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Abstract
Background: COVID-19 pandemic has caused a tidal wave of anxiety and stress among Iranians,
especially pregnant women. In order to control this unpleasant situation, it is indispensable to examine
such issues as the level of Knowledge, emotions, and health behaviors. This study aimed to assess the
association between knowledge, perceived severity, and perceived controllability of covid-19 with
emotional and behavioral reactions in pregnant women.

Methods: This cross-sectional study was performed on 440 pregnant women who were selected via the
multistage sampling method from four different cities of Sistan-Baluchestan province, Iran. Data were
collected using demographic-obstetrics characteristics form, as well as the questionnaires of knowledge,
perceived severity, and perceived controllability of the COVID-19, health anxiety, and self-care.

Results: Based on the results, self-care was positively correlated with knowledge, perceived severity, and
perceived controllability of the COVID-19. Nonetheless, health anxiety had a signi�cant and inverse
association with knowledge and perceived controllability, while there was a positive and signi�cant
correlation between perceived severity and health anxiety. Based on linear regression, three variables of
knowledge, perceived severity, and perceived controllability of the COVID-19 could explain 46.3 and 17.5 %
of variations in self-care and health anxiety, respectively. Finally, people with higher education and
knowledge obtained higher scores on self-care and lower scores on health anxiety.

Conclusion: As evidenced by the obtained results, it is suggested that due to the critical importance of
prenatal care, managers, and health o�cials promote the use of such methods as telehealth and home-
based caregivers, especially in areas with inadequate access to health care. In so doing, the pregnant
women can be followed up and receive medical care devoid of any stress and anxiety and without a
physical presence in healthcare centers.

Background
Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), the virus responsible for COVID-19, is a
professional pathogen easily transmitted from one person or place to another [1, 2]. Due to its detrimental
effects, this disease is recognized as one of the most devastating disasters the world has ever faced. The
clinical spectrum of this disease ranges from asymptomatic or mild disease (81%) to respiratory failure
requiring mechanical ventilation (14%) and critical condition with systemic manifestations (5%) [3].
Nonetheless, the negative effect of this disease is thought to depend in large part on the human immune
response [4].

Pregnant women run a higher risk of severe viral respiratory infections due to physiologic changes in
immune and cardiopulmonary systems [5]. On the other hand, dramatic physical and psychological
pregnancy-related changes increase their vulnerability to different life stressors [6]; therefore, they are more
susceptible to anxiety and stress, compared to other people [7]. Due to the emergency of COVID-19, the
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adoption of preventive and protective measures, such as social distancing and movement restrictions, has
overshadowed various aspects of people's lives and affected the emotional and behavioral reactions of
individuals [8]. According to reports, emotional reactions, such as stress and anxiety, have increased in
people from all walks of society, especially the high-risk groups [9]. Moreover, the implementation of
quarantine measures and fear of getting infected with coronavirus has discouraged people from referring
to health centers [10]. The novelty of coronavirus has prompted people to search for information on
different news channels; consequently, all the aforementioned issues can affect self-care behaviors [11,
12]. Based on the matters referred, pregnant women are more likely to be exposed to this disease due to
their special conditions [13]. Moreover, they may show different responses in order to achieve the desired
pregnancy and fetal health outcomes [14]. It is an agreed-upon fact that performing self-care behaviors
can help achieve favorable pregnancy outcomes [10]. Nevertheless, based on related studies, the adoption
of self-care behaviors can be affected by various factors. For instance, low levels of disease perception
have led to a reduction in self-care behaviors in pregnant women [15]. On the other hand, the available
evidence con�rms that the perceived severity of the problems has caused patients to adopt higher levels of
self-care behaviors [16, 17]. Based on the existing literature, individuals' evaluation of the situation,
knowledge, perceived severity, and perceived controllability of disease can play a peculiar role in emotional
and behavioral reactions, especially health behaviors, to control epidemics [18]. In addition, they can be
effective in the management of stressful and worrying situations [19].

There is not adequate information on knowledge, perceived severity, and perceived controllability of
COVID-19 and their impacts on health anxiety and self-care of women, especially pregnant women.
Perceived severity, knowledge, and behaviors of people towards different diseases can vary in different
age groups, life periods, and places. Therefore, it is necessary to assess the effect of knowledge, perceived
severity, and behavioral control on the disease and its consequences, especially in vulnerable pregnant
women. According to statistics, the maternal mortality rate is very high in Sistan and Baluchestan province
in southeastern Iran, and the mean score of pregnancy self-care was reported as 44% in this province.
Moreover, there is not enough information about public knowledge about COVID-19 and its effect on the
emotions and behavior of people, especially pregnant women. Furthermore, peoples' evaluation of the
current situation and making behavioral responses to public health concerns is of particular importance
for proper planning and intervention by stakeholders and policymakers. Therefore, the present study was
designed to achieve the following goals:

1- Assessing the level of public knowledge, as well as the perceived severity, and perceived behavioral
control in COVID-19 situation

2- Evaluating the relationship of public knowledge, perceived severity, and perceived behavioral control in
COVID-19 situation with health anxiety and self-care in pregnant women

Methods
Study Design and Participants
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 This cross-sectional study was conducted during the COVID-19 pandemic in Sistan-baluchestan province,
Iran, between August 16- September 30, 2020. Inclusion criteria included the Iranian nationality, Zahedan,
Khash, Mirjaveh, and Saravan residency, singleton pregnancy, ability to read and write in Persian, age
range of 18-40 years, pregnancy over 10 weeks, no experience of severe psychological crises over the past
six months (declared by the participants), no known medical disorders or problems, and obstetrics-related
risk factors during and before pregnancy based on medical �les approved by the physician or midwife at
the center and not having COVID-19 disease. The exclusion criteria were lack of willingness to participate
in the study and incomplete questionnaires.

 

Sample size and sampling method

To obtain the research objectives, the maximum sample size was calculated as the sample size based on
the �rst objective of the research. Therefore, the sample size for the self-care scale was calculated at 40
cases based on the study conducted by Momeni Javid et al. [20] with an acceptable error of 0.05 around
the mean (m=71.9), 95% con�dence interval, 90% statistical power, and standard deviation of 11.48.
Moreover, based on the study conducted by Li et al.,[21] the sample size for the scale of knowledge was
calculated at 50 cases with an acceptable error of 0.05, 95% con�dence interval, 90% statistical power
around the mean (m= 3.56) and standard deviation of 0.61, 25 subjects for the scale of perceived severity
around the mean (m=4.09) and the standard deviation of 0.51, and 78 cases for the scale of perceived
behavioral control around that mean (m=3.25) and the standard deviation of 0.72. Furthermore, the
sample size for the scale of health anxiety was calculated at 267 cases considering the rate of health
anxiety (50.7%) and frequency (12%) reported in the study conducted by Corbet [9].  Finally, in the present
study, the sample size was estimated at 400 subjects based on the maximum sample size obtained from
the level of health anxiety and considering the design effect of 1.5. Finally, considering 10% sample
attrition, 440 subjects were entered into the study.

Sampling was conducted in the healthcare centers. Most of the pregnant women have health records in
these healthcare centers and posts. For sampling, a two-stage cluster sampling was carried out. So that,
each of the cities covered by the University of Medical Sciences were divided into four clusters: north,
south, east and west. Then, from each cluster, according to the number of pregnant women, relative
coverage is given to each city. One or two centers were randomly selected using a randomizer software
(www.random.org). 8 centers from Zahedan, 4 centers from Khash, 3 centers from Saravan and one center
from Mirjaveh were randomly selected. Then,  a list of all pregnant women at each center was extracted
from the health records and the samples was randomly selected from the ordered numbers. Afterward,
Using the phone number registered in each record, the researcher called the potential participants and
invited them to participate in the study and if needed the researcher visited their home. The eligible
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participants were provided with full explanations about the study objectives and procedures. Also,
informed consent obtained before collecting information, and emphasized the importance of honest
answers to the questionnaire, and asked them to complete the anonymous questionnaires in a private
room. A number of participants were likely to be illiterate, so the questionnaires were completed by the
researcher in order for the data collection method to be the same for all individuals. Sampling was
continued until the total sample size was reached.

Scales and data collection

Quantitative data was collected using 5 questioners, including:

1. Sociodemographic and Obstetrics Characteristics Form:

consisted of questions about the women’s and husband’s ages, the women and husband’s education, the
women and husband’s Employment status, number of pregnancies, number of deliveries, gestational age.

2. Knowledge of COVID-19 Questionnaire

This 12-item questionnaire assesses people's knowledge of COVID-19. The responses are rated on a 3-
point Likert scale, 2=yes, 1=I have no idea, and 0=no, with higher scores signifying a higher level of
knowledge.

3. Perceived Severity of Covid-19 Questionnaire

The perceived severity questionnaire consists of 5 items is rated on a 5-point Likert scale (strongly agree=
5, ... strongly disagree= 1), with higher scores indicating higher perceived severity.

4. Perceived Behavioral Control of Covid-19 Questionnaire

This 11-item questionnaire was rated on a 5-point Likert scale (strongly agree= 5, agree = 4, don't know=3,
disagree = 2 and strongly disagree = 1). Higher scores were suggestive of a higher perceived behavioral
control.

5. Anxiety Health questionnaire

This 18-item standard questionnaire was scored based on a 4-point Likert scale (not at all = 0, sometimes
= 1, often = 2, and always = 3), with higher scores signifying higher physical anxiety. This questionnaire
was evaluated by Salkowski and Warwick (2002), and its Cronbach's alpha coe�cient was reported as
0.71-0.92[22].

�. Pregnancy Self-Care questionnaire

 This questionnaire was designed by Momeni-javid in Iran [20]. It consists of 13 questions that are rated on
a 4-degree Likert scale (never = 1, sometimes =2, most of the time =3, and always = 4). The minimum and
maximum scores are 1 to 52.
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The three questionnaires of COVID-19 knowledge, perceived severity, and perceived behavioral control were
designed based on the study conducted by Zang et al. [21]. To con�rm the content validity of these
questionnaires, they were provided to �ve experts in the �eld of midwifery and health education, and the
necessary modi�cations were made.

Reliability of the questionnaire was determined by using test–retest method after conducting a pilot study
on 20 pregnant women. Both of the reproducibility (ICC = Intraclass Correlation Coe�cient) and internal
consistency (Cronbach's alpha coe�cient) were determined for all questionnaires. ICC (con�dence interval)
and Cronbach's alpha coe�cient for knowledge, perceived severity and perceived behavioral control of
COVID-19 were 0.97 (0.94–0.98) and 0.8, 0.91 (0.89-0.93) and 0.86, 0.87 (0.85-0.9) and 0.91, respectively.
ICC (con�dence interval) and Cronbach's alpha coe�cient for Anxiety Health and Pregnancy Self-Care were
0.98 (0.97–0.99) and 0.95, 0.93 (0.91–0.95) and 0.79.    

Data analysis

SPSS-22 software is used to analyze the quantitative data. Scoring of sociodemographic, knowledge,
perceived severity and perceived behavioral control of covid-19, Anxiety Health and Pregnancy Self-Care
questionnaires were described by frequency (percent), as well as mean (Standard Deviation) if the data are
normally distributed. The association between Variables were determined using the independent test,
ANOVA and Pearson correlation tests in the bivariate analysis. Then, independent variables, with P ≤ 0.05
on bivariate tests inserted into the multivariate linear regression model (enter method). The normality of
quantitative data was measured based on Kolmogorov–Smirnov test, all of which were normal. All tests
were 2-sided.

Results
Sociodemographic and Obstetrics Variables

The present study was conducted on 440 pregnant women. The mean (SD) of maternal age, gestational
age, and gravida were reported as 29.32(6.26), 23(7.88), 3.29(1.76), respectively.

The majority of participants (48.4%) were within the age range of 25-34 years and in the second trimester
of pregnancy. Nearly three-quarters of the subjects had a high school education, and more than three-
quarters of cases were housewives. As reported, 38.4% of the subjects had just received primary care, and
81.64% of cases stated that fear of being infected with coronavirus discouraged them from seeking
medical care.

Data analysis disclosed that except for maternal age, gestational age, and spouse's occupation,
demographic-obstetrics characteristics were signi�cantly correlated with self-care and health anxiety
(Table 1). Mean(SD) of knowledge, perceived severity, and perceived behavioral control were obtained at
14.15(5.08), 17.08(3.32), and 40.50(10.42), respectively. In addition, the mean score of self-care and health
anxiety were reported as 31.25(8.59) and 32.72(7.64). Pearson correlation test demonstrated that self-care
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was positively correlated with knowledge, perceived severity, and perceived behavioral control, and this
relationship was strong, weak, and moderate, respectively.

On the other hand, the obtained results pointed to the signi�cant but inverse association of knowledge
with perceived behavioral control and health anxiety. In this regard, the score of health anxiety decreased
by an increase in knowledge and perceived behavioral control, and the mentioned variables had a
moderate and weak relationship with health anxiety, respectively. Nonetheless, there was a signi�cant
positive correlation between health anxiety and perceived severity. That is to say, health anxiety increased
with the elevation of the perceived severity of the disease (P<0.01); however, the association was very
weak (See Table 2).

Using univariate linear regression, �rstly, in model 1 the effect of knowledge, perceived severity, and
perceived behavioral control on self-were was separately examined, and knowledge showed the strongest
relationship rendering a correlation coe�cient of 0.620. In other words, one standard deviation increase in
the knowledge variable leads to a 0.620 standard deviation increase in self-care score. In model 2, the
variables of knowledge, perceived severity, and perceived behavioral control were simultaneously entered
into the model. A relatively strong correlation was observed between these three variables and self-care
score (R=0.683), and 46.3% of the total changes in self-care score were related to these three variables
(R2adj =0.463).

In this model, knowledge (β=0.494) and perceived severity (β=0.110) had the highest and lowest
regression effect on self-care scores. In regression model 3, in addition to the three main research
variables, the variables in Table 1 which were signi�cantly associated with self-care were simultaneously
entered into the model.  The results of this model illustrated that 62.9 % of the total changes in self-care
score depended on these nine variables (R2adj=0.629). The two variables of knowledge and participants'
education were effective on self-care score (P<0.01).

Moreover, based on higher regression coe�cient (β=0.753), education had a higher regression effect on
self-care score, compared to knowledge. This signi�es that one standard deviation increase in the
education variable leads to a 0.753standard deviation increase in self-care score. Nonetheless, one
standard deviation increase in the knowledge variable results in a 0.330 standard deviation increase in
self-care score (See Table 3). Similar to self-care, the regression model was also used for health anxiety
scores.

Firstly, the effect of knowledge, perceived severity, and perceived behavioral control on health anxiety was
separately examined in model 1, and knowledge obtained the highest correlation coe�cient (β =0.325). In
Model 2, the variables of knowledge, perceived severity, and perceived behavioral control were
simultaneously entered into the model, and a moderate correlation was detected between these three
variables and health anxiety score (R=0.425). The results showed that these three variables were
signi�cantly correlated with health anxiety. In this model, knowledge also obtained the highest regression
coe�cient (β=-0.275). Since this relationship was negative, it can be said that one standard deviation
increase in knowledge results in a 0.275 standard deviation decrease in health anxiety score. 
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In model 3, the sum of three main variables and six signi�cant variables in Table 1 were simultaneously
entered into the model. The output of the model demonstrated that 0.29.7% of the total changes in health
anxiety score were related to these nine variables (R2adj=0.297), and these nine variables predict
approximately 30% of the variance of health anxiety. In this model, except for education and knowledge,
other variables had no effect on health anxiety (P>0.01). The output of this model showed that one
standard deviation increase in the education variable led to a 0.362 standard deviation decrease in health
anxiety. Moreover, one standard deviation increase in the knowledge variable resulted in a 0.206 standard
deviation decrease in health anxiety (Table 4).

Discussion
Pregnant women are very vulnerable to infectious diseases due to physiologic changes in the immune and
cardiopulmonary systems. In addition, their concerns about fetal health put their health at greater risk [23].
Therefore, it is of utmost importance to assess the factors affecting women's health during pandemics in
an attempt to minimize their morbidity [24]. Therefore, the present study examined the relationship of
knowledge, perceived severity, and perceived behavioral control with self-care and health anxiety in
pregnant women.

Based on linear regression, the variables of knowledge, perceived severity, perceived control, and education
were predictive variables for self-care behaviors and health anxiety. The results of the present study
showed that pregnant women had a moderate level of knowledge, perceived severity, and perceived
controllability in COVID-19 situation. Similar results have been obtained in other studies. For instance,
studies conducted in Turkey [25] and Bangladesh [11] reported low levels of knowledge among the
participants. It can be attributed to the fact that COVID-19 is an emerging and unknown disease.

Nonetheless, it is required that people, especially high-risk groups, be provided with information by health
care providers and through reliable news channels. On the other hand, the obtained data signi�ed that the
participants obtained low scores in self-care behaviors and health anxiety. The scores of self-care during
pregnancy were very low in the current study, compared to previously conducted studies [26, 27]. In the
present study, although most of the participants (81.6%) were in the second and third trimesters of
pregnancy, the mean of prenatal care was very low during the COVID-19 pandemic. 

Nevertheless, in the Millennium Development Goals, the World Health Organization highlighted the
importance of prenatal care in reducing maternal and perinatal mortality, and WHO recommended that
pregnant women should all receive at least �ve antenatal visits [28]. In the current study, 81.64% of women
did not receive antenatal care since they were afraid of getting infected with coronavirus during hospital
visits. This �nding can be justi�ed on the grounds that fear and worry inevitably increase during infectious
disease outbreaks. Therefore, fear, worry, and subsequent negative emotions seem understandable in the
midst of this worldwide pandemic [29, 30].

In the current study, the �ndings pointed to the direct relationship of self-care with knowledge, perceived
severity, and perceived behavioral control. Self-care was higher in people with a higher level of knowledge,
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perceived severity, and perceived behavioral control. Among the mentioned variables, the level of
knowledge showed the highest correlation with self-care. In the regression analysis in the �nal model, after
entering the main variables along with demographic-midwifery variables, participants' educational level
was the only variable that had a signi�cant effect on increasing self-care.

It has been proven that knowledge is a prerequisite for preventive care ideas and behaviors, adopting a
positive attitude, and promoting effective skills for the management of diseases [31]. The results of
studies on in�uenza disclosed that pregnant women with low levels of education and little knowledge of
the protective role of vaccines in the prevention of infection make less of an effort to receive vaccinations
[32, 33]. Other similar studies also demonstrated that people with low knowledge and low education level
report poor personal hygiene habits [34] and self-care [35]. This �nding is consistent with the results of the
present study in which self-care improved with an increased level of education and knowledge.

Another �nding of the current study denoted that perceived severity and perceived behavioral control in
COVID-19 situation, along with knowledge, were signi�cant predictors of self-care. As suggested by several
studies, when people have a high disease perception, they are more likely to execute preventive measures
against infectious diseases [36]. However, contrary to the results of the present study, Yıldırım et al. (2020)
indicated that people with lower perceptions of disease severity exhibited more preventive behaviors [25].
These discrepancies can be attributed to demographic characteristics, gender, and even age.

Furthermore, people's weariness from observing preventive measures, such as frequent mask-wearing or
hand-washing can reduce the level of self-care despite the high perception of disease severity [37]. High
perceived disease severity and the absence of behavioral control can lead to an improper understanding of
the current situation, as well as the adoption of ineffective and inappropriate strategies, which in turn,
negatively affect self-care [38]. Nevertheless, in general, when people take threats seriously, they are more
involved in protective measures. In the case of COVID-19, the perceived threat can also serve as a
motivating factor for the execution of self-care behaviors [39].

Another �nding of the present study was the signi�cant relationship between health anxiety and the main
variables of the study. This relationship was negative for knowledge and perceived behavioral control,
while it was positive for perceived severity. In the �nal regression model, only the variables of maternal
knowledge and education were effective in health anxiety so that health anxiety decreased by increasing
maternal knowledge and education.

 In their study, Shiina et al. (2020) reported that people with low levels of knowledge and education
experienced less health anxiety. In addition, they exhibited less preventive behavior in crowded places [37].
Wirtz et al. (2019) found a positive correlation between knowledge and COVID-19 health anxiety.
Furthermore, contrary to the results of the present study, they indicated that the presence of anxiety is
useful for the adoption of preventive behaviors, although they have a complicated relationship [40]. As
reported by other studies, the speed of disease transmission and media reports contribute to increasing
physical anxiety and behavioral control [41, 42].
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Nevertheless, it is very di�cult to make a comparison between the �ndings of the present research and
those reported by other studies since sample variations can affect the interpretation of the results. For
example, these contradictions can be ascribed to performing studies on different populations, age groups,
and occupations. In the present study, the participants were pregnant women most of whom were
housewives. Therefore, their presence at home and less exposure to contaminated environments could
contribute to their reduced anxiety despite high knowledge.

Another point worth noting is the health anxiety questionnaire which was used as the research instrument
in the present study. Although this scale is a standard tool, it is not speci�cally designed for epidemics.
The �nal �nding was the positive and signi�cant correlation between the perceived severity of the disease
and health anxiety; however, this relationship was weak. Along the same lines, in their study, Tull et al.
(2020) pointed out that health anxiety increases over time among people with a higher perception of
disease severity [43]. These results support the hypothesis that the COVID-19 pandemic will increase
health anxiety among people[44].

Limitation

The notable limitations of the present study included the research method which could not establish a
cause and effect relationship. The second limitation was collecting data through self-reported
questionnaires. Moreover, only pregnant women who were covered by university centers were included in
the study, while some women may receive care from private centers, and this can affect generalizability.
Finally, the sample size was unequally selected from different cities based on the population of each
region; nonetheless, it may have affected the results.

Conclusion
The results of the present study which was conducted on pregnant women evidenced that the mean
perinatal care was very low; moreover, the mean score of self-care behaviors was not favorable. As
indicated by the results, knowledge, perceived severity, and perceived behavioral control, along with
maternal education, were predictive factors for self-care behaviors and health anxiety. Therefore, it is
suggested that due to the importance of prenatal care, managers, and health o�cials promote the use of
such methods as telehealth and homebased caregivers, especially in areas with inadequate access to
health care. In so doing, the pregnant women can be followed up and receive medical care devoid of any
stress and anxiety and without a physical presence in healthcare centers. Consequently, perinatal care can
be provided to protect maternal and neonatal health by early detection of pregnancy complications.

List Of Abbreviations
Covid-19: Coronavirus disease 19

WHO: World Health Organization

ICC: Intraclass Correlation Coe�cient
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Tables
Table 1. Demographic and obstetrics characteristics of participants and their relationship with self-care
and health anxiety
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Health
anxiety

self-care Total

(n = 440)

N(%)

Khash

(n = 98)

N(%)

Saravan 

(n = 112)

N(%)

Mirjave

(n = 50)

N(%)

Zahedan
(n = 180)

N(%)

variable

P value

Age (year)

0.619* 0.509* 116(26.4) 33(33.7) 28(25) 6(12) 49(27.2) 15-24

213(48.4) 39(39.8) 59(52.7) 31(62) 84(46.7) 25-34

111(25.2) 26(26.5) 25(22.3) 13(26) 47(26.1) ≥35

Gravid

>0.010* >0.001* 180(40.9) 36(36.7) 44(39.3) 19(38) 81(45) 1-2

141(32) 25(25.5) 34(30.4) 16(32) 66(36.7) 3-4

119(27) 37(37.8) 34(30.4) 15(30) 33(18.3) >4

Gestational age (week)

0.279* 0.110* 80(18.2) 19(19.4) 18(16.1) 10(20) 33(18.3) ≤14

228(51.8) 49(50) 50(44.6) 25(50) 104(57.8) 15-28

132(30) 30(30.6) 44(39.3) 15(30) 43(23.9) ≥29

Educational

0.001**> 0.001**> 329(74.8) 79(80.6) 92(82.1) 46(92) 112(62.2) Less than
diploma

111(25.2) 19(14.4) 20(17.9) 4(8) 68(37.8) Diploma or
higher

    Spouse education

0.001**> 0.001**> 213(48.4) 51(11.6) 61(51) 27(23) 74(16.8) Less than a
diploma

227(51.6) 47(48) 51(11.6) 23(5.2) 106(24.1) Diploma or
higher

Occupation

0.001**> 0.001**> 342(77.7) 84(19.1) 87(19.8) 39(8.9) 132(30) housewife

98(23.3) 14(3.2) 25(5.7) 11(2.5) 48(10.9) employed

Spouse occupation 

0.863** 0.428** 58(13.2) 16(3.6) 11(2.5) 3(0.7) 28(6.4) unemployed

382(86.8) 82(18.6) 101(23) 47(10.7) 152(34.5) employed

  Received care
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0.001**> 0.001**> 271(61.6) 65(14.8) 81(18.4) 42(9.8) 83(18.9) Yes

169(38.4) 33(7.5) 31(7) 8(1.8) 97(22) No

Reason for not receiving

0.001**> 0.001**> 138(81.64) 24(14.20) 29(17.15) 6(3.55) 79(46.74) Fear of
COVID-19

16(9.46) 0(0) 2(1.18) 3(1.78) 11(6.50) uninformed

15(8.87) 7(4.14) 3(1.77) 5(2.95) 0(0) long
distance

*.one-way ANOVA

**. Independent-samples T-test

 

 

Table2: Means, Standard Deviations and Correlations between the Variables of the Study.

  1 2 3 4 5 Mean SD Min Max

1- Self-care   -0.339** 0.620** 0.236** 0.475** 31.25 8.59 15 50

2- health Anxiety     -0.325** 0.101* -0.316** 32.72 7.64 20 54

3- Knowledge       0.200** 0.368** 14.15 5.08 5 24

4- perceived severity         0.098* 17.08 3.32 8 25

5- perceived
behavioral control

          40.50 10.42 15 55

**P<0.01

*P<0.05

 

Table 3. Effect of awareness, perceived severity, perceived behavioral control, and demographic
characteristics on self-care based on univariate and multivariate linear regression
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F 95%CI β S.E B R2
adj R2 R variable

                Model 1

273.30* (0.923,
1.172)

0.620* 0.063 1.047 0.383 0.384 0.620 knowledge

25.787* (0.374,
0.845)

0.236* 0.120 0.609 0.053 0.056 0.236 Perceived
severity

127.615* (0.323,
0.460)

0.475* 0.035 0.392 0.224 0.226 0.475 perceived
behavioral
control

                Model 2

126.957*         0.463 0.466 0.683  

  (0.708,
0.962)

0.494* 0.065 0.835       knowledge

  (0.102,
0.465)

0.110* 0.092 0.283       Perceived
severity

  (0.172,
0.294)

0.282* 0.031 0.233       perceived
behavioral
control

                Model 3

83.63*         0.629 0.636 0.798  

  (0.248,
0.793)

0.330* 0.098 0.478       knowledge

  (-0.064,
0.012)

-0.037 0.019 -0.026       Perceived
severity

  (-0.010,
0.037)

0.033 0.012 0.013       perceived
behavioral
control

  (-0.239,
0.020)

-0.048 0.066 -0.116       gravid

  (-0.647,
1.065)

0.031 0.436 0.274       Received care

  (-0.463,
0.691)

0.018 0.295 0.115       Cause of not
receiving care

  (12.596,
17.181)

0.753* 1.116 14.889       Female
education

  (-0.373,
0.572)

0.012 0.241 0.100       Male  education

  (-0.533, 0.004 0.287 0.030       Female
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0.594) occupation

*; p<0.01, Model 1, Unadjusted, Model 2, Adjusted for knowledge, perceived severity, perceived behavioral
control., Model 3 Adjusted for knowledge, perceived severity, perceived behavioral control and signi�cant
variables in the demographic table

 

 

Table 4: Effect of awareness, perceived severity, perceived behavioral control, and demographic
characteristics on health anxiety based on univariate and multivariate linear regression
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F 95%CI β S.E B R2
adj R2 R variable

                Model 1

51.607* (-0.621,
-0.345)

-0.325* 0.068 -0.488 0.103 0.105 0.325 knowledge

4.565** (0.019, 0.448) 0.102* 0.109 0.234 0.008 0.010 0.102 Perceived severity

48.704* (-0.297,
-0.167)

-0.316* 0.033 -0.232 0.098 0.100 0.316 perceived
behavioral control

                Model 2

32.127*         0.175 0.181 0.425  

  (-0.553,
-0.273)

-0.275* 0.071 -0.413       knowledge

  (0.212, 0.612) 0.179* 0.102 0.412       Perceived severity

  (-0.238,
-0.104)

-0.233 0.034 -0.171       perceived
behavioral control

                Model 3

13.93*         0.297 0.313 0.462  

  (-0.934,
-0.423)

-0.206* 0.130 -0.679       knowledge

  (0.313, 0.518) 0.292 0.052 0.416       Perceived severity

  (-0.629,
0.125)

-0.052 0.119 -0.252       perceived
behavioral control

  (-0.553,
0.191)

-0.038 0.189 -0.181       gravid

  (-1.818,
3.123)

0.037 1.257 0.652       Received care

  (-0.681,
2.659)

0.076 0.850 0.989       Reason for not
receiving

  (-11.218,
-5.108)

-0.362* 1.554 -6.163       Female
educational

  (-2.369,
0.359)

-0.059 0.694 -1.005       Male  education

  (-2.864,
0.392)

0.061 0.828 -1.236       Female
occupation

*; p<0.01, **; p<0.05Model 1, Unadjusted, Model 2, Adjusted for knowledge, perceived severity, perceived
behavioral control., Model 3 Adjusted for knowledge, perceived severity, perceived behavioral control and
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signi�cant variables in the demographic table

 

 


