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ABSTRACT
Objectives: To find out the prevalence of anxiety and depression symptoms during pregnancy.
Methodology: The sample of one hundred pregnant women was screened while waiting for their
prenatal visit in obstetric clinic of FMH (Fatima Memorial Hospital). They were eligible for the
study if they were pregnant and giving consent. Control group (n=100) was taken from non
pregnant women matched on age, education, marital status and monthly income. This was
cross-sectional study and the convenience sampling (non-probability sampling) technique was
used. The study was spread over the period of six months. A brief questionnaire for collecting
demographic information was used. DSM-IV criteria for assessing past psychiatric illness were
also used by the researcher. HADS (Hospital Anxiety & Depression scale) was used to assess
anxiety & depressive symptoms.
Results: Of one hundred pregnant women 39% & 18% scored above cut-off on anxiety and
depression scale respectively. Among control group the percentage for anxiety & depression was
28% & 12% respectively. Seventeen percent of pregnant women reported receiving psychiatric
(pharmacological or psychotherapy) treatment for psychological issues. The T-test results showed
significant difference between two groups regarding anxiety and depression.
Conclusions: Pregnant women experience more anxiety & depression as compared to their closely
matched counterparts and most of them are not being monitored during this time. More work is
needed for detection, referral and treatment of anxiety/ depression during pregnancy. Clinical
studies for maternal mental health & fetal consequences are also needed.
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INTRODUCTION

Pregnancy is a time of growth and hope, but
it is also a time when woman is very vulner-
able. Psychologically healthy woman often find
a pregnancy a means of self-realization. Other
women use pregnancy to diminish self-doubts
about feminity or to reassure that they can
function as women in the most basic sense. Still
others view pregnancy negatively; they may
fear childbirth or feel inadequate about moth-
ering. At least one in ten mothers in all levels
of society, and regardless of socioeconomic
conditions experience clinical depression and/
or anxiety before and up to a year after child-
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birth. The trimesters can bring their character-
istic challenges and rewards, the nausea,
fatigue & emotionality. For many women, the
first and third trimesters are difficult.1

Approximately 21% of women experience a
mood disorder and 30% anxiety disorder at
some points in their lives.2 Although histori-
cally it was believed that pregnant women are
at lower risk of anxiety and mood disorders, 3

but recent studies don’t support this belief.
Rather between 10 and 27% of women experi-
ence depressive symptoms during pregnancy,
including 2-11% who experience major
depressive disorder.

According to a study, 23% of pregnant
women receiving prenatal care in California
demonstrated depressive & anxiety disorders.
In the studies including poor pregnant women
the rate of maternal depression ranges from
30-70%. This empirical data substantiate that
mood state, neuro-endocrine & immune sys-
tems may play a critical role in reproductive
outcome and fetal development.4

Studies have also identified that anxiety and
stress have a role in altering the duration of
pregnancy & the well being of the fetal brain.
One group of researchers, report a study at 32
weeks gestation to see if there was any corre-
lation between anxiety and uterine blood flow.
The results showed that, in the high anxiety
mothers, there was impaired blood flow
through uterine arteries. The reduced uterine
blood flow could be a mechanism for lower
birth weight, preterm birth and infants with
elevated cortisol seen in highly anxious
women.5 Another group from Sweden re-
ported less cerebral blood flow in instances of
increased maternal anxiety.6 These findings
reveal that antenatal anxiety occur frequently,
overlaps with depression and increase the
likelihood of postnatal depression.

The aim of present research was to detect the
prevalence of anxiety and depression in preg-
nant women in order to grasp the attention of
health care system by monitoring such psycho-
logical issues and to help them to deal with
the burden of anxiety and depression. Based
on previous findings it could be hypothesized

that anxiety and depression phenomenon
would be prevalent during pregnancy.

METHODOLOGY

The present research recruited a sample of
on hundred participants. They included preg-
nant women coming to obstetric clinics for their
prenatal checkup. Sample for control group
was taken from non pregnant women by
matching on age, education, and marital-sta-
tus and monthly income. This was a cross-sec-
tional study and the sampling technique was
of convenience sampling. The study was spread
over the period of six months. Pilot study was
conducted on five participants and informed
consent was taken by each participant.

A standardized tool, HADS7 (Hospital Anxi-
ety and Depression scale), was used. This is
basically 14-item self-report valid scale, de-
signed to briefly measure current anxiety &
depression symptomatology. Before adminis-
tering HADS, the participants were asked to
fill in a brief demographic form. DSM-IV8 cri-
teria for assessing the past psychiatric illness
were also used by the researcher. Owing to a
low level of literacy among some participant,
the researcher read out the questionnaire and
noted their responses.

Thirteen women (13%) were seen during first
trimester, twenty nine (29%) during the sec-
ond trimester and fifty eight (58%) during third
trimester.

RESULTS

The results given in Table-II indicate signifi-
cant difference between the scores of pregnant
women on the scale of anxiety (9.22) and on
the scale of depression (7.55) as compared to
non-pregnant women.

DISCUSSION

Our findings showed that anxiety and
depression symptoms are common in pregnant
women than among closely matched controls.
The results obtained appear to strongly reaf-
firm earlier findings of various researchers and
clinicians working in this area.1,2,6

Kelly4 reported that 23% of pregnant women
receiving prenatal care in California demon-
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strated anxiety and depressive disorder. Megan
et al9 performed a study to assess rates of de-
tection and treatment of minor and major de-
pressive disorder, panic disorder and post trau-
matic stress disorder among pregnant women
receiving prenatal care at public sector obstet-
ric clinics. After the visit, patients were asked
whether their clinician recognized a mood or
anxiety disorder. Medical records were re-
viewed for documentation of psychiatric illness
and treatment. Results revealed that 26% of
patients who screened positive for a psychiat-
ric illness were recognized as having mood or
anxiety disorder by their health care provid-

ers. Moreover, clinicians detected disorders
among 12% of patients who showed evidence
of suicidal ideation. In our study, 39% women
scored positive for anxiety and 18% scored
positive for depression.

The patients questionnaires showed that
among women with anxiety and depression
ten (17%) were identified or referred for psy-
chiatric treatment during their pre-natal visit.
The low detection and referral rates for depres-
sion among pregnant females may be a result
of number of factors. Clinicians may be reluc-
tant to ask questions and patients may avoid
reporting problems that arise from depression
or anxiety. Symptoms of depression during
pregnancy may not raise clinicians or patients
concern because several of these experiences
e.g., disturbance in appetite, sleep and energy
levels are normative for many pregnant
women.10

Other possible contributions include
time-constraints, referral limitations and pro-
vider education and training. Large survey
studies have shown that majority of obstetric-
gynecologic residents neither received training
about clinical depression during their residency
(80%), nor completed a continuing medical
education course on the treatment of clinical
depression among women (60%).11 Approxi-
mately 50% of obstetrician-gynecologists cite
incomplete knowledge of diagnostic criteria as
a barrier of identification of depression.12

The expectation that obstetrician and gyne-
cologist will diagnose and treat common men-
tal health disorders is of recent origin, and many
providers may not think that it should be part
of their clinical responsibilities.

The information revealed from present
research may be used to justify systematic
screening for anxiety and depression in

Table-I: Demographic information for
pregnant & non-pregnant women

Characteristics Pregnant Non-pregnant
(N=100)      (N=100)

Mean  SD Mean   SD

Age (yrs) 27.57 4.48 28.32 4.9131
Education (yrs) 12.38 N 3.65% 12.4 N 2.77%
Occupation
Employment 5 5.0 12 12.0
House-wife 95 95.0 88 88.0
Marriage Duration
0-5 yrs 61 61.0 58 58.0
6-10 yrs 25 25.0 17 17.0
11-15yrs 11 11.0 9 9.0
16-20 yrs 3 3.0 11 11.0
21-25 yrs - 4 4.0
26-30 yrs - 1 1.0
Family system
Joint 62 62.0 44 44.0
Nuclear 38 38.0 56 56.0
Trimester
1st trimester 13 13.0 - -
2nd trimester 29 29.0 - -
3rd trimester 58 58.0 - -

Note.  SD= Standard Deviation

Table-II: Mean, Standard-deviation and T-test results comparing
the pregnant and non-pregnant women on anxiety and depression.

Symptoms Groups Mean SD df  t p

Anxiety Pregnant 9.22 3.83 198 1.828 < 0.05
Non-pregnant 8.11 4.7052 190.336

Depression Pregnant 7.55 3.4826 198 2.689 < 0.05
Non-pregnant 6.i5 3.8779 195.75

Note. N=100 for each group
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clinical encounter with pregnant women as a
first step in determining which women may
require further treatment for their mood symp-
toms. An elevation in anxiety/depression
symptoms has been associated with adverse
maternal and infant outcomes. This has been
revealed by earlier findings.5,6

Importantly the effect of anxiety affected the
fetus more than any other factor, including
smoking during pregnancy, low birth weight
or anxiety of mother. In the present research,
the detection of antenatal anxiety and depres-
sion and not its effect on newborn was the f
ocus of study.

Clinical implications & Limitations:

* Anxiety/ depression in pregnancy could
have long-term effects on children’s behav-
ioral / emotional problems.

* Long-term alterations in the stress response
could be influenced by early, even antena-
tal experience.

* Reducing maternal anxiety in pregnancy
could have protective effect in new born.

Limitations of the study: Data on maternal anxi-
ety & depression was based on self-report ques-
tionnaires. Questionnaire was orally adminis-
tered with few women considering their low
literacy rate.

CONCLUSIONS

High prevalence of anxiety and depression
symptoms during pregnancy indicate that
women in childbearing years could be vulner-
able to anxiety and depressive disorder. It is
suggested that physicians in all patient care
specialties need to be familiar with the preva-
lence and course of these disorders, particu-
larly during pregnancy & post-partum period.
The obstetrician should regularly test for anxi-
ety and depression with simple means from the
very first moment of planning for a child and
should use the test results for pregnancy mood
profile. The profile could assist in determining
the risk of postpartum depression & serve as
an early alert for postpartum suicide.

The evidence from this & other studies, how-
ever, provide an impetus for developing pre-

vention, intervention & support programs for
highly anxious & depressed pregnant women.
These programs could include stress reduction,
instruction as well as treatment to reduce anxi-
ety & neuro-endocrine reactions to the stress
throughout pregnancy, or even after concep-
tion. The benefits of implementing good men-
tal health in antenatal care may have long last-
ing benefits for the mother, infant and family.
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