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Introduction: Pregnancy is accompanied by physiological and psychological changes that can 
affect mothers’ quality of life and anxiety levels. Examining mediating factors such as 
childbirth self-efficacy and social support can help identify effective strategies to improve 
maternal mental health. Therefore, the present study aimed to investigate the relationship 
between quality of life and pregnancy anxiety with the mediating role of childbirth self-efficacy 
and social support and to test the fit of a correlation model among these variables. 

Materials & Methods:  This descriptive-correlational study was conducted on 200 pregnant 
women who were referred to Shohada-ye Gomnam Comprehensive Health Center, Shohada-
ye Golzar Comprehensive Health Center, and Agh-Tappeh Comprehensive Health Center of 
Karaj in 2025. Participants were selected through convenience sampling and completed a 
demographic information form along with standardized questionnaires, including pregnancy 
anxiety, quality of life, childbirth self-efficacy, and perceived social support. Data were 
analyzed using Pearson correlation, structural equation modeling, and AMOS-24 software. 

Results:   The results showed that there was a positive and significant relationship between 
quality of life, childbirth self-efficacy, and perceived social support. In contrast, pregnancy 
anxiety had a negative and significant relationship with these three variables. Quality of life 
directly reduced pregnancy anxiety (β=-0.542, p=0.001). Also, perceived social support (β=-
0.226, p=0.010) and childbirth self-efficacy (β=-0.273, p=0.001) were also directly related to 
reducing pregnancy anxiety. In addition, quality of life also indirectly reduced pregnancy 
anxiety through increasing perceived social support (β=-0.136, p=0.001) and childbirth self-
efficacy (β=-0.100, p=0.001). The proposed model also had a good fit. 

Conclusion:   Based on these findings, it can be concluded that childbirth self-efficacy and 
perceived social support serve as effective mediators in the relationship between quality of 
life and pregnancy anxiety. 
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Introduction 

Pregnancy is a sensitive and transformative stage 

in women's lives, accompanied by extensive 

physiological, psychological, and social 

changes, and each woman has a unique 

experience (2 and 1). Although pregnancy is 

considered an exciting experience for many 

women and families, it can also be a source of 

uncertainty and anxiety due to hormonal 

changes, conflicting emotions, and new 

responsibilities (4 and 3). Anxiety during 

pregnancy is one of the most common 

psychological reactions, which, according to 

global studies, has been reported to be about 10% 

in high-income countries and up to 56% in low- 

and middle-income countries (5). 

Pregnancy anxiety may manifest as sleep 

disturbances; mood swings; decreased 

motivation; feelings of guilt or worthlessness; 

and, if persistent, threaten the mental and 

physical health of the mother and fetus (6). 

Anxiety during pregnancy can begin at any stage 

of pregnancy or postpartum and usually begins 

during pregnancy and continues for up to six 

weeks after delivery; in some cases, it can even 

persist for up to a year (8, 7). Identifying anxiety 

during pregnancy is challenging, as it is not 

always easy to distinguish between normal 

feelings and clinical disorders (9). In this regard, 

women's quality of life during this period plays a 

key role in managing anxiety, as subjective 

perceptions of physical, psychological, and 

social well-being can influence the intensity of 

anxiety experience (11, 10). Quality of life is a 

multidimensional concept that encompasses 

physical, psychological, and social dimensions 

and an individual's perception of the overall life 

situation and is defined as an individual's level of 

satisfaction with life that is influenced by their 

perception of important aspects of life (12). This 

construct indicates the extent to which an 

individual benefits from available opportunities, 

facilities, and resources and how they interact 

with environmental and personal constraints 

(13). During pregnancy, quality of life is 

influenced by a set of physical, psychological, 

supportive, and cognitive factors, and one of the 

important components related to it is labor self-

efficacy (14). 

Labor self-efficacy refers to pregnant women's 

perception of their ability to manage stress, pain, 

and the labor process and is considered one of 

the psychological factors affecting the labor 

experience (15). Low levels of self-efficacy are 

associated with outcomes such as inability to 

tolerate pain, poor labor progress, and increased 

medical interventions (16). Women with high 

self-efficacy believe that they can experience a 

successful labor with minimal interventions, 

even if complications occur for themselves or the 

baby (17). Evidence shows that labor self-

efficacy is associated with reduced fear and 

anxiety before childbirth and can help increase a 

sense of control, satisfaction with the labor 

experience, and maternal psychological 

preparedness (18); therefore, strengthening 

childbirth self-efficacy can not only play an 

effective role in improving the quality of the 

childbirth experience but also provides the basis 

for increasing the perception of social support 

and a sense of belonging during this period (19). 

Perceived social support is another key factor 

affecting the mental health of pregnant women 

and includes receiving emotional, informational, 

and practical support from the spouse, family, 

and close social network. Research evidence 

shows that adequate social support during 

pregnancy is associated with reduced stress, 

anxiety, and depression and increases women's 

feelings of calm, psychological security, and 

self-efficacy (21, 20). In contrast, women who 

experience poor social support are more 

susceptible to psychological problems, 

emotional distress, and reduced quality of life 

(23, 22). In fact, social support can significantly 
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improve psychological and physical outcomes 

during this period (24, 21, 19). 

A review of the research literature shows that 

some variables of the study have a significant 

relationship with pregnancy anxiety (25 and 10). 

Most findings indicate that social support, 

especially from spouses and family, reduces 

anxiety and improves quality of life in pregnant 

women (26). However, some studies show that 

childbirth self-efficacy has a weak effect on 

anxiety, and its role may be better explained by 

the presence of mediating variables (27). 

Therefore, research has pointed to an inverse 

relationship between social support and anxiety 

(28), but some studies have not confirmed such 

a relationship (29). On the other hand, based on 

research, some components of self-efficacy are 

related to anxiety (30), and some studies have 

also presented contradictory results about the 

mediating role of social support (24). 

Considering what has been said, most studies 

have only examined correlational relationships 

or direct predictions between variables, and a 

structural causal model that examines the 

simultaneous role of the research variables in 

explaining pregnancy anxiety is less common. In 

addition, in most studies, the indirect effects of 

these variables and their mediating role have 

been ignored, while understanding the mediating 

mechanisms has high theoretical and clinical 

importance. Also, the use of structural equation 

modeling to simultaneously test these 

relationships in the Iranian cultural space is 

limited, and local data are not sufficient to design 

specific psychological interventions, because the 

interaction between individual and social 

variables has not been well studied in a 

combined manner in integrated models. 

Accordingly, this study aimed to investigate the 

relationship between quality of life and 

pregnancy anxiety with the mediating role of 

childbirth self-efficacy and social support and to 

fit the correlation model between these variables. 

Materials and methods 

This study was applied in terms of purpose and 

descriptive-correlational in terms of data 

collection and analysis. The statistical 

population included all pregnant women 

referring to the Shohada-e-Gonnam 

Comprehensive Health Center, Shohada-e-

Golzar Comprehensive Health Center, and Aq-

Tape Comprehensive Health Center in Karaj in 

1404. To determine the sample size, the 

proposed formula n ≥ 8M + 50 was used (31). 

Considering the number of hidden variables in 

the model and the possibility of data loss (n ≥ 

8(4) + 50 = 80), the sample size was considered 

to be 200 people. Participants were selected 

using convenience sampling. The inclusion 

criteria for the study included being Iranian, 

having a minimum literacy level for reading and 

writing, being of reproductive age, having a first 

pregnancy experience, having no adverse events 

for themselves or their relatives, having no 

mental or physical problems, not taking 

neuroleptics or psychotropic drugs in the past 

year, and completing the questionnaires 

completely. Exclusion criteria included high-risk 

pregnancy, unwillingness to continue the study, 

and incomplete responses. 

Data were collected using a demographic profile 

form and standard pregnancy anxiety 

questionnaires, a quality-of-life questionnaire, a 

childbirth self-efficacy questionnaire, and a 

perceived social support questionnaire by 

following order: 

 

1. The demographic profile form included 

questions such as nationality, gestational age of 

the subjects, education, employment status, and 

economic status of the subjects and their 

spouses. 
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2. The pregnancy anxiety questionnaire was 

developed by Vandenberg (32) to measure 

pregnancy-specific anxiety and includes 17 

questions in the form of five components: fear of 

childbirth, concern about having a disabled baby, 

fear of changes in marital relationships, fear of 

mood changes and their impact on the child, and 

fear of changes in the mother's personal life. 

Responses are scored on a 7-point Likert scale 

from "strongly disagree" to "strongly agree," and 

the total score range is between 17 and 119. This 

tool has been widely used in domestic and 

foreign studies and has good validity and 

reliability. Hedai and Taghiloo (33) reported the 

reliability of the Persian version of this tool with 

a Cronbach's alpha of 0.78 and a content validity 

of 0.82, indicating its high validity for measuring 

pregnancy anxiety in Iranian society. In the 

present study, this questionnaire had an overall 

Cronbach's alpha of 0.89. Also, Cronbach's alpha 

for the subscales was obtained as follows: fear of 

childbirth 0.84, fear of fetal abnormality 0.80, 

changes in marital relationships 0.78, mood 

changes 0.76, and changes in lifestyle 0.81. 

3. The Quality-of-Life Questionnaire was 

designed by the World Health Organization (34) 

to assess quality of life in four areas: physical 

health, mental health, social relationships, and 

environmental health. The questionnaire consists 

of 26 questions and is administered on a 5-point 

Likert scale from “very poor” to “very good.” 

Two questions are assigned to the overall quality 

of life, and 24 questions are assigned to the 

above dimensions. The raw scores for each 

dimension are converted to a scale of 0 to 100 

using a standard formula, with a higher score 

indicating a higher quality of life. The minimum 

score in this instrument is 0, and the maximum 

score is 100. Nejat et al. (35) validated the 

Persian version and reported that its Cronbach’s 

alpha for the entire scale was 0.84 and for the 

subscales between 0.71 and 0.84, confirming the 

appropriate internal consistency of this 

instrument. In this study, the Cronbach’s alpha 

coefficient for the overall quality of life scale 

was calculated to be 0.87. The coefficients for 

the sub-dimensions included physical health 

0.79, mental health 0.83, social relationships 

0.75, and environmental health 0.81, all of which 

were in the acceptable to good range. 

4. The Childbirth Self-Efficacy Questionnaire 

was developed by Lowe (36) to assess the level 

of self-efficacy of pregnant women facing 

childbirth and includes 62 questions in two main 

subscales: expectation of a successful outcome 

and expectation of self-efficacy. Responses are 

made on a 10-point Likert scale from 

“completely uncertain” to “completely certain," 

and the total score for each section is calculated 

from the sum of its corresponding scores. A 

higher score indicates a higher level of childbirth 

self-efficacy and belief in successful control of 

the childbirth process. The minimum score in 

this tool is 24, and the maximum score is 120. 

According to Lowe (36), this tool has a 

Cronbach’s alpha of 0.82 and a validity of 0.76. 

In the Persian version, Khorsandi et al. (37) 

reported a Cronbach's alpha of 0.82 for the total 

scale and 0.88 for the subscales, indicating the 

accuracy and reliability of this tool in assessing 

the psychological readiness of pregnant women. 

In the present study, the Cronbach's alpha of the 

total scale was 0.91. Also, the expected self-

efficacy subscale had an alpha of 0.88, and the 

expected outcome subscale had an alpha of 0.86. 

5. The Perceived Social Support Questionnaire 

(PSSQ) was designed by Wax et al. (38) based 

on Cobb's (39) definition of social support. The 

instrument consists of 23 questions that measure 

three dimensions of social support: family 

support, friends' support, and support from 

others. Responses are scored on a 5-point Likert 

scale from "very little" to "very much." A higher 

score indicates a higher perception of receiving 

social support. The minimum score on this 
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instrument is 23 and the maximum score is 92. 

Ebrahimi-Qavam (40) reported the reliability of 

this questionnaire as 0.82 and its validity as 0.75. 

The overall reliability of this instrument in the 

present sample was estimated with Cronbach's 

alpha of 0.85. Alpha was also reported for three 

subscales: family support as 0.83, friends' 

support as 0.79, and support from others as 0.74. 

In the present study, after obtaining the code of 

ethics, the necessary coordination was made with 

the selected centers from different regions, 

including the Unknown Martyrs Comprehensive 

Health Center, the Golzar Martyrs 

Comprehensive Health Center, and the Aq-Tape 

Comprehensive Health Center in Karaj (there are 

a total of 30 comprehensive health centers). The 

researcher, by visiting these centers in person 

and after introducing himself, explained the 

general purpose of the study to pregnant women 

who had their first pregnancy experience and 

were at different stages of pregnancy, and they 

were asked to participate in the study voluntarily 

if they wished. Anonymization of all 

questionnaires was considered to maintain 

confidentiality and reduce the subjects' anxiety. 

After receiving the necessary explanations, the 

participants completed and signed a written 

informed consent form and then answered the 

aforementioned questionnaires. The researcher 

was ready to answer the participants' questions at 

all stages so that the process of completing the 

questionnaires was carried out without 

ambiguity and accurately. At all stages, ethical 

principles, including confidentiality of 

information, anonymity of analyses, non-

coercion, non-harm, and participants' freedom of 

access to the results, were observed. Data were 

analyzed using descriptive (mean, standard 

deviation, Pearson correlation) and inferential 

(structural equations) statistical methods using 

SPSS version 26 and AMOS version 24 

software. 

Results 

Table 1 shows the demographic characteristics 

(subjects' gestational age, age, level of 

education, employment status, and economic 

status of the subjects and their spouses).

Table 1. Demographic characteristics of participants and spouses. 

Demographic 
Variable 

Category Participants 
(n / Mean) 

Participants 
(SD / %) 

Spouses (n 
/ Mean) 

Spouses 
(SD / %) 

Gestational Age 
(weeks) 

— 28.80 5.05 — — 

Age (years) — 30.68 7.16 34.54 8.11 
Education Level Below Diploma 3 1.5% 7 3.5%  

Diploma 109 54.5% 104 52%  
Associate Degree 8 4% 15 7.5%  
Bachelor’s Degree 66 33% 56 28%  

Master’s Degree and 
Above 

14 7% 18 9% 

Employment 
Status 

Employed 71 35.5% 200 100% 

 
Homemaker 

(Unemployed) 
129 64.5% 0 0% 

Economic 
Status 

Poor 65 32.5% — — 

 
Moderate 121 60.5% — —  

Strong 14 7% — — 
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According to Table 1, 200 pregnant women 

participated in this study. The average 

gestational age of the participants was 28.80 

weeks with a standard deviation of 5.05 months. 

Also, the average age of pregnant women was 

reported to be 30.68 years with a standard 

deviation of 7.16 years. In terms of education 

level, 3 people (1.5%) had a diploma, 109 people 

(54.5%) had a diploma, 8 people (4%) had a 

post-diploma, 66 people (33%) had a bachelor's 

degree, and 14 people (7%) had a post-diploma 

or higher. Regarding employment status, 71 

people (35.5%) were employed and 129 people 

(64.5%) were housewives. In terms of economic 

status, 65 people (32.5%) reported a poor 

economic status, 121 people (60.5%) reported an 

average economic status, and 14 people (7%) 

reported a good economic status. Also, the 

results of Table 1 regarding the demographic 

characteristics of the spouses of pregnant women 

showed that the average age of the spouses was 

34.54 years with a standard deviation of 8.11 

years. In terms of the spouses' education level, 7 

(3.5%) had a diploma, 104 (52%) had a diploma, 

15 (7.5%) had a post-diploma, 56 (28%) had a 

bachelor's degree, and 18 (9%) had a master's 

degree or higher. In terms of employment status, 

the results showed that all spouses of the 

pregnant women studied were employed. Table 

2 shows the mean, standard deviation, and 

Pearson correlation coefficients between the 

variables of quality of life (physical health, 

mental health, social relationships, and 

environmental health), childbirth self-efficacy, 

perceived social support, and childbirth anxiety 

(fear of childbirth, giving birth to a disabled 

child, changes in marital relationships, changes 

in mood, and changes in personal life). 

Table 2. Mean and standard deviation of Pearson correlation coefficients between research variables. 

Research Variables 1 2 3 4 5 6 7 8 9 10 11 
1. Quality of Life – Physical 

Health 
-           

2. Quality of Life – Mental 
Health 

0.65** -          

3. Quality of Life – Social 
Relationships 

0.54** 0.59** -         

4. Quality of Life – 
Environmental Health 

0.58** 0.64** 0.61** -        

5. Childbirth Self-Efficacy 0.30** 0.27** 0.28** 0.32** -       

6. Perceived Social Support 0.41** 0.45** 0.50** 0.53** 0.34** -      

7. Childbirth Anxiety – Fear 
of Childbirth 

-
0.34** 

-
0.27** 

-
0.36** 

-
0.39** 

-
0.25** 

-
0.31** 

-     

8. Childbirth Anxiety – 
Giving Birth to a Disabled 

Child 

-
0.30** 

-
0.33** 

-
0.29** 

-
0.32** 

-
0.33** 

-
0.37** 

0.42** -    

9. Childbirth Anxiety – 
Changes in Marital 

Relationship 

-
0.20** 

-
0.34** 

-0.15* 
-

0.26** 
-

0.38** 
-

0.28** 
0.37** 0.42** -   

10. Childbirth Anxiety – 
Mood Changes 

-
0.27** 

-
0.33** 

-
0.22** 

-
0.28** 

-
0.32** 

-
0.30** 

0.38** 0.50** 0.58** -  

11. Childbirth Anxiety – 
Life Changes 

-
0.42** 

-
0.39** 

-
0.37** 

-
0.41** 

-
0.38** 

-
0.47** 

0.41** 0.55** 0.56** 0.70** - 

Mean 23.78 22.82 11.67 31.44 492.53 63.53 8.45 12.80 10.44 9.35 11.14 
Standard Deviation 3.27 3.04 2.15 4.92 77.20 12.16 3.11 4.20 3.09 3.14 4.81 

p < 0.05, ** p < 0.01 
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According to the results of Table 2, there is a 

positive and significant relationship between 

different dimensions of quality-of-life variables, 

childbirth self-efficacy, and perceived social 

support (P < 0.01), and there is a negative and 

significant relationship between different 

dimensions of childbirth anxiety with three 

variables of quality of life, childbirth self-

efficacy, and perceived social support (P < 0.01) 

(Table 2). 

Model analysis 

In the present research model, quality of life and 

childbirth anxiety were latent variables and 

formed the measurement model of the research. 

It was assumed that the latent variable of quality 

of life would be measured by indicators of 

physical health, mental health, social 

relationships, and environmental health, and the 

latent variable of childbirth anxiety would be 

measured by indicators of childbirth anxiety, 

giving birth to a disabled child, changes in 

marital relationships, changes in mood, and 

changes in personal life. The fit of the 

measurement model was evaluated using 

confirmatory factor analysis, AMOS 26.0 

software, and maximum likelihood (ML) 

estimation. Table 3 shows the fit indices of the 

measurement and structural models.

Table 3. Fit indices of measurement and structural models. 

Fit Indices Measurement Model Structural Model Cut-off Point 
Chi-square 53.62 74.02 — 

Model Degrees of Freedom 26 41 — 
χ²/df 2.06 1.81 Less than 3 
GFI 0.943 0.936 Greater than 0.90 

AGFI 0.902 0.898 Greater than 0.85 
CFI 0.968 0.967 Greater than 0.90 

RMSEA 0.073 0.064 Less than 0.08 

The fit indices from the confirmatory factor 

analysis support the acceptable fit of the 

measurement model with the collected data. In 

the measurement model, the largest factor 

loading belonged to the mental health indicator 

(β=0.873), and the smallest factor loading 

belonged to the fear of childbirth indicator 

(β=0.523). Thus, considering that the factor 

loadings of all indicators were higher than 0.32 

(42), it can be said that all of them had the 

necessary power to measure the latent variables 

of the present study (Table 3). Following the 

assessment of the fit of the measurement model, 

in the second stage, the fit indices of the 

structural model were estimated and evaluated. 

In the structural model of the study, it was 

assumed that quality of life is related to both 

direct and mediated self-efficacy of childbirth 

and perceived social support. The model was 

analyzed, and according to the results of Table 3, 

the fit indices from the analysis supported the 

acceptable fit of the structural model with the 

collected data.

Table 4. Total and direct path coefficients between research variables in the structural model. 

Path b S.E. β p 
Quality of Life → Perceived Social Support 1.031 0.136 0.588 0.001 
Quality of Life → Childbirth Self-Efficacy 1.252 0.263 0.374 0.001 

Perceived Social Support → Childbirth Anxiety -0.037 0.016 -0.226 0.010 
Childbirth Self-Efficacy → Childbirth Anxiety -0.009 0.003 -0.273 0.001 
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Direct Effect: Quality of Life → Childbirth Anxiety -0.355 0.135 -0.307 0.002 
Indirect Effect: Quality of Life → Childbirth Anxiety -0.272 0.096 -0.235 0.001 

Total Effect: Quality of Life → Childbirth Anxiety -0.627 0.152 -0.542 0.001 

Table 4 shows that the total path coefficient 

between quality of life and childbirth anxiety (β 

= -0.542, P = 0.001) on the one hand and the path 

coefficients between perceived social support (β 

= -0.226, P = 0.010) and childbirth self-efficacy 

(β = -0.273, P = 0.001) with childbirth anxiety on 

the other hand are negative and significant. Also, 

the indirect path coefficient between quality of 

life and childbirth anxiety (β = -0.235, P = 0.001) 

was negative and significant. This finding 

indicates that the two mediating variables, 

perceived social support and childbirth self-

efficacy, positively and significantly mediate the 

relationship between quality of life and 

childbirth anxiety. Next, Baron and Kenny's 

formula (43) was used to determine the unique 

role of the mediating variable. The results 

showed that the indirect path coefficient between 

quality of life and childbirth anxiety through 

perceived social support (β = -0.136, P = 0.001) 

and childbirth self-efficacy (β = -0.100, P = 

0.001) was negative and significant. Based on 

this, it was concluded that both variables of 

perceived social support and childbirth self-

efficacy negatively and significantly mediate the 

relationship between quality of life and 

childbirth anxiety. Figure 1 shows the standard 

parameters in the structural model of the study.

 

Figure 1. Standard parameters in the structural research model. 

Figure 1 shows that the sum of squared multiple 

correlations (R²) for labor anxiety was obtained 

as 0.39, indicating that quality of life, perceived 

social support, and labor self-efficacy together 

explain 39% of the variance in Ziman anxiety. 

Discussion 

The aim of the present study was to investigate 

the relationship between quality of life and 

pregnancy anxiety with the mediating role of 

childbirth self-efficacy and social support and to 

fit the correlation model between these variables. 

The results obtained from structural equation 

modeling after fully fitting the data of the model 

in question showed that the direct path between 

quality of life and childbirth anxiety was reported 

to be negative and significant, indicating a 
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decrease in anxiety with an increase in quality of 

life. Also, the direct paths between perceived 

social support and childbirth self-efficacy and 

pregnancy anxiety were also negative and 

significant, meaning that an increase in each of 

these variables is associated with a decrease in 

pregnancy anxiety. The indirect paths also 

indicated that quality of life negatively and 

significantly affects childbirth anxiety through 

the two mediating variables of perceived social 

support and childbirth self-efficacy. 

The findings of the present study are in line with 

a significant part of previous research; Many 

recent studies, such as Badaso et al. (2023), Wang 

et al. (2023), Bilgin et al. (2024), and Zhou et al. 

(2023), have shown that perceived social support 

and childbirth self-efficacy play an effective role 

in reducing pregnancy anxiety and improving the 

quality of life of pregnant women. These findings 

emphasize that social support can directly, and 

through enhancing self-efficacy, create positive 

psychological effects during pregnancy. In 

contrast, some studies, such as Tani et al. (2017) 

and Zakeri and Dasht-Barzegi (2018), did not 

find a significant relationship between social 

support and anxiety or psychological indicators 

of pregnancy, which may be related to cultural 

differences, measurement tools, or sample 

characteristics. In explaining the finding that the 

direct path between quality of life and pregnancy 

anxiety is negative and significant, pregnancy 

anxiety can disrupt women's quality of life 

through psychological, physical, and behavioral 

effects that affect daily experience and overall 

health. Feelings of excessive worry, intrusive 

thoughts, and chronic psychological stress can 

lead to reduced life satisfaction, conflict in daily 

functioning, sleep disturbance and insomnia, 

decreased energy, and the ability to cope with 

challenges, all of which are important 

components of quality of life (1). High anxiety 

during pregnancy is also associated with 

increased mental disorders and an increased risk 

of postpartum depression, decreased mental 

health, and a worse sense of physical and mental 

well-being, which directly lowers overall quality 

of life (44). 

This study also showed that the direct paths 

between perceived social support and pregnancy 

anxiety were also negative and significant. 

Pregnant women's social support, including 

emotional, informational, and practical support 

from their spouse, family, and friends, plays an 

important role in reducing anxiety during 

pregnancy. Receiving social support makes 

women feel safer and more able to cope with the 

pressures and concerns associated with 

pregnancy, thereby reducing their anxiety levels. 

Meta-analyses have shown that women with low 

levels of social support are more likely to 

experience prenatal anxiety, while strong social 

support is associated with significant reductions 

in anxiety (45). 

In addition, this study showed that the direct 

paths between labor self-efficacy and pregnancy 

anxiety were also negative and significant. Labor 

self-efficacy refers to a person’s belief in their 

ability to manage the pain stages and the labor 

process, and this belief can reduce pregnancy 

anxiety levels by enhancing a sense of control 

and self-confidence. When women feel that they 

can manage the challenges associated with labor, 

worrying thoughts about pain, consequences, or 

lack of control decrease, which leads to a 

decrease in anxiety. Conversely, when self-

efficacy is low and the person believes that they 

cannot cope with the experience, feelings of lack 

of control and worry increase, which in turn 

increases anxiety (46). 

Also, this study showed that the indirect path of 

quality of life through the mediator variable of 

labor self-efficacy negatively and significantly 

affects labor anxiety. In explaining this finding, it 

can be said that the higher the quality of life of a 

person, the more cognitive, emotional, and 
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psychological resources they have to cope with 

stress; as a result, they perceive threatening 

events as less dangerous and experience less 

anxiety (47). In fact, the presence of general 

resilience resources such as self-efficacy 

enhances a sense of existential solidarity and 

increases the individual's ability to understand, 

manage, and make sense of stressful situations 

(49, 48). Higher self-efficacy causes the 

individual to view challenges as learning 

opportunities and to feel less helpless. This leads 

to greater effort and better cognitive control in 

stressful situations, ultimately reducing anxiety 

reactions (56, 55). More specifically, when 

pregnant women feel that they have the ability to 

control the process of childbirth and child care, 

their stress levels decrease and their quality of life 

improves (50); therefore, a favorable quality of 

life acts not only as a consequence of mental 

health but also as an active source in reducing 

anxiety and reduces pregnancy anxiety directly 

and indirectly through self-efficacy (51, 49). 

Finally, this study showed that the indirect path 

of quality of life through the mediator variable of 

perceived social support negatively and 

significantly affects childbirth anxiety. Women 

with a higher quality of life, especially those who 

have more proper nutrition and adequate rest, 

experience less psychological stress and anxiety 

(53). On the other hand, when pregnant women 

receive various types of social support such as 

emotional support, instrumental support, and 

informational support (counseling and education) 

from those around them, such as their spouse, 

relatives, friends, and even religious institutions, 

it creates a sense of adjustment, dignity, 

belonging, and psychological security in 

pregnant women, which in turn leads to positive 

changes in health behaviors, improvement of the 

individual's physical condition, and passing this 

period easily. This process, in turn, reduces 

negative and anxiety-provoking emotions and 

thoughts in the individual. (54); In other words, a 

strong supportive relationship creates greater 

resilience in the individual when faced with 

psychological stress. In fact, it can be said that 

improving various aspects of the quality of life of 

pregnant women through various social supports 

leads to a sense of psychological security and a 

decrease in negative thoughts about childbirth 

and emotions such as anxiety (55-58). 

Conclusion 

The overall results of the present study showed 

that increasing the quality of life has a significant 

relationship with reducing pregnancy anxiety in 

women, and this relationship is strengthened 

through the mediating variables of childbirth self-

efficacy and perceived social support. These 

findings emphasize that strengthening 

psychological and social resources in pregnant 

women can play an effective role in improving 

their mental health. Among the limitations of this 

study are the use of an accessible sampling 

method, the non-generalizability of the results to 

other population groups, and the reliance on self-

report instruments, which may affect the 

accuracy of the responses. Accordingly, it is 

suggested that future research should use random 

sampling methods, multi-source instruments, and 

longitudinal designs. The strength of the study is 

the simultaneous examination of the role of social 

support and self-efficacy as mediating variables 

in the relationship between quality of life and 

childbirth anxiety, which, by presenting a 

multivariate model, provides a more 

comprehensive understanding of the 

psychological mechanisms affecting childbirth 

anxiety in pregnant women and is valuable from 

an application perspective for designing 

supportive and promotional interventions in the 

maternal health system. 
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