 Questionnaire Items
Choose one option for each questionnaire item.
1 In general, would you say your health is
1- Excellent
2-Very good
3-Good
4~ Falr

5-Poor

2 G ¥ ago, you rate y T il now?
1- Much better now than ene year ago
2- Somewhat better now than one year ago
3- About the same
4~ Somewhat worse now than sne year ago.

5~ Much worse now than one year age

During the past 4 weeks have yom had any of the following problems with your ok ar
other regular daily activities as a result of your physical health?

Yes No
13. Cut down the amount of time you spent on work or other activithes

1 2
14. Accomplished lesa than you would Hke

1 H]
18. Were Bmited In the kind of work or other activities

1 2
18, Had the werk or other activities (f le, It took extra
elfort) 1 2

During the past 4 weeks, have you had any of the following problems with your work or

other regular daily activities as a result of any emotional p ¢ feeling
depressed or anxious)?
Yes  No
17. Cut down the amount of time you spent on work or other activitles 1 2
18, Accomplished less than you would Fke 1 2
19. Didn't do work hy it fully s usual 1 2

20. During the past 4 weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbors, or
groups?

1-Notat all

3-Slightly

3-Moderately

4 -Quitea bt

5-Extremely
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The following items are about activities you might do during = typical day. Do your
health now Limit you in these activities? I£ 50, how much?

Yes, Yes, Mo, not
lmiteda limiteds  limitedar
lot lietle an

3 Vigorous sctivities, such as running lifting hesvy objects, x 2 3

participating in strenuous sports

& such pushinga 1 2 3

vacuum eleaner, bowling or playing golf

5 Lifting or carrying groceries 1 3 3

6. Climbing severs] flights of stairs 1 2 3

7.Climbing one flight of stairs x 2 3

& Bending kneeling o stooping. 1 2 3

9. Walking mare than a mile 1 2 3

10 Walking severs] blocks 1 2 3

1. Walking one block x 2 3

12 Bathing er dressing yourself 1 2 3

21. How much bodily pain have you had during the past 4 weeka?
1-None
2-Very mild
3-Mild
4-Moderate
5~ Severe

&-Very severe

22 During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside the home and housework?

1-Notatall

2- Alletle kit
3- Moderately
4~ Qudre a bt
5- Extremely



Th M hout how you feel and how things have been with you during the
past 4weeks For sach question, please give the one answer that comes dlosest to the way
you have been feeling.

How much of the time during the past s weeks.

Alof  Most Agood Some Alitle  MNone
the ofthe bitofthe ofthe  ofthe af the
time thme time tme tme tme
3. Did you Feel full of pep? 1 2 3 [} H [
24 Have you been a very nervous 1 2 3 4 s &
person?
25. Have you felt 8o down in the 1 2 3 ] 5 []
dumps that nothing could cheer you
up?
6. Have you felt calm and peaceful? 1 2 3 [} H [
27. Did you have alot of energy? 1 2 3 4 s &
8. Have you felt dovmhearted and 1 2 3 [} H [
blue?
2. Did you feel warn cut? 1 2 3 “ s &
30 Have you been a happy person? 1 2 3 [} H L]
3 Did you Feel tired? 1 2 3 B} H L]

32. During the past 4 weeks, how much of the time has your physical health or emotional
bl z fared with your social activities (like visiting with friends, relatives, etc)?

13- All of the thme

2- Most of the time

3- Some of the time

4 - A litle of the dme

5- None of the time

Enc. 3: Arabic RAND SF-36
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How TRUE or FALSE 18 each of the following statements for you.

Definitely  Mostly  Dea't Mostly Definitely
rue true Temerw Ealse: false
33 | seem to get sick a lrtle easier than 1 2 3 & 5
other people
34 | am as healthy as anybody I know 1 2 3 L] 5
35. ] expect my health to get worse 1 2 3 [ 5
6. My health ks excellent. 1 2 3 L} s
ABOUT
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Enc. 4: Permission to Use RAND SF-36

RAND = RAND Health Care > Surveys > RAND Medical Outcomes Study = 36-ltem Short Form Survey (SF-36) =

Terms and Conditions for Using the 36-Item Short Form
Survey (SF-36)

RAND hereby grants permission to use RAND 36-Item Short Form Health Survey in accordance with the following conditions, which shall b
assumed by all to have been agreed to as a consequence of accepting and using this document:

1. Changes to the Health Survey may be made without the written permission of RAND. However, all such changes shall be clearly
identified as having been made by the recipient.

2. The user of this Health Survey accepts full responsibility, and agrees to indemnify and hold RAND harmless, for the accuracy of any
translations of the Health Survey into another language and for any errors, omissions, misinterpretations, or consequences thereof.

3. The user of this Health Survey accepts full responsibility, and agrees to indemnify and hold RAND harmless, for any consequences
resulting from the use of the Health Survey.

4. The user of the 36-Item Health Survey will provide a credit line when printing and distributing this document acknowledging that it
was developed at RAND as part of the Medical Outcomes Study.

5. No further written permission is needed for use of this Health Survey.
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Enc. 5: PSS

PERCEIVED STRESS SCALE

The questions in this scale ask you about your feelings and thoughts during the last month.
In each case, you will be asked to indicate by circling how aften you felt or thought a
certain way.

Mame Date

Age Gender (Circie): M F Other

0=Never 1=AlmostNever 2=Sometimes 3=Fairly Often 4 =Very Often

1. In the last month, how often have you been upset because of

something that happened unexpectedly? a 1 2 3 4
2. In the last month, how often have you felt that you were unable to

control the important things in your life? o 1 2 3

3. In the last month, how often have you felt nervous and “stressed™? o 1 2 3

4. In the last month, how often have you felt confident about your
ability to handle your personal problems? o1 2 3 4

5. In the last month, how often have you felt that things were going
Wour way? o 1 2 3 4

B. In the last month, how often have you found that you could not cope
with all the things that you had to do? o0 1 2 3 4

7. In the last month, how often have you been able to control irritations
in your life? o1 2 3 4

8. In the last month, how often have you felt that you were on top of
things? a1 2 3 4

9. In the last month, how often have you been angered because of
things that were outside of your control? o1 2 3 4

10. In the last month, how often hawve you felt difficulties were piling up
=0 high that you could not overcome them? o 1 2 3 4

m?nd garden

info@mindgarden.com
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Enc. 7: Permission to Use PSS

PERMISSION FOR USE OF THE PERCEIVED STRESS SCALE
| apologize for this automated reply. Thank you for your interest in our work.

PERMISSION FOR USE BY STUDENTS AND NONPROFIT ORGANIZATIONS: If you
are a student, a teacher, or are otherwise using the Perceived Stress Scale (PSS)
without making a profit on its use, you have my permission to use the PSS in your work.
Mote that this is the only approval letter you will get. | will not be sending a follow-up
letter or email specifically authorizing you (by name) to use the scale.

PERMISSION “FOR PROFIT" USE: If you wish to use the PSS for a purpose other
than teaching or not for profit research, or you plan on charging clients for use of the
scale, you will need to see the next page: “Instructions for permission for profit related
use of the Perceived Stress Scale”.

QUESTIONS ABOUT THE SCALE: Information concerning the PSS can be found at
httpsiwww. cmu.edu/dietrich/psychology/stress-immunity-disease-lablindex. htmil (elick
on scales on the front page). Cuestions about reliability, validity, norms, and other
aspects of psychometric properties can be answered there. The website also contains
information about administration and scoring procedures for the scales. Please do not
ask for a manual. There is no manual. Read the articles on the website for the
infarmation that you need.

TRANSLATIONS: The website (see URL above) also includes copies of translations of
the PSS into multiple languages. These translations were done by other investigators,
rot by our lab, and we take no responsibility for their psychometric properties. If you
translate the scale and would like to have the translation posted on our website, please
send us a copy of the scale with information regarding its validation, and references to
relevant publications. If resources are available to us, we will do our best to post it so
others may access it.

Good luck with your work.

Sheldon Cohen

Robert E. Doherty University Professor of Psychology
Department of Psychology

Baker Hall 335-D

Carmegie Mellon University

Pittsburgh, PA 15213
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Continue Enc. 7

« Back M W = B Archive B Move g Delete € Spam sse T a v
permission to use Arabic version of PSS s Yahoo/Inbox
ghadeer Alzboon <gzlzboon@yahoo.com= = Dec 25, 2017 at 12:05 AM
To: amansour@ju.edujo

Hello,

I am nursing PhD student and I want to use perceived stress scale in my thesis and in one manuscript. my sample
is Jordanian pregnant women. Please, can you told me from whom should I get permission to use the Arabic
version of this scale.

Looking forward to hearing from you.
Ghadeer Alzboon

Mursing Phd student
Mear East University

« @ > -

I+
>
q

& Back 4 W =) Bl Archive B Move O Delete €Y Spam  ees

'S, 2017 at 8:35 AM

il
&
[w}
m

z

o
o

m Ayman Mansour <z.mansour@ju.edujos>
5y To: ghadeer Alzboon

vou have the permission although I think using the psvchological distress scale (ATTACHED) that measures general
stress 1s more appropriate. yvou know better of course.
good luck

Ayman M. Hamdan-Mansour RN, MSN, PhD
Professor, Psvchiatric Mental Health Nursing
School of Nursing-The University of Jordan
E-Matil: amansour@ju.edu. jo

Mobile Number: ++962796383002

Website: http://eacademic ju.edu.jo/a mansour

Our vision: Excellence in Teaching, Clinical Practice, Research and Community Services

> Show original message
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Enc. 8: Multidimensional Scale of Perceived Social Support (Zimet, Dahlem,
Zimet & Farley, 1988)

Multidimensional Scale of Perceived Social Support (Zimet, Dahlem Zimet & Farley, 1988)

Instructions: We are interested in how you feel about the following statements. Fead each statement
carefully. Indicate how you feel about each statement.

=1 o

oo

11.
12.

Circle the “17 if you Very Strongly Disagree

Circle the “27 if you Strongly Disagree

Circle the “37 if you Mildly Disagree

Circle the “4™ if you are Neutral

Circle the “57 if vou Mildly Agree

Circle the “67 if you Strongly Agree

Circle the “77 if you Very Strongly Agree
There 15 a special person who 15 around when I 1 2?3 4 5 & T S0
am in need.
There 15 a special person with whom I ean share 1 2?3 4 5 6 T S0
my joys and soImows.
My family really tries to help me. 1 2 3 4 5 L] 7 Fam
I get the emotional help and support I need from 1 23 4 5 L] 7  Fam
oy family.
I have a special person who 15 a real source of 1 23 4 5 L] 7 S0
comfort to me.
My friends really try to help me. 1 23 4 5 &6 7 Fd
I can count on my friends when things go wrong. 1 23 4 5 &6 7 Fo
I can talk about my problems with my family. 1 23 4 5 6 7 Fam
I have friends with whom I can share my joys 1 23 4 5 6 7 Fd
and sorrows.
There 13 a special person n my life who cares 1 2?3 4 5 6 T 80
about my feelings.
My family 15 willing to help me make decisions. 1 23 4 5 6 T Fam
I can talk about my problems with my friends. 1 23 4 5 6 T Fn

The items tended to divide inte factor groups relating to the source of the secial support, namely famaly
(Fam), friends (Fr) or significant other (50
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Enc. 9: Arabic version of Multidimensional Scale of Perceived Social

Support
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Enc. 10: Permission to Use MSPSS

This site was designed with the WIX.com website builder. Create your website today.

The Multidimensional Scale of Perceived Social Support (MSPSS) is a brief research tool designed to measure
perceptions of support from 3 sources: Family, Friends, and a Significant Other. The scale is comprised of a total of
12 items, with 4 items for each subscale. My colleagues, Nancy Dahlem, Sara Zimet, Gordon Farley, and I (Gregory
Zimet) first published on the MSPSS in the Journal of Personality Assessment in 1988.

Across many studies, the MSPSS has been shown to have good internal and test-retest reliability, good validity, and a
fairly stable factorial structure. It has been translated into many languages, including (but not limited to) Urdu,
Hebrew, Tamil, Danish, Farsi (Persian), French, Italian, Korean, Lithuanian, Hausa, Norwegian, Simplified Chinese,
Traditional Chinese, Slovene, Malay, Slovak, Spanish, Swedish, Polish, Portuguese, Romanian, and Thai. For
linguistically-validated translations, consider using TransPerfect.

The MSPSS is free to use. Please simply credit the following paper (and any cothers that are relevant), if you use the
scale:

Zimet GD, Dahlem NW, Zimet SG, Farley GK. The Multidimensicnal Scale of Perceived Sccial Support. Journal of
Personality Assessment 1988;52:30-41.

[ MePaspaf

ghadeer Alzboon <galzboon@yahoo.com: = Jan13, 2018 at 3:48 PM
To: dyehia@zuj.edujo

Alsalam alaikum,

I am Mursing PhD student and I want to use multidimensional perceived social support scale (MPSSS). you used it
in your study: Prevalence and Predictors of Postpartum Depression Among Arabic Muslim Jordanian
Women Serving in the Military.

Please, can you send the Arabic version that you used in your studies? and

can you give me a permission to use the Arabic version?.

Ghadeer Alzboon

« @«
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Continue Enc. 10

0 ghadeer Alzboon Alszlam alaikum, [ am Nursing PhD student and I want to use multidimensior  Jan 13, 2018 at 3:48 PM

.. Dalal Yehia <d.yehia@zuj edujo> = Jan 15,2018 at 10:23 AM
To: 'ghadeer Alzboon'

Dear,

Good morning. Thank you for requesting the tool. I'l pass it to you this week. Be informed to do citation of my name
about the tool.

Regards

¥ Show original message

&« Back 4, < wp Bl Archive  [B¥ Move T Delete  €F Spam  ses
social support scale MPSSS 3

0 ghadeer Alzboon Alsalam alaikum, I am Nursing PhD student and [ want to use multidimensic

shaher29 Shaher <shaher29@hu.edujo> =
To: ghadeer Alzboon

Dear Ghadeer Alzboon,

This is the Arabic version of multidimensional perceived social support scale (MPSSS].
You have the permission to use the Arabic version in your Doctoral thesis.

Good Luck

ey

> Show original message

Shaher H Hamaideh, PhD, RN

Associate Prof. of Mental Health Nursing
College of Nursing/The Hashemite University
Zarka, Jordan.
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Enc. 11: Ethical approval from Jordanian Ministry of Health
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Enc. 12: Ethical approval from IRB of Near East University

tesi Hemsirelik Fakiiltesi o,
151 oldugu, YDU/2018/56-

1. Prof. Dr. Riistii Onur

2. Prof. Dr. Nerin Bahgeciler Onder
3. Prof. Dr. Tamer Yilmaz

4. Prof. Dr. Sahan Saygi

5. Prof. Dr. Sanda Cali

6. Prof. Dr. Nedim Cakir

7. Prof. Dr. Kaan Erler (UYE) %—\—\ (noci‘

=~
. —_

8. Dog. Dr. Umran Dal Yilmaz (UYE)

9. Dog. Dr. Niliifer Galip Gelik (UYE) /

10. Yrd. Dog¢.Dr. Emil Mammadov (UYE)
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Enc. 13: Informed Consent Form for Participants

You are invited to participate in a research study conducted by Ghadeeer
Alzboon and Gulsen Vural, from the NEAR EAST UNIVERSITY, Faculty of
Nursing. | have learned that pregnancy has normal physiologic and
psychological changes in women body that may affect their quality of life.
Therefore, the aim of the study is to identify the most factors affecting the quality
of life among healthy pregnant women in Irbid city in Jordan and to examine the
differences in the quality of life according to their demographic- obstetric factors,
perceived stress, and perceived social support of pregnant women. You were
selected as a possible participant in this study because you are pregnant and met
the inclusion criteria of study. If you decide to participate, you will sign the
consent form then fill the paper format of survey in the private room in this health
care setting. This will be carried out during this visit and will take 20- 25 minutes.
No any anticipated risks or harms from participating in this study. You will fill the
survey in quit and private room during the waiting period in the clinic or health
center. Also, there are no direct benefits from participating in this research, but the
findings that will be gained from this study may be beneficial to the others and
help in improving the quality of life of pregnant women. However, | cannot
guarantee that you personally will receive any benefits from this research. Any
information that is obtained in connection with this study and that can be
identified with you will remain confidential and will be disclosed only with your
permission or as required by law. Subject identities will be kept confidential by
separating the consent form from the questionnaire and kept them in isolated
envelop to ensure privacy and confidentiality of data. Coding will be given for
personal identification information of women. All the collected data (in paper
format) will be stored in a secure and locked cabinet in the principal investigator’s
home. The electronic data will be stored in a secured computer with password.
Only the principal investigator and the advisor have access to the written and
electronic data. Both type of data are coded and not have any type of participant’s
identification information. Your participation is voluntary. Your decision whether
or not to participate will not affect your relationship with this health care
setting. If you decide to participate, you are free to withdraw your consent and
discontinue participation at any time without penalty. If you have any questions
about the study, please feel free to contact me:

Ghadeer Alzboon

Phone number: 0772047355
e-mail: galzboon@yahoo.com

Address: An naimeh- Irbid - Jordan

Or my Advisor:
Prof. Dr. Gulsen Vural, phone #: 90 0 533 363 56 04
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If you have questions regarding your rights as a research subject, please contact the
NEAR EAST INSTITUTIONAL REVIEW BOARD. You will be offered a copy of
this form to keep. Your signature indicates that you have read and understand the
information provided above, that you willingly agree to participate, that you may
withdraw your consent at any time and discontinue participation without penalty, that
you will receive a copy of this form, and that you are not waiving any legal claims.

Participant
Name, Surname:
Address:

Phone:

Signature:
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Enc. 14: Information Sheet and Consent Form of Step 2

Letter of Information (for Potential Participants)

The experience of healthy pregnancy in high parity women. A
phenomenological study in north Jordan.

You are being invited to take part in this study. It is being conducted by Doctorate
nursing student, at the Near East University in North Cyprus. This letter will provide
adequate information about the study details. This will help you to take decision regarding
participation in this study.

Please do not hesitate to ask, if you have any questions. Take your time to read the letter
and to decide whether or not you want to take part.

Description of the Study

The purpose of this study is to provide in depth understanding of the experience of
healthy pregnancy of high parity women in Jordan. You will provide your descriptions, and
stories of being pregnant while having four children and more. This will be done by
conducting face to face interview with you for more than one time. By conducting the
interview, | hope to achieve the following:

To understand of personal experience of being pregnant while having four or
more children.

To explore the experience of high parity women in taking care of children and
household duties during pregnancy in Irbid city in Jordan.

To explore women’s feelings and thoughts of taking care of children during
pregnancy.

To explore husband roles on taking care of children during pregnancy.

To get knowledge about the needs of high parity women in pregnancy.

Inclusion Criteria

In order to be eligible to participate in this study, the following is required of you:

Jordanian nationality women.

Married women.

Having four children or more.

Reading and writing Arabic language.

Free from any previous or current obstetric health problems.
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e Free from any previous or current systematic health problems (Diabetes mellitus,
hypertension, etc.).

e Having single fetus and conceiving naturally.
¢ Non smokers’ women.

Examples of potential interview questions may include:
Primary research question

What is the lived experience of pregnancy (which is considered healthy) in high parity
women in Irbid city in Jordan?

Sub-questions

e What is your personal experience of being pregnant while having four children
or more?

e What is your feelings of being pregnant and take care of four children or more?

e What is your thoughts of being pregnant and take care of four children or more?

e Describe your general health during pregnancy?

e What is your husband role during pregnancy toward house work duties?

e What is your husband role during pregnancy toward taking care of your
children?

e What do you do when you face a problem with house work?

e How do you feel toward taking care of four or more children?

e How you take care of yourself during pregnancy?

e How you solve any health problem? Who support you?

Procedure

You will be participating in the interview because you met the inclusion criteria of this
study. The interview will be started after you have consented to participate in the study. |
will conduct the interview with you alone in a any private and comfortable place for you.
The interview will take 30- 45 min. | will interview you again one week later to gain more
information about your experience. The study will not involve additional cost for you.
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Risks

There are no any anticipated risks associated with participating in this study. If there is
any possible risks threaten your health, | will stop the interview immediately.

Benefits

By participating in this study, you will help the researcher in understand the meanings
of being and having four children or more. Understanding the experiences of pregnant
women of high parity will contribute in promoting their health and improve their quality of
life.

Confidentiality

By participating in this study, your confidentiality will be fully protected. All recorded
and transcribed data will be stored in secure place that is only accessible to the research
team. Your name and address will be removed and no anyone will recognize them. Your
personal information will not used or published.

Voluntary Participation

Your Participation in this study is voluntary. You can refuse participating or withdraw
from the study any time. You do not waive any legal rights by signing the consent form.

If you have any questions, please direct them to the principal investigator or project
supervisor:

Ghadeer Alzboon
PhD Nursing Student
Faculty of Nursing
Near East University
OR
Giilsen VURAL Associate Professor/ Advisor

gulsen.vural@neu.edu.tr

+90 0 533 363 56 04
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Continue Enc. 14: Participant Consent Form

Title of study: The experience of healthy pregnancy in high parity women. A
phenomenological study in north Jordan.

Name of Researcher: Ghadeer Alzboon

| have read the Letter of Information and the nature of the study explained to me. 1
know that the participation is voluntary and | can withdraw any time. | agree to participate in
this study. All questions have been fully answered to my satisfaction.

Name (Print):

Signature:

Phone number:

Date:

Name of Person Responsible for Obtaining Informed Consent (Print):

Signature of Person Responsible for Obtaining Informed Consent:

Date:

Witness:

Signature
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Duty

Institution

Duration (Year -
Year)

King Abdulla University

Maternal nurse ) 2002- 2008
Hospital
Lecturer Irbid National University. 2008- 2010
Focal point in Princess
Rahma and Princess Jordan Health Aid Society | 2012- 2014
Badia' Hospital.
Doctors without Borders/
Maternal nurse 2014- 2017
MSF
Foreign Reading Speaking* Writing*
Languages comprehension
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Excel, SPSS

Good
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Abstract Go to:

Background and Objectives: Quality of life (QOL) assessment during pregnancy contributes to determining
women's unmet needs and preventing negative health outcomes. In this study, we aimed to identify the
effects of participants’ characteristics, perceived stress, and perceived social support on their QOL. We also
aimed to determine the differences in QOL according to these factors. Marerials and Methods: A cross-
sectional study was carried out in a city in Jordan. Purposive sampling was used to select 218 participants.
Data was collected by the quality of life Short Form- 36(SF-36) survey, percetved stress scale (PSS), and
The Multidimensional perceived Social Support Scale (MSPSS). Results: We found that only parity had a
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