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ABSTRACT

Female hormonal changes, particularly present during
pregnancy, increase the vulnerability for the onset or return of
depression. Depressive symptoms during pregnancy may go
untreated as they are not recognized, even by health
professionals, or the person may feel embarrassed to
acknowledge them and seek help. Untreated depression may
have a detrimental effect in both the mother and the child.
The present study aimed at exploring depressive symptoms
and the risk of postpartum depression in a group of pregnant
women temporarily residing in a shelter. In an interview, 13
participants responded the Centre for Epidemiologic Studies
Depression Scale (CES-D) and the Postpartum Depression
Predictors Inventory-Revised (PDPI-R scale). Depression was
reported by 10 of the 13 participants (76.9%), 9 (69.2%) with
severe depression, and 1 (7.7%) with moderate depression.
All the participants but one (92.3%) scored at risk of
postpartum depression. Pregnant women in vulnerable
conditions, such as the ones in the present study, present high
rates of depression and risk for PDD. Measures must be taken
to prevent the onset and/or worsening of symptoms, for the
sake of both, the mother and the baby.
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INTRODUCTION

Depression is a significant illness worldwide. Women are more vulnerable to depression, and
there is a high degree of impairment associated with this disorder. Female hormonal changes,
particularly present during pregnancy, increase the vulnerability for the onset or return of
depression (1). Although pregnancy is commonly thought as a period of happiness and illusions,
about 25 to 35% of pregnant women experience depressive symptoms, and about 9 to 18% meet
criteria for major depression (2,3). The prevalence of depression by trimester has been estimated
in 7.4%, 12.8% and 12.0% in the first, second and third trimesters respectively. These rates can
increment up to 47% and 39%, in the second and third trimesters in women of low
socioeconomic status (1). Other identified risk factors for antenatal depression are unplanned or
unwanted pregnancy, lack of psychosocial support, difficulty coping with changes in body
image, marital difficulties, a history of depressive illness, sexual abuse, pregnancy at an early age

and intra family violence(3-5).

Depressive symptoms during pregnancy may go untreated as they are not recognized, even by
health professionals, or the person may feel embarrassed to acknowledge them and seek help. In
this situation, a number of depressed pregnant women may resort to using tobacco, alcohol, or
other substances to cope with their symptoms (2). Outcomes associated with prenatal depression
include functional impairment, inadequate maternal nutrition and weight loss, risk-taking
behaviour, pre-eclampsia, poor adherence to prenatal care plans, substance abuse, and suicide.
Also, poor pregnancy outcomes such as low birth weight, preterm delivery, and small-for-
gestational age infants. Some behavioural effects have been observed in the neonates, e.g. fewer
expressions of interest, more pre-cry expressions, excessive crying, lower orientation scores and
motor behaviour cluster, inferiorexcitability and more abnormal reflexes. Moreover, women with

prenatal depression are at increased risk of progression to postpartum depression (2,6).

Postpartum depression (PPD) is a serious mental condition and, despite what one might think, it
is very common, with an estimated prevalence of between 13% and 19% in the first six months
after delivery (7). In Mexico, the 2012 National Health and Nutrition survey reported a 19.91%
prevalence of depressive symptoms in mothers of children under five years of age, with low rates
of detection (17.06%) and attention (15.19%) (8).
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Depression in the postnatal stage impairs the establishment of the affective bond and the mother-
baby interaction (9-11). Children of depressed mothers are at higher risk of showing cognitive,

behavioural(12—14)and socio-emotional problems (14,15).

Some identified risk factor for PPD are previous episodes of anxiety or depression, particularly
during pregnancy, unplanned/unwanted pregnancy, stressful life events, low levels of social

support and a delivery that was more difficult than expected(16-19).

Considering the possible negative effects of maternal depression for both the mother and the
baby, some efforts must focus on its early detection and prevention. The prenatal period is the
right time to work with women since they have more contact with health professionals. A
number of women find themselves living a pregnancy in unfavourable social and emotional
conditions. Non-profit organizations have emerged with the purpose to provide support to those

pregnant women in need, for the sake of the mothers and their babies.

The present study aimed at exploring depressive symptoms and the risk of postpartum depression
in a group of pregnant women temporarily residing in a shelter. It is important to know the
emotional and psychological aspects present in women who, for various reasons, require social
assistance during their pregnancy. This will make it easier for those responsible for social

programs to detect high-risk cases of depression before and/or after delivery.
METHOD

The study was carried out with a group of pregnant women who live temporarily in the Vifac
association shelter, in the city of Merida (Mexico). This non-governmental and non-profit
association seeks to attend and skill train pregnant women, offering them alternatives for their
development and that of their child. With the prior approval of the Vifac board of directors, the
participants were asked to sign the informed consent and in the case of minors, the signature of

the legal guardian was additionally required.

Of the 15 users registered at the shelter, two were absent when the interviews were conducted.
The 13 participants answered the questionnaires privately; only in two cases was it necessary to
help the participant to answer the questionnaires due to a low level of reading comprehension.
Age ranged from 15 to 36 years, with a mean of 23 (SD = 5.83). Two cases (15.4%) of
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pregnancy were the result of sexual abuse, in 5 cases (38.5%) the father abandoned the mother
for the pregnancy, in 1 case (7.7%) the couple’s relationship did not continue but the father did
assume his responsibility, and in 5 cases (38.5%) the father continues in a relationship with the
mother. For five participants (38.5%) it is their first pregnancy.

The CES-D (Center for Epidemiologic Studies Depression Scale) (20) was used to assess
depressive symptoms. It is a widely used instrument to evaluate depressive symptoms in the
general population. It consists of 20 Likert-type items with four answer options, in which each
question asks how many days during the last week the person experienced a series of depressive
symptoms. Response scores are 0 ("less than 1 day"), 1 ("1 or 2 days™), 2 ("3 or 4 days"), and 3
("5 to 7 days™). Adding the score for each item gives an overall score with a range between 0 and
60. A score of 26 or higher indicates severe depression, between 21 and 25 indicates moderate
depression, between 16 and 20 indicates mild depression, and less than 16 indicates no
depression. Designed to identify symptoms of depression, it is easy and quick to apply and has
adequate validity in pregnant women. The CES-D has been applied in previous studies with

pregnant women in Mexico with good psychometric results (21).

The PDPI-R scale (Postpartum Depression Predictors Inventory-Revised) (22) was applied to
estimate the risk of postpartum depression. It is made up of 39 items distributed in 13 factors, of
which only the first 10 factors (32 items) are applied in the gestation stage. The predictive factors
are marital status (1 item), socioeconomic status (1 item), self-esteem (3 items), prenatal
depression (1 item), prenatal anxiety (1 item), pregnancy intendedness (2 items), prior depression
(1 item), social support (12 items), marital satisfaction (3 items), and life stress (7 items). As a
cut-off point, a score equal to or greater than 10.5 indicates a risk for postpartum depression.
This scale has been validated in the Mexican population (23).

RESULTS

The global score of the CES-D scale had a mean of 31.2 (SD = 13.3), in a range between 9 and
47 points. Depression was reported by 10 of the 13 participants (76.9%), 9 (69.2%) with severe
depression, and 1 (7.7%) with moderate depression. Three cases did not present depression.
Table 1 presents the mean score and standard deviation for each item individually. It is observed

that "I felt lonely™ and "I felt sad" were the depressive symptoms with the highest mean scores,
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followed by "I (did not) enjoy life" and "I had crying spells”. The symptoms with the lowest
mean scores were “I was bothered by things that usually don’t bother me”, “I talked less than

usual”, and “I felt that I could not shake off the blues even with help from my family or friends”.

Table No. 1: Means and standard deviations of the CES-D items

Mean (SD)
I was bothered by things that usually don’t bother me 0.85 (1.07)
| did not feel like eating; my appetite was poor 1.31(1.18)
I fel_t that | (_:ould not shake off the blues even with help from my 1,15 (1.28)
family or friends
| felt I was just as good as other people* 1.62 (1.33)
I had trouble keeping my mind on what | was doing 1.54 (1.20)
| felt depressed 1.54 (1.33)
| felt that everything I did was an effort 1.23 (1.01)
| felt hopeful about the future* 1.69 (1.38)
| thought my life had been a failure 1.31 (1.38)
| felt fearful 1.85(1.41)
My sleep was restless 1.62 (1.12)
| was happy* 1.62 (1.39)
| talked less than usual 1.00 (1.08)
| felt lonely 2.08 (1.89)
People were unfriendly 1.69 (1.25)
| enjoyed life* 1.92 (1.19)
I had crying spells 1.92 (1.26)
| felt sad 2.00 (1.29)
| felt that people dislike me 1.46 (1.27)
I could not get “going” 1.85 (1.41)
*Scores are reverted
CES-D: Center for Epidemiologic Studies Depression Scale

The total PDPI-R scores had a mean of 18.8 (SD = 6.3), in a range between 8 and 29 points; that
is, all the participants but one (92.3%) scored “at risk of postpartum depression” (>10.5). Table 2
presents the descriptive statistics for each of the factors and items. The frequencies indicate that
all risk factors were reported to be rather present than absent (>50%), with the exception of
“relative with a severe illness” and “change of job”. When observing the mean scores,
considering the midpoint scores corresponding to the score ranges (1.0, 1.5, 2.0, or 6.0) it can be

interpreted that pregnancy intendedness, social support and marital satisfaction are risk factors

Citation: Lizzette Gomez-de-Regil. ljsrm.Human, 2020; Vol. 17 (1): 1-10.



www.ijsrm.humanjournals.com

for PDD present in this group. Self-esteem and life stress scores were below their corresponding
midpoints (1.5 and 4.5). Two participants reported not feeling depressed during pregnancy, and it
matches their CES-D score. One case reported feeling depressed in the corresponding PDPI-R
item but her CES-D score suggests that the symptoms have resolved.

Table No. 2: Descriptive statistics of the PDPI-R items
Predictive factor Nu.mber Score Mean (SD) * n (%)**
of items range

. No partner =8
Marital status 1 0-1 (61.5)
Socioeconomic status 1 0-1 Low =10 (76.9)
Self-esteem 3 0-3 1.00 (1.29)
Prenatal depression 1 0-1 Yes =11 (84.6)
Prenatal anxiety 1 0-1 Yes =7 (53.8)
Pregnancy intendedness 2 0-2 1.23 (0.93)
Prior depression 1 0-1 Yes =8 (61.5)
Social support 12 0-12 7.46 (2.85)
Partner 4 0-4 2.39 (1.98)
Family 4 0-4 2.31(1.93)
Friends 4 0-4 2.77 (1.69)
Marital satisfaction 3 0-3 1.62 (1.26)
Life stress 7 0-7 4.08 (2.06)
Financial problems 1 0-1 Yes =9 (69.2)
Problems with partner 1 0-1 Yes =7 (53.8)
Family death 1 0-1 Yes =9 (69.2)
Unemployment 1 0-1 Yes =7 (53.8)
!R’elatlve with a severe 1 0-1 Yes = 4 (30.8)
illness
Moving away 1 0-1 Yes =11 (84.6)
Change of job 1 0-1 Yes =6 (46.2)
*Higher scores mean higher risk for postpartum depression
**These answers score 1 point as predictors of postpartum depression
PDPI-R: Postpartum Depression Predictors Inventory-Revised

Although according to the CES-D score, there are some participants who do not present
significant levels of depression, it is notable that all participants but one qualify as at risk of
postpartum depression given the social and psychological conditions in which they live their

pregnancies.
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DISCUSSION

Pregnancy is usually seen as an ideal and happy time in a woman’s life. Nevertheless, in many
occasions, pregnancy occurs in unfavourable conditions that may increase the risk for depression

during gestation or immediately after delivery.

Depression is highly prevalent, also in pregnant women, and early detection might prevent some
adverse outcomes for the mother and the baby. However, no treatment can be offered and
received if women are undiagnosed (3). Here, a group of women who, due to unfavourable
socioeconomic conditions, are under the care of a non-governmental and non-profit shelter were
interviewed to explore the presence of depressive symptoms and the risk for postpartum
depression.

It is estimated that about 25 to 35% of pregnant women experience depressive symptoms (2,3);
but in this study, 76.9% of the participants reported depressive symptoms, most of them at a
severe level. This high prevalence concurs with previous findings that depression estimates are
higher in women of low socioeconomic status and without a partner (24). In addition, this sample
also had other factors that have been associated with higher prevalence of depressive symptoms
in pregnancy, such as major financial problems, poor marital relationships, unwanted pregnancy,

exposure to violence and poor social support(25,26).

Antenatal depressive symptoms and other socioeconomic factors may contribute to continuity of
depression or its onset in the postpartum period (19,27). Reported PPD rates ranged between
13% and 19% (7,8,19). Reviewing various studies on the topic, Yim and colleagues (2015)
identified that the strongest PPD risk predictors among biological processes are hypothalamic-
pituitary-adrenal dysregulation, inflammatory processes, and genetic vulnerabilities. In addition,
among psychosocial factors, the strongest predictors are severe life events, some forms of
chronic strain, relationship quality, and support from partner and mother (28). In the present
study, 92.3% of participants qualified as “at risk of postpartum depression”, as they presented
factors that have been identified as significant predictors: prenatal depression, poor self-esteem,
prenatal anxiety, life stress, poor social support, low socioeconomic status, and

unplanned/unwanted pregnancy(19).
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PPD affects the personal development of mothers and their children. Slomian and
colleagues(29)have summarized the various negative outcomes and categorized them as
“maternal consequences” (e.g. physical health, psychological health, quality of life), “infant
consequences” (e.g. weight, length, sleep, motor and cognitive development), and “mother-child

interactions” (e.g. bonding and attachment, breastfeeding, and maternal role).

Given the detrimental consequences of depression on mother and fetus/infant efficacious
treatments are needed. Treatment for maternal depression, as for other type of depression, relies
on psychotherapy for mild depression and combining medication and psychotherapy for more
severe cases (2,4).In addition, treatments targeting the mother-infant relationship and home-
based interventions seem to ameliorate efficaciously the detrimental consequences for children
of depressed mothers (30). Some studies have also applied complementary/alternative medicine
approaches for treating maternal depression, such as light and massage therapy, acupuncture and
sleep deprivation, with some promising early results (2). Moreover, psycho-educational
programs have been developed for the identification of depressive symptoms in gestational and
postpartum periods(31-33). In Mexico, Lara and colleagues(34)developed and tested a psycho-
educational intervention to prevent postpartum depression in women at high risk, with most
participants that completed the intervention reporting a significant change in their well-being,

depression, current problems, role as mothers and their relationship with the baby.

The mental health professional, in agreement and collaboration with the patient must decide on
the most suitable treatment. In any case, early detection will favour the amelioration of
symptoms and their detrimental effects. That is why maternal depression awareness, from

professionals and patients, is clue during the prenatal and postpartum periods.

This study found high rates of both depressive symptoms and risk factors for postpartum
depression in a group of pregnant women living in a shelter. Due to setting conditions, some
limitations were present: sample size was relatively small and not sufficient for comparative
analyses and follow-up was not possible given that most participants left the shelter before or

immediately after delivery and contact was lost.
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CONCLUSION

Pregnant women in vulnerable conditions, such as the ones in the present study, present high
rates of depression and risk for PPD. Measures must be taken to prevent the onset and/or

worsening of symptoms, for the sake of both, the mother and the baby.
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