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ABSTRACT

Serious physiological and psychological changes mayaccompanied during pregnancy. Antenatal edanati
reveals numerous effects on women’s general hdalth.important to survey interventions being usedducate
primiparous women about their general health durihig time. So, this study was conducted to deterriie effect
of the Fordyce Cognitive-behavioral happiness ftimn on pregnant women's general health. This guasi
experimental study with the pretest-posttest degiga performed on 74 primiparous women referredabedan
health centers in 2015. The subjects were selatteidigh random convenient sampling method and ddviohto
two groups of intervention and control. Data wadlexied using standard Goldberg General Health Qioesaire
(28- GHQ). After six weeks training, the GHQ wampteted by groups. The data was analyzed usingigége
statistics, chi-square test, independent t-tesirepat-test and covariance analysis of SPSS soéwearsion 16.
Total means the score of the general health oeiperimental group and the control group beforeittiervention
was (19.89+7.63) and (19.94+7.90) respectively, afigr the intervention, the respective scores wire7815.50)
and (21.64+7.21). Although after the interventiaantrol groups showed a significant decreasedllefgeneral
health, the difference in general health betweenh bgroups after the intervention was significant time
experimental group (P <0.05). Our results showesl ¢ffectiveness of the Fordyce Cognitive-behavibappiness
Training on pregnant women's general health. keisommended that this educational method is uséakimoutine
prenatal training programs by healthcare professitsn
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INTRODUCTION

The issue of health is an important topic in thedara industrial society and there are differennimof view about
the definition of health and its various dimensiadental health is defined by the World Health Qrigation as one
of the mandatory criteria for general health. WH@egzts define health as “a state of complete physimental and
social well-being and not merely the absence adatie or infirmity” and consider mental health d®“process of
enabling people to increase control over and torawvp their health” [1] pregnant women are considesenong

vulnerable groups of the society, a great emphagitaced on supporting their physical, mental aocial health,
since studies have shown a lower level of mentalthén pregnant than in non-pregnant women [2+#&gRant

women are in fact vulnerable to different typesstressors [5],s0 that the rate of depression argkignis three
times higher in these women than in others[5].ldit&mh, maternal fear and anxiety during pregnacay affect the
mother’s general health and cause adverse pregraricgmes [3].In Iran, Zafarmandi et al. [2005] odpd the

mean prevalence of anxiety in pregnant women as [B3%&ome of the negative effects of anxiety aedrfon the
mother and her fetus include depression duringraregy and postpartum, an increased risk of pretiingery, low

birth weight, asthma and behavioral problems in éfispring in adulthood, hyperactivity, schizophieerand

preference for cesarean delivery in the mother][7-8
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Studies conducted on the impact of poor maternaitahénealth on pregnancy outcomes have reportedtiveg
effects on quality of life, social functioning, reabal sleep, intrauterine death and the choicenefrhethod of
delivery [9-13].

Issues such as the individual's economic and setdlis, the lack of emotional support from theuspgothe lack of
self-confidence, domestic violence, single paremth@nd even planned or unplanned pregnancies daent af
maternal mental health during pregnancy. Matermal fin previous pregnancies also predisposes thtbemeo
mental health disorders manifesting themselvesiaré pregnancies in the form of anxiety, fear degression [7
and 14].

Many studies conducted across the world are ingieatf poor mental health among women during praggaln
their study of 3051 pregnant women in the US stditéVisconsin, Witt et al. found 7.8% of their paipiants to
suffer from poor mental health [13].In a study cocigd in Brazil, researchers found that,of the 1pdegnant
women examined, 28.8% suffered from depression 1818% suffered from anxiety while 24.9%sufferedniro
different types of stress [5].In a study conduatedl5143 women in France, 12.6% of the women haéreenced
different types of mental stress [5].In a study dumeted in Pakistan on 273 pregnant women, the [mewa of
mental disorders was reported as 44.3% in earlgnanmecy, while in a study of108 pregnant Japaneseemo the
prevalence of these disorders was reported as h7hei first trimester of pregnancy and as 13% m tthird
trimester [15].

Many studies have also been conducted in Iran aonée general health with an emphasis on mentédihhearing
pregnancy, including the one by Forouzandeh dg2802] on mental health during pregnancy and itstidouting
factors, which reported the prevalence of mentsbdiers as29.7% in the first, 28.6% in the seconti3®.6% in
the third trimester and found depressive disordéranxiety to be the most common ones among théin [1

Nonetheless, it appears that identifying and tngggiregnancy-related mental disorders are of pdatigmportance
due to the impact of these disorders on materraltthand pregnancy outcomes [17]. Pharmacologisalell as
non-pharmacological treatments have been recomrdeimighe control of these problems. Due to congtians
such as postpartum hemorrhage, pharmacologicdhtesas are less commonly used during pregnancy N&h-
pharmacological methods that affect different disiens of health, however, do not cause such coatgits and
include yoga, exercise and cognitive behavioralape techniques such as Fordyce’s Happiness Trifif-
20].Cognitive behavioral therapy is an effectivetimoel of treatment with proven effectiveness forfediént
problems, such as substance abuse disorder, shhérdo@, depression, anxiety disorders, sleep diserd
personality disorders, pain and fatigue, pregnaagyiety and women's hormone imbalance [21-22].Gogni
behavioral therapy can be held in the form of nuasrttraining sessions either individually or ingpe[23].

Happiness training is a cognitive behavioral thgragspired by Fordyce that has been effective icraasing
happiness, reducing migraine symptoms and enharsgémgal satisfaction and quality of marital life4{26].
Fordyce is an expert in the psychology of happingbe prepared a series of instructions called “Iaggs
training". This series consists of 14 cognitive dmehavioral principles. At the cognitive level, miples are
presented that can increase happiness if put ittiona the behavioral domain of these principlescanpasses a
number of behavioral techniques. Fordyce beliehas, tin addition to the influence of different faxt such as
genetics, personality, social and economic clask lamel of education on individuals’ happiness,eotlspecial
conditions such as happiness training can also teatie acquisition of happiness. The underlyimycitire of
Fordyce's happiness training is that one can bpyhliie other happy people if one wants to be [37-2

In explaining the effectiveness of happiness trajnbn general health, it can be said that, by legrto acquire

happiness and logical thinking power, the individgets to understand her problems and learns gtesteéo deal
with them; that is, through this method of theragw individual learns to better take advantageesfcapacities and
capabilities and endure the stresses of life atichalely experiences an increased general hea®hJ®idies have
also shown that happiness is one of the factors rdduce depression, relieve stress, improve phlysiealth,

increase the power to make decisions, encouragmpecative spirit and lead to a higher life satittn [26 and

28].

Paying greater attention to the general healthrefipant women can therefore lead to an enjoyaldgrancy and
prevent adverse pregnancy outcomes. The presedy stas conducted to investigate the effect of Foedy
cognitive-behavioral happiness training on genkeallth in primiparous women presenting to healéhcanters in
Zahedan, Iran.
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MATERIALS AND METHODS

Procedure:

The present quasi-experimental study with a pre-tg®st test design was conducted on 74 primigatgomen
presenting to health centers in Zahedan, Iranpit62selected through convenience sampling. Thelsasive was
determined as 31 subjects per group and as 62 |bbased on the study by Rabiei et al. [28] anchgisihe
following equation at a confidence interval of 9%¥d a statistical power of 80%; to take accound giotential
sample loss of 20%, sample size was raised to [3jéas per group and 74 overall.

P, )
(=)’

The study inclusion criteria consisted of age 18 gestational age of 22 weeks, singleton fatesding and
writing literacy and no history of mental and plogdi diseases. The study exclusion criteria corgsiste any
problems occurring during the study (hemorrhage twuplacental abruption, preterm delivery and pleepsia)
and more than two sessions of absence from thapghesessions. A demographic data questionnaireaageheral
health questionnaire were used to collect dataherparticipants. The demographic data questionnaiee inquired
about participants’ age, ethnicity, level of edimat occupation, planned or unplanned pregnandgl fgender,
history of infertility and economic status. The @ml Health Questionnaire (GHQ) used was developgd
Goldberg and Hillier (1979) and consisted of 28mie within four subscales, each with seven itemse Th
guestionnaire incorporates four subscales: Somsgtigptoms, anxiety and insomnia, social dysfunctiod severe
depression. Itemsl to 7 measure somatic symptons,18 anxiety and insomnia, 15 to 21 social dysfiem and
22 to 28 severe depression. The items are scosstilmn a 4-point Likert scale (0-1-2-3, from thghtito the left).
The respondent receives a separate score for edshade. Adding the subscale scores at the endsytak total
score, which ranges fromO to84 [29-30]. Obtainiregare of 0 to 27 indicates good general healthpZib indicate
relatively good general health and 56 to 84 indisatlatively poor general health. Obtaining a sa@jfrl4 to21 in
each subscale indicates the severity of the regpuisdcondition in that factor. Lower scores indéca better mental
health [31].

In a study conducted by Palahang et al. for assgdbie validity of the GHQ-28, the reliability cdiefent (test-

retest reliability) was 0.91 [31]. The validity tifis questionnaire in Iran was also assessed anfitroed in Shiraz

in a study entitled "Validity and reliability of éhGeneral Health Questionnaire" and its reliabiligs reported using
two methods, namely the test-retest method (0.@@)Gronbach's alpha coefficient (0.90); [32]. la firesent study,
the overall Cronbach's alpha and the Cronbachisaatp the subscales of the questionnaire were leéézlias0.83,
0.63, 0.70, 0.53 and 0.79, respectively, therelnficaing its reliability.

The participants were briefed on the study objestivand ensured of the researchers’ respect focaéthi
considerations before submitting their written @msorms for participation in the study. They wéren randomly
divided into two groups: An intervention group aadccontrol group. The intervention consisted of &d¢to-90-
minute group sessions of Fordyce's cognitive-baalitraining program held in healthcare centerigdva week
[26 and 33]. The intervention began from week 28extation and lasted for approximately three we€ks second
trimester of pregnancy is the best time for tragnimegnant women due to the changes occurring gitinis period,
such as feeling a need to be part of a group ofspea increased sense of attachment to the feipleasant
feelings along with reduced nausea and vomitingpaoed to early pregnancy [34].

The syllabus of the training sessions was:

First session: Introducing the participants to eattter, establishing the initial relationship, gejtto know the
principles and objectives of the session, prelimindiscussion about happiness and its contributamgors and
teaching a technique for expressing emotions.

Second session: Teaching a technique for increagitigism, activity and becoming more active.

Third session: Teaching techniques for increasiruigs relationships and closeness

Forth session: Teaching techniques for increasiaegtivity, decreasing expectations and being offe-se

Fifth session: Teaching techniques for planning @myanizing and living in the moment.

Sixth session: Teaching techniques for avoidingrvgmme thoughts and giving priority to happiness.

The content of the therapy sessions was taughg usiching aids, including a white board and s|idesl some
homework was also assigned to the participantbeaiehd of each session. A summary of each sessisnalso
presented to the participants in the form of a etol he posttest was carried out after 6 weeksa2®@ 35]. The
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control group took a pretest just as in the intetiem group; after the end of the waiting perioddat 2 months),
this group completed the questionnaire once aghefosttest). During this period, the control grdwad received
only the routine training and care provided bydbater's midwife.

Data were analyzed inSPSS-16 using descriptivagéecy, percentage, mean, standard deviation, atd)
inferential (the Chi-square test and the indepentiéest) statistics. The level of statistical sfgpance was set at
0.05.

RESULTS

A total of 74 primiparous women presenting to Hezdte centers in Zahedan were selected for the stod were
then divided into an intervention and a controlugroFordyce's group cognitive-behavioral trainiegssons were
held by the researcher through visiting the sethaalithcare centers from 28 January, 2016,to theoéred May,

2016. Each group consisted of 37 participants. Gloiexe the objectives of the study, the collectathdwvere
tabulated (Table 1-3).Table 1 examines the demdigagharacteristics of the participants; accordimghis table,
the majority of the subjects were at the age rasfge8 to 33. The independent t-test also showedignificant

differences in the mean age of the participante Thi-square test showed the lack of statisticaignificant

differences between the two groups in terms of ieityn occupation, and economic status, level oficadion,

history of abortion, planned or unplanned pregnaaray fetal gendeiP(> 0.05).

Table 1: The demographic characteristics of the itervention and control groups

Group Intervention Control
Variable Number (Percentage) Number (Percentag(g-)eSt Results
. High school diploma or belo 18 (48.6%) 24 (64.9%)
Level of Education Above high school diploma 10 (51.4%) 13 (35.1%) 0.241
Employed 6 (16.2%) 9 (24.3%)
Employment Status Housewife 31 (83.8%) 28 (75.7%) 0.564
. . Has a history of abortion 4 (10.8%) 6 (16.2%)
History of Abortion No history of abortion 33 (89.2%) 31 (83.8%) 0.736
Baluch 14 (37.8%) 15 (40.5%)
Ethnicity Sistani 13 (35.1%) 16 (43.2%) 0.510
Other Iranian ethnic groups 10 (27.0%) 6 (16.2%)
. Good 9 (24.3%) 10 (27.0%)
Economic Status Average 28 (75.7%) 28 (73.0%) 1.000
Planned 35 (94.6%) 36 (97.3%)
Planned or Unplanned Pregnan ’Unplanned 2 (5.4%) 1(2.7%) 1.000
Female 18 (48.6%) 12 (32.4%)
Fetal Gender Male 10 (51.4%) 25 (67.6%) 0.236
Age 23.97+4.26 23.7844.60 0.855

Regarding the main objective of the study, thatcmnparing the mean changes in the general heedtte of
primiparous women between the intervention androbmgfroup, the findings showed that the mean aaddsrd
deviation of the general health score was 19.8@Btih@he intervention group and 19.94+7.90 in thatml group
before the intervention; however, after the intatien, this score reached 17.78+5.50 and 21.64+7Th& mean
changes in the general health score were reposed18+5.52 in the intervention group and as 1.78&4n the
control group. The independent t-test showed thedpite the lack of statistically significant diéaces between the
two groups before the intervention (P=0.976), aifitant difference emerged between them afterinbervention
(P=0.012). This test also showed a significantedéhce in the mean and standard deviation of clsangveen the
two groups (P=0.002). Table 2 presents theme arstamdlard deviation of the general health score.

Table 2: A comparison of the mean and standard de&tion of the general health score of the pregnantewmen in the intervention and
control group before and after the intervention

Time Before the Intervention After the Intervention Changes
Group Mean and Standard DeviatignMean and Standard DeviatignMean and Standard Deviatign
Intervention 19.89+7.63 17.7845.50 -2.10+5.52
Control 19.94+7.90 21.64+7.21 1.70+4.56
Independent T-Test Result0.976 0.012 0.002

The findings showed the lack of significant diffeces between the two groups of pregnant womernrinstef the
mental health score in the four subscales of sensgtnptoms (P=0.421), anxiety and insomnia (P=0,64&ial
dysfunction (P=0.400) and severe depression (P8)2fore the intervention, as the two groups virnmogenous
in terms of these dimensions of their mental hesttbre before the intervention. The independeastt-$howed a
statistically significant difference between theotgroups of pregnant women in terms of the meansaaddard
deviation of changes in the mental health scorethénsubscales of anxiety and insomnia (P=0.030) savere
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depression (P=0.006) after the intervention; howetés test showed no statistically significarffeliences between
the two groups in terms of their mental health esdn the subscales of somatic symptoms (P=0.23%)sacial
dysfunction (P=0.347).

Table 3 presents the mean and standard deviatipart€ipants’ scores in the different subscalesental health.

Table 3: A comparison of the mean and standard deation of participants’ scores in the different subsales of mental health before the
intervention and their changes by group

. Changes
Before the Intervention (Pretest-Posttest)
Dimension Intervention Group Control Group Intervention Group Control Group
Mean + Standard Mean + Standard P Mean + Standard Mean + Standard P
Deviation Deviation Deviation Deviation
Somatic 5.10+2.74 5.6242.71 0.421L -0.51+2.10 0.10+2.35 9.23
Symptoms
Anxiety and 6.292.97 5.91+3.42 0.618 -0.7022.44 0.48+2.15 0.03
Insomnia
Social
Dysfunction 6.86+2.35 7.32+2.31 0.400 0.027+1.73 0.56+3.00 0.34
Severe Depressior 1.62+2.00 1.08+2.13 0.266 -0.88+1 0.54+2.50 0.006

DISCUSSION

Given the high prevalence of mental health dis@dkrring pregnancy, especially among primiparousam the
present study was conducted to determine the edfdebrdyce’s cognitive-behavioral happiness tragnon general
health in primiparous women. The results showedgaificant difference between the two groups in theerall

score of general health after the intervention.e@ithe lower mean score in the intervention grdwgntin the
control group (P<0.05), it can be concluded thatifce's cognitive-behavioral happiness training drasanced the
general health of primiparous women. This findisgdnsistent with the findings of a study by Sadeglal. on the
effect of muscle relaxation on general health igpant women [36].The results of a study by Melabhaet al. on
the effect of childbirth preparation classes onemal and neonatal health showed that attendingapaktraining

classes plays an important role in the health e§pant women and their new born[37]. Moreover, esipbysical,

spiritual, mental and social health as well asaherall quality of life undergo multiple changdsring pregnancy
[38], recent studies have come to focus on theketfecognitive-behavioral training on general tlieaRmong these
methods of therapy, Fordyce's happiness trainirgyldeen used in several studies; however, it hasrnesen
examined in terms of its effect on the generalthea pregnant women. This novelty distinguishesghesent study
from the other ones conducted on the subject m Ira

Happiness affects people's lives in different walgs; example, it leads to a positive attitude, @ages self-
confidence and improves mental health [39]. Morepaecording to Fredrickson’s broaden-and-buildotiieof
positive emotions (2009), positive emotions (happ#) provide the individual with sustainable researin order to
face a wide range of conflicts in life and in tuncrease the level of life satisfaction. Conseqglyetihose who are
trained to achieve happiness are happier and anpiénternal peace affects their judgment of lifedamproves
their life satisfaction [40-41].

In the present study, six sessions of Fordyce'sitiog behavioral training led to significant meealmanges in two
subscales of general health, including anxiety ambmnia and severe depression, compared to belfare
intervention. Nevertheless, the two subscales afasiz symptoms and social dysfunction showed naoifsbgnt
differences between the two groups even afterrtterviention. The lack of changes in these two salbsadoes not
signify that the training provided has been ineffex; as the other two subscales and the genewdthhecore
differed significantly between the two groups aftez intervention. In explaining the lack of a sfgant difference
in the subscales of somatic symptoms and socidlidgson, it can be argued that other studies tese reported a
higher mean score of disorder in these two subsdhbn in the other subscales [38, 42 and 43];theseubscales
are affected by other factors and happiness trgialane cannot improve them; it is therefore esaketd identify
the other factors affecting them. In view of theimabjective of this study, i.e. examining the aleiscore of
general health in mothers, the findings can be &altk consistent with the results of the studKhyami et al, who
found that a cognitive-behavioral training progranganized for pregnant women improves their genkeallth
score as well asthe scores of the subscales oftisosyanptoms, anxiety and insomnia and severe dsjme, but
does not affect the score of the social dysfunctiobscale[5].The difference in the significancecbbénges in the
somatic symptoms subscale can be attributed toldiver gestational age of women in Karami's studg (a
gestational age increases, so does the prevalénoerdal disorders) and the differences in theningj methods
used.
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Moreover, the results of the present study are istarg with the results obtained by Mazaheri, wband that
cognitive-behavioral training can reduce the genleealth score in people with depression and eeenmmends
the use of this method of therapy in developingntaes such as Iran for an effective cure for degian and for
improving mental health in employees and patie#§.[n a study entitled "The effect of group therapth a logo
therapeutic approach on general health in womeectsfl by earthquake", Ghanbari et al. found thetaby
enhances the subscales of general health, inclagingtic symptoms, anxiety and insomnia and sedepeession,
but does not lead to significant changes in thessalle of social dysfunction [45].In support of tfireding, Kati et
al. believe that teachinga positive understandingne-self helps individuals overcome disturbingoional states
such as anxiety through positive thoughts [46]. Phesent findings are also consistent with theltef studies
conducted by Salsman, Micks and Morell (2003), idund that positive psychological states lead teahanced
performance and an increased level of health inntheidual [47]. A study conducted in Iran by YaidsLooyeh et
al. (2009) showed that happiness training enhagersral health among university students as w8]l [4

A study conducted to investigate pregnant womemscgptions of prenatal training programs found tmaist
mothers have a positive assessment of these pregramining programs that challenge women with [mois
related to all the dimensions of their health arecial during pregnancy, labor and childbirth adlwas throughout
life [49-50].

It therefore appears that although happiness trginannot change a person’s life or promote heiakogsources,
by changing the individual's understanding and dielieducing her expectations, emphasizing the itapoe of
being her true self, purposefulness in life and akieidance of worrisome thoughts and encouragingidéuild
social relationships and closeness and to expesiedlings, this training helps promote the indidal’s personal or
internal resources. Training can be used as a m@hhiuntervention to change inappropriate lifestyland to
encourage the choice of a correct lifestyle andctivdrol of stress. The sense of happiness canbdbused to treat
mental disorders, increase life expectancy, anéa&at to improve living standards among healthyppgamprove
the defense against stress and prevent differemlittans so as to enhance the level of mental h¢att].

Fordyce's cognitive-behavioral training is a coigeitrestructuring that improves people's cognifiugctioning. The
methods used in this model include reducing expiects, eliminating concerns, strengthening optimittoughts,
living in the moment, prioritizing happiness andesgthening one's social presence; the person whe these
methods promotes her physical and psychologicdthfzb].

The results of this study are indicative of theseffof Fordyce's cognitive behavioral happinesisitrg on general
health and some of its main subscales, includingegnand insomnia and social dysfunction, amongqimparous
women. To update its treatment protocols, in 2Qhd, Center for Mental Health in the UK proposed tise of
psychotherapy and cognitive therapy for improvimgnatal and postnatal mental health as an econbuwyitian

available [52]. This method of therapy can therefbe used in the form of workshops to help solwelpslogical

problems during pregnancy. It is therefore reconuiednto incorporate this training into prenatal garegrams in
order to move toward a health-based approach apbira maternal mental health.

CONCLUSION

Future studies are recommended to be conductebeoeftects of this type of training as well as othreethods of
cognitive-behavioral therapy on pregnant women lbfgastational ages and with larger sample sizesas to
compare the effectiveness of this method with therones assessed.
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