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ABSTRACT

Background: The COVID-19 pandemic is causing significant changes in pregnant women’s healthy lifestyles such as nutrition,
physical activity, sleep, and weight gain. This study was conducted to determine the relationship between pregnant women'’s healthy
lifestyle behaviors and distress during the COVID-19 pandemic. Materials and Methods: The data were collected between April
and October 2021 through face-to-face interviews with pregnant women over 18. The sample of the study consisted of 209 pregnant
women. The Tilburg pregnancy distress scale and the healthy living behaviors scale were used to collect data. Descriptive statistics,
parametric tests, and regression analysis methods were used to analyze the data in the study. Results: As a result of the study, the
mean Tilburg Distress Scale score of pregnant women was 19.91+9.15. The total psychological distress score of 26.8% of the
pregnant women was observed to be higher than the cutoff point. The mean score of the healthy living behaviors scale of pregnant
women was 120.71+17.04. It was observed that the Tilburg Distress Scale total score and the spousal participation sub-dimension
score affected pregnant women’s healthy living behaviors scale total score (values p<0.001 and p<0.005, respectively). It was
determined that the total score of the Tilburg Distress Scale was 0.34 times effective on the quality of life during pregnancy, and the
spousal participation sub-dimension was —2.16 times effective. Conclusion: This study concluded that pregnant women experienced

psychological distress during the COVID-19 period and that this situation affected the quality of life of pregnant women.
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it is a difficult period in which many physical and mental

changes are experienced. During this period, a woman’s
lifestyle and attitude toward pregnancy can change the course
of pregnancy [1]. A healthy pregnancy can directly or indirectly
affect the health of the fetus. Pregnant women who maintain a
healthy lifestyle in the preconception period and throughout
pregnancy can protect themselves and their babies from many
risks in the prenatal, natal, and postnatal periods [2,3]. For this
reason, a healthy lifestyle during pregnancy is essential for
adequate fetal development and maternal health [2].

While pregnancy generally refers to emotional relief, it can
be perceived as a troublesome process that negatively affects
the quality of life for most women. Psychological distress is a
negative situation that many women experience throughout their
lives. There may be problems in social relations with physical
and emotional changes during pregnancy. Changes in body

Access this article online

Received - 30 September 2023 Quick Response code
Initial Review - 07 October 2023 O T O
Accepted - 20 November 2023 .

Pregnancy is a natural process in a woman’s life. However,
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image during pregnancy, inability to adapt, the threat of preterm
birth, pregnancy complaints, the feeling of inadequacy, social
support inadequacies, anxiety about being a parent, and financial
inadequacy can facilitate distress during pregnancy [4,5]. Since
distress during pregnancy threatens maternal and fetal health,
diagnosing and treating it early is essential [6].

The COVID-19 pandemic, a global problem, causes
significant changes in the healthy lifestyle of pregnant women,
such as nutrition, physical activity, sleep, and weight gain.
In addition, uncertainty brings psychological problems in
pregnant women, as in all societies [7-9]. This situation may
cause predictable problems during pregnancy, childbirth, and
postpartum.

It is thought that pregnant women with healthy lifestyle
behaviors may experience the pregnant woman may manage
less distress or the distress experienced. This study aimed to
determine the relationship between pregnant women’s healthy
lifestyle behaviors and psychological distress during the
COVID-19 pandemic.
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MATERIALS AND METHODS
Study Design, Population, and Setting

This prospective, hospital-based, and cross-sectional study was
conducted between April 04, 2021, and October 04, 2021, at
Karabiik Training and Research Hospital. Pregnant women who
visited the hospital between the specified dates were included in
this study. Aarabiik Training and Research Hospital is the main
referral hospital for maternal and child care in the center of
Karabiik.

Definition of Cases

Pregnant women who met the inclusion criteria and applied to
the hospital between April 04, 2021, and October 04, 2021, were
included in this study.

Inclusion Criteria

The following criteria were included in the study:

1. Having no problems speaking and writing Turkish
2. Being pregnant

3. Not having a chronic disease

4. Agreeing to participate in the study.

Exclusion Criteria

The following criteria were excluded from the study:
1. Not being able to read or write Turkish

2. Having a chronic disease

3. Not agreeing to participate in the study.

Sample Size

In this correlational study, the universe consisted of pregnant
women living in Karabuk in 2021. The sample of the study
consisted of 209 pregnant women according to the results of
bivariate normal model power analysis when 95% confidence
(1-01), 95% test power (1-f), pH1=0.29 and pH0=0.50. When no
study examined the relationship between the two scales in the
literature, the pH1 hypothesis was calculated over the low-level
correlation value, and the pHO hypothesis was calculated over the
high-level correlation.

Data Collection

The data were collected by face-to-face interview method between
April 04, 2021, and October 04, 2021, with pregnant women who
agreed to participate in the study and were over 18. The data were
collected using the “Personal Information Form,” the healthy
living behaviors in pregnancy scale (HLBS), and the Tilburg
pregnancy distress scale (TPDS). The personal information form
consists of 14 questions the researchers prepared, including the
pregnant women’s sociodemographic characteristics.

Measures

HLBS

Developed by Yilmaz and Karahan in 2018, it has 29 items and a
“multi-component discrete structure.” It consists of six subscales as
“Pregnancy Responsibility, Nutrition, Hygiene, Physical Activity,
Travel, and Acceptance of Pregnancy.” It is a 5-point Likert type,
never (1), rarely (2), occasionally (3), often (4), and always (5). The
lowest score that can be obtained on the full scale is 29, and the
highest score is 145. The Cronbach Alpha coefficient is 0.83
for the full scale, and the values of the subscales are Pregnancy
Responsibility 0.71, Hygiene 0.64, Nutrition 0.73, Physical Activity
0.69, Travel 0.81, and Pregnancy Acceptance 0.63, respectively.

TPDS

Capikand Pasinlioglu performed the Turkish validity and reliability
of the TPDS in 2013. The scale consists of 16 items and two sub-
dimensions, “Negative Affect” and “Spouse Participation.” It is
a 4-point Likert type, very often (0), quite often (1), occasionally
(2), rarely, or never (4). The Negative Affect sub-dimension
consists of 11 items, 5, 6, 7, 9, 10, 11, 12, 13, 14, and 16. These
items are reverse coded. The spouse participation sub-dimension
consists of 5 items 1, 2, 4, 8, and 15. The total Cronbach Alpha
coefficient of the scale was found to be 0.83, and the value of
the sub-dimensions, respectively, was found to be 0.72 for spouse
participation and 0.83 for negative effect. It was determined that
the cutoff point of the scale was 28 for the total score. According
to the cutoff point, a total score of 28 and above indicates that the
pregnant woman is at risk for distress.

Statistical Analysis

The data obtained from the study were evaluated with SPSS for
Windows (version 20.0, Statistical Package for Cronbach’s Alpha
reliability coefficient. It was observed that the data showed a
normal distribution since the total score of HLBS, the total score
of TPDS, and its sub-dimensions remained within the +2.0/-2.0
limit range of Skewness and Kurtosis values [10]. The sub-
dimensions of HLBS did not show a normal distribution. The
statistical mean, standard deviation, and minimum and maximum
values of the continuous variables in the study are shown.
Descriptive statistics of categorical variables were examined with
frequency and percentage. The effect of the total score of HLBS,
occupation on TPDS, and the number of living children was
examined with two-way multivariate analysis of variance. The
factors affecting the total score of HLBS were explained by linear
regression. The factors affecting pregnant women with distress
according to the cutoff point of TPDS were explained by binary
logistic regression. The study examined the relationship between
the two scales and their sub-dimensions by Spearman correlation.
Multiple comparisons were evaluated with Bonferroni correction.
The results of the analysis are presented as mean = SD. The
significance level was taken as p<0.05.
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Ethical Consideration

This study was approved by the administration of Karabiik
Training and Research Hospital. The goals and significance
of the present study were explained in detail to the patients in
a straightforward manner. Therefore, all participants gave their
written, informed consent.

RESULTS

The study found that Cronbach’s Alpha value of the total
HLBS score was 0.91. The Cronbach’s Alpha values of the sub-
dimensions of the scale were found to be 0.85 for Pregnancy
Responsibility, 0.70 for Hygiene, 0.78 for Nutrition, 0.71 for
Physical Activity, 0.83 for Travel, and 0.65 for Pregnancy
Acceptance. The Cronbach’s Alpha value of the TPDS total score
was found to be 0.82. When the Cronbach’s Alpha values of the
sub-dimensions of the scale were examined, the Negative effect
was found to be 0.91, and Spouse Participation was found to be
0.74.

In the study, the mean age of the pregnant women was
27.96+5.47, the mean number of pregnancies was 2.09+1.13,
the mean gestational week was 34.36+7.00, and the mean weight
gained during pregnancy was 11.55+7.75. It was observed that
30.1% of the pregnant women were high school graduates,
74.6%were homemakers, 36.8% of their spouses were secondary
school graduates, 39.7% of their spouses worked as workers,
81.3% had a moderate income, 88% had a nuclear family, and
97.6% became pregnant willingly (Table 1).

The mean TPDS score was 19.914+9.15. It was observed that
26.8% of the pregnant women had a higher TPSS total score
than the cutoff point. The mean score of HLBS was found to
be 120.71£17.04. In the study, the main effect of the number of
living children of pregnant women was found to be significant in
both scales (p=0.04 and 0.02, respectively). In both scales, it was
observed that the number of children between 2 and 3 and above

was higher than the mean scores of the scale. At the same time,
the interaction between the number of children living with the
profession was observed to have a significant relationship with
TPDS (p=0.04). It was determined that the mean scale score of
pregnant women with three or more children was higher than the
total score average.

Age, number of pregnancies, total TPDS score, Spousal
Participation, and Negative Affect sub-dimension scores affecting
the total score of HLBS were explained with a linear regression
model. With the model, 19% of the factors affecting healthy
lifestyle behaviors in pregnant women were explained. Since
the Negative Affect sub-dimension was incompatible, it was
excluded from the model. It was observed that the TPDS total
score and Spousal Participation sub-dimension score affected
the total score of HLBS (p<0.001 and 0.005, respectively). The
TPDS total score was 0.34 times effective on the quality of life
during pregnancy, and the spousal participation sub-dimension
was —2.16 times effective (Table 2).

Pregnant women with a total TPDS score higher than 28,
according to the cutoff point, were found to be in distress. The
factors affecting this, such as age, number of pregnancies, weight-
gained during pregnancy, and total score of HLBS, were explained
by binary logistic regression. The model was observed to be
compatible, and the correct classification rate was 75.7%. In the
model, it was observed that distress, number of pregnancies, and
total score of HLBS had an effect. As the number of pregnancies
increased, it was observed that the distress rate of pregnant
women increased by 0.40 times. It was determined that pregnant
women’s distress increased 0.005 times as the total score of
HLBS increased (Table 3).

The factors affecting the weight gain of pregnant women were
explained by linear regression analysis. Factors affecting weight
gain during pregnancy are worrying that I will gain too much
weight, age, pre-pregnancy weight, HLBS score, gestational
week, total TPDS score, spouse participation, and negative affect
sub-dimension scores. Since the total score of TPDS, one of these

Table 1: Multiple comparison results of factors affecting healthy living behaviors in pregnant

Factor Parameter F* p-value Partial Eta squared

Occupation Tilburg pregnancy distress scale 1.657 0.17 0.025
Healthy life in pregnancy scale 1.883 0.13 0.028

Number of children Tilburg pregnancy distress scale 2.673 0.04 0.040
Healthy life in pregnancy scale 3.173 0.02 0.047

Occupation®* Number of Children Tilburg pregnancy distress scale 2.041 0.04 0.078
Healthy life in pregnancy scale 1.126 0.347 0.044

*MANOVA, Bold values: Results are signaficant if p<0.05

Table 2: Linear regression analysis of factors affecting healthy lifestyle behaviors in pregnant women

Features B! (%95 CI) SE B> t p-value Zero Partial

(Constant) 112.78 (100.69-124.87) 6.132 18.392 0.000

Spouse Participation —2.16 (—2.85—1.47) 0.352 —0.395 —6.144 0.000 —-0.375 —0.398

Tilburg Total Points 0.34 (0.1-0.58) 0.121 0.181 2.809 0.005 0.153 0.194

Age 0.39 (—0.08-0.86) 0.239 0.126 1.650 0.100 0.048 0.116

Number of pregnancies —1.45 (-3.71-0.82) 1.149 —0.096 -1.259 0.210 —0.031 —0.088

F=1.38; p<0.001; adj. R2=0.19; SE of Estimate=15.62; 1: Non-standardized coefficient; 4: Standard Coefficient; DW: 1.67; Bold values: Results are significant if p<0.05
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factors was insignificant, it was automatically excluded from the
model by regression. With the model created, 25% of the factors
affecting the weight gained until the current gestational week are
explained. It was observed that those who rarely worried about
gaining weight during pregnancy gained 6.88 times more weight
than those who worried very often, 7.03 times more than those
who worried quite often, and 3.1 times more than those who
worried occasionally. It was observed that the other factor that
was significant with the model was the weight-gained before
pregnancy. It was observed that women who were overweight
before pregnancy gained 0.13 times less weight during pregnancy.
It was observed that the weight gained during pregnancy and
the gestational week was also significant. It was concluded that
as the gestational week increased, the weight gained increased
0.38 times (Table 4).

The relationship between TPDS and its sub-dimensions
and HLBS and its sub-dimensions was examined by Spearman
correlation. A positive low-level significant relationship was
found between the total score of the TPDS and the total score
of the HLBS (r=0.28 p=0.00), a positive low-level significant
relationship was found between the Nutrition sub-dimension and
the Travel sub-dimension (r=0.29 p=0.00), and a positive low-
level significant relationship was found between the TGSS and
the Travel sub-dimension and the Travel sub-dimension (r=0.16
p=0.00). A moderately significant negative correlation (r=—0.44
p=0.00) was found between the Spousal Participation sub-
dimension of HLBS and the total score of HLBS. A moderately
negative correlation was found with all its sub-dimensions. A low

positive correlation was observed between the Negative Affect
sub-dimension of TPDS and the total score of HLBS (1=0.28
p=0.00) and all its sub-dimensions (Table 5).

DISCUSSION

A healthy lifestyle and distress level during pregnancy are
essential for pregnant women to have a healthy process. The
study concluded that there was a positive relationship between
the healthy lifestyle behaviors of pregnant women and the level
of distress during pregnancy during the pandemic. In addition, it
was observed that the healthy lifestyle of pregnant women was at
areasonable level (120.71) during the pandemic, and a significant
part (27%) had high distress.

To determine the psychological distress of pregnant women,
the mean scores of the current studies using the TPDS scale were
found to be 14.23+7.8 points by Kizoglu and Beydag, 13.48+8.60
points by Diindar et al. 20.02+6.28 points by Bacaci and Apay
and 23.66+7.48 points by Ciltas and Tunce (2019). In the study,
the mean TPDS score of pregnant women was found to be
19.91£9.15 [6,11-13]. Since the scores obtained from a scale of
28 and above indicate that pregnant women are in psychological
distress, it was concluded that pregnant women participating in
this study experienced low levels of distress.

The high level of education of the pregnant woman, her
desire for pregnancy, having a nuclear-type family, the presence
of social security, having information about pregnancy, planning
pregnancy, being pregnant with the first child, spousal support, and

Table 3: Examination of the factors affecting stress in pregnancy by binary logistic regression

Features [} Standard error (S.E.) Wald p-value Exp(B) 95% confidence
odds ratio interval

Low High

Constant —6.98 1.75 15.96 0.00 0.00

Age —0.02 0.04 0.32 0.57 0.98 0.91 1.05

Number of pregnancies 0.40 0.17 5.76 0.02 1.49 1.08 2.07

Weight Gain During Pregnancy 0.01 0.02 0.14 0.71 1.01 0.97 1.05

Healthy Living Behaviors Scale Total Score in Pregnants ~ 0.05 0.01 14.77 0.00 1.05 1.02 1.07

Model Fit Chi-square=22.48 p=0.000. Cox and Snell R2=0.10; Nagelkerke R2=0.15; Hosmer and Lemeshow Chi-square=13.62. p=0.092; DS=75.7%; Bold values: results are

significant if p= <0.05

Table 4: Analysis of the factors affecting weight gain during pregnancy by linear regression

Features B! (%95 CI) SE p? t p-value Zero Partial
Constant 7.78 (—2.31-17.87) 5.12 1.52 0.13

Q16*=Very often 6.88 (3.79-9.97) 1.57 0.41 4.40 0.00 0.17 0.30
Q16*=Quite often 7.03 (3.27-10.8) 1.91 0.25 3.69 0.00 0.11 0.25
Q16*=Sometimes 3.1(0.42-5.79) 1.36 0.16 228 0.02 0.00 0.16
Age 0(-0.18-0.18) 0.09 0.00 0.01 0.99 0.02 0.00
Pre-Pregnancy Weight —0.13 (-0.2—0.06) 0.03 -0.24 -3.80 0.00 —-0.20 —0.26
Healthy living behaviors scale total score in pregnant —0.02 (-0.08-0.04) 0.03 —-0.04 —0.54 0.59 0.03 —0.04
Gestational week 0.38 (0.24-0.52) 0.07 0.34 5.39 0.00 0.32 0.36
Spouse participation 0.17 (=0.18-0.51) 0.17 0.07 0.95 0.34 0.02 0.07
Negative affect —0.14 (-0.28-0) 0.07 -0.17 -1.97 0.05 0.08 —-0.14

F=7.19; p<0.001; adj. R2=0.25; SE of Estimate=6.89; Non-standardized coefficient: 9; Standard Coefficient; DW: 2.03, Q16*=I am worried that I will gain too much weight during

pregnancy. Bold values: Results are significant if p= <0.05
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Table 5: The relationship between Tilburg pregnancy distress scale and healthy life behaviors scale in pregnant women

n=209 Healthy living behaviors scale in pregnant women
Tilburg pregnancy Pregnancy Hygiene Nutrition Physical activity Travel Accepting Total
distress scale responsibility ~ sub-dimension sub-dimension  sub-dimension  sub-dimension pregnancy score
sub-dimension sub-dimension
Negative affect
subscale
r¥¥E 0.168%* 0.146* 0.331%* 0.143* 0.225%* 0.175% 0.281**
p 0.01 0.03 0.00 0.04 0.00 0.01 0.00
Spouse participation
sub-dimension
r¥EE —0.359%** —0.371%** —0.346** —0.251%* —0.367** —0.426** —0.439%*
p 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Total points
r¥EE 0.11 0.08 0.288** 0.10 0.164* 0.08 0.208**
p 0.12 0.23 0.00 0.15 0.02 0.23 0.00

*Significant at 0.05. **Significant at 0.001. ***Spearman correlation. Bold values: Results are significant if p<0.05

having a small number of children can affect pregnancy adaptation
and readiness [14,15]. Davoud and Abazari found that the quality
of life of pregnant women with 1 or 2 children was higher. That
psychological health and the number of children were negatively
related [16]. Similarly, Hu ef al. found that multiparous women
had a higher risk of depression than nulliparous women [17].
The study determined that the number of living children was
adequate for pregnant women’s perceived distress and healthy
living behaviors. As the number of living children increases, the
increase in the healthy living behaviors score of pregnant women
suggests that they apply the healthy living behaviors, they have
acquired from the pregnancy, and they have experienced to their
current pregnancy.

There are many studies on the healthy lifestyle behaviors
of pregnant These studies focused more on
sociodemographic factors affecting health behavior. Davoud and
Abazari concluded that there is a significant relationship between
quality of life and educational background, number of children,
and profession in pregnant women and that the quality of life of
pregnant women with 1 or 2 children and primary school graduates
and homemakers is higher [16]. In their study, Celik and Derya
concluded that the number of pregnancies, living children, parity,
the desire for pregnancy, and the number of antenatal care were
effective in pregnant women’s health practices [18]. Beyaz ef al.
found that the mean scores of health practices of pregnant women
who worked in any job and had a high level of education were
higher [19]. In the study of Ozcan et al., it was determined that
there was an increase in the level of health behaviors of pregnant
women who were housewives, exercised regularly, had entire
sexual life, had a planned pregnancy, and gave their last birth
vaginally [20]. The study found that age, number of pregnancies,
level of distress during pregnancy, and spousal support were
influential in the healthy lifestyle behaviors of pregnant women.
This situation requires service planners and servers to evaluate
the factors affecting the healthy lifestyle behaviors of pregnant
women more broadly and to provide services for their needs. In
addition, the services to be provided can be individualized for each

women.

pregnant woman and facilitate the acquisition and development
of positive health behaviors.

Lack of social support may threaten maternal health during
pregnancy and adversely affect pregnancy outcomes [21]. Kanig
and Eroglu concluded in their study that there is a positive
relationship between the level of perceived social support in
pregnancy and healthy lifestyle behaviors. It was determined
that as the support of a particular person, family, and friends
increased, the level of healthy lifestyle behaviors increased [22].
Similarly, Fathnezhad-Kazemi et al. found that as the perceived
social support score increased in pregnant women, the total score
of health promotion behaviors increased [23]. In their study
examining the relationship between pregnant women’s distress
and social support during the COVID-19 pandemic, Goldstein
et al. concluded that pregnant women experience high levels of
psychological distress and this situation is mainly due to the lack
or lack of social support [24]. In the study, it was concluded that
spousal support reduced distress during pregnancy by 2 times.
Unlike the literature, pregnant women with high levels of spousal
support had less healthy lifestyle behaviors. This situation has led
to an increase in the time spent at home with the spouse during
the pandemic period, and this can be explained by the increased
spouse support and the fact that pregnant women have less need
to seek information for their healthy lifestyle behaviors.

Distress during pregnancy may adversely affect maternal and
fetal well-being and seriously threaten pregnancy outcomes. In
a cross-sectional study in which Firouzbakht er al. wanted to
determine the coping strategies and depression rate in pregnant
women during the COVID-19 pandemic, they concluded that age,
education, and residence, which are sociodemographic variables,
predict psychological stress and are statistically significant [25].
Similarly, in the study where the level of psychological distress
in pregnant women was wanted to be determined during the
COVID-19 pandemic, the fear of going to the hospital for
occupation, prenatal care, and other health problems, and the fear
of being alone and unaided at birth were found to be associated
with an increase in the perceived distress score [26]. Crowe
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and Sarma concluded that primiparity, multiparity, trimester,
ethnicity, relationship, and working status, which are among
the sociodemographic characteristics they questioned, were not
effective on perceived stress in their study in which they wanted
to determine the stress level of Irish pregnant women during the
COVID-19 pandemic [27]. The study found that the number
of pregnancies and healthy lifestyle behaviors of the factors
affecting pregnant women’s distress were adequate. Accordingly,
it was observed that as the number of pregnancies and healthy
lifestyle behaviors increased, the distress rate of pregnant women
increased. These factors may explain 76% of the perceived distress
in pregnancy during the COVID-19 pandemic. Factors affecting
the distress level in pregnant women have not yet been explained
(24%). For this situation, well-designed qualitative research with
explicit statements from pregnant women is needed.

Weight gain during pregnancy can cause maternal distress.
Nagl et al., in their systematic review examining the relationship
between obesity and anxiety in pregnancy and the postpartum
period, concluded that the anxiety level of obese pregnant women
was higher [28]. The study concluded that the weight gained
during pregnancy was influential in the distress perceived by
pregnant women. It was determined that the pregnant woman’s
age, prenatal weight, gestational week, the thought of gaining
more weight during pregnancy, spousal support, and negative
emotions affected the weight gained during pregnancy. As the
level of anxiety decreased, it was observed that the tendency
to gain weight was higher. The motivation-enhancing effect of
anxiety can explain this finding.

Mental well-being in pregnant women is associated with health
promotion behaviors [29]. However, in humans, perfectionist
thinking can lead to distress, anxiety, and depression (Flett and
Hewitt 2002; Sancar et al., 2021) [30,31]. A woman’s desire
to manage her pregnancy and perfectionist mindset can create
distress. When the literature is examined, no study examines
the relationship between healthy lifestyle behaviors and distress
levels of pregnant women with COVID-19. The study observed
that the distress scores of pregnant women with highly healthy
lifestyles increased. This situation can be explained by the fact
that pregnant women with high awareness can experience more
individual control, dominance over their bodies, high expectations,
negative emotions, and distress toward possible consequences.

This study has some limitations that must be considered
with caution when discussing the results. The first limitation
of this study was that it was descriptive. Study results showed
associations, but should not be interpreted as causation. In
addition, the fact that the data were collected in the 1% year of the
pandemic period and it was conducted in a single province is an
important limitation.

CONCLUSION

The pandemic and extraordinary situations negatively affect
maternal and newborn health. Maternal well-being during
pregnancy is potentially a marker of antenatal, natal, and postnatal

processes. More time should be devoted to training and counseling
services to improve the health of pregnant women and optimize
pregnancy outcomes. Determination and evaluation of the health
behaviors of pregnant women should be made objectively.
The needs of pregnant women should be met in line with their
individual needs. In addition, well-designed qualitative research
should identify obstacles and facilitators pregnant women face;
new strategies should be developed, and the care provided should
be individualized.
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