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Depression screening and psychological intervention in pregnancy care and their

impact on complications during pregnancy

1. Introduction

Pregnancy is a milestone in women’s life: usually it is desired by women to have at least
one child to experience the feeling of being a mother and to extend as a family. However,
during this time women can have countless questions and pregnancy can cause
psychological difficulties too, thus women can feel overwhelmed and become depressed or
stressed out. Most of the times these feelings are in a normal range and do not cause further
problems, as women can cope with them, but sometimes these feelings and insecurity can
be so intense that psychopathology arise. In these cases, it is important that women should
be provided more attention and special treatment. To do so, we need a tool to identify the
affected women and a qualified staff to help the women deal with their symptoms.

In Szeged, a fully operational program exists aiming these tasks: perinatal nurses screen
out the affected women by using a screening tool and psychologists help them overcome
the difficulties. In this thesis, I will describe this program and present the statistical results

on the pre- and peripartum complications.

1.1 Changes during pregnancy and their impact on women’s lives

During pregnancy women'’s lives are impacted by many changes concerning their lifestyle,
priorities, financial status, their roles in the family etc. Pregnant women have to face various
hardships. In the first trimester, morning sickness, anhedonia [1] and the fear from
spontaneous abortion can happen to women [2]. The second trimester is usually more
relaxed, normally the morning sickness is gone, women can feel the motion of the fetus
which helps to form the bond between them. In the third trimester, women can be anxious
and fearful when thinking about childbearing and the pain triggered by it, besides, the
increased size of the belly can make it very difficult to do the everyday tasks or even to
sleep [3]. In the postpartum period, many women are concerned about their children and
their role as a mother: Do they feed their children well? Do their children grow at a normal
pace? Also, they can become anxious about the possibility of their worsening financial

status. anxiety can occur concerning the worsening of their existential status [4].



The above-mentioned difficulties can become so overwhelming that psychopathological
symptoms can appear, which can affect the development of the fetus and lead to being

vulnerable to some diseases later [5].

1.2 Psychopathologies during pregnancy

There are some disorders, which arise quite often during pregnancy and after delivery. By
their main characteristics they can be sorted into two groups: anxiety disorders and mood
disorders. According to the sources of special literature, the prevalence of anxiety disorders
among pregnant women are 4-39% [6] and 16% in the postpartum period [7]. In a
Hungarian sample 14.6% of women showed anxiety symptoms in the first trimester, and
4.2% of them had serious anxiety [8]. During pregnancy the following anxiety disorders
can develop: panic disorder, generalized anxiety disorder, obsessive-compulsive disorder,
agora-, social- and specific phobias and posttraumatic stress disorder [6].

Mood disorders are classified as maternity blues, depression and postpartum psychosis [9].
Maternity blues is such a common condition, it can almost be regarded as normal [10], as
its prevalence is 50-80% [11]. The symptoms usually begin a few days after delivery, they
are at the peak on the fifth day, and last up to ten days. The symptoms can be weeping,
mood lability, irritability, fatigue and anxiety. If the symptoms last longer than ten days, it
might be a sign of early onset depression, thus the patient should be evaluated to rule out
its possibility [12,13]. Although the two have similar characteristics, maternity blues should
not be confused with the more serious, protracted perinatal depression [10]. The most
serious phenomenon is the postpartum psychosis, which occurs in 0.1-0.2% of women,
mostly on the first week after childbirth. It needs immediate medical treatment, mostly
hospitalization, as it can have additional symptoms including hallucinations, delusions,

apathy, thus can be a threat both to the mother and her child [14].

1.2.1 Depressive symptomatology

The criteria of depression according to the DSM-IV diagnostic system are the following:
a) depressed mood or loss of interest in everyday activities, lasting at least for two
consecutive weeks, b) mood worsening compared to the pre-episode status, c) clinically
significant impairment or distress in social, occupational, or educational functioning (or

normal functioning, but it requires considerably increased effort), d) specific symptoms,



from which at least five are present nearly every day for most of the day. These symptoms
are the following: 1) depressive mood or irritability, which can be a subjective feeling, like
feeling herself sad or empty; or it can be observed by others, like seeing her cry, 2)
decreased interest or feeling of pleasure (anhedonia) concerning most of the activities, 3)
significant change in weight (5%) or appetite, 4) sleep changes (insomnia or increased need
of sleep), 5) changes in psychomotor activity (agitation or retardation), 6) exhaustion,
fatigue, decreased energy, 7) excessive feeling of worthlessness or guilt, or not appropriate
for the situation, 8) hardship in thinking, concentrating, or making decisions, 9) recurring

thoughts of death, suicidal ideations, having suicidal plans [15].

1.2.2 Prevalence of antenatal and postnatal depression

Gaynes et al. [16] wrote in their meta-analysis that 11% of pregnant women experience
minor or major depression in the first trimester, 8.5% in the second and third trimester and
9.7% in the postpartum period. From the depressed women 18% seeks psychological help
in the antepartum period and 40% in the postpartum period [17,18].

In Hungary, only a few studies have focused on antenatal and postnatal depression, thus no
accurate information is available about its prevalence in the entire population [19]. As part
of the Hungarostudy, which was a comprehensive and representative study, Kopp et al. [20]
aimed to measure the incidence of depressive symptoms in the Hungarian society.
According to the findings, the prevalence of depression among women increased between
1988 and 1995 from 25.8% to 33.3% and the prevalence of serious depression increased
from 3% to 7.7% [20]. Further increase was observed between 2002 and 2006 regarding
the prevalence of serious depressive symptoms: from 10.7% to 14.2% [21]. It is important
to note that these findings were the results of all the women, not just the pregnant or the
postpartum women.

There are some Hungarian studies which have studied the antenatal and postnatal
depression in smaller areas. Bodecs [19] used the 9-item version of the Beck Depression
Inventory (in [19] referring to [20]) and observed that 17.9% of women had depressive
symptoms in the antenatal phase, from them 1% showed serious symptoms in Szombathely.
Toreki et al. [24] used the validated [25,26] Edinburgh Postnatal Depression Scale [27] and
found that 9.3%, 12.8%, 9.3% and 17.5% of women showed depressive symptoms at a
pathological level in the first, second, third trimester and postpartum phase in Békéscsaba

in 2014. Five years later the following pathologic rate appeared: 15.31%, 14.29% and



11.87% during pregnancy, and 12.68% after childbirth [28]. In Szeged, with the same
screening method, another pathological rate came into sight in 2014: 12%, 6%, 6.4% and
8.2% in the first, second, third trimester and postpartum phase [24]. Two years later,
studying a broader spectrum, similar pathological rate appeared: 10.8% in the first
trimester, 6.9% and 6.5% in the second and third trimester and 7.8% in the postpartum

period [29].

1.2.3 Risk and protective factors of antenatal and postnatal depression

There are some factors which were connected to depression in the antenatal and postnatal
period, including non-planned pregnancy [28-32], young age [19,28,29,32,33] or being
older than 34 years old [29], being single or widowed [28—30,33], anxiety disorders [6] and
psychological abuse coming from the husband [34]. As reported by Leigh and Milgrom
[35] antepartum depression was a strong predictor for postpartum depression.

Protective factors seem to be primiparity [29,30], family support, patient attitude of the
family and friends [3] and even epidural analgesia can have beneficial effect on postpartum
depression [36], probably because of its impact on easing pain and the feeling of fatigue.
Pain during childbirth has already been linked to postpartum mood disorders like maternity
blues and EPDS scores [37].

1.2.4 Untreated or undertreated depression and complications

Many studies have found that pre- and postpartum depression is associated with pre- and
peripartum complications. According to Chung et al. [38], depression in the late stage of
pregnancy increased the risk of epidural analgesia, caesarean sections and instrumental
vaginal deliveries, moreover, increased risk was observed for preeclampsia [39], and
gestational diabetes [40]. It was also found, that women with perinatal depression were less
likely to attend to pregnancy care, they were more likely to take drugs, smoke or consume
alcohol and they didn’t gain enough weight as they were more malnourished [41].

Not only is the mother affected by perinatal depression; but it can also have some effect on
the fetus, the newborn and even on the adult descendants as well. Beforehand, it has been
found that perinatal depression is related to premature birth [42] and, paradoxically, with
prolonged pregnancy [43]. Besides, it is associated with intrauterine growth restriction [44]

and low birthweight [29,45]. Maternal depression in the late stage of pregnancy also



increased the probability of the necessity for the admission to neonatal care unit after
childbirth [38].

Perinatal depression can affect the mother-infant bond, relationship as well: Righetti-
Veltema et al. [46] observed that depressed mothers smiled less and used less vocal and
visual communication and corporal interactions. Moreover, as stated by Hiibner-
Liebermann et al. [47], among these mothers, obsessive thoughts or impulses about
harming the child were not rare.

Maternal depression and the probable complications mentioned above can have further
effects: according to earlier studies depressed mothers’ children had feeding and sleeping
problems [48], and showed decreased cognitive and fine motor development [49]. Hays et
al. [50] found that adolescents from mothers, who suffered from postpartum depression,
had lower 1Q compared to adolescents of non-depressed mothers. Furthermore, reported by
Pawlby et al. [51], maternal antepartum depression increased the probability by 4.7 of the
descendants being depressed when they were sixteen years old.

As we can see, maternal pre- and postpartum depression can have negative effects on both
the mother and her child in the short and in the long run. Thus, providing intervention and

treatment seems to be essential.

1.2.5 Previous studies about psychological interventions

According to Hiibner-Liebermann et al. [47] treatment of perinatal depression can occur on
different levels: the base of it is psychoeducation with the inclusion of relatives,
psychotherapy and psychopharmacology.

There is a debate over psychopharmacological treatment, whether the use of it is acceptable
or not, because certain ingredients of all antidepressants cross the placenta and it can be
detected in breastmilk as well, according to studies [52]. Pregnant women and nursing
mothers usually worry about the side effects of these medications. Most studies have been
conducted on tricyclic antidepressants and selective serotonin reuptake inhibitors. As stated
by the results some of these can be used at small risk, while others showed teratogenous
effect, but even in the first case we must take into consideration the side effects. This makes
previous consultation and follow up even more important. It is usually suggested using only
one type of medication at once, because combining them could lead to unexpected side
effects, and start taking it at a low dose and increasing the dosage if needed is also

recommended. It is crucial to talk about breastfeeding prior medical treatment, because



some drugs should be avoided if somebody wants to breastfeed her baby. It is also
important to help women in decision-making, because depression can alter their judgmental
skills [47,52—54]. Taking into consideration that antidepressants might have teratogenous
effect and untreated depression is also a risk factor for unwanted complications, it is
essential that doctors help women think over the risks of the sudden discontinuation of the
medical treatment over the potential risks of continuing the treatment [55].

Psychological interventions and their effects have also been studied: Milgrom et al. [56]
provided phone interventions weekly in the antenatal period, focusing on enhancing
problem solving skills, feeling of competence and decreasing risk factors. The results have
shown that women who took part in this intervention, have significantly fewer depressive
and anxiety symptoms in the postpartum phase compared to women who have not taken
part in it.

According to Dennis and Hodnett’s review [57], both psychosocial and psychological
interventions helped preventing or treating postpartum depression including frequent home
visits by nurses, supportive talks on the phone and interpersonal therapies. In the focus of
the last one was women’s role changes, losing relationships, debates with partner or other
family members and grief after previous perinatal losses or after the loss of a significant
person [58].

Cognitive behavior approach also seemed to be effective as reported by O’Mahen et al.,
[59]: using this method they could help women in managing social support and reducing
excessive self-sacrifice and automatic negative thoughts. The cost-effective music therapy
helped reducing stress, depressive symptoms and anxiety [60], while psychoeducation with
relaxation techniques helped reducing severe fear of childbirth, thus women tended to

choose vaginal delivery instead of elective cesarean section [61].

1.3 The beginning of the screening program

As the prevalence of pre- and postpartum depression is high, it has many risk factors and
many complications can be connected to both in the mother’s and her descendant’s lives,
it is important to have a pre- and postpartum screening program to identify the women who
are more likely to have these outcomes. Of course, there are some concerns about these
programs, for example, stigma of mental illness can be a barrier in the way of an effective
program and women who are screened out can underestimate themselves [62]. However,

ignoring mental illness will not help overcome it: it is better to identify depression and



distress with a screening program and offer interventions, than to refuse their existence and
allow them to affect women’s lives and lead to long term problems [63].

To start the screening program, a short, easily administrable questionnaire was needed. The
Edinburgh Postnatal Depression Scale (EPDS) [25-27] was chosen for this purpose, as it
is the most widely used tool to measure perinatal depression [64]. The EPDS was validated
in Hungary on antepartum and postpartum samples between 2010 and 2011 by Toreki et
al. [25,26]. The screening procedure started on April 2011 and it has become part of
pregnancy care since.

For the last couple of years this program has been introduced in Cegléd, Békéscsaba and
Véc too. Due to our information in Békéscsaba the program is fully operational; in Véc
perinatal nurses screen women only in the first trimester; and in Cegléd women are

screened only if nurses feel the necessity of it.

2. Objectives

Our aim was to observe if depressive scores are related to pre- and peripartum
complications on the Hungarian sample as well, just like in the literature. Although we did
not find any source in the literature that had studied the connection between depressive
scores and protracted cervical dilation and protracted descent, we think there might be an
association between them, thus we added these outcomes to the list of complications.
Besides we wanted to assess pathological rate in our sample, investigate how depressive
scores varied during pregnancy and after delivery, and how demographic variables were
connected to the depressive scores. We also wanted to study how psychological
intervention was related to pre- and peripartum complications, depressive scores and

demographic data.

3. Material and Method

3.1 The sample

Those women participated in the screening program, who attended to the pregnancy care
of Szeged and its agglomeration. The participation in the screening was voluntary, the only
excluding criteria was if somebody did not speak the Hungarian language fluently or who

was underage. Although women could decide freely if they wanted to take part in the



screening, the program still became part of pregnancy care: in the beginning the
participation rate was around 30%, but approximately two years ago about 90% of women
filled in the screening tool at least once during pregnancy or in the postpartum phase.
Between April 2011 and May 2017 4593 women participated in the screening program.

For one and a half year I have collected the obstetric data for 2118 women. Using their
data, we excluded 26 women, who had twins, because twin pregnancies had already been
associated with some obstetric outcomes like low birthweight [65], gestational diabetes
[66] and preterm birth [67]. Besides we excluded 50 women who had procured or
spontaneous abortion, or who had stillbirth, thus, in the end 2042 women were in the

sample. We carried out the statistical analyses on the data of these women.

3.2 Screening tool

We used a sociodemographic questionnaire (Appendix 1) and the EPDS questionnaire
(Appendix 2), which is a short screening tool: it has ten items, which are about the mood
status of the previous week. For each question there are four possible answers, which can
be scored from 0 to 3 points. In all, the whole questionnaire can be scored from 0 to 30
points. The 10" question is also mentionable, as it measures suicidal tendency: women have
to check how often they think about harming themselves [68].

The used cut-off scores for the likelihood of minor and major depression are 6/7 and 8/9
points in the antepartum period and 7/8 and 12/13 points in the postpartum phase [25,26].
In all cases, or if a woman showed any suicidal ideation, she was suggested to visit the
psychologist of the Obstetric Clinic in Szeged. It is important to note that consultation with
the psychologist was optional, anybody could decide not to do so; what is essential that
from now on women know where they can ask for help if they feel the need of it [68].

It is also mentionable that this tool is a screening tool, not a diagnostic one. The terms
“depression” or “depressed” are only used for the better understanding. We do not want to

imply that these women were diagnosed by us as having a clinical disorder [68].

3.3 The screening procedure

In Hungary, a special group of health care workers is present in pregnancy care: perinatal
nurses, who, to our knowledge, cannot be found in other countries. Perinatal nurses meet
pregnant women in their first trimester, then follow up the whole pregnancy and even after

the child is born [69].



Perinatal nurses take part in the primary care, their main tasks are preservation and
enhancement of women’s and their fetuses’ health, early recognition of symptoms,
disorders and complications, directing affected women to the right clinic and giving
specific life management suggestions, including enhancing living conditions. They have
an intimate relationship with pregnant women and help them prepare for the changes in
their bodies during pregnancy, and to prepare for the childbirth and lactation
psychosomatically. Perinatal nurses also have a part in positive family planning. They do
family visits, during which they observe the environment, the conditions and potential
threatening factors. They educate women, their spouses and their families what the most
important tasks are after the child is born, how they can feed the newborn (lactation or other
possibilities) and how to pick up, hold, clothe, bath, so take care of the baby. Perinatal
nurses even have a role in perceiving if the baby is in threat in any way. They also have to
pay attention to the new mother’s mood status looking for signs of postpartum depression
[69].

As perinatal nurses have a close relationship with pregnant and postpartum women, they
were included in the screening program. They had a training how to fill in and evaluate the
questionnaire at the beginning of the screening program and have got consultation sessions
ever since.

When women met perinatal nurses for the first time, the nurses explained the aim of the
screening, they collected the informed consent, the demographic data and the first EPDS
questionnaire. Then three more times, so once in the second trimester, once in the third
trimester and once in the postpartum phase, the nurses collected the EPDS questionnaire
again. Not all women filled in all four EPDS questionnaires, as some women moved to
Szeged in the second or third trimester, or even after childbirth; other women moved away
during their pregnancies; some were hospitalized, therefore did not visit the perinatal nurse
at that time and so on.

The perinatal nurses evaluated the questionnaires and advised women with pathological
scores to contact the psychologist. Then the nurses collected the questionnaires and sent
them to the psychologist of the Obstetric Clinic, who then registered the data into the patient
record system.

In many cases women had their first perinatal nurse visit after the genetic ultrasound
evaluation on the 12" week, thus these women had their first EPDS tests on the 13-14%
week. While many of them had other EPDS scores from the second trimester, we

categorized EPDS tests from weeks 13 and 14 to be in the first trimester. EPDS tests from
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week 15 to 30 were listed to the second trimester and data from week 31 or higher were enrolled
to the third trimester.

The original study procedure was approved by the Regional Human Biomedical Research
Ethics Committee of University of Szeged ed (100/2010 and 89/2011) and was carried out
according to the Declaration of Helsinki and the Oviedo Convention. Since then the Hungarian
Ministry of Human Resources [70] suggested perinatal nurses to pay attention to women’s
psychological state and depressive symptoms as well and use the EPDS questionnaire as a

screening tool. In Szeged, the depression screening became part of pregnancy care.

3.4 The psychological intervention

All in all, 188 women participated in psychological intervention as part of the screening
program. We collected their obstetric data and after excluding women with twins and women
who had procured or spontaneous abortion or stillbirth, we had our intervention group with 150
women. Everybody else was in the non-intervention group [68].

During these interventions we, as health psychologists, studied the depressive symptoms more
deeply: when their onset was, whether their intensity changed over time, how they affected
women’s everyday lives, whether women turned to anybody for support or help, etc. We did
not predetermine the sessions, neither the focus nor the number of occasions: we focused on
any problem women had relating their pregnancies and offered as many consultations as
needed. Of course, if a woman seemed to need other kinds of help, like long therapy with a
clinical psychologist or even medication, we helped finding the right professional and provided
referral note to the Department of Psychiatry at University of Szeged [68].

With the interventions, our goals were to help women to increase and maintain healthy
functioning and reduce depressive and anxiety symptoms. We used supportive techniques,
reinforcement, psychoeducation, crisis intervention, reducing anxiety, hopelessness and
depressive symptoms, relaxation techniques, assistance in coping with losses, enhancing coping
skills and sense of control, relationship counseling and cognitive behavioral elements. We also
offered help in enhancing communication skills, for example, how to ask their doctors or nurses
for information or help. In the case of serious psychopathology or suicidal thoughts, women

were directed to the Department of Psychiatry for further medical examination [68].
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3.5 Statistical analysis

For statistical analysis we used the IBM SPSS Statistics version 22. The significance level
was set to 0.05. We created groups based on the EPDS scores, the different types of pre-
and peripartum complications, mode of delivery, attendance at the interventions and
demographic data [68].

Using the women'’s obstetric data, seven complication groups were created: 1) preterm birth
(birth before the 36™ week), 2) protracted cervical dilation, 3) protracted descent, 4)
preeclampsia, 5) gestational diabetes mellitus (GDM), 6) intrauterine growth restriction
(IUGR — diagnosis was given by the obstetrician) and 7) low birthweight (under 2500
grams). In the control group were the women, who did not have any of these complications
Mode of delivery was divided into two groups: cesarean section (with emergency and
elective cesarean section) and vaginal birth. Considering the intervention, the following
way to create groups was made: women who attended the interventions constituted the
intervention group and everybody else was in the non-intervention group [68].

To enhance the power of the analyses, we supplemented the missing data of the EPDS
scores of the 2042 women, which is a statistically permissible method. To do so we
calculated the median value of the EPDS scores for all measuring occasions separately for
the following groups: 1) preterm birth (birth before the 36™ week), 2) protracted cervical
dilation, 3) protracted descent, 4) preeclampsia, 5) GDM, 6) IUGR (diagnosis given by the
obstetrician), 7) low birthweight (under 2500 grams), 8) women who had at least two of
the above-mentioned complications and 9) women who had none of the above-mentioned
complications. We used this method, because previous studies had found connections
between most of these complications and depression; thus, calculating only one median
value per measuring occasion could have distorted the results [68]. We supplemented 183
women’s data in the first trimester, 405 and 647 women’s data in the second and third
trimester, and 904 women’s data in the postpartum phase.

We used non-parametric tests in the statistical analyses because these methods do not
require a normal distribution, thus they are more reliable when the variables are not
normally distributed. Also, these tests do not require equal group sizes. These non-
parametric tests transform the data (the EPDS scores) in their computations, and their
results are mean ranks (instead of EPDS score means). These results are a little harder to
interpret, as they cannot be directly compared to the EPDS scores, although higher mean

ranks refer to more depression symptoms, just like higher EPDS scores [68].
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We used Friedman’s test to analyze if EPDS mean ranks stay stable or change over time,
as pregnancy proceeds and after the child is born. Mann-Whitney U tests with Bonferroni
corrections were used to explore if EPDS mean ranks were connected to the following pre-
and peripartum complications: preeclampsia, GDM, IUGR, preterm birth, low birthweight,
protracted cervical dilation and protracted descent. Mann-Whitney U test was used to see
if there was any connection between the EPDS mean ranks and mode of delivery [68].

We used Kruskal-Wallis test with pairwise comparisons to analyze whether there was any
difference in the EPDS mean ranks between women who started the intervention in
different trimesters or did not attend at all. The following grouping was used: 0 - did not
ask for psychological intervention, 1 — came in the first trimester, 2 — came in the second
trimester, 3 — came in the third trimester and 4 — came in the postpartum period [68].

We used Pearson’s Chi-square tests to analyze whether there was any connection between
intervention and the following pre- and peripartum complications: preeclampsia, GDM,
IUGR, preterm birth, low birthweight, protracted cervical dilation and protracted descent.
We used the same method to determine whether there was a relationship between mode of
delivery and intervention [68].

Pearson Correlation was used to analyze whether there was a relationship between EPDS
scores of all measuring occasions. Using Mann-Whitney U tests and Kurskal-Wallis test
with Bonferroni correction we determined whether EPDS mean ranks were connected to
demographic variable such as age, marital status, number of children and planning of
pregnancy. We used Pearson Chi-square tests to analyze whether intervention was
connected to marital status, parity and planned pregnancy.

We used the non-supplemented EPDS scores for three analyses. In the first one we wanted
to explore pathological rate. To do so we created “depressive” and “non-depressive” groups
based on women’s EPDS scores and the cut-off scores. Then we conducted the Frequencies
analysis on these groups in all trimesters and in the postpartum phase [68]. We also
explored how many women had pathological scores at least once during the whole
antepartum phase. Then, in the third analysis we used Wilcoxon signed-rank test to explore
if the EPDS mean ranks changed after the consultations compared to the before-

intervention state [68].
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4. Results

4.1 Sample characteristics

The age of the responding women from the screening program were 18-47 years, the mean
age was 30.63 (SD =5.040). From the responding women 3448 (83.1%) were in a
relationship, engaged or married; 2348 women (56.6%) primiparas and 502 women

(12.2%) did not plan her pregnancy (Table 1).

Table 1: Demographic data of all women, who took part in the screening program

from its beginning.

N Range Mean SD
Age 4347 18-47 30.63 5.040
N %
In a relationship
/ engaged 3448 83.1
Marital | / married
status Single
/ divorced 701 16.9
/ widowed
Number of | None 2348 56.6
children | At least one 1801 434
Pregnancy Planned 3607 87,8
Unplanned 502 12.2

The demographic data of our actual sample with 2042 women, whose data were used in the
statistical analyses, were the following: the responding women’s age were 18-44 years, the
mean age of the sample was 30.43 (SD =4.840). From the responding women 1527
(82.4%) were in a relationship, engaged or married; 1048 women (56.3%) were primiparas

and 218 women (11.8%) did not plan their pregnancy (Table 2).



Table 2: Demographic
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data of the sample of women whose obstetric data were

collected.
N Range Mean SD
Age 1992 18-44 30.43 4.840
N %
In a relationship
/ engaged 1527 82.4
Marital | / married
status Single
/ divorced 327 17.6
/ widowed
Number of | None 1048 56.3
children | At least one 812 43.7
Planned 1623 88.2
Pregnancy
Unplanned 218 11.8

We analyzed the demographic characteristics separately for the intervention and non-
intervention groups, too. In the nonintervention group, the responding women’s ages
ranged from 18 to 44 years (mean = 30.46 SD = 4.797). In this group, 1428 women (83%)
were in a relationship, engaged or married; 963 women (55.8%) did not have any children
yet, and 184 women (10.8%) had not planned their pregnancy. In the intervention group,
the responding women’s ages ranged from 18 to 43 years (mean = 30.11 SD = 5.386). In
this group, 99 women (74.4%) were in a relationship, engaged or married; 85 women
(63.4%) did not have any children yet, and 34 women (25.4%) had not planned their
pregnancy. To sum up, women in the intervention group were less likely to be in a
relationship, more likely to be having their first child, and almost two-and-a-half times

more likely to be having an unplanned pregnancy (Table 3).
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Table 3: Demographic data of women in the intervention and non-intervention

groups
N Range Mean SD
Intervention group age 140 18-43 30.11 5.386
Non-intervention group age 1852 18-44 30.46 4.797
Intervention group Non-intervention group
N % N %
Ina
relationship /
99 74.4 1428 83.0
engaged
Marital .
/ married
status
Single
/ divorced 34 25.6 293 17.0
/ widowed
Number | None 85 63.4 963 55.8
of
At least one 49 36.6 763 442
children
Planned 100 74.6 1523 89.2
Pregnancy
Unplanned 34 254 184 10.8

The EPDS questionnaires were obtained around week 10.59 in the first trimester, week

22.44 and 34.43 in the second and third trimester and week 4.81 after childbirth.

4.2 Assessment of depressive scores and pathologic rate

According to the Friedman’s test on the data of the 2042 women, the EPDS mean ranks
changed over time as pregnancy went on and after the child was born: the highest mean
rank was found in the first trimester (mean rank = 2.93), then in the second trimester (mean
rank = 2.43), followed by the postpartum phase (mean rank = 2.38), then the third trimester
(mean rank = 2.26). There was a statistically significant difference in the EPDS scores
between the measuring occasions: ¥*(3) = 392.191, p < 0.001. Dunn-Bonferroni post hoc

tests were carried out and the results showed that there were significant differences between
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all mean scores (all p <0.038), except for the second trimester and postpartum period

(p =0.948) (Figure 1).

Figure 1: The EPDS mean ranks of the four measuring occasions (N = 2042).
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The Frequencies analysis on depressive and non-depressive groups revealed that 16.8% of
the respondents were depressed in the first trimester (unsupplemented sample size: 1859),
12.2% and 10.5% in the second and third trimester (unsupplemented sample sizes: 1637
and 1395) and 7.7% in the postpartum phase (unsupplemented sample size: 1138) (Figure
2). When the whole antepartum phase was in focus, 24% (unsupplemented sample size:
2028) of women had pathologic number of depressive scores at least once during their

pregnancies.
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Figure 2: Pathologic rate of the sample.
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4.3 Relation between the antepartum and the postpartum EPDS scores

According to the Pearson Correlation the EPDS scores of all trimesters and the postpartum
phase correlated significantly, positively with each other, with weak and moderate

correlation (all p <0.001, 0.261 <r <0.464) (Table 4).

Table 4: The EPDS scores significantly correlated with each other in all measuring

occasions (N = 2042).

1 0.434 0.305 0.262
<0.001%** <0.001%** <0.001%**
0.434 1 0.463 0.306
<0.001%** <0.001%** <0.001%**
0.305 0.463 1 0.324
<0.001** <0.001** <0.001**
0.262 0.306 0.324 1
<0.001%** <0.001%** <0.001%**

** means p < 0.001
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We used the same method separately on the intervention and non-intervention groups and
interesting results were found: in the non-intervention group the tendency was the same,
namely all EPDS scores correlated with each other significantly, positively, with weak and
moderate correlation (all p <0.001, 0.246 <r < 0.482); but in the intervention group only
the second and third trimester’s EPDS scores correlated with each other significantly,

r(150) = 0.240, p = 0.003, all other p > 0.105 (Table 5).

Table 5: The EPDS scores significantly correlated with each other in all measuring

occasions in the non-intervention group, but not in the intervention group.

1 0.444 0.331 0.247
<0.001** | <0.001** | <0.001**
0.444 1 0.481 0.314
<0.001** <0.001** | <0.001%**
0.331 0.481 1 0.346
<0.001** | <0.001** <0.001%**
0.247 0.314 0.346 1
<0.001** | <0.001** | <0.001**
1 0.100 -0.032 0.114
0.221 0.702 0.166
0.100 1 0.240 0.114
0.221 0.003* 0.166
-0.032 0.240 1 0.133
0.702 0.003* 0.106
0.114 0.114 0.133 1
0.166 0.166 0.106

** means p < 0.001

* means p <0.05
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4.4 Features of the intervention, participation rate, EPDS scores

According to the data of the intervention group (with 150 women) the number of sessions
varied from one to twenty, the mean was 3.4 (SD = 3.9). The problems that were the focus
of the interventions also varied. These were the following: stress, low mood, panic
symptoms, irritability, anxiety, exhaustion, relationship difficulties, conflicts with own
mother or mother-in-law, feelings of being a bad mother, fear of delivery and the future,
uncertainty about wanting the fetus, obsessive thoughts, previous abortion or stillbirth,
posttraumatic stress symptoms from previous cesarean section, preterm birth and
unplanned pregnancy. In some cases, women learned about their pregnancy in the second
trimester, it could also cause a complication.

From the sample 1561 (76.44%) women did not need intervention, but 37 of them came
anyway, because they felt they needed to. According to the EPDS scores, 481 (23.56%)
women were offered consultation, but only 113 (23.5%) of them attended (Table 6).

Table 6: The rate of women who took part in the intervention, whether it was

recommended to them or not.

N=113 N =368 N =481
(23.5%) (76.5%) (100%)
N=37 N=1524 N=1561
(2.4%) (97.6%) (100%)

According to the Wilcoxon signed-rank test the EPDS mean ranks significantly decreased
after the consultations compared to the before-intervention state, from 38.75 to 25.57,Z = -

6.518, p<0.001 (Table 7).

Table 7: The EPDS mean ranks before and after the intervention (N = 78)
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The Kruskal-Wallis test revealed that there were significant differences in the EPDS mean
ranks in all four measuring occasions between women who started the intervention in
different trimesters or did not attend it at all (all p < 0.001). In all cases the women had the
lowest mean ranks who did not come to the intervention. The pairwise comparisons are

presented in Figure 3.

Figure 3: Pairwise comparisons (with Bonferroni correction) of the EPDS mean
ranks of women who started to attend the interventions in different trimesters or did not
attend at all.
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4.5 EPDS scores and pre- and peripartum complications

The Mann-Whitney U tests with Bonferroni corrections showed that some of the pre- and

peripartum complications are connected to the EPDS mean ranks.
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Statistically significant relationship was found between EPDS mean ranks of the

postpartum phase and protracted cervical dilation: the mean rank of women, who had

protracted dilation, was higher after childbirth (U = 67835.5, p <0.001) (Table 8).

Table 8: EPDS mean ranks in the postpartum phase were connected to protracted cervical

dilation.
EPDS mean ranks
Postpartum
1% trimester 2™ trimester 3™ trimester
phase

Protracted cervical dilation (N = 129) 833.07 834.74 825.2 806.54
No complication (N = 1523) 825.94 825.8 841.79 1062.14

p 0.870 0.835 0.693 0.000*

The relationship is significant if p < 0.007 (Bonferroni correction).

* means significant

Tendency relationship was found with protracted descent grouping in the second trimester

(U =30435, p=0.043) and statistically significant relationships in the third trimester and
postpartum period (U =24141.5, p <0.001 and U =23994.5, p <0.001). In all three cases

the women’s mean ranks were higher who had this complication (Table 9).

Table 9: EPDS mean ranks were connected to protracted descent.

EPDS mean ranks
Postpartum
15 trimester 2" trimester 3™ trimester
phase
Protracted descent (N = 48) 856.44 913.44 1044.55 1047.61
No complication (N = 1523) 783.78 781.98 777.85 777.75
p 0.271 0.043! 0.000* 0.000*

The relationship is significant if p < 0.007 (Bonferroni correction).

* means significant

" means tendency relationship.
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With the preeclampsia grouping variable, we found statistically significant connection in

the postpartum phase: the women, who had preeclampsia in their pregnancies, had higher

mean rank after their delivery, compared to women who did not have preeclampsia,

U =28341.5, p <0.001 (Table 10).

Table 10: EPDS mean ranks were connected to preeclampsia.

EPDS mean ranks
Postpartum
1% trimester 2™ trimester 3™ trimester
phase
Preeclampsia (N = 52) 817.08 837.52 698.97 1004.47
No complication (N = 1523) 787.01 786.31 791.04 780.61
p 0.636 0.414 0.135 0.000*

The relationship is significant if p < 0.007 (Bonferroni correction).

* means significant

We have found tendency relationship between IUGR and EPDS mean ranks in the second

and third trimester: the mean rank of women, whose fetus growth was restricted, tended to

be higher compared to women who did not have an IUGR fetus, U =15249.5, p=0.018
and U = 16047.5, p = 0.042 (Table 11).

Table 11: EPDS mean ranks were connected to [UGR.

EPDS mean ranks
Postpartum
1% trimester 2™ trimester 3™ trimester
phase
IUGR (N =27) 797.91 972.20 942.65 846.83
No complication (N = 1523) 775.10 772.01 772.54 774.24
D 0.791 0.018" 0.042" 0.366

The relationship is significant if p < 0.007 (Bonferroni correction).

" means tendency relationship.
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Statistically significant relationship was found between low birthweight and EPDS mean

ranks in the second trimester, U = 56185.5, p < 0.001 and further tendency relationships in
the third trimester and postpartum period, U = 62948, p = 0.040 and U = 63842, p = 0.057

(Table 12). In all cases the women had higher mean ranks, whose newborn had low

birthweight.

Table 12: EPDS mean ranks were connected to low birthweight.

EPDS mean ranks
Postpartum
1% trimester 2" trimester 3™ trimester
phase
Low birthweight (N = 94) 861.01 972.78 900.84 891.33
No complication (N = 1523) 805.79 798.89 803.33 803.92
D 0.262 0.000* 0.040°" 0.057°

The relationship is significant if p < 0.007 (Bonferroni correction).

* means significant

" means tendency relationship.

Between EPDS mean ranks and premature birth or GDM no connection was found, all

p>0.117 (Table 13 and Table 14).

Table 13: EPDS mean ranks were not connected to premature birth.

EPDS mean ranks
) ) ) Postpartum
1% trimester 2™ trimester 3™ trimester
phase
Premature birth (N = 143) 835.40 812.82 891.23 843.04
No complication (N = 1523) 833.32 835.44 828.08 832.60
p 0.960 0.583 0.118 0.788

The relationship is significant if p < 0.007 (Bonferroni correction).




24

Table 14: EPDS mean ranks were not connected to GDM.

EPDS mean ranks
Postpartum
1% trimester 2" trimester 3™ trimester
phase
GDM (N = 181) 829.24 861.46 823.73 804.85
No complication (N = 1523) 855.24 851.44 855.92 858.16
p 0.501 0.791 0.386 0.136

The relationship is significant if p < 0.007 (Bonferroni correction).

4.6 Intervention and pre- and peripartum complications

The Pearson’s Chi-square tests revealed no significant differences between the intervention

and non-intervention groups in the following pre- and peripartum complications:

preeclampsia, GDM, IUGR, premature birth, low birthweight, protracted cervical dilation

and protracted descent (all p > 0.150).

4.7 EPDS scores and mode of delivery

According to the Mann-Whitney U test there was a connection between the EPDS mean

ranks and mode of delivery. It was found that the women, who had a cesarean section had

significantly higher mean ranks in the postpartum period compared to women who had

vaginal birth, U = 467991, p = 0.007. No significant connection was found during the other

measuring occasions, all p > 0.184 (Table 15).
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Table 15: The EPDS mean ranks of women who had cesarean section or vaginal

delivery in all measuring occasions.

EPDS mean ranks
EPDS mean ranks
‘ ‘ ) in the cesarean
in the vaginal birth p

section group
group (N =1214)

(N = 826)
1 trimester 1014.84 1028.81 0.596
2" trimester 1006.52 1041.04 0.185
3 trimester 1012.69 1031.98 0.452
Postpartum 993.00 1060.92 0.007*

* means p <0.05

4.8 Intervention and mode of delivery

The Pearson’s Chi-square tests showed a relationship between intervention and mode of
delivery. The result showed that the women who began the intervention during their
pregnancies were significantly less likely to have a cesarean section compared to women
who did not participate in the intervention (30.9% vs 40.69%), x*(1) =4.137, p = 0.042
(Table 16).

Table 16: The association between starting the intervention during pregnancy and

mode of delivery.

Non-intervention Intervention group
group during during pregnancy p
pregnancy

Vaginal birth 1121 76

(N=1197) (59.31%) (69.09%)
Cesarean section 769 34

0.042%*

(N =2803) (40.69%) (30.91%)

1890 110
Total (N)
(100%) (100%)

* means p <0.05
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There was also a significant relationship in the postpartum phase: the women who
had cesarean section were significantly more likely to ask for psychological consultation

than the women who had vaginal birth (2.9% vs 1.5%), ¥2(1) = 4.576, p = 0.032 (Table 17).

Table 17: The association between mode of delivery and starting the intervention in

the postpartum phase.
Non-intervention Intervention group
roup in the in the postpartum
s Total (N)
postpartum phase phase
(N =1890) (N =40)
1121 17 1138
Vaginal birth
(98.5%) (1.5%) (100%)
. 769 23 792
Cesarean section
(97.1%) (2.9%) (100%)
p 0.032%*

* means p <0.05

4.9 Demographic variables and EPDS scores

The Mann-Whitney U tests revealed significant relationships between the EPDS mean
ranks and demographical variables (marital status, number of children and planning of
pregnancy).

Our results have shown that the women who did not plan their pregnancies had significantly
higher mean ranks in all trimesters and tended to have higher mean rank in the postpartum
phase compared to the women who planned their pregnancies: in the first trimester
U =134727.5, p<0.001, in the second trimester U= 147653, p <0.001, in the third
trimester U = 144896.5, p <0.001 and in the postpartum phase U = 161046.5, p = 0.022
(Table 18).
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Table 18: EPDS mean ranks of women who had planned (N = 1623) or unplanned

(N = 218) pregnancies in all measuring occasions.

EPDS mean ranks p
Unplanned
1114.48
1% trimester pregnancy <0.001**
Planned pregnancy 895.01
Unplanned
1055.19
27 trimester pregnancy <0.001**
Planned pregnancy 902.98
Unplanned
1067.84
3" trimester pregnancy <0.001%*
Planned pregnancy 901.28
Unplanned
993.75
Postpartum pregnancy 0.022%*
Planned pregnancy 911.23

** means p < 0.001

* means p <0.05

When marital status was in focus we found that single, divorced or widowed women had
higher mean ranks in all measuring occasions compared to women who were in a
relationship or married, but the differences were significant only in the first and second

trimester, U =223396.5, p = 0.003 and U = 223011, p=0.002 (Table 19).
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Table 19: EPDS mean ranks of women who were single/divorced/widowed

(N =327) or in a relationship/engaged/married (N = 1527) in all measuring occasions.

EPDS mean ranks p

S/D/W 1007.83

1% trimester 0.003*
Ir/E/M 910.30
S/D/W 1009.01

2" trimester 0.002*
Ir/E/M 910.05
S/D/W 933.84

3" trimester 0.807
It/E/M 926.14
S/D/W 934.63

Postpartum 0.778
It/E/M 925.97

S/D/W means single/divorced/widowed. Ir/E/M means in a relationship/engaged
/married.

* means p <0.05

With the variable number of children, the results were not this straight forward: during
pregnancy the women had higher mean ranks who had already had at least one child, but
in the postpartum period women with no children had higher mean rank. The difference

was significant only in the postpartum phase, U = 392145.5, p = 0.002 (Table 20).

Table 20: EPDS mean ranks of women who had at least one child (N = 812) or no

child at all (N = 1048) in all measuring occasions.

EPDS mean ranks p

No child 914.22

1% trimester 0.134
At least one child 951.52
No child 915.95

2" trimester 0.176
At least one child 949.28
No child 914.20

3" trimester 0.124
At least one child 951.54
No child 962.32

Postpartum 0.002*
At least one child 889.44

* means p <0.05
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When age was in focus the Kruskal-Wallis test with Bonferroni correction showed that the
youngest group (women under 21) had the highest mean ranks and groups 26-30 and 31-
35 years old had the lowest mean ranks in most of the cases. The difference between groups
was significant in all trimesters (p < 0.005), but not in the postpartum phase (p = 0.926)
(Table 21). The differences of the EPDS mean ranks between the age groups in all

trimesters are presented in Figure 4.

Table 21: EPDS mean ranks of women in different age groups in all measuring

occasions.
Age . EPDS mean 0
ranks
<20 56 1211.02
21-25 525 1070.89
1! trimester 26-30 668 973.62 0.004*
31-35 721 967.59
36< 295 1014.70
<20 56 1250.29
21-25 525 1070.06
2" trimester 26-30 668 994.39 0.001*
31-35 721 95491
36=< 295 991.91
<20 56 1261.58
21-25 525 1015.33
3™ trimester 26-30 668 972.10 0.001*
31-35 721 970.15
36< 295 1049.74
<20 56 1000.26
21-25 525 1015.27
Postpartum 26-30 668 996.62 0.926
31-35 721 999.27
36< 295 972.69

* means p <0.05
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Figure 4: Pairwise comparisons (with Bonferroni correction) of the EPDS mean

ranks between the age groups in all trimesters.
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4.10 Interventions and demographic data

The Pearson Chi-square tests revealed significant relationships between intervention and
some of the following demographic variables: marital status, parity, planned pregnancy.
According to the results, the women who were single or divorced or widowed were
significantly more likely to ask for intervention (10.4%) compared to those, who were in a

relationship or married (6.5%), ¥*(1) = 6.197, p = 0.013 (Table 22).
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Table 22: The association between marital status and intervention.

Non-intervention Intervention
group group Total (N) p
(N=1721) (N=133)

Single / divorced / 293 34 327
it oL (89.6%) (10.4%) | (100%)
0.013*
status  In a relationship / 1428 99 1527
engaged / married. (93.5%) 65%) | (100%)

* means p <0.05

When pregnancy was in focus: the women whose pregnancy had been unplanned were
more likely to ask for psychological consultation (15.6%) compared to those who had

planned it (6.2%), ¥3(1) = 25.349, p < 0.001 (Table 23).

Table 23: The association between planned or unplanned pregnancy and

intervention.
Non-intervention Intervention
group group Total (N) p
(N=1707) (N=134)
184 34 218
Unplanned pregnancy
(84.4%) (15.6%0) (100%)
<0.001%**
1523 100 1623
Planned pregnancy
(93.8%) (6.2%0) (100%)

** means p < 0.001

However, when parity was considered, only tendency difference was obtained between the
women who came to the consultations and did not have any children yet (8.1%) and those

who had at least one child (6%), x*(1) = 2.950, p = 0.086 (Table 24).
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Table 24: The association between number of children and intervention.

) _ Intervention
Non-intervention Total (N)
rou ota p
group (N =1726) SHoup
(N=134)
963 85 1048
No child
(91.9%) (8.1%) (100%)
0.086"
763 49 812
At least one child
(94%) (6%0) (100%)

" means tendency relationship

5. Discussion
5.1 Assessment of EPDS scores and pathologic rate

According to our results, the first trimester seems to be the most sensitive in the aspect of
depression: it represented the highest EPDS mean rank with 2.93 points and the highest
pathological rate (16.8%). In our opinion, it can be explained by the fact that having a child
1s great responsibility and sometimes this can be overwhelming, even if the pregnancy was
planned. When the pregnancy was unplanned women had to decide during a quite short
period of time whether they wanted to keep the fetus or not, which could be distressing.
Besides women could be afraid of miscarriage, which can affect every fifth pregnancy [71].
Other facts could also disturb this period, like morning sickness, existential anxiety, stress
during medical examinations and so on.

In the second trimester both the EPDS mean rank and the pathological rate decreased (2.43
points and 12.2%). This might have been, because the decision on keeping the fetus was
made and women could start to bond with their fetus, as they could feel its movements,
their abdomen was not too big yet to make movement and sleeping harder than usual.
Besides after the ultrasound examination on the 12" week women could become more
relaxed if they found out that everything was fine with the fetus.

In our sample the third trimester seemed to be the most relaxed time during this time (mean
rank = 2.26, pathological rate = 10.5%). It can be the result of the fact that the main plans
and tasks have been done: many women said during the interventions that weeks before

their delivery they had already finished the clean-up, rearranging the house, they had had
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the baby-furniture and the equipment to be able to take care of the newborn. Besides, by
this time they could focus more on the relationship with their fetus, because they could feel
its kicking and other movements; these positive feelings might help women cope with their
difficulties, like the still growing abdomen, which could make moving and sleeping more
and more difficult. In addition, many women were not afraid yet of the childbearing around
the 34" week, when the EPDS questionnaires were taken. Also, lots of women had already
attended to the psychological intervention, which could also be in the background of the
lower EPDS mean rank and pathological rate.

After delivery the mean ranks grew a little (2.38 points), but the pathological rate decreased
(7.7%). In our opinion, the reason is that women had to face a lot of new challenges such
as setting up the daily routine, taking care of the baby and so on, which could be a little
overwhelming at first, but most of the women could cope with it. Actually, a lot of women
said during the interventions, that they could not wait for their baby to be born, because
afterwards, when they had their newborn in their arms, they had more direct clues on what
they were doing wrong or right. Besides several women asked for psychological
intervention before the last screening appointment, which also could be part of the lowered
pathological rate.

Of course, it can also happen that women who felt a lot worse after delivery did not want
to take part in the screening anymore and their missing EPDS questionnaires have a
distorting effect on our results showing only slightly higher mean ranks and decreased
pathological rate.

The pathological rate in our sample (16.8%, 12.2%, 10.5% and 7.7%) differed in some
ways from the ones in the meta-analysis of Gaynes et al. [16] (11% in the first trimester,
8.5% in the second and third trimester and 9.7% in the postpartum period). Thus, it seems
in the literature that depressed mood is the most common in the first trimester, then the
prevalence decreases during later phases of the pregnancy, afterwards it increases after
delivery. In our sample the prevalence is higher in all trimesters, but it decreases gradually,
and it is lower in the postpartum phase compared to the meta-analysis [16]. In the
background of this variation can be the cultural difference between studies or the used
screening tool (none of the studies in the meta-analysis used the Hungarian version of the
EPDS). It is also plausible that the screening program is in the background of these
diversions. First, lots of women who needed and asked for help got adequate psychological

support. Besides the screening program went on for years, which might have sensitized



34

people to depressive symptoms in the healthcare system and in women’s milieu too, thus
women could have got more support from everywhere.

The pathological rate differed from some previous studies too, which were conducted in
the area: in Szeged 10.8%, 6.9%, 6.5% and 7.8% [29] and 12%, 6%, 6.4% and 8.2% [24];
in Békéscsaba 9.3%, 12.8%, 9.3% and 17.5% [24] and 15.31%, 14.29%, 11.87% and
12.68% [28] of women showed pathologic number of depressive symptoms in the first,
second, third trimester and postpartum phase. These differences can be linked to the
different sample size and demographic data.

When the antenatal phase was in focus, we found that 24% of women were depressed at
least once from the three trimesters, according to the screening tool. This is somewhat more
than 17.9%, which was found in Bodecs’s [19] study. We used different measuring tool on

a bigger sample, which can explain the distinct results.

5.2 EPDS scores and pre- and postpartum data

5.2.1 Mode of delivery

Some studies found that the circumstances of the delivery can have an adverse effect on
postpartum mood: some have found that delivering by cesarean section can increase the
risk of postpartum depression [72—75]. We had similar results, namely cesarean section
was connected to increased depressive scores in the postpartum period. This can be
explained by various factors:
- after the cesarean section mothers usually cannot see their newborn as soon as
women who had vaginal birth [75]
- their spouse cannot be in the delivery room, thus cannot support her [75]
- emergency cesarean section can be an unexpected and shocking experience for both
the woman and her spouse [75]
- newborns are more likely to have neonatal problems when delivered by cesarean
section [75]
- the cesarean section can increase the likelihood of intensified pain and infections in
the postpartum period [75]
- besides during the interventions, after cesarean section, many women said that they

thought that they were bad mother, who could not even bear her own child. They
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also mentioned the feeling of lack of control during the childbearing, which could

also contribute to the higher EPDS scores.

There are also studies that have not found such difference in the depressive scores of the
postpartum phase [76,77]. Between antenatal depression and cesarean section no
connection was found in our sample, however, others have found that depression in late

pregnancy is associated with higher risk of cesarean section [38].

5.2.2 Protracted dilation and protracted descent

To our knowledge no previous studies have analyzed if protracted dilation or protracted
descent have any effect on mood in the postpartum phase. Our results suggested that women
had higher depressive scores after delivery if any of these complications occurred during
childbirth. In our opinion, it is possible that these difficulties made this event a more painful
memory, when (as some women said later) they felt less self-confident and had decreased
feeling of competence, some women were even truly afraid that they would not be able to
deliver their child.

Tendency relationships are also important to mention, because - although they are not
significant associations — they imply which connections should be further studied with
stronger study settings. As protracted descent tendency and significant relationship were
found in the second and third trimester too, thus it seems as if women who had protracted
descent had higher depressive scores before delivery. This can be explained by depressive
symptoms: a lot of energy is needed to give birth to the child, so if a woman feels fatigued,
tired or exhausted [52], it’s harder to make such an effort. Another depressive symptom
can be hardship in thinking and concentrating [52], which can make cooperation with the
medical staff more difficult. Besides feeling worthless, powerless or incapable [52] can

also hinder the process.

5.2.3 Preeclampsia

Women who had preeclampsia during their pregnancies, were more likely to have higher
depressive scores after delivery. Some previous studies have found similar results,
although according to them, preeclampsia is not an independent risk factor for higher

postpartum depressive scores. It has more to do with the consequences of this complication
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such as birth weight, mode of delivery, if admission to the neonatal intensive care unit is
necessary and how long women or their newborns are hospitalized [78-80]. We did not

find association between preeclampsia and antenatal depression, however other studies did

so [39].

5.2.4 Intrauterine growth restriction

Earlier was found that depressive symptoms in the second and third trimester were
associated with increased likelihood of having an TUGR fetus [44,81,82]. In our sample
tendency relationships were found between higher depressive mean ranks and IUGR in the
second and third trimester. As reported by Diego et al. [81] this might be mediated by the
elevated cortisol level, either by directly reaching and affecting the fetus or it might change
the placental environment. For example, the elevated cortisol level might cause decreased
uterine artery blood flow, which might result in placental hypoxia, thus the fetus lacks
oxygen and nutrients, which can lead to fetal growth restriction [81,83]. In our opinion, a
reversed connection is also plausible: women’s depressive scores could have also increased
after getting the IUGR diagnosis, because they were stressed out with the possible
consequences of it: women could have been afraid, that their child would have a serious
disease, or even pass away before, during or after delivery. Although Grote et al. [44] found
no significant association between antenatal depression and IUGR in their meta-analysis,
they did find that if a woman was experiencing antenatal depression in a developing
country, she was twice as likely to have an IUGR fetus compared to depressed pregnant

women in Europe or in the USA.

5.2.5 Low birthweight

The results revealed that in our sample low birthweight was significantly associated with
higher EPDS mean ranks in the second trimester. Besides, tendency associations were
found between low birthweight and higher EPDS mean ranks in the third trimester and after
delivery.

Some studies have found that antenatal depression is a significant risk factor for low
birthweight [29,44,45,81,84], furthermore, according to Nasreen et al. [85] mothers with
depressive symptoms were twice as likely to have a low birthweight infant compared to the

women who did not have these symptoms. As stated by Diego et al. [81] low birthweight
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after antenatal depression can also be mediated by the increased maternal cortisol level.
Besides antenatal depression and anxiety, low birthweight was associated with maternal
malnutrition and poor economic status, furthermore negative connection was found
between low birthweight and antepartum consultation, perinatal psychological support or
family support, but the association with antenatal depression was independent of the effects
of these factors [85]. Although a research in Pakistan has not found such a connection

between depression and low birthweight [86].

5.2.6 Gestational diabetes

Nowadays diabetes mellitus counts as an endemic disease that does not spare pregnant
women: earlier studies showed that the prevalence of GDM in Hungary was between 3.0-
6.4% before the 21™ century [80 in reference to 81,82] and 9.29% in Tolna county between
2000 and 2007 [87]. In our sample 8.86% of women had GDM. Earlier it was found that
women with GDM had higher state anxiety in the second trimester, as GDM is an additional
complicating diagnosis [90], thus we hypothesized that GDM might also have an
association with depressive symptoms. However, in our study no relationship was found
between GDM and depressive scores, although in the study of Hinkle et al. [40] there was
an association between them both in the antepartum and the postpartum phase. Behind this
relationship might stand inflammation: according to the review of Robakis et al. [91], there
is an overlap between the inflammatory profile of GDM and depression, which should be

further analyzed to have a clearer picture of this association.

5.2.7 Preterm birth

We did not find significant relationship between preterm birth and depressive scores, while
other studies did find that antenatal depression was associated to preterm birth
[42,44,81,82], with elevated cortisol level as a moderating factor [81,92].

Many of these complications can have long term effects on the descendant, for example
preterm birth was associated with increased childhood mortality and diminished
reproductivity in adulthood [93]. Complications can also influence health care charges: as
birth weight and gestational age at birth decreased, the charges for hospitalization increased

[94].
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It is also important to mention that women who are socioeconomically disadvantaged are
in double threat: they have an increased risk to become depressed and have a perinatal
complication. Furthermore, they are less likely to be accurately diagnosed and usually they

have less chance to have access to accurate mental health services [44].

5.3 Relation between the antepartum and the postpartum EPDS scores

Leigh and Milgrom [35] found earlier that antepartum depression is a strong predictor for
postpartum depression. Our results showed weak to moderate positive correlations between
the EPDS scores of the measuring occasions implying that depressive scores were quite
stable: women who had higher depressive scores in the earlier measuring occasions were
more likely to have higher scores later as well and vice versa.

We also ran this analysis separately on the intervention and non-intervention groups to see
if anything changes. The results showed the same tendency in the non-intervention group,
namely all EPDS scores correlated with each other significantly, positively, with weak and
moderate correlation. Although when the intervention group was in focus, only the EPDS
scores of the second and third trimester correlated significantly, which implies that the

depressive scores varied more in this group.

5.4 Associations with intervention

After the correlation analysis we examined how different the EPDS scores of the
intervention and non-intervention groups were from each other, what was in the
background of this variability. At first, we analyzed the difference between the before
intervention and after intervention EPDS ranks and found significant decrease. Previous
studies also found that intervention could help reducing depressive symptoms [60]. This is
especially meaningful, because according to van Schaik et al. [95], most women preferred
psychotherapy to antidepressant medication, especially among postpartum women [96].

We analyzed if there was a difference in the EPDS mean ranks between women who started
the intervention in different trimesters or did not attend it at all. The results showed that the
lowest EPDS ranks were in the non-intervention group implying that they had some
problems, some symptoms too, but in most cases, they could cope with them. In almost all
intervention groups, those EPDS mean ranks were the highest when women started the

intervention. In our opinion, this implies that all women could cope with some of their
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problems along the way, but when they felt the most overwhelmed, they asked for help.
This looks promising, because not every problem needs professional support, as we could
see in the non-intervention group, but when there was a need, some women had confidence,
strength and determination to ask for help. After women attended the interventions, their
EPDS mean ranks tended to decrease in all the following measuring occasions [68].
Milgrom et al. [56] found that the women who attended antenatal psychological
interventions had lower depressive scores in the postpartum phase compared to women,
who did not attend it. In our sample this was not the case, however, the EPDS mean ranks
of the groups starting the intervention in the first and second trimester, did not differ
significantly from the EPDS mean ranks of the non-intervention group. This implies that
the sooner started antenatal psychological interventions could help in a much more
intensive way preventing postpartum depression [68], which was concluded in Dennis and
Hodnett’s [57] review too.

The overall highest EPDS mean rank was in the first trimester of the first-trimester-
intervention-group. We think that mostly the women attended the intervention so early,
whose pregnancy was unplanned, and they did not know whether they wanted to keep the
fetus or not. It is quite hard and stressful to decide over a new life, which could increase
depressive symptoms.

In the literature, about 6.5% of the identified depressed women asked for professional help
[97], in our sample 23.5% did. This difference may be due to the fact that in Hungary
women usually have a good relationship with their perinatal nurses, they trust them and
during the screening program these perinatal nurses suggested women exhibiting possible
depressive symptoms should seek professional help. However, still less than one quarter of
the women with high EPDS scores contacted the psychologist. This might be— as women
in the intervention group often mentioned - because, in Hungary there is still a stigma
against seeking psychotherapy. Most people are still afraid that others would think they are
incompetent or even mentally challenged if they ask for psychological help [68]. It is not
helpful, either, that extreme and violent psychotic symptoms and behavior are associated
with postpartum depression in the media, which makes women confuse the two conditions;
therefore, they refuse to ask for help as they do not want to be associated with such intense
acts, aberrant behavior. Public education focusing on the differences between the two
conditions might help to reverse this negative tendency [68,98].

When pre- and peripartum complications and intervention were in focus no significant

relationship was found. This can be promising, because EPDS ranks were higher in all the
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intervention groups in some cases significantly higher) compared to the non-intervention
group and, as we presented earlier, some of the complications were associated with higher
EPDS ranks. The fact that the statistical analysis revealed no associations with the
complications (although women had higher EPDS mean ranks in the intervention groups)
might mean that psychological intervention can provide some kind of protective factor
against these negative outcomes, but of course, to come to such conclusion further and
deeper studies are needed [68].

When mode of delivery and intervention was in focus an interesting result appeared: the
women who started the interventions during their pregnancies were significantly less likely
to have cesarean section compared to women in the non-intervention group. Laursen,
Johansen and Hedegaard [99] found earlier that women with fear of the actual delivery
were more likely to have a protracted labor and an emergency cesarean section During the
interventions some women talked about their fears of giving birth, which became the focus
for some of the following consultations. In our opinion, it is possible, that these
psychoeducational consultations might lead to less stressful deliveries with less cesarean
sections, but of course, further studies are needed to determine the consultations’
contribution [68].

It is also important to mention that psychological intervention is not available for, or desired
by everybody; in these cases, professionals should consider pharmacological treatment for
antenatal depression in hope of preventing or avoiding some of the possible perinatal

complications and postpartum depression [44].

5.5 Associations with demographic variables

When EPDS mean ranks and demographic data were in focus, our results were similar to
previous findings. Just like previously [28—33] more or more severe depressive symptoms,
thus higher depressive scores were related to unplanned pregnancy and being single or
widowed, which can be understood, because raising a child is great responsibility, it has it
costs and it can be even harder if the mother-to-be is single or without family support. Even
if “unplanned” does not necessarily mean “unwelcome”, women still have to cope with the
ramifications of this event, which will have effect on the rest of their lives [98]. On the
other hand, deciding on abortion can cause feeling of guilt, because a life is taken away.
Although these associations were only significant in the antepartum period, which might

imply that (as their pregnancies progressed) women learned how to cope with their
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difficulties, like where or who to ask for support. That is important, because as Singh and
Mahapatra [100] reported, unplanned pregnancy was significantly associated with risk
behavior and inadequate prenatal care.

Younger or older age were also associated to higher depressive scores [19,28,29,32,33]; in
the present analysis 26-35 years old seems to be the ideal age to be pregnant, if depressive
scores are in focus. Being younger might be a risk factor, because usually more time is
needed for financial stability, besides unplanned pregnancy rate is higher in the 16-19 years
old group than in the elder groups [101]. While being older might evoke questions whether
they will have enough energy to raise a/another child or they could be afraid of the higher
rates of complications [102].

In earlier studies primiparity was found to be a protective factor [29,30]. In our sample
primiparas had lower EPDS mean ranks during pregnancy; while in the postpartum period
they had the higher EPDS mean ranks, and only this difference was significant. This
change in the tendency could be because multipara women had to take care of their other
children, thus it could be harder to concentrate on the positive aspects of their pregnancies,
like their relationship with their fetus [29]. Besides, if there was a complication during the
previous pregnancy it could have caused further distress [29]. However, in the postpartum
period the tendency can change: multipara women are still busier, but they have already
had experience how to take care of a newborn, how to set up a new routine in their life, and
so on. Primipara women lack this experience, which can make this time more difficult for
them.

According to our results, the women were more likely to come to the interventions, whose
pregnancy were unplanned and who were widowed or single. This seems to be
understandable, because these groups had the higher EPDS ranks, so they must have felt

more overwhelmed with their difficulties.

5.6 Other approaches, further research possibilities

When we talk about depression, we mostly think of a single condition that has several
symptoms which can be interchanged and are equally good indicators. Thus, we sum up
the severity of these symptoms, and the sum-score reveals the severity of the disorder [103].
Several researchers started to analyze the EPDS questionnaire with a different approach:
they searched for latent factors among the questions of the screening tool. In our study

[104] we used confirmatory factor analysis, a model confirmatory approach to analyze
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these previously found factors (including the ones found earlier on a smaller Hungarian
sample by some of our authors [25,26]) on our big Hungarian sample. In our sample we
had the data of 2967 pregnant women, whose gestational age was between 12 and 30 weeks,
and 714 women’s after delivery EPDS scores. We also created our six own theory-driven
models on which questions might constitute the different factors. Our first model (M1)
included “anhedonia” factor (EPDS items 1, 2), “anxiety” factor (items 3, 4, 5) and “low
mood” factor (items 8, 9). Our second and third model were similar, but we used the
“hopelessness” factor (items 6, 10) instead of “low mood” (M2), or both (M3). We also
created another “anxiety” factor without item 3 (guilt), because we thought it might not fit
in well enough. Thus, our fourth model (M4) included “anhedonia” (items 1, 2), “anxiety”
(items 4, 5), “low mood” (items 8, 9), and a fourth, “suicidal risk” factor (items 3, 6 and 10
as in guilt, helplessness, and self-harm thoughts). The fifth model was like M4, but we
removed the “suicidal risk” factor (M5: the “anhedonia” factor, the “anxiety” factor with
two items and “low mood”). Finally, our sixth model was like M5, but we replaced the
“low mood” factor with the “suicidal risk” factor (M6).

According to our results, our best fitting model was M5 in the antepartum period and M6
(closely followed by M5) in the postpartum phase. Only few of the previously found models
fit a little better in some aspects, but our best model showed the best overall fit with the
data [104].

To our knowledge, ours was the first of these studies, that conducted confirmatory factor
analysis model approach to examine all previously published factors on one big sample. To
our knowledge, we were also the first ones who reexamined previously found factors in the
same population area, but on a bigger sample [104].

It would be productive and promising if further research could analyze whether the
mentioned factors are associated with pre- and peripartum complications, mode of delivery,

demographic data or psychological intervention.

6. Conclusion

Our first objective was to assess the relationship between pre- and peripartum
complications, demographic data and EPDS scores. Our results were the following:
- significantly higher EPDS mean ranks were associated with
o cesarean section (in the postpartum phase)

o protracted dilation (in the postpartum phase)
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o protracted descent (in the third trimester and postpartum phase)
o low birthweight (in the second trimester)
- tendency relationships were found between higher EPDS mean ranks and
o IUGR (in the second and third trimester)
o low birthweight (in the third trimester and postpartum period)
o protracted descent (in the second trimester)
- no relationship was found between higher EPDS mean ranks and
o premature birth
o GDM.

With demographic data the following results were found:

- significantly higher EPDS mean ranks were associated with
o unplanned pregnancy (in all trimesters)
o Dbeing single, divorced or widowed (in the first and second trimester)
o having the first child (in the postpartum phase)
o being younger than 21 years old or older than 35 years old (in all

trimesters)
- tendency relationship was found between higher EPDS mean rank and

o unplanned pregnancy (in the postpartum phase)

Our second objective was to assess the pathological rate in our South-Hungarian sample
and explore how EPDS scores varied during the pre- and postpartum phase. According to
our results the first trimester seemed to be the most problematic phase with the highest
pathological rate; after this time the pathological rate decreased in all the measuring
occasions, which result differs from the ones in the literature. The pathological rate in the
postpartum phase is lower compared to the results of previous studies.

We also found that EPDS scores are quite stable: antenatal and postnatal depressive scores
correlated with each other positively, with weak or moderate correlation.

These findings, namely the stability of depressive scores over time, and their association to
pre- and peripartum complications and mode of delivery, emphasize the importance of the
pre- and postpartum depression screening program. As from now on we can identify
women with higher EPDS scores, who are more likely to have some of the aforementioned

complications.
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Our third objective was to explore how psychological intervention was related to pre- and
peripartum complications, mode of delivery, EPDS scores and demographic data.
According to our findings the after-intervention scores were significantly lower compared
to the before-intervention scores, which implied the suitability of the used approaches.
Besides we found, that the EPDS scores of women who came to the interventions, were the
highest when they started the psychological sessions. According to our explanation this
might mean that women could cope with their difficulties for a while, but when problems
got overwhelming, some women wanted to seek for support. From our sample only 23.5%
of women, to whom the intervention was offered, asked for support. This shed light on the
importance of (psycho)education: it is essential to educate people to ask for professional
help without feeling ashamed, when they are experiencing overwhelming hard times in
their lives.

When demographic data were in focus: the women came to the interventions more likely,
who were single, divorced or widowed, or who carried unplanned pregnancy. As these
women tend to have higher depressive scores, in our explanation it is understandable that
they are more likely to ask for help.

When pre- and peripartum complications were in focus, no significant difference was found
between the intervention and non-intervention groups. This can be promising, because
women in the intervention group had higher depressive scores, thus more complications
could be excepted in this group based on the EPDS score and pre- and peripartum
complications findings. Besides, women who attended interventions during the antenatal
phase were less likely to have cesarean section compared to women in the non-intervention
group, which might imply that psychological support can be a protective factor against this
operative delivery.

These findings emphasize the importance of the psychological intervention, as part of the
pre- and postpartum depression screening program, to provide professional assistance to
anybody who feels the need for support when having problems during this certain period

of her life.

7. New statements of the study

Our study results showed significant relationships between pre- and peripartum

complications, mode of delivery and EPDS scores; besides the results implied the

effectiveness of psychological interventions in reducing depressive scores and the rate of
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cesarean sections. All these emphasize the importance of the pre- and postpartum
depression screening procedure and providing psychological support to women who need
it.

It would be desirable this screening program should become a routine procedure in
Hungary. This way we could conduct more and more detailed studies to find more specific
relationships between depressive scores, psychological interventions and pre- and
peripartum data. Besides, this way psychological support could become more available for
every pregnant and postpartum woman who struggles with various difficulties during this

time.
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Appendix

Appendix 1: Sociodemographic questionnaire

e

Szocio-demografiai adatlap a pszicholdgiai szlir6vizsgalathoz

Kismama életkora:
Csaladi allapota:
Terhességi kor:
Gyermekek szama:

Jelenleg all-e pszichiatriai kezelés alatt: nem

Kordbban allt-e pszichiatriai kezelés alatt: nem

Tervezett terhesség?: igen nem

igen
Betegség megnevezése:
igen

Betegség megnevezése:

Miutan valaszolt a kérdésekre, kérem toltse ki a tuloldalon taldlhaté EPDS kérdGivet!

Dr. Toreki Annamaria

pszichologus
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Appendix 2: EPDS questionnaire

Edinburgh Postnatal Depression Scale (EPDS)

Mivel On vdrandds, vagy mostandaban sziiletett gyermeke, azt szeretnénk megtudni, hogyan érzi
magat. Kérem, jeldlje be azokat a vélaszokat, amelyek a legkdzelebb allnak ahhoz, ahogy On érezte
magat az elmult 7 napban (és nem csak jelenleg).

Tehat az elmult 7 napban...

1. Képes voltam nevetni és a dolgok mulatsagos oldalat nézni.
Ugyanolyan gyakran, mint korabban

Talan kicsit ritkabban

EgyértelmUen ritkabban

Egyaltalan nem

2. Orommel vartam bizonyos dolgokat.
Ugyanugy, mint régen

Talan kicsit ritkabban

EgyértelmUen ritkabban

Egyaltaldan nem

3. Feleslegesen hibaztattam magam, amikor a dolgok rosszul mentek.
Tobbnyire igen

Elég gyakran

Nem tul gyakran

Soha

4. Minden kiilénésebb ok nélkiil szorongéva, aggodalmassa valtam.
Soha

Kivételes esetekben

Tobb alkalommal

Nagyon gyakran

5. Minden kiilon6sebb ok nélkiil félelem vagy panik tért ram.
Nagyon gyakran

Tobb alkalommal

Kivételes esetekben

Soha

6. Osszecsaptak fejem folott a hullamok.

Igen, tobbnyire nem tudtam megbirkdzni a dolgokkal.

Igen, néha nem tudok oly mértékben megbirkdzni azokkal, mint kordbban.
Nem, tébbnyire jél elboldogulok azokkal.

Nem, ugyanolyan jél megbirkdézom azokkal, mint korabban.
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7. Olyan boldogtalan voltam, hogy problémam volt az alvassal.
Tobbnyire igen

Tobb alkalommal

Csak ritkan

Soha nem fordult el

8. Szomorunak vagy szerencsétlennek éreztem magam.
Tobbnyire igen

Elég gyakran

Csak ritkan

Soha nem fordult el6

9. Annyira boldogtalannak éreztem magam, hogy sirva fakadtam.
Igen, legtobbszor

Igen, elég gyakran

Csak ritkan

Soha nem fordult el6

10. Eszembe jutott mar, hogy kart teszek magamban.
Elég gyakran

Néha

Szinte soha

Soha
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Abstract

Antenatal and postpartum depression has been associated with maternal, child and family-unit complications. Our aim was
to assess the impact of a depression screening and intervention program on perinatal complications. This study included
2042 women. They were screened on the Edinburgh Postnatal Depression Scale (EPDS), three times during pregnancy
and once after childbirth. If their EPDS score was above the cut-off score, psychological intervention was offered. Signifi-
cant relationships were found between depression scores and perinatal complications, such as protracted cervical dilation,
protracted descent, preeclampsia, intrauterine growth restriction, low birthweight and cesarean section. Depression scores
were higher in the intervention group, compared to the non-intervention group, but decreased after the consultations. The
cesarean section rate was significantly lower in the consultation group. A rapid screening process can provide an adequate
tool to identify women who are more likely to have such complications due to depression.

Keywords Antenatal and postpartum depression screening - Antenatal care - Postnatal care - Psychological intervention -

Obstetric complications

Introduction

Pregnancy and the postpartum period can be very demand-
ing and women need well-functioning cognitive skills—such
as time-management skills, a well-functioning memory and
decision-making skills—to be able to manage all the chal-
lenges that motherhood brings. If these cognitive functions
are altered due to postpartum depression, the infant can be
adversely affected; therefore, the condition of the mother is
considered to be an important healthcare issue (Logsdon,
Wisner, & Pinto-Foltz, 2006).

Untreated depression was shown to be a risk factor for
unfavorable pregnancy outcomes (Marcus, 2009) such
as increased substance use, underutilization of antenatal
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care and inadequate weight gain (Marcus & Flynn, 2008).
Depression is also associated with preterm birth (Jesse,
Seaver, & Wallace, 2003), intrauterine growth restriction
(Grote, Bridge, Gavin, Melville, Iyengar, & Katon, 2010),
low birthweight (Rahman, Bunn, Lovel, & Creed, 2007;
Hompoth, Toreki, B. Flirész, & Németh, 2017) and a higher
rate of cesarean section (Chung, Lau, Yip, Chiu, & Lee,
2001).

Known risk factors for developing depression in the
antenatal phase are low self-esteem, antenatal anxiety, low
social-support and negative cognitive style, but major life
events can lead to depression symptoms, as well (Leigh
& Milgrom, 2008). Postpartum risk factors are antena-
tal depression and anxiety, childcare stress, low social-
support, an unsatisfactory marital relationship, unplanned
or unwanted pregnancy (Beck, 2001) and cesarean sec-
tion (Kovacsné Torok, 2009). To minimize the potentially
harmful effects of the mother’s depression on her infant,
preventive measures and early identification and provi-
sion of treatment are very important (Beck, 2001). Effec-
tive management of the depression symptoms can be dif-
ficult, since women rarely seek treatment (Logsdon et al.,
2006). This might be partly because they often think that
these depression symptoms are due to pregnancy-related
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changes (O’Mahen, Flynn, Chermack, & Marcus, 2009). In
addition, women are often afraid of the social stigma asso-
ciated with postpartum depression (Beck, 2001). Accord-
ing to Flynn, O’Mahen, Massey and Marcus (2006), when
pregnant women are informed about depression symptoms
by their physicians, they are more likely to seek treatment
before their next antenatal follow-up. Those women who
had a serious fear of childbirth and attended psychological
intervention (psychoeducation and relaxation) were sig-
nificantly more likely to choose vaginal birth instead of
elective cesarean section (Saisto, Toivanen, Salmela-Aro,
& Halmesmaiki, 2006). In Hungary, pregnant women do
not have the opportunity to choose between vaginal birth
and cesarean section. We wanted to investigate whether
psychological intervention is connected to lower rates of
cesarean section, because we found no reference to this
topic in the literature.

The depression screening program in the antenatal and
postpartum period in X started on April 2011 and is still
fully operational. In our work, the primary aims were to
assess the prevalence of depression symptoms during the
antenatal and postpartum periods and to determine whether
the screening tool scores are related to antenatal and obstet-
ric complications. We also wanted to know how the psycho-
logical consultations affected depression scores and obstetric
outcomes within the study group. Our hypotheses (H) were
as follows:

— HI women in the complication groups (specified in the
statistical analysis part of this paper) will have higher
depression scores compared to women in the control
group

— H2 the depression scores of women who had a cesarean
section will be higher in the antenatal and postpartum
phase compared to women who had a vaginal delivery

— H3 the depression scores will be lower after the interven-
tions compared to the before-intervention state

— H4 women in the intervention group will have a lower
complication rate compared to women in the non-inter-
vention group

— H5 The cesarean section rate of women who attended the
intervention during their pregnancy will be lower com-
pared to women in the non-intervention group.

Materials and Methods
Ethical Approval

The study was approved by the Clinical Research Ethics
Committee of the University of Szeged (100/2010) and was

@ Springer

carried out according to the Declaration of Helsinki and the
Oviedo Convention.

Sample

Since 2011, 4593 women took part in the depression
screening program. The only exclusion criterion was lack
of fluency in Hungarian. In the last 3 years, 2118 women’s
obstetric data were collected from our patient-record sys-
tem. We excluded 26 women with twins and 50 women
with a procured or spontaneous abortion or stillbirth from
the study. Thus, 2042 women were included in the study
sample.

Screening Tool

The Edinburgh Postnatal Depression Scale (EPDS)—cre-
ated by Cox, Holden and Sagovsky (1987) and translated
into the Hungarian language and validated by Toreki et al.
(2013, 2014)—was used as the screening tool. This is a
short, ten-item questionnaire that measures the mood sta-
tus of the previous week. For each question, women can
choose from four answers, which are scored from O to
3 points. The 10th question of which measures suicidal
tendency: women have to indicate how often they think
about harming themselves. We used the validated depres-
sion cut-off scores of 6/7 in the antenatal period, and 7/8
in the postpartum phase. This means that until 6 points in
the antenatal period, and 7 points in the postpartum phase,
the result was in the normal range, but above these figures
depression was probable.

It is important to emphasize that the EPDS is a screen-
ing tool, not a diagnostic one. We use the terms “depres-
sion” or “depressed” only for better understanding; we
do not want to imply that we diagnosed these women as
having a clinical disorder.

Screening Procedure and Study Design

Perinatal nurses play a major role in the screening process,
as they meet pregnant women regularly in every trimester,
and during the postpartum period, as part of pregnancy
care. At the first pregnancy care meeting (usually in the
first trimester), the perinatal nurse explained the essence
and aims of the screening, then she provided women with
the written informed consent form, the demographic data
sheet and, finally, the EPDS questionnaire. Women filled-
out the EPDS three more times, once during the second
trimester, again during the third trimester, then once more
during the postpartum period (between weeks 4 and 6).
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Perinatal nurses sent the questionnaires to the Depart-
ment of Obstetrics and Gynecology psychologist, who
registered the results into the patient-record system. As
part of the screening program, psychological consultation
was offered and provided, both in the antenatal and the
postpartum period, to those women who scored above the
cut-off value.

Because each woman in our sample filled out the EPDS
questionnaire several times, our study design is Repeated
Measures Within-Subject design.

Intervention

From the 2118 women whose obstetric data were collected,
188 women asked for psychological consultation as part of
the screening program. From these 188, we excluded 38
women with twins and women who had a procured or spon-
taneous abortion or stillbirth. The remaining 150 women
constituted the intervention group. The remaining 1892
women made up the non-intervention group.

During the psychological intervention sessions, two
health psychologists explored the features of symptoms
more deeply, including onset, changes in intensity and
their impact on women’s everyday lives. The level of sup-
port provided by her family, friends and surroundings was
assessed, as well. The content and duration of sessions were
not strictly predetermined, and the problems most bothering
the individual were focused upon. The number of sessions
was also adjusted to each woman’s needs. The intervention
style was person-to-person and each session lasted a nominal
45 min. The main goals of the interventions were to support
women in maintaining healthy function and to help them to
cope with symptoms.

The methods used by the psychologist were the following:
supporting and reinforcement, psychoeducation, relaxation
techniques, crisis-intervention, enhancing coping skills and
sense of control, reducing anxiety, hopelessness and depres-
sion symptoms, providing assistance in coping with various
losses, relationship counselling and cognitive-behavioral
elements. When psychiatric intervention appeared to, per-
haps, be required, women were directed to a medical care
specialist in the Department of Psychiatry at University of
Szeged.

Statistical Analysis

We used IBM SPSS Statistics, version 22, for statistical
analysis. We set the significance level to 0.05. We created
groups based on the EPDS scores, the complications, mode-
of-birth and attendance at the interventions.

Using the women’s obstetric data, we created seven
complication groups: (1) preterm birth (under 36 weeks),
(2) protracted cervical dilation, (3) protracted descent, (4)

preeclampsia, (5) gestational diabetes mellitus (GDM), (6)
intrauterine growth restriction IUGR) and (7) low birthweight
(under 2500 g). The control group was made up of women who
did not have any of these complications. Mode-of-birth was
divided into two groups: cesarean section (with emergency
and elective cesarean section) and vaginal birth. Women who
attended the interventions constituted the intervention group
and everyone else was in the non-intervention group.

To enhance the power of the analyses, we supplemented the
missing data of the EPDS scores: we calculated the median
value of the scores of the four measuring occasions separately
for the following groups: the seven complication groups and
(8) women who had two or more of the above-mentioned
complications and (9) women who had none of the above-
mentioned complications. We used this method because pre-
vious studies have found connections between depression and
most of these complications; thus, calculating only one median
value per measuring occasion could have distorted the results.
In all, we supplemented 182 scores in the first trimester, 404
and 646 scores in the second and third trimesters, respectively,
and 903 scores in the postpartum period.

We used non-parametric tests in the statistical analyses
because these methods do not require a normal distribution.
These tests transform the data (the EPDS scores) in their com-
putations, and their results are mean ranks (instead of EPDS
score means). The results are a little harder to interpret: they
cannot be directly compared to the EPDS scores, but these
methods are more reliable when the variables are not normally
distributed, although higher mean ranks refer to more depres-
sion symptoms, just like higher EPDS scores.

We explored pathological rates using Frequencies analysis
on depression and non-depression groups in each trimester.
Friedman’s test was used to analyze whether EPDS mean
ranks change over time, as pregnancy proceeds and after the
child is born. Mann—Whitney U tests with Bonferroni Correc-
tions were used to analyze whether EPDS mean ranks were
connected to perinatal complications. A Mann—Whitney U
test was used to determine whether there was any connection
between the EPDS mean ranks and mode-of-birth.

A Kruskal-Wallis test with pairwise comparisons was
used to analyze whether there was a difference in the EPDS
mean ranks between women who started the intervention in
different trimesters or did not attend at all. Pearson’s y tests
were used to determine whether there were any connections
between intervention and perinatal complications and mode-
of-birth. Non-supplemented EPDS scores and a Wilcoxon
Signed-Rank test were used to explore whether the EPDS
mean ranks changed after the consultations compared to the
before-intervention state.
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Results
Sample Characteristics

The responding women’s ages were 15—44 years, and the
mean age of the sample was 30.43 years (SD=4.859). Some
1527 women (82.4%) were in a relationship, engaged or
married; 1048 women (56.3%) did not have any children yet
and 218 women (11.8%) had not planned their pregnancy.

The EPDS questionnaires were obtained around week
10.59, 22.44 and 34.43 during pregnancy, and week 4.81
after childbirth. According to the scores, 16.8% of the
respondents were depressed in the first trimester, 12.2%
and 10.5% in the second and third trimester, and 7.7% in the
postpartum phase.

We analyzed the demographic characteristics of the
intervention and non-intervention group, too. In the non-
intervention group, the responding women’s ages ranged
between 15 and 44 (mean=30.45 SD=4.182). Some 1428
women (83%) were in a relationship, engaged or married;
963 women (55.8%) did not have any children yet, and 184
women (10.8%) had not planned their pregnancy. In the
intervention group, the responding women’s ages ranged
between 16 and 43 (mean=230.09 SD=5.454). Some 99
women (74.4%) were in a relationship, engaged or married;
85 women (63.4%) did not have any children yet, and 34
women (25.4%) had not planned their pregnancy. As we can
see, women in the intervention group were less likely to be
in a relationship, more likely to be having their first child,

Fig. 1 Adjusted pairwise com- EPDS mean
parisons of EPDS mean ranks ranks

between intervention and non-

intervention groups. *p <.05, o
**p <.01 2500

200011

1500 (]

\
R

I**trimester

1000

No intervention (N = 1892)
O Came in the I* trimester (N = 33)

T

and almost two-and-a-half times more likely to be having an
unplanned pregnancy.

Intervention and EPDS Scores, Participation Rate

According to the EPDS scores, 1561 (76.44%) women did
not need intervention, but 37 of them came anyway, because
they felt they needed to. In all, 481 (23.56%) women were
offered consultation because their EPDS scores were over
the cut-off value, but only 113 (23.5%) of them attended.

The number of sessions varied from one to twenty, the
mean being 3.4 (SD=3.9). The problems that were the
focus of the interventions also varied: stress, low mood,
panic symptoms, anxiety and obsessive thoughts, relation-
ship difficulties and conflicts with family, but women talked
about feelings of being a bad mother, fear of birth, previ-
ous abortion or stillbirth and posttraumatic stress symptoms
from previous cesarean section, too. Unplanned pregnancy
and uncertainty about wanting the child were also common
topics.

The Wilcoxon Signed-Rank test showed that the EPDS
mean rank significantly decreased after the consultations
compared to the before-intervention state, from 38.75 to
25.57, p<.001, N=178.

According to the Kruskal-Wallis test, there were signifi-
cant differences in the EPDS mean ranks in all four meas-
uring occasions between women who started the interven-
tion during different trimesters, or did not attend at all (all
p <.001). The pairwise comparisons are presented in Fig. 1.
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Table 1 EPDS mean ranks
are connected to some of the
perinatal complications

EPDS mean ranks

Ist trimester  2nd trimester  3rd trimester ~ Postpartum phase

Protracted cervical dilation (N=129)

No complication (N=1523)
P

Protracted descent (N=48)
No complication (N=1523)
4

Preeclampsia (N=52)

No complication (N=1523)
P

IUGR (N=27)

No complication (N=1523)
p

Low birthweight (N=94)
No complication (N=1523)
4

833.07 834.74 825.2 806.54
825.94 825.8 841.79 1062.14
.870 .835 .693 .000%*
856.44 913.44 1044.55 1047.61
783.78 781.98 7717.85 771.75
271 043¢ .000%* .000%
817.08 837.52 698.97 1004.47
787.01 786.31 791.04 780.61
.636 414 135 .000%*
797.91 972.20 942.65 846.83
775.10 772.01 772.54 774.24
791 018! 042" .366
861.01 972.78 900.84 891.33
805.79 798.89 803.33 803.92
262 .000%* .040" 057"

The relationship is significant if p <.007 (Bonferroni correction)

*Significant

'Tendency relationship

Perinatal Complications and EPDS Scores

The Mann—Whitney U tests with Bonferroni Corrections
showed that EPDS mean ranks were associated with pro-
tracted cervical dilation, protracted descent, preeclampsia,
TUGR and low birthweight (Table 1), but not with premature
birth and GDM (all p>.117).

Perinatal Complications and Intervention

According to the Pearson’s y” tests, no difference was found
between the intervention and non-intervention groups in
the following perinatal complications: preeclampsia, GDM,
IUGR, premature birth, low birthweight, protracted cervical
dilation and protracted descent (all p > .150).

Mode-of-birth and EPDS scores

The Mann—Whitney U test showed a connection between the
EPDS mean ranks and mode-of-birth: those women who had
a cesarean section (N=_826) had significantly higher mean
ranks (1060.92 points) in the postpartum period compared
to women who had a vaginal birth (993 points, N=1214),
p=.007. No significant connection was found during preg-
nancy, all p>.184.

Mode-of-birth and intervention

According to the Pearson’s )(2 tests, there was a relation-
ship between intervention and mode-of-birth: women who

Table2 The association between intervention during pregnancy and
mode of birth

Non-intervention Intervention group p

group during preg- during pregnancy
nancy N N
Vaginal birth 1121 (59.31%) 76 (69.09%) .042%
Cesarean section 769 (40.69%) 34 (30.91%)
Total 1890 (100%) 110 (100%)
*p<.05

began the intervention during their pregnancies were sig-
nificantly less likely to have a cesarean section compared to
women who did not participate in the intervention (30.9%
vs. 40.69%), x*(1)=4.137, p=.042 (Table 2).

Discussion

Our results showed significant and tendency relation-
ships between antenatal EPDS mean ranks and obstetric
outcomes, such as protracted cervical dilation, protracted
descent, IUGR, low birthweight, preeclampsia and depres-
sion scores. Not all complication groups showed higher
depression scores compared to the control group; thus, our
first hypothesis was partly supported. These outcomes con-
firm previous results (Marcus & Flynn, 2008; Grote et al.,
2010; Rahman et al., 2007; Hompoth et al., 2017; Chung
et al., 2001), but this study highlighted that with a short,
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rapid-screening tool, women at risk of these outcomes can
be identified and taken care of. Our second hypothesis was
also partly supported, as women had higher EPDS scores
after cesarean section compared to women who had a vagi-
nal delivery, but we found no significant difference between
these groups during pregnancy. In addition to significant
relationships, the tendency associations are important to
mention, as well, because they also indicate which connec-
tions between EPDS mean ranks and outcomes should be
addressed through further investigations.

In the literature, about 6.5% of the identified depressed
women asked for professional help (Goodman, 2009), but
in our sample this figure was 23.5%. The reason for this
difference might come from the usually good mother and
perinatal nurse connection, in Hungary. Women usually have
a good relationship with their perinatal nurses; they trust
them, and in the screening program these perinatal nurses
suggested women exhibiting possible depression symptoms
to seek professional help. However, it should be noted that
still less than one quarter of women with high EPDS scores
contacted the psychologist. This might be (as women in the
intervention group often mentioned) because, in Hungary,
there is still a stigma against seeking psychotherapy: most
people are still afraid that others would think they are men-
tally challenged if they ask for psychological help. It is not
helpful, either, that extreme or violent psychotic symptoms
and behavior are associated with postpartum depression in
the media, which makes women confuse the two conditions;
consequently, they refuse to ask for help as they do not want
to be associated with such aberrant behavior. Public educa-
tion explaining the differences between the two conditions
might help to reverse this negative tendency (Beck, 2001).

Our results showed that the EPDS mean ranks were
higher in the intervention groups compared to the non-
intervention group. This may be due to the phenomenon
that most women in the non-intervention group (80.55%)
did not show such pathological depression symptoms during
this period, which implies they were better at coping with
the situation and its difficulties. It seems, as their pregnancy
progressed, they could adapt to the changes and, perhaps,
their insecurity decreased. In almost all intervention groups,
the EPDS ranks were highest in the trimester when women
started the intervention. This might imply that all the women
could cope with some of their problems along the way, but
reached a point where they felt overwhelmed, and then asked
for help. This, too, looks promising, because not every prob-
lem needs professional support, as we saw in the non-inter-
vention group, but when there was a need, some women
could and did reach out for help. After women attended the
interventions, their EPDS ranks tended to decrease in all
the subsequent measuring occasions. In addition, the after-
intervention EPDS scores were significantly lower compared
to the before-intervention scores, which also supports our
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third hypothesis. According to Milgrom, Schembri, Erick-
sen, Ross and Gemmill (2011), those women who attended
antenatal psychological interventions had lower depression
scores in the postpartum phase compared to women who did
not attend. In our sample this was not observable, although
the mean EPDS ranks of those groups starting the interven-
tion in the first or second trimester did not differ significantly
from the EPDS ranks of the non-intervention group. This
implies that antenatal psychological interventions started
sooner rather than later could help in the prevention of post-
partum depression.

Our results showed that women in the intervention group
were less likely to give birth to their baby by cesarean sec-
tion compared to the non-intervention group; thus, our fifth
hypothesis was supported. According to Laursen, Johansen
and Hedegaard (2009), women with fear of the actual
delivery were more likely to have a protracted labor and an
emergency cesarean section. During the interventions, some
women talked about their fear of childbirth, which became
the focus for some of the later consultations. It seems pos-
sible that psychoeducational consultations might lead to
less-stressful deliveries with fewer cesarean sections, but
further investigation is needed to determine the consulta-
tions’ contribution.

No significant differences were found in other obstetric
outcomes, such as [IUGR and low birthweight, between the
intervention and non-intervention groups; thus, our fourth
hypothesis was not supported. However, this result might
be promising, because EPDS ranks were higher in all the
intervention groups (in some cases significantly higher)
compared to the non-intervention group and, as we pre-
sented earlier, some of the complications were associated
with higher EPDS ranks. The fact that the statistical analysis
revealed no associations with the complications (although
those women had higher EPDS ranks) might mean that
psychological intervention can provide a kind of protective
factor against these negative outcomes, but to confirm this
hypothesis further studies are needed.

Limitations

Patient mobility limited the study, since not all women filled-
out the EPDS all four times since, sometimes, women moved
away or had only moved to Szeged after the first trimester.
Sometimes, perinatal nurses forgot to give the questionnaire
to the mothers, as well. Another limitation was the sample
size: we believe that the overall sample was big enough;
however, the sample sizes of the adverse obstetric outcome
groups were quite low. Higher intervention participation
would, most probably, be more appropriate and make our
results more reliable.
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Conclusions

In conclusion, our results support previous findings that
depression symptoms may contribute to adverse pregnancy
and obstetric outcomes. However, this effect can be reduced
with psychological intervention; therefore, it is important to
identify and to treat those women who are at risk of devel-
oping depression symptoms. Our research shows that the
EPDS screening tool might play an important role in this
identification of need.
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EREDETI KOZLEMENY

Depressziosziireés
/ / /
a varandosgondozasban

Ervedmények Békéscsaba korzetébol
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1Szegedi Tudomanyegyetem, Altalinos Orvostudoményi Kar, Szentidgothai Klinikai Kézpont,
Siirgsségi Betegellaté Onallé Osztily, Szeged
2Békés Megyei Biintetés-végrehajtasi Intézet, Gyula
3Békés Megyei Kozponti Kérhaz, Békéscsaba

Bevezetés: Bar a varandossdg altaliban vagyott dllapot, mégis megvannak a maga nehézségei, melyek megterhelSk le-
hetnek, igy lehangoltsag, depresszi6 alakulhat ki. Ennek prevalencidja a nemzetkozi szakirodalomban 6,58-26,7%,
magyar mintikon 6,5-17,9%.

Célkitiizés: A 2014-ben Békéscsabdn elindult, a virandéssag alatti és a sziilés utani depresszidsziirés adatainak elem-
zése: a patoldgids ardny felmérése, illetve a demogréfiai tényezsk és a depresszios tiinetek mértéke kozott osszefiig-
gések vizsgilata.

Modszer: 2019 augusztusdig 1708 nd vett részt a szlirésben, melynek lebonyolitdsit a védéndk végzik: 6k magyaraz-
zdk el a program lényegét, toltetik ki és értékelik az Edinburgh Postnatal Depression Scale kérdSivet mindharom
trimeszterben, valamint a sziilés utdn is egyszer-egyszer. Sziikség esetén pedig javasoljik a kitoltének, hogy vegye
igénybe a szlir6program részeként a pszicholdgiai intervenciot.

Eredmények: A négy mérési alkalom sordn a hataréreék feletti kérd6ivek prevalencidja a kovetkez6: 15,31%, 14,29%,
11,87%, 12,68%. A teljes minta 18,27%-a mutatott legaldbb egyszer emelkedett depresszids tiineteket. A négy méré-
si alkalom depresszio-pontértékei szignifikinsan, kozepes erdsséggel korrelaltak egymassal. Emellett mind a négy
mérési alkalommal szignifikinsan magasabb volt a depresszidszintje azoknak a néknek, akik nem tervezték virandoés-
sdgukat. Az els§ trimeszterben volt szignifikins Osszetiiggés a korral és a csalddi allapottal: a 21 év alatti, illetve az
egyediildllé ndk szignifikinsan magasabb depresszidszintet mutatnak a 21 évnél idésebb, illetve a kapcsolatban /ha-
zassagban €16 tarsaikhoz képest. A paritdssal tendenciaszer kapcsolat volt a médsodik trimeszterben: a multipardknak
tendenciaszertien magasabb volt a pontértékiik.

Kovetheztetés: A magas prevalencia, valamint a depresszidszint allandosdga megerdsiti a sziirés és a pszicholdgiai in-
tervenci6 fontossagat, hiszen kordbban talaltak sszefliggést a depresszio és bizonyos sziilészeti komplikdciok kozott.
Egyes demogrifiai faktorok mint rizikdtényezdk jelezhetik, hogy ki a veszélyeztetettebb.

Orv Hetil. 20205 161(10): 374-381.
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Depression screening in the pregnancy care

Results from the avea of Békéscsaba

Introduction: Pregnancy is usually desired, yet it has its own difficulties that can be overwhelming, thus depression
might occur. The prevalence of this is 6.58-26.7% in the international literature and 6.5-17.9% in Hungarian studies.
Aim: The aim was to analyze the data of the perinatal depression screening program of Békéscsaba which started in
2014. We wanted to study the pathological rate and the connection between demographic data and depression symp-
toms.

Method: Until august 2019, 1708 women took part in the program. The screening is done by perinatal nurses: they
explain the aims and hand over the Edinburgh Postnatal Depression Scale three times during pregnancy and once
postpartum. They also suggest women in need to attend the psychological intervention as part of the screening.
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Results: The prevalence of the pathological questionnaires were 15.31%, 14.29%, 11.87%, and 12.68% at the four
measuring occasions. In the whole sample, 18.27% of women had pathological score at least once. The depression
scores of the four measurements correlated significantly with each other. Women who did not plan their pregnancies
had higher level of depression in all four measurements. In the first trimester, women who were under 21 years old
and/or were single had higher depression scores. In the second trimester, multipara women tended to have higher

SCorces.

Conclusion: The high prevalence and the constant level of depression emphasize the importance of the screening and
psychological intervention, as previous studies found connection between depression and some perinatal complicati-
ons. Some demographic factors can indicate more vulnerable women.

Keywords: depression screening, pregnancy, postpartum phase, perinatal nurse

Hompoth EA, Gdlosi N, Becsei L, Toreki A. [Depression screening in the pregnancy care. Results from the area of

Békéscsaba]. Orv Hetil. 2020; 161(10): 374-381.
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Roviditések

EMMI = Emberi Eréforrisok Minisztériuma; EPDS = (Edin-
burgh Postnatal Depression Scale) Edinburghi Postnatalis
Depresszio Skila

A varandéssig dltaliban vagyott dllapot, melyhez a hét-
koznapi gondolkoddsban tobbnyire pozitiv jelzdk, el-
képzelések tarsulnak. Val6jaban ennek az idészaknak is
megvannak a maga nehézségei, hiszen a varandésok 1j
kihivasok el6tt allnak: alkalmazkodniuk kell a hormonalis
és egyéb fizikai valtozasokhoz, a formalédoé 4j szerepek-
hez, az atalakult kornyezethez stb. Ez a folyamat id6n-
ként megterhel§ lehet, esetenként pszichés tiinetek ki-
alakulasinak kedvez. Ilyen példdul a lehangoltsag és a
depresszio.

Nemzetkozi adatokat vizsgilva Okagbue és mtsai [1]
attekinté tanulmanya szerint a depresszié prevalenciija
az antepartum idészakban 15,05% egy 28 248 f6s min-
tan. Trimeszterenként lebontva az aranyok a kovetkez6-
képp alakultak: 10,35% az els§ trimeszterben, 6,58% a
midsodikban, majd a legmagasabb a harmadikban, 26,7%-
kal. Shorey és mtsai [2] a sziilés utani idGszakot vizsgal-
tdk: eredményeik szerint a 3. hénapig a n6k 14%-a muta-
tott magasabb depresszios értéket, Osszesitve Europiban
pedig a nék 8%-a. Magyarorszigon még nem tortént
atfogd felmérés a sziilés el6tti és utdni idGszak depressziv
tineteit illetSen, csupan egy-egy régiordl sziiletett ko-
rabbi tanulmdny. Egy szombathelyi kutatdsban a vizsgalt
307 n6 17,9%-a kiizdott magasabb depresszidszinttel az
elsé trimeszterben [3]. Békéscsaban 2014-ben egy 307
t6s varandos- és postpartum minta 384 kitoltott kérdo-
ivének 11,2%-a mutatott emelkedett depresszidértéket
[4]. Szegeden 2014-ben a 2252 {&s minta 4669 kitoltott
kérdéivének (ebbdl 499 postpartum) 8,9%-a [4], mig
2017-ben a 3849 (kozilik 747, postpartum idészakban
1év8) né dltal kitoltott kérdSivek 8,5%-a mutatott maga-
sabb depresszidértéket, ezen beliil is az els6 trimeszter-

ben 10,8%, a masodik és harmadik trimeszterben 6,9% és
6,5%, a postpartum id6északban pedig 7,8% [5].

Korabbi tanulmanyok is foglalkoztak azzal, hogy fel-
deritsék a varandéssighoz kapcsol6dd depresszié riziko-
és protektiv faktorait. Két nagy dttekintd tanulmany is
ugy talalta, hogy Osszefliggés van a virandodssig alatti
megemelkedett depresszidszint és a nem tervezett varan-
déssig, az alacsony iskoldzottsdg, illetve jovedelem, a
megterhels életesemények, emellett az egyediilallo csala-
di allapot, de még inkabb a nem timogat6 partnerkap-
csolat kozott. Ugyanakkor inkonzisztensek az eredmé-
nyek a kor, a paritds, a dohdnyzds, az alkohol- és
szerhasznalat, valamint a foglalkoztatottsig esetén [6,
7]. A szegedi kutatasban szintén Osszefiiggott a varan-
dossag alatti és sziilés utani depresszioval a nem tervezett
varandossag, emellett rizikéfaktornak tiint a 26 év alatti
és 34 év feletti életkor, a multiparitas, illetve a masodik
trimeszterben az egyediildllé csaladi allapot [5]. Szom-
bathelyen pedig az élettirsi kapcsolatban él6knek volt
magasabb a depressziopontszamuk a hazassagban é16k-
hoz képest, emellett a munkanélkili stitusz, illetve az
életkor, a szociookondémiai stitusz és az iskoldzottsig
alacsony szintje a magasabb depresszidval fiiggott Ossze
[3]. A postpartum depresszidnak pedig jelentSs riziko-
faktora az antepartum depresszié [5, 8].

A varandoéssighoz kapcsolhaté depresszié kovetkez-
ményeinek vizsgilatira Plant és mtsai [9] 103 nbt és
azok gyermekeit kovették 26 éven keresztiil. Eredmé-
nyeik szerint a varandéssiguk alatt depresszidval diag-
nosztizdlt n6k 71,1%-a a gyermeke gyerekkora alatt is
depresszidval kiizdott, illetve gyakoribb volt a gyermek-
kel szembeni nem megfelel§ bindsméd. Emellett azok a
gyerekek, akiknek anyjat a varandossag alatt depresszio-
val diagnosztizaltak, 3,4-szer nagyobb eséllyel kaptak
maguk is depressziddiagnozist felnSttkorukban. A va-
randéssag alatti depresszié tovabba olyan sziilési kompli-
kacidkkal is osszefliggést mutathat, mint az elhtiz6dé
kitolas vagy az alacsony sziiletési saly [10], melyeknek
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tovabbi negativ kovetkezményei lehetnek az utod életé-
ben.

A jelen kutatds célja a békéscsabai depresszidsziirésben
részt vevé nok adatain vizsgalni, hogy van-e 6sszefliggés
a demogrifiai tényezSk (a viranddssig tervezettsége,
¢letkor, csaladi dllapot, paritds) és a depresszids tiinetek
mértéke kozott. Emellett célunk volt felmérni a patolo-
gids ardnyt, valamint azt, hogy a depresszié mértéke ho-
gyan viltozik a varandéssag alatti és a sziilés utani hetek-
ben.

Mobdszer

A minta

2011-ben Szegeden bevezetésre kertilt a perinatalis de-
presszi6 szlrSprogram a 100,/2010. szamu etikai enge-
dély alapjan, majd 2014-ben Békéscsabian a Békés Me-
gyei Kozponti Kérhdzban mint a Szegedi Tudomany-
egyetem oktatoéintézményében is elindult a szlrés, mivel
a varandésgondozds részévé valt az Emberi Eréforrdsok
Minisztériuma szakmai irdnyelvének a prae-, peri- és
postnatalis mentélis zavarok kezelésérdl sz6l6 rendeleté-
hez [11] igazodva. A szlirés célja az volt, hogy a viran-
dossdg alatt vagy a sziilés utan nehézségekkel kiizd§ nék
megfeleld pszichologiai segitséget kaphassanak, mellyel
erdsiteni lehet az j élethelyzethez val6 adaptaciot, a né
megkiizdési kapacitasat. A depresszidsziirésben a részvé-
tel 6nkéntes, a varandosok és postpartum ndk donthet-
nek agy, hogy nem toltik ki a kérdéivet.

A jelen kutatdsban a békéscsabai perinatalis depresszié
szlir6programban részt vett nék adatait elemeztiik. A
kutatdsbdl nem zéartuk ki azokat a néket, akik kordbban
valamilyen mentdlis problémaval kiizdottek, egyrészt
azért, mert atfogd képet szerettiink volna kapni, mas-
részt pedig mert Shorey és mtsai [2] dttekintS tanulmdnya
szerint nincs jelentGs kiilonbség a sziilés utdni depresszid
prevalencidjaban a két csoport kozott.

1. tablazat | Demogrifiai adatok
Eletkor Atlag (n = 1652) Szérés
30,89 5,319
Csaladi allapot Egyediilall6 /elvalt Kapcsolatban/
¢lettarsi kapcsolat-
ban/hdzassigban ¢l
264 1374
16,12% 83,88%
Paritas Primipara Multipara
884 762
53,71% 46,29%
A virandossig Nem tervezte Tervezte
tervezettsége
157 1492
9,52% 90,48%

EREDETI KOZLEMENY

Vizsgalatunkban annak az 1708 nének az adatait ele-
meztiik, akik 2014. februar és 2019. augusztus kozott
vettek részt a sziirésben. A vilaszadok atlagéletkora
30,89 ¢év volt (SD = 5,319); 264 né volt egyediilillo
vagy elvalt (16,12%), 884 nd az elsé gyermekét varta
(53,71%), illetve 157 személy (9,52%) nem tervezte a
varandossagat (1. tablizat).

Eszkozok, a sziivés folyamata

A sztirés soran az Edinburgh Postnatal Depression Scale
(EPDS) kérdéivet [12] hasznaltuk, melynek magyar va-
lidalasat varandés- és postpartum mintan Toreki és mtsai
végezték [13, 14] (Mellékiet). A kérd6iv rovid, gyorsan
kitolthetd és értékelhetd: tiz kérdésbdl all, melyek az els-
zG hét hangulati allapotit (lehangoltsig, szorongds stb.)
mérik fel, a tizedik kérdés pedig a szuicid gondolatok
cléforduldsinak gyakorisigiara kérdez rd. A kérdésckre
négy vilasz koziil vilaszthatnak a kitolték, ezek értékelé-
se 0 és 3 pont kozotti lehet. Az dsszpontszam 0-t6l 30-ig
terjed. A viranddssag sordan 6 pont felett [ 13], mig a szii-
1és utdn 7 pont felett valdszintsithetd a minor depresszid
[14].

A t3jékoztatd és beleegyezd nyilatkozatot, a demogra-
fiai adatlapot, valamint a kérd6ivet a védéndk adjik at
kitoltésre a sztirésben részt vevé varandésoknak az elsé
talalkozasukkor. Ezt kovetGen, a tovabbi talalkozasok al-
kalmaval, idealis esetben még haromszor kertil sor a kér-
déivek kitoltésére: mindhiarom trimeszterben egyszer-
egyszer, illetve a sziilés utin 4-6 héttel. Ha a kitoltd nd
ponthatar feletti értéket ér el, vagy a szuicid gondolato-
kat felméré kérdésnél jelzi, hogy legalabb néha el6for-
dulnak nala, akkor a védéné javasolja, hogy keresse fel a
szlrésben részt vevs pszichologust. A kitoltott kérdbive-
ket szintén hozza juttatjak el a védéndk, a pszichologus
pedig rogziti az adatokat a betegnyilvantartasi rendszer-
ben. Eziltal a virosban az EMMI-rendeletnek [11]
megfelelen a vairandésgondozas részévé vilt a sziirés.

Statisztika

Az adatok elemzéséhez az SPSS Statistics program 22.
verzidjat (IBM Corporation, Armonk, NY, Amerikai
Egyesiilt Allamok) hasznaltuk. Nemparaméteres probi-
kat alkalmaztunk, mivel az adatok nem normél eloszlasa-
ak, illetve mivel az 6sszehasonlitandé csoportok létszama
jelentGsen kiilonbozik egymastol. Frekvenciaanalizissel
vizsgaltuk a kitoltési, valamint a patologids aranyt.
Mann-Whitney-féle U-prébat végeztiink az EPDS-
pontszam folyamatos valtozon a csalddi allapot (egyediil-
allo /elvalt versus kapcsolatban/élettarsi kapcsolatban
¢él/hdzas), a gyermekszam (még nincs gyermeke versus
midr van gyermeke), a tervezettség (tervezte versus nem
tervezte) csoportositd valtozokkal. Kruskal-Wallis-pro-
baval vizsgiltuk az EPDS folyamatos viltozé és a kor
(kevesebb, mint 21 éves; 21-25 éves; 26-30 éves; 31-35
éves; tobb, mint 35 éves) csoportositd viltozd kozotti
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Melléklet
Edinburgh Postnatal Depression Scale (EPDS)

Mivel On virandés, vagy mostanaban sziiletett gyermeke,
azt szeretnénk megtudni, hogyan érzi magit. Kérem, jelolje
be azokat a vilaszokat, amelyek a legkozelebb dllnak ahhoz,
ahogy On érezte magit az elmilt 7 napban (és nem csak
jelenleg).

Tehat az elmult 7 napban...

1. Képes voltam nevetni és a dolgok mulatsagos oldalat
nézni.
Ugyanolyan gyakran, mint kordbban
Talan kicsit ritkdbban
Egyértelmten ritkibban
Egyaltalin nem

. Orommel virtam bizonyos dolgokat.
Ugyanigy, mint régen
Talan kicsit ritkdbban
Egyértelmten ritkibban
Egyaltalin nem

. Feleslegesen hibaztattam magam, amikor a dolgok
rosszul mentek.
Tobbnyire igen
Elég gyakran
Nem tal gyakran
Soha

. Minden kiil6nosebb ok nélkiil szorongdva, aggodal-
massa valtam.
Soha
Kivételes esetekben
Tobb alkalommal
Nagyon gyakran

5. Minden kiil6nosebb ok nélkiil félelem vagy panik
tort ram.
Nagyon gyakran
Tobb alkalommal
Kivételes esetekben
Soha

. Osszecsaptak fejem folott a hullimok.
Igen, tobbnyire nem tudtam megbirkézni a dolgokkal
Igen, néha nem tudok oly mértékben megbirkézni
azokkal, mint kordbban
Nem, tobbnyire jél elboldogulok azokkal
Nem, ugyanolyan jél megbirk6zom azokkal, mint
korabban

. Olyan boldogtalan voltam, hogy problémam volt az
alvassal.
Tobbnyire igen
Tobb alkalommal
Csak ritkdan
Soha nem fordult el

. Szomorunak vagy szerencsétlennek éreztem magam.
Tobbnyire igen
Elég gyakran
Csak ritkdn
Soha nem fordult el

. Annyira boldogtalannak éreztem magam, hogy sirva
fakadtam.
Igen, a legtobbszor
Igen, elég gyakran
Csak ritkdn
Soha nem fordult el6
10. Eszembe jutott mar, hogy kart teszek magamban.
Elég gyakran
Néha
Szinte soha
Soha

osszefiiggést, illetve Spearman-féle korrelaciéval vizsgal-
tuk, hogy van-e Osszefiiggés a kiilonb6zé mérési alkal-
mak EPDS-pontszamai kozott.

Eredmények

Az eredmények alapjan a békéscsabai mintan az els§ tri-
meszterben 1319-en vettek részt a szlirésben, a masodik
trimeszterben 595-en, a harmadik trimeszterben 396-
an, sziilés utan pedig 205-en. Az 6 adataik alapjan az els6
trimeszterben 15,31% kapott hatarérték feletti pontot az
EPDS skilin, a masodik trimeszterben 14,29%, a harma-
dik trimeszterben 11,87%, sziilés utin pedig 12,68%
(1. dbra). Osszesen tehit a kitoltott 2515 kérdsivbal
360 esetben volt mérhets patoldgias érték, ez az Gsszes
kérd6iv 14,31%-a. Tobb né esetén tobb mérési alkalom-

mal is patologias volt az EPDS értéke; az 1708 f&bdl
312 n6 esetében volt a négy mérési alkalom sordn leg-
alabb egyszer patolégias az érték, ez a minta 18,27%-a.
Ennyien kiizdottek tehat legalabb egyszer emelkedett
depresszios tlinetekkel a virandéssag alatt és /vagy a szii-
1és utan.

A Spearman-féle korrelacios vizsgalat eredményei sze-
rint mind a négy mérési alkalom pontszdmai pozitivan,
szignifikinsan, kozepes erdsséggel fiiggtek Ossze egy-
midssal (0,441<r<0,648, p<0,001) (2. tablizat). Ezek
alapjan a depresszid szintje nagyjabdl allandoé: akinek
magasabb az egyik mérési alkalom soran, annak val6szi-
ntileg maskor is magasabb, és forditva.

A Kruskal-Wallis-teszt eredménye szerint a békéscsa-
bai mintiban az els6 és a masodik trimeszterben szignifi-
kansan eltérnek egymastél a korcsoportok (p<0,032), a
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Patologias arany (%)
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1. dbra | A depresszios tiinetekkel kiizd6 ndk ardnya a mintiban

EPDS-rangétlag
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2. dbra A korcsoportok kozotti EPDS-rangatlag-kiilonbségek a minta-

ban (Bonferroni-korrekcidval)
*esetén p<0,05, **esetén p<0,01

EPDS = Edinburghi Postnatalis Depresszié Skala

harmadik trimeszterben 1év6 és a sziilés utani korcsopor-
tok viszont nem (p>0,212). Korcsoportonként paros
osszehasonlitist  végeztiink  Bonferroni-korrekciéval,
mely szerint csak az elsé trimeszterben volt szignifikins
celtérés a csoportok kozott: a 21 év alatti néknek volt
szignifikinsan magasabb EPDS-rangitlaguk a tobbi négy
csoporthoz képest (2. abra).

Mann-Whitney-féle U-teszttel vizsgaltuk, hogy van-e
osszefiiggés a paritds és az EPDS-pontok kozott. Az
eredmények alapjan a mintdn nem volt szignifikins 6sz-
szefliggés, csupan tendenciaszerd a masodik trimeszter-
ben: azoknak a ndéknek, akiknek mér van gyermekiik,
tendenciaszerien nagyobb volt az EPDS-rangitlaguk
(299,59 versus 276,76, p = 0,098).

A Mann-Whitney-féle U-teszt szerint a mintiban a
csalddi allapottal csak az elsS trimeszterben van Gsszefiig-
gés: az egyediilallé néknek volt magasabb az EPDS-
rangatlaguk (694,38 versus 632,67, p = 0,031).

EREDETI KOZLEMENY

2. tablazat | Egyiittjirds a mérési alkalmak EPDS-pontszdmai kozétt

Békéscsaba 1. 2. 3. Postpartum
trimeszter  trimeszter  trimeszter
1. trimeszter r 1 0,573 0,538 0,442
p <0,001 <0,001 <0,001
n 354 223 114
2. trimeszter 1 0,573 1 0,647 0,603
p <0,001 <0,001 <0,001
n 354 190 85
3. trimeszter  r 0,538 0,647 1 0,507
p <0,001 <0,001 <0,001
n 223 190 71
Postpartum r 0,442 0,603 0,507 1
p <0,001 <0,001 <0,001
n 114 85 71

EPDS = Edinburghi Postnatalis Depresszi6 Skila

3. tablazat Az EPDS-rangatlagok és a viranddssag tervezettségének Ossze-

fiiggése
Békéscsaba EPDS-rangitlag
1. 2. 3. Postpartum
trimeszter  trimeszter trimeszter

Nem tervezett 780,65 362,08 22976 135,00
(n) (112) (62) (38) (13)
Tervezett 633,21 279,05 190,11 97,01
(n) (1179) (513) (349) (185)

p <0,001 <0,001 0,036 0,020

EPDS = Edinburghi Postnatalis Depresszi6 Skdla

A tervezettséggel a Mann—-Whitney-féle U-teszt alap-
jan mindegyik mérési alkalom szignifikinsan Osszeflig-
gott az EPDS-rangatlagokkal (minden p<0,037). Mind-
egyik esetben azoknak a ndéknek volt magasabb az
EPDS-rangatlaguk, akik nem tervezték virandéssagukat.
Az eredményeket a 3. tablazat foglalja 6ssze.

Megbeszélés

Kutatasunk célja volt a békéscsabai szlir6programban
részt vett n6k mintdjan felmérni a varandéssighoz kap-
csolddd depresszid prevalencidjit, illetve Osszefiiggést
keresni a demografiai adatokkal. Az Okagbue és mtsai 1]
attekintd tanulmanyaban talalhaté adatokhoz viszonyitva
a békéscsabai mintan az elsé két trimeszterben jelentGsen
magasabb a depresszios tiinetekkel kiizd6 ndék arinya
(15,31% és 14,29% a 10,35%-hoz és 6,58%-hoz képest).
A harmadik trimeszterben a kiilfoldi cikkben megugrik a
prevalencia (26,7%), mig a békéscsabai mintin tovabb
csokken (11,87%). A sziilés utani idGszakban Békéscsa-
béan kiss¢ megemelkedik a patolégids arany (12,68%): ez
mar kozel hasonlé a kiilfoldi attekinté tanulmany 14%-os
adatahoz, de még mindig magasabb az eurdpai 8%-os at-
laghoz képest [2]. A 2017. évi szegedi kutatds patologias
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4. tablazat | A patologids ardnyok dsszefoglaldsa

EREDETI KOZLEMENY

1. trimeszter 2. trimeszter 3. trimeszter Postpartum Osszes kitoltés

Okagbue et al. [1] 10,35% 6,58% 26,7% - -
Shorey et al. [2] — Osszesitett - - - 14% -
Shorey et al. [2] — Eur6pa - - - 8% -
Szombathely, 2009 [3] 17,9% - - - -
Békéscsaba, 2014 [4] 9,3% 12,8% 9,3% 17.,5% 11,2%
Szeged, 2014 [4] 12% 6% 6,4% 8,2% 8,9%
Szeged, 2017 [5] 10,8% 6,9% 6,5% 7,8% 8,5%
Dél-Alfold, 1996 [15] - - - 14,9% -
Dél-Alfold, 2006 [15] - - - 17,4% -
Békéscsaba, 2019 15,31% 14,29% 11,87% 12,68% 14,31%

aranyahoz (10,8%, 6,9%, 6,5% és 7,8%) [ 5] képest is ma-
gasabbak a jelenlegi értékek. A szombathelyi kutatas elsé
trimeszterében mért 17,9%-hoz [3] képest kissé alacso-
nyabb a békéscsabai minta 15,31%-o0s prevalencidja, bar a
kiilonbség feleakkora, mint a kiilfoldi osszefoglalé tanul-
méanytél [1] vagy a szegedi mintatdl [5] vald eltérés. A
Dél-alfoldi régidban végzett kordbbi kutatdsok eredmé-
nyeihez képest a jelen kutatasban minden mérési alkalom
soran magasabb a prevalencia, kivéve a 2014-es békéscsa-
bai postpartum id@szakot (17,5% a 12,68%-hoz képest)
[4]. Az Osszes kitoltott kérd6ivbsl Szegeden 2014-ben
8,9% [4], 2017-ben 8,5% [5] mutatott hatarérték feletti
depresszioértéket; Békéscsabin 2014-ben 11,2% [4], a
jelen mintaban pedig 14,31%. Emellett a Dél-alfoldi ré-
gioban a Leverton-kérddivvel végzett postpartum felmé-
rések alapjan 1996-ban a nék 14,9%-a, mig 2006-ban a
17,4%-a szenvedett emelkedett depresszids tiinetektdl
[15] (4 tablazaz).

A kiilonbségek adodhatnak az eltérd kulturdlis hattér,
a kiillonboz8 méréeszkozok miatt (példaul a szombathe-
lyi kutatasban a Beck Depresszié KérdSivet hasznaltak
[3], a dél-alfoldi kutatisban a Leverton-kérddivet [15],
mig Szegeden és Békéscsaban az EPDS-kérddivet [4,
5]), vagy akdr azért, mert a virandéssdg kiilonbozé he-
tében keriilt sor az adatfelvételre. Viszont érdekes az id§
clérehaladtaval torténd valtozds. A mdsodik trimesztert
altaldban a legnyugodtabb idGszaknak szoktak jellemez-
ni eredményeik alapjan a kutaték, ami érthetd is, hiszen
ebben az id@szakban mar csokkennek vagy elmulnak a
rosszullétek, illetve kezd kialakulni a kapcsolat a magzat-
tal [16] — ez magyardzhatja a patolégids ardny csokkené-
sé¢t. A harmadik trimeszterben viszont dltaliban Gjra
megemelkednek a pontszamok és a patologids arany, hi-
szen kialakulhat a sziiléstSl valé félelem, né a haskorfo-
gat, nehezebbé valhat a mozgds, az alvis [16]: ez a kil-
foldi mintan [1], illetve a 2014-es szegedi adatokon [4]
kovethetd is. A 2017 utdni magyar mintdkon azonban
tovabbra is csokken a prevalencia, csupan a sziilés utin
emelkedik meg enyhén. Véleménytink szerint ez a csok-

kend tendencia annak koszonhetd, hogy elindult a szd-
réprogram, melynek kezdettdl fogva szoros része volt a
kisztirt személyeknek biztositott pszicholégiai interven-
ci6. Egyrészt azért, mert ténylegesen lehet8ségiik van az
érintett n6knek pszichés segitséget kérni; masrészt lehet-
séges, hogy mar annak az ismeretnek az elterjedése is
segithet a varanddsoknak, édesanyaknak, hogy ennek az
id6szaknak nehézségei is vannak, természetes dolog, ha
idénként rosszul érzik magukat, ugyanakkor elérhet$ a
segitség, ha sziikségét érzik. Az is el6fordulhat, hogy az
évek oOta tartd szlrGprogram a kornyezetiiket is érzéke-
nyebbé tette ezekre a tiinetekre, azok észrevételére, igy a
nék tobb timogatist kapnak. Ugyanakkor még mindig a
nék 18,27%-a szenved emelkedett depresszids tiinetek-
t6l legalibb egyszer a viarandodssig sorin vagy a sziilés
utan, illetve a patologias értéket elért kérdGivek ardnya is
magasabb az eddig mértekhez képest, s ezek megerdsitik
a szlirés fontossagat.

Eredményeink szerint a mérési alkalmak depresszi6-
szintje pozitivan korrelalt egymadssal, tehat akinek maga-
sabb volt az EPDS-pontja valamelyik mérési alkalommal,
annak valészintileg a tobbi alkalom soran is magasabb
volt. A kordbbi szakirodalmi kozlemények szintén ugy
taldltak, hogy az antepartum depresszié a postpartum
depresszio rizikofaktora [5, 8]. Ez azt jelzi, hogy magi-
tol nem igazan mulik el a probléma, ami szintén megerd-
siti a sz(irés és a pszicholdgiai intervencié fontossagat.

A két nagy dttekinté tanulmanyhoz [1, 2] hasonléan a
mi mintdnkon is rizikéfaktornak bizonyult a nem terve-
zett virandossag, illetve az egyediilallé csaladi dllapot (bar
ez utdbbi csak az elsé trimeszterben volt szignifikans).
Mindketté magyarazhat6 azzal, hogy a gyermekvallaldsra
fel kell késziilni, hiszen az véiltozisokat hoz az emberek
életébe. Nem tervezett virandéssag esetén kevesebb lehet
az erre szant idd, a stirgetettség érzése alakulhat ki; raada-
sul kiilon nehézséget jelenthet annak eldontése, hogy sze-
retnék-e megtartani a terhességet. Az egyediildllé nék
esetén pedig elSfordulhat, hogy kevesebb timogatast kap-
nak, egyediil maradnak a feladatokkal.
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A paritas esetén az atfogd tanulmanyok inkonzisztens
eredményre jutottak: egyes kutatisokban ugyanis nem
talaltak oOsszefiiggést ezekkel a valtozokkal, mas kutati-
sok pedig egymasnak ellentmondé kovetkeztetésekre
jutottak [1, 2]. A paritds a békéscsabai mintin nem
bizonyult rizikéfaktornak, csupan tendenciaszerti kap-
csolatot taldltunk a masodik trimeszterben: a multi-
pardknak tendenciaszerfien magasabb volt az EPDS-
rangitlaguk. A 2017. évi szegedi kutatisban chhez
hasonldéan a virandoéssig alatt végig a multipardknak
volt magasabb az EPDS-pontjuk, bar csak a harmadik
trimeszterben volt szignifikins a kiillonbség, a masik ket-
tében csak tendenciaszerl. Elképzelhetének tartjuk,
hogy a mar meglévé gyerek, annak ellatasa mellett ke-
vésbé tudnak a nék az 4j magzatra koncentrdlni, dtadni
magukat a virandéssdg oromeinek, igy magasabb a dep-
resszioértékiik [5].

Az életkor vizsgilataval szintén inkonzisztens ered-
ményre jutottak az atfogo vizsgalatok [1, 2]. A mi ered-
ményeink szerint a békéscsabai mintiban az elsé két tri-
meszterben van szignifikins kiilonbség; bar a paros
osszehasonlitds csak az elsé trimeszterben lett szignifi-
kans: a 21 év alatti n6knek volt szignifikinsan magasabb
EPDS-rangitlaguk a tobbi négy csoporthoz képest. El-
képzelhetd, hogy ebben az életszakaszban még kevésbé
érzik magukat a nék késznek a gyermekvallalasra, igy
ambivalencidt okozhat, hogy valasztaniuk kell: toviabbta-
nulnak, vagy anyava vilnak? Viszont ahogy halad elére a
varandossag, egyre csokkennek a kiilonbségek, talin a
kialakult anya—magzat kapcsolat, valamint a tarsas tamo-
gatas megtaldlasa kovetkeztében.

A kutatds korlatai kozé tartozik a lemorzsolddas: az
id6 el6rehaladtaval egyre kevesebb a részt vevé nd, hi-
szen el6fordulhat koltozés, a magzat elvesztése, vagy
akdr csak betegség vagy egyéb miatt is elmaradhat a ki-
toltés. Eléfordulhat olyan eset is, amikor az elsé trimesz-
terben a kitoltés sine morbo eredményt mutat, igy a védo-
né a tovabbiakban figyeli az esetleges depresszid
tlineteit, de csak akkor tolteti ki Gjra a kérdéivet, ha pa-
tolégiat gyanit.

Kovetkeztetés

Osszességében elmondhaté, hogy a dél-alfoldi minték-
ban emelkedett patolégids ardnyt taldltunk, emellett a
depresszitszint elég dllandénak ténik az eredmények
alapjan. Ez megerGsiti a sziirés és a pszicholédgiai inter-
vencié fontossagat, hiszen szamos, a varandossaggal, a
sziiléssel és a késibbi élettel kapcsolatos komplikdcidval
taldltak mar Osszefliggést kordbbi kutatasok. Az eredmé-
nyek alapjan egyes demogrifiai jellemzdk (21 év alatti
életkor, egyedilalld csaladi dllapot, a viranddssig nem
tervezettsége) rizikofaktorai lehetnek a megemelkedett
EPDS-pontszamoknak, melyek mutathatjik, hogy mely
csoportokra érdemes nagyobb figyelmet forditani a meg-
el6zés, kezelés soran.

EREDETI KOZLEMENY

Anyagi tamogatds: A kozlemény megirasa anyagi timo-
gatisban nem részesiilt.

Szerzoi munkamegosztdas: H. E. A.: Irodalomkutatas, a
kézirat megszovegezése, a statisztika elkészitése. G. N.:
A szlrés vezetése és a pszicholdgiai intervenciora jelent-
kezd ndk ellatdsa harom éven keresztil. B. L.: Szakmai
lektoralas, a szlrés intézményi timogatasa. T. A.: Téma-
felvetés, a kézirat szakmai értékelése, lektoraldsa, a sz(irés
vezetése, a pszicholdgiai intervenciéra jelentkezd ndék
ellitdsa. A cikk végleges valtozatat valamennyi szerz§ el-
olvasta és jovahagyta.

Erdekeltségek: A szerzGknek nincsenck érdekeltségeik.

Koszonetnyilvanitas

Koszonetiinket fejezziik ki a békéscsabai védéndknek, akik a kérdSivek
kitoltetésével és begytijtésével jelentGsen segitették munkdnkat, és hoz-
zdjarulnak ahhoz, hogy a veszélyeztetett varanddsok és édesanyik a
megfelelS ellatasba kertiljenek.
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A hangulati allapot alakulasanak
kockazati tényez6i
a perinatalis idoszakban

Hompoth Eméke Adrienn = Toéreki Annamaria dr.
Baloghné Fiirész Veronika = Németh Gabor dr.

Szegedi Tudoményegyetem, Altalinos Orvostudoményi Kar, Sziilészeti és N8gy6gyaszai Klinika, Szeged

Bevezetés: 2011 dprilisiban bevezetésre kertilt Szegeden a perinatalis depresszidsziirés. Célkitiizés: A depressziv tiine-
tek mértékének felderitése, illetve a perinatalis hangulati dllapotvaltozas kockdzati tényez8inek vizsgilata. Modszer: Az
Edinburgh Postnatal Depression Scale kérdéivet védéndk adtak at négy alkalommal a 3849 résztvevének. Eredmé-
nyek: Az elsé trimeszterben a legmagasabb az atlagpontszam (3,74 ), amely szignifikinsan eltér a tobbi mérési alkalo-
métol. A patoldgids ardny is ebben az idGszakban volt a legmagasabb (10,8%). Pozitiv, kdzepes erésségl korrelacid
volt a mérési alkalmak depresszidopontjai kozott, illetve Osszefliggést talaltunk a magasabb sziiréspontszamok és az
alacsonyabb sziiletési suly kozott. A magasabb atlagpontszamokkal tendenciaszer( Osszefiiggés mutatkozott az epi-
duralis érzéstelenités esetén, szignifikins pedig a nem tervezettség, a 26 év alatti vagy 34 év t6lotti életkor, egyediil-
4ll6 csaladi allapot és a multiparitds fuggvényében. Kovetkeztetések: Az elsG trimeszterben mar kimutathat6 pszichés
valtozdsok vannak, valamint 6sszefiiggés van a kiilonboz6 szociodemografiai faktorok és a pszichés mutaték kozott.
Ennek eclkeriilése érdekében fontos a depresszidszlirés és a pszicholdgiai intervencié. Orv. Hetil., 2017, 158(4),
139-146.

Kulcsszavak: depressziosziirés, virandésgondozas, védénsk

The risk factors of mood changing during the perinatal period

Introduction: The screening of perinatal depression was introduced in Szeged in April 2011. Aim: Our aim was to
assess the extent of perinatal mood changing and to explore the risk factors of it. Method: Perinatal nurses gave the
Edinburgh Postnatal Depression Scale to the 3849 participants four times. Resu/ts: In the first trimester were the
highest average scores (3.74) and pathological rate (10.8%) compared to the other measurement occasions. There
was a positive correlation between the scores of the measurement occasions. The higher average scores related to the
epidural anesthesia almost significantly, but significantly to the low birth weight, unplanned pregnancies, younger
and older age, single marital status and multiparity of the participant. Conclusions: Even the first trimester is sensitive
to pathological mood changes, which besides with other factors could be risk factors to postpartum depression. To
avoid this it is important to continue the screening and provide adequate help.

Keywords: depression screening, perinatal care, perinatal nurses

Hompoth, E. A., Toreki, A., B. Fiirész, V., Németh, G. [ The risk factors of mood changing during the perinatal period].
Orv. Hetil., 2017, 158(4), 139-146.

(Beérkezett: 2016. augusztus 15.; elfogadva: 2016. november 15.)

Roviditések A virandoéssig egy jelentés mérfoldkének tekinthets a
BDI (Beck Depression Inventory) = Beck Depresszié Kérd6iv; n.'o'l.< élétébcn? amikor szimos Véltoz:qis megy végbe blOIé'.
EPDS = Edinburgh Postnatal Depression Scale; SCID = Struc- | glai szinten, illetve dtalakul az életritmus és a fontossigi
tured Clinical Interview for DSM-IV) strukturélt klinikai inter- | sorrend is. Ebben az id6szakban pszichés tiinetek jelent-
jia DSM-IV-hez kezhetnek, példdul lehangoltsig. Magyarorszigon még
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kevés kutatas foglalkozott ennek vizsgalataval, igy a teljes
lakossagra vonatkozé el6fordulasi ardnyrdl nincs pontos
adat [1]. A Hungarostudy felmérések szerint n§ a dep-
ressziv tiinetekkel kiizd6k szdma: 1988-ban a felnGtt nék
25,8%-a panaszkodott depressziv tiinetekrél, 1995-ben
33,3%-uk, ebbdl stlyos tiinetekre 3%, illetve 7,7% [2].
Tovabbi emelkedés figyelhet6 meg a stlyos depresszios
tiinetekkel kiizd6k aranyaban 2002 és 2006 kozott is,
10,7%-r61 14,2%-ra nétt [3]. A kiilfoldi szakirodalom
szerint ez a tiinetegytittes a varandos n6k mintegy 20%-
at érinti [4].

Hazai, kisebb régiot érinté kutatisokat folytattak Sze-
ged, Békéscsaba és Szombathely térségében. A szombat-
helyi vizsgalat a Beck Depresszié Kérdéiv (BDI) rovidi-
tett, kilenctételes valtozatival tortént, az eredmények
alapjan pedig a minta 17,9%-a jelzett depressziv tiinete-
ket, koziilitk 1%-ban voltak ezek salyosak [1, 5].

A szegedi és békéscsabai kutatdsokban az Edinburgh
Postnatal Depression Scale (EPDS) [6] kérdGivet hasz-
naltak, amit Toreks és mtsai validiltak 2010-2011-ben
szegedi varandos és postpartum mintin. A validalds so-
ran a SCID diagnosztikai interja felhaszndlasaval kiilon
hatarértéket allapitottak meg az ante- és postpartum
mintikon a major és kombinalt depresszio felmérésére a
specificitas és szenzitivitds mutatok figyelembevételével
[7, 8]. Ezeket a hatarértékeket alkalmazva 2010-ben a
szegedi antepartum mintin 6,85%-ban voltak minor tii-
netek, 3,2%-ban pedig major tiinetek; mig a postpartum
id6szakban 13,5% volt a minor ¢és 3% a major tiineteket
mutatdk ardnya [9]. Szegeden és Békéscsabian 2011-ben
ezek az aranyok a kovetkezSképp alakultak: kéros érté-
ket a szegedi minta 8,9%-a és a békéscsabai mintal1,2%-
aértel [10].

A perinatalis depresszi6 kialakuldsanak tobb rizikofak-
tora is van, tobbek kozott a nem tervezett virandodssag
[11-14], a fiatalabb életkor [1, 13, 15], illetve, ha egye-
dilalls vagy 6zvegy az illetd [11, 14, 15]. Ugyanakkor a
primiparitas rizikocsokkentd hatasa lehet [11].

Tobb kutatds is vizsgilja a kezeletlen anyai depresszid
hatasat, osszefiiggéseit. Ezek eredményei szerint a dep-
resszionak kapcsolata van a korasziiléssel [16], alacsony
sziiletési stllyal [17] és a gestatiés diabetesszel is [18].
Ezek a szov6dmények az utdd késébbi életére is hatassal
lehetnek: a korasziilés példdul noveli a felnétt utédnal a
depresszi6 [19] és a szkizofrénia [20] kialakulasdnak va-
l6szintiségét, az alacsony sziiletési suly pedig a halvaszii-
letés és a csecsemd@haldlozas esélyét noveli [21], illetve
feln6ttkorban érrendszeri problémakhoz és 2-es tipusa
diabeteshez vezethet [22].

Emellett korabbi kutatdsok szerint az antepartum id6-
szakban mért depresszié mértéke elére jelezheti a post-
partum depresszi6 kialakuldsit [23]. Chunyg és mtsni [24 ]
eredményei szerint pedig a harmadik trimeszterben mért
nagyobb depresszidopontszamok esetén nagyobb volt a
valoszintisége, hogy a sziiléskor epiduralis érzéstelenitést
alkalmaztak.

EREDETI KOZLEMENY

A kutatds célja az volt, hogy megvizsgiljuk, a magyar
mintan hogyan alakulnak a depresszi6-atlagpontszamok,
illetve talalhat6-e Osszefliggés a depressziv tiinetek és a
perinatalis szovédmények kozott. Hipotéziseink a kovet-
kez&k voltak:

1. Pozitiv kapcsolat van az antepartum és postpartum
depressziv pontszamok kozott.

2. Osszefliggés van az alacsony sziiletési stly és a maga-
sabb depressziv pontszamok kozott.

3. A harmadik trimeszterben a magasabb depresszié-
pontszdmot eléré nék nagyobb valészintséggel igé-
nyelnek epiduralis érzéstelenitést a sziiléskor.

4. Egyes demografiai jellemzdk (fiatalabb életkor, egye-
dilallé csaladi dllapot és a multiparitds), valamint a
varanddssig nem tervezettsége szintén kapcsolatban
dllnak a magasabb depressziv pontszimokkal.

Mobdszer

A minta

A kutatisban azoknak a személyeknek az adatait hasznal-
tuk fel, akik a 2011 dprilisiban Szegeden elindult perina-
talis depresszidszlirésben vettek részt. Eddig Osszesen
3849 kitolt6 volt. Egyetlen kizard tényezdje a sziirésben
val6 részvételnek, ha nem beszélt magyarul, emellett fia-
talkort anya részvételéhez sziilGi beleegyezést kértiink.
A legfiatalabb személy 13 éves volt, a legid6sebb 43 éves,
az atlagéletkor 30,58 év volt (SD = 5,060). A legtobben
élettarsi kapcsolatban vagy hazassagban éltek (1048 és
1780 £6). A legtobben el6szor sziildk voltak (1969 £6),
1085 személynek volt egy és 318-nak kett§ gyermeke,
mig a tobbieknek hirom vagy annal tobb. Az esetek
87,5%-aban volt sz6 tervezett terhességrol.

Az alacsony sziiletési saly, valamint az érzéstelenités
modja és a depressziopontok kapcsolatinak vizsgalati-
hoz egy almintit hoztunk Iétre: 1325 {6 adatait gydjtot-
tik ki eddig a beteg-nyilvantartasi rendszerbdl, koziilitk
129 személyt zartunk ki az elemzések sordn ikersziilés
miatt, illetve, ha mds klinikan szilt, igy az adataihoz nem
volt hozziférésiink. Az almintiban az dtlagéletkor 30,5
évvolt (SD =4,964). A legtobben élettarsi kapcsolatban
vagy hdzassigban éltek (338 és 556 £6). A tobbség els-
szOr szul6 volt (628 £6), 351 személynek volt egy gyer-
meke, 98-nak kett6 és 34 nének volt hairom vagy annil
tobb gyercke. Az esetek 88,9%-aban volt sz6 tervezett
terhességrol.

Eszkiozok, a sziivés folyamata

77,

A szlirésben az EPDS [6] kérdGivet hasznaltuk, amely
egy rovid, hirom-o6t perc alatt kitolthet§ kérdéiv. Tiz
kérdése az elmult hét hangulati dllapotara vonatkozik:
érzett-¢ lehangoltsigot, szorongdst, Osszecsaptak-¢ feje
folott a hullamok stb. Emellett a tizedik kérdés a szuicid
gondolatokat méri fel. Mindegyik kérdésre négy lehetsé-
ges vilasz van, amelyekre 0-3 pont kozotti értéket lehet
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adni, igy a teljes kérd6iv 6sszpontszama 0-30 kozotti
lehet.

A megdllapitott ponthatarok a 7 és 12 pont: 7 pont
felett minor, 12 pont felett major depressziot valdszind-
sit a kérd6iv a kordbbi validalasi eljarasunk alapjan [7, 8].
Mindkét esetben, illetve akkor is, ha a tizedik kérdésen
akdr csak egy pontot is kap a kitoltd, akkor javaslatot kap
a pszichologus felkeresésére, amelyrsl szabadon dont-
het, hogy ¢él-¢ a lehet8séggel. A pszicholdégus szupportiv
modszer mellett a kovetkezSket alkalmazza: tandcsadas,
relaxacié, sziilésre felkészités, edukacié stb., a mddszer
igazodik az adott id6szak nehézségeihez, trimeszterspe-
cifikusan torténik a kezelés.

A sziirésben a védénSknek kulcsfontossigt a szere-
piik: 6k adjik 4t a tdjékoztatd és beleegyezd nyilatkoza-
tot a varandésoknak az els§ talalkozas alkalmaval, cz
utan a demografiai adatok felvételére keriil sor, majd pe-
dig az EPDS kérdéiv kitoltésére. A masodik és harmadik
trimeszterben, illetve egyszer a postpartum idészakban
Gjra megtorténik az EPDS kitoltése, igy biztositva a le-
het8séget az esetleges valtozdsok kovetésére (1. abra).
A kérdéiveket a védéndk kiértékelik, majd eljuttatjak a
szlirésben részt vevé pszicholégushoz, aki a beteg-nyil-
vantartasi rendszerben rogziti az eredményeket, igy a
szlirés Szegeden mdr a varandosgondozas részévé valt.

* Jelentkezés varandosgondozasra a védéndnél
* Sziirésrol tajékoztatas, beleegyez6 nyilatkozat

* Kizaro6 tényez6, ha nem tudott folyékonyan magyarul.
Kiskoru résztvevo esetén sziiléi beleegyezés.

L » Demografiai adatok felvétele
trimeszter | . EPDS kérdéiv kitoltése
* teljes minta: 3621 kitslté
« alminta: 1194 kit6lté

* EPDS kérdéiv kitoltése
2. « teljes minta: 2592 kit6lté
trimeszter  alminta: 1055 kitolté

« EPDS kérdéiv kitoltése
* teljes minta: 1593 kit6lté
* alminta: 858 kit6ltd

+ EPDS kérdéiv kitoltése )
* teljes minta: 1182 kitoltd
Post « alminta: 747 kit6lté

* Adatok gytijtése a beteg-nyilvantartasi rendszerbol
(sziilés, érzéstelenités modja, sziiletési hét, sziiletési suly

stb.) )

partum
id6szak

1. dbra | A sztirés folyamata, a mérési alkalmak és a résztvevsk szdima

Statisztika

Mivel a mérési idGszakok esetén a résztvevSk szama je-
lentSsen kiilonbozik, igy kétféle moddszert alkalmaztunk
annak felderitésére, hogy szignifikins kiillonbség van-e az
EPDS-atlagpontszimokban. Egyrészt ismételt méréses

EREDETI KOZLEMENY

ANOVA-t hasznaltunk, amit akkor alkalmaznak, ha
ugyanazt a mérést végzik el bizonyos id6kozonként
ugyanazon személyek részvételével. A masik médszer az
egyszempontos ANOVA, amely egymistdl fiiggetlen
csoportok kozott elemzi az atlagpontszamok kiilonb-
ségét.

y?-probit is haszndltunk, amely alkalmas annak elem-
zésére, hogy a kiilonbozg feltételek alapjan létrehozott
csoportok kozott az elemszdmok kiilonbsége a véletlen-
nek koszonhetd vagy valoszintsithetS a hattérben vala-
milyen hatas. Ezt a sziiletési stly és EPDS-pontok k6zot-
ti  kapcsolat elemzésére hasznaltuk, a kovetkezd
csoportositassal: alacsony sziiletési saly (<2500 g), illetve
normidlis sziiletési stly (22500 g); emellett kontroll (akik
0-7 EPDS-pontot értek el), minor (8-12 EPDS-pont)
és major csoport (213 EPDS-érték). Mivel az EPDS kér-
déiv validalasa a SCID diagnosztikai interja alapjin tor-
tént [7, 8], ezért megalapozottan lehet allitani, hogy a 7
pont feletti értéket elérd személyeknél minor depresszid
allhat a hattérben, 12 pont felett pedig major depresszid
valészintsithet6. A besorolast a kutatasi adatok feldolgo-
zasihoz haszndljuk, nem diagnosztikus értékd.

Egyszempontos ANOVA-val elemeztiik azt, hogy az
EPDS-pontok alapjan alakitott csoportok (kontroll-, mi-
nor, major csoport) kozott a sziiletési salyok atlagaban
van-¢ szignifikins kilonbség. Emellett annak felderité-
sére alkalmaztuk, hogy az EPDS-dtlagpontszamok ko-
zOtt van-e kiillonbség a Lee és mitsai [15] altal is alkalma-
zott életkor-csoportositod viltozo tekintetében (<25 éves
vs. 26-34 éves vs. 235 éves résztvevok).

Az ante- ¢és postpartum depressziéd kapcsolatinak
elemzéséhez korreldciot haszndltunk az EPDS-pontsza-
mokon, mivel ez a médszer egyiittjiras felderitésére al-
kalmas, és a szakirodalom [23] szerint a postpartum
depresszionak rizikofaktora (és nem oka) az antepartum
depresszid, tehdt a kettd kozt egyiittjards talalhato.

Fiiggetlen mintas t-probat is alkalmaztunk annak fel-
deritésére, hogy van-e kiilonbség az EPDS-pontszdmok-
ban a sziiletési saly (alacsony vs. normdl), illetve az érzés-
telenités (epiduralis érzéstelenités vs. egyéb érzéstelenitd),
mint csoportositéd valtozok esetén. Emellett a demogra-
fiai jellemz6k, mint a varandossag tervezettsége (tervez-
te vs. nem tervezte), csalddi dllapot (egyediilallo /elvalt/
Ozvegy vs. hazassigi/élettirsi kapcsolatban él), illetve
paritds (el8szor vs. tobbedszer sziil6) csoportositd valto-
z0k és EPDS-pontszamok kozotti kapesolat felderitésére
is ezt alkalmaztuk.

Eredmények

A sztirés kezdetén a varanddésoknak csupdn egyharmada
toltotte ki a kérdbiveket, manapsag mar kozel 90%-os a
részvételi ardny. A kitoltések atlagosan a 11., 23. és 35.
héten torténtek, a postpartum id@szakban pedig a 4-6.
héten.

Ismételt méréses ANOVA-val elemeztiik, hogy ho-
gyan alakulnak az EPDS-pontszamok a mérési alkalmak
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EPDS-
pontszam | sk

. 1.
a4
, . . -

|**

0
1. trimeszter 2. trimeszter 3. trimeszter Post partum
3,66 pont 2,86 pont 2,65 pont 2,99 pont
SD=3,16 SD =278 SD = 2,64 SD = 3,08
2. dbra EPDS-idtlagpontszamok a négy mérési idészakban azokon a sze-

mélyeken, akik mind a négy alkalommal kitoltotték a kérdSive-

ket

**p<0,001; *p = 0,01
SD = standard devidcid

EPDS- *k

pontszam e k2

4 %

3

2

1

0 /_ . . . .

1. trimeszter 2. trimeszter 3. trimeszter ~ Post partum
3,74 pont 2,99 pont 2,88 pont 3,21 pont
SD=3,17 SD =2,90 SD = 3,00 SD =3,28
3. dbra A teljes minta EPDS-dtlagpontszdmai a négy mérési idészakban

**p<0,001
SD = standard devidcid

sordn anndl az 587 6t tartalmazé csoportnal, akik mind
a négy alkalommal kitoltotték a kérdbivet. Eredménye-
ink szerint a mérési alkalmak atlagpontszamai egymastol
szignifikinsan eltérnek, F(2,579, 1511,577) = 27,832,
p<0,001. A Bonferroni post hoc teszt szerint az els6 mé-
rési alkalom dtlagpontszdma a legmagasabb és mindha-
rom tovabbitdl szignifikansan eltér (p<0,001), emellett
szignifikdns eltérés volt a harmadik és negyedik mérési
alkalom kozott (p = 0,010) (2. dbra).

Az egész mintdra kiterjesztve a vizsgalatot egyszem-
pontos ANOVA-val hasonlé eredményt kaptunk:
a négy alkalom kozott szignifikins volt az eltérés,
F(3, 8623) = 39,093, p<0,001. A Bonferroni post hoc
teszt szerint az els6 mérési alkalom kilonbozott szignifi-
kansan a tobbi hiromtél (p<0,001) (3. dbra).

EREDETI KOZLEMENY

Patoldgias arany

12%+
10%
8%-
6%
4%+
2%
0% /
1. trimeszter 2. trimeszter 3. trimeszter Post partum
10,8% 6,9% 6,5% 7,8%
4. ibra Patologiss EPDS-értéket elért személyek ardnya a négy mérési

idészakban a teljes mintin

A patologias arany vizsgalatihoz annak a 731 kitoltés-
nek a pontszdmait vettiik figyelembe, ahol az érték hét-
nél nagyobb volt, ez az Osszes kitoltés 8,5%-a. Az elsé
trimeszter kitoltGinek 10,8%-a, a masodik trimeszter
6,9%-a, a harmadik trimeszter 6,5%-a, a postpartum id6-
szakban pedig 7,8%-a volt patoldgids a kitoltéseknek
(4. abra).

Korrelaciéval vizsgaltuk az almintin a négy mérési al-
kalom depresszidpontszamait, eredményeink szerint
mind a négy egymdssal pozitivan, kozepesen erdsen,
szignifikdnsan 6sszefiiggott (0,396<r<0,652, p<0,001).

Tanulmdnyoztuk a sziiletési saly és az EPDS-pontok
kapcsolatit ¥*-probaval. Eredményeink szerint a harma-
dik trimeszterben minor csoportban (43 t6) 9,3%-ban,
major csoportban (8 £6) 12,5%-ban lett alacsony sziileté-
si saly (25 eset), mig a kontrollcsoportban csak 2,6%-
ban, a kiilonbség szignifikans (3*(2) = 8,198, p = 0,017).

1. tiblazat Az alacsony és normalis sziiletési stly eloszlasa a hangulati allapot

szerint

Kontroll Minor Major p-érték
csoport csoport csoport
(0-7 pont)  (8-12 pont) (13-30 pont)
3. trimeszter
Alacsony 2,6% 9,3% 12,5% 0,017*
sziiletési stly
(2500 g alatt)
Minor Major csoport p-érték
csoport (13-30 pont)
(8-12 pont)
Postpartum 0,007*
iddsznk
Alacsony 14,8% 7.,4%
sziiletési saly
(2500 g alatt)
Normalis 4.7% 1,8%
sziiletési saly
(2500 g vagy
a folott)
*p<0,05
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EPDS-pontszam

5 -
4 4
3 4
2 4
1 4
/’ 7
/’/ r/
0 + : f
3. trimeszter Post partum iddszak
Pontok: 4,44 vs. 2,76 4,52 vs. 3,15
SD: 3,63 vs. 2,81 4,07 vs. 3,23
p: 0,004 0,034

Alacsony sziiletési suly B Normal sziiletési stly

5. ibra Az EPDS-pontszdmok dtlaga a sziiletési stly alapjan létrehozott

csoportokban

SD = standard deviicié

Sziiletési saly ™ 1:*
3500 1
3200 1
2900
v Z //
2600 1~ ; ’
Kontrollcsoport ~ Minor csoport ~ Major csoport
3380 ¢ 3135 ¢ 3156 ¢
SD = 548,89 SD = 814,56 SD = 754,99
6. abra A sziiletési stlyok dtlaga az EPDS-pontok alapjin létrehozott
csoportokban
*p = 0,016

SD = standard devidcio

A postpartum id&szakban pedig az alacsony sziiletési
saly csoportban (27 t6§) 14,8%-ban (4 t6) alakultak ki
minor tiinetek (EPDS 7-12 pont), 7,4%-ban (2 £6) ma-
jor tiinetek (EPDS 13-30 pont), mig a normalis sziileté-
si stlyt csoportban csak 4,7%-ban (32 személy) és 1,8%-
ban (12 személy) (x*(2) =9,927,p =0,007) (1. tibldzat).

Fiiggetlen mintds t-proba szerint pedig az alacsony
sziiletési sulyt csoportban (25 és 27 {6) a normalis szii-
letési salyt csoporthoz képest szignifikinsan magasabb
az EPDS-pontok atlaga a harmadik trimeszterben (4,44
pont, SD = 3,63 vs. 2,76 pont, SD = 2,809) és a postpar-
tum id&szakban is (4,52 pont, SD = 4,07 vs. 3,15 pont,
SD =3,23) (¢(795) =2,916, p = 0,004 és £(699) = 2,129,
p =0,034) (5. abra).

EREDETI KOZLEMENY

Az EPDS-pontok alapjan kialakitott csoportok (kont-
roll vs. minor vs. major) kozott a sziiletésisaly-atlagok
kiillonbségének vizsgilatira alkalmaztuk az egyszempon-
tos ANOVA-t. Eredményeink szerint szignifikinsan ma-
gasabb volt a kontrollcsoportban (654 t8) a sziiletési
stly (atlag = 3379,65, SD = 548,89) a minor csoporthoz
képest (37 16, saly dtlaga = 3134,73, SD = 814,56) (F(2,
702) = 4,172, p = 0,016). Azonban a major csoporttdl
(14 16, saly dtlaga = 3155,71, SD = 754,991) egyik sem
tért el szignifikdnsan (6. dbra).

Fiiggetlen mintds t-probat hasznaltunk az érzésteleni-
tés tipusa (epiduralis vs. egyéb) csoportositod viltozo és
az EPDS-atlagpontok kozotti kapcsolat felderitésére.
Eredményeink szerint azok a személyek, akik az epidura-
lis érzéstelenitést részesitették elényben (179 {§) mas
modokhoz képest (1022 £6), azoknak tendenciaszerien
nagyobb volt az antepartum EPDS-pontszimuk atlaga
(3,82 pont, SD = 2,79 vs. 3,38 pont, SD = 2,82)
(¢(1199) = 1,909, p = 0,056).

A figgetlen mintds t-prébat alkalmazva Osszefiiggés
mutatkozott az EPDS-atlagpontszamok és a varandos-
sdg tervezettsége (tervezte vs. nem tervezte) kozott:
mind a négy mérési id@szakban szignifikinsan magasabb
volt az EPDS-pontok atlaga abban a csoportban, ahol
nem volt tervezett a virandéssig (p<0,014) (2. tdbli-
zat).

A csaladi allapot (egyediildll /elvilt/6zvegy vs. élet-
tarsi/hdzastarsi kapcsolatban él) és depresszios hangulat
is szignifikinsan Osszefligg a fiiggetlen mintas t-proba
szerint a madsodik trimeszterben: akik egyediildll6ak,
azoknak magasabb az EPDS-atlagpontjuk azokhoz ké-
pest, akiknek van tarsuk, t(222) = 2,280, p = 0,024
(2. tablizat). Ez a tendencia jellemz6 az elsd trimeszter-
re és a postpartum id@szakra is, bar az Osszefiiggés nem
szignifikdns.

Az életkor hatdsanak vizsgdlatara Lee [15] kutatdsihoz
hasonléan hirom csoportra bontottuk a mintit (<25
éves vs. 26-34 éves vs. 235 éves). Egyszempontos
ANOVA szerint csak a virandéssag ideje alatt van szigni-
fikdns kiilonbség az életkori csoportok kozott az EPDS-
dtlagpontszdmokban (p<0,05). Az elsé, legfiatalabb cso-
portban volt a legmagasabb az atlagpontszim, ezt a
harmadik, legidGsebb csoport kovette, majd a masodik.
A Bonferroni post hoc teszt szerint a szignifikins eltérés
mindhdrom trimeszterben az els§ és a masodik, illetve a
miésodik és a harmadik csoport kozott volt (p<0,049),
azonban az els6 és a harmadik csoport nem tért el szig-
nifikinsan egymastdl (2. tablizat).

Fiiggetlen mintds t-prébaval vizsgilva a paritiscsopor-
tosité viltozd (primipara vs. multipara) és EPDS-atlag-
pontok kozotti kapesolatot a kovetkezé eredményt kap-
tuk: mind a négy mérési alkalommal alacsonyabb volt az
EPDS-atlagpontszam a primipara-csoportban a multi-
parakhoz képest, azonban a kiilonbség csak a harmadik
trimeszterben volt szignifikins (t¢(760) = -2,1006,
p = 0,036), emellett az els6 trimeszterben tendenciasze-
rd (p = 0,051) (2. tablazat).
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Megbeszélés

Az eredményekbdl 6sszességében az latszik, hogy az elsé
trimeszterben a legmagasabb az EPDS-dtlagpontszam,
amely szignifikansan kiilonbozik a tobbi atlagpontszam-
t6l. Enyhén magasabb, de hasonléan viltakozé atlag-
pontszamokat kaptak Toreki és mtsai a kordbban kozolt
eredményeikben szegedi mintin [10]. Ugyanakkor a bé-
késcsabai mintan nemcsak enyhén magasabbak voltak az
atlagpontszdmok, hanem a postpartum trimeszterben
volt a legmagasabb, amelyet az elsé trimeszter kovetett.
Torok eredményei [14] szerint 8,12 az EPDS-itlag a
sziilés utdni harmadik napon, 7,93 pedig 3-9 hoénap
mulva, Osszevetve a mi mintank 3,66 és 3,74 pontjaval.
Az eltéréseket okozhatja a mintdk kozotti elemszamkii-
lonbség, valamint, hogy a jelenlegi vizsgilatban nagyobb
aranyban volt tervezett a varanddssig, amely protektiv
faktor lehet a tiinetekkel szemben [11-13]. Az eltérést
okozhatta tovabbd a kérdéiv felvételének eltérd ideje.
Kutatdsunkban a patologias értéket elért személyek
aranya 8,5%, ebbdl az els§ trimeszterben volt a legmaga-
sabb, 10,8%. Bodecs mintdjaban [1] a résztvevsk 17,9%-a
jelzett depressziv tlneteket, Toreki és mtsai 2013-ban
[9] 10%-ban és 16,5%-ban, 2014-ben [10] szegedi és
békéscsabai mintin 8,9%-ban és 11,2%-ban talalt patolé-
gids értéket. Torok [14] postpartum résztvevéi kozt
29,8%-ban, sziilés utin 3-9 honappal pedig 31,5%-ban
(BDI-vel) és 28,7%-ban (EPDS-sel) alltak fent patologi-

EREDETI KOZLEMENY

ds mértékd tiinetek. A jelent&sebb eltéréseket okozhatja
az elemszam, a haszndlt eszk6zok és a mérés idGpontji-
nak a kiilonbozGsége, valamint a demogrifiai viltozok-
ban valé eltérés: Kopp és mtsai[2] szerint a Dunantalhoz
képest a Dundtdl keletre jelentésen magasabb a depresz-
szi6-atlagpontszam, Csongrad megye kivételével.

Az eredményeink érdekessége még, hogy a patologiis
pontot clértek atlaga az els§ trimeszterben a legmaga-
sabb. Ezt és az atlagpontszamok hasonléan alakul6 ten-
dencidjat okozhatja az, hogy a ponthatarértéket atlépd
varandosoknak jelezték a védéndk a kialakul6 depresszid
lehet&ségét, igy 6k ennek tudatdban kérhettek segitséget
a kornyezetiiktdl, illetve szakembert6l. Az is lehetséges,
hogy az elsG trimeszter a legérzékenyebb a depresszid
kialakuldsira, de ennek megdllapitisihoz tovabbi vizsgi-
latok sziikségesek. Az viszont mdr bizonyos az eredmé-
nyek alapjan, hogy nemcsak a postpartum id&szak érzé-
keny a hangulatvaltozasra, hanem mar az els6 trimeszter
is, ami azért nagyon fontos, mert ha tudjuk, hogy az ér-
zékenység mar az els6 trimeszterben kimutathat6, akkor
elkezd6dhet a kezelés, igy elkertilhetévé vilnak az esetle-
ges késGbbi szovédmények.

A statisztikai elemzés szerint, a szakirodalmi eredmé-
nyekhez hasonléan, bizonyos demografiai jellemz6k rizi-
kofaktorai lehetnek a hangulatviltozasnak. Ilyen a nem
tervezett varandossag, amely esetén eredményeink sze-
rint mind a négy mérési idé6pontban szignifikinsan ma-
gasabbak voltak az EPDS-atlagpontszamok, akarcsak

2. tablazat Az EPDS-dtlagpontszimok és a demogrifiai jellemzdk dsszefiiggései
1. trimeszter 2. trimeszter 3. trimeszter Postpartum idészak
Atlag N p Atlag N p Atlag N p Atlag N p
Tervezett
terhesség 3,58 989 2,84 878 2,62 720 2,96 631
Igen (SD =2,806) 0,001** (SD =2,69) 0,001** (SD = 2,60) 0,001** (SD = 2,86) 0,013*
5,45 120 5,11 103 4,64 75 4,46 67
Nem (SD = 3,95) (SD =4,15) (SD =4,03) (SD =4,73)
Eletkor
<25 év 4,37 158 4,08 151 3,35 120 3,44 99
(SD = 3,24) 0,012*  (SD = 3,73) 0,001** (SD = 3,39) 0,019* (SD = 3,97)
26-34 ¢év 3,56 696 2,78 641 2,56 525 2,97 461 0,055
(SD =3,12) 0,019*  (SD =2,65) 0,048* (SD =2,58) 0,013* (SD =2,79)
235 év 4,22 223 3,38 175 3,33 141 3,71 136
(SD =3,51) (SD = 3,22) (SD = 3,22) (SD = 3,806)
Csaladi allapot
Egyediilallo 4,10 192 3,58 168 2.52 142 3,26 130
(SD =347) 0,115 (SD = 3,39) 0,024* (SD =2,57) 0,246 (SD = 3,61) 0,556
Térssal ¢l 3,7 836 2,94 759 2,82 614 3,08 538
(SD = 3,08) (SD =2,80) (SD =2,84) (SD = 3,03)
Paritas
Primipara 3,62 587 293 536 2,61 441 3,11 390
(SD = 3,08) 0,051 (SD=2,93) 0,084" (SD=2,74) 0,036* (SD =3,13) 0,845
Multipara 4,01 449 3,27 395 3,05 321 3,16 285
(SD = 3,25) (SD = 3,04) (SD =2,97) (SD = 3,20)

**p<0,001; *p<0,05;
‘tendencia
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korabbi vizsgalatokban [11-13]. To7rok [14] eredménye
alapjan pedig a patolégids pontértékii csoportban na-
gyobb aranyban van a nem tervezett varandéssigok ara-
nya a tervezetthez képest.

Rizikofaktor lehet a timogatis hidnya, egyediildllo
csaladi allapot is [11, 15]. A mi eredményeink szerint,
akik egyediil éltek, azoknal a harmadik trimeszter kivéte-
lével mindharom mérési alkalom esetén magasabb volt
az EPDS-itlagpontszam, bar csak a masodik trimeszter-
ben volt szignifikdns. To7ok szerint [ 14] a patologias tii-
neteket mutaté csoportban nagyobb arinyban vannak
egyediildllék a csaladosokhoz képest, Bidecs [1] pedig
még az élettarsi kapcsolathoz képest is pozitivabb hatd-
stnak taldlta a hazassigi kapcsolatot. Ezek a tarsas timo-
gatds fontos szerepére mutatnak ra.

Eredményeink szerint a primiparitds rizikdécsokkents
hatdst lehet a depressziéval szemben, amelynek hatteré-
ben allhat, hogy akik tobbedik gyermekiiket varjak, 6k
kevésbé tudnak a virandodssag élményszintli megélésére
fokuszalni, hiszen mar van gyerekiik, akit (vagy akiket) el
kell litniuk. {gy elfoglaltabbak, megterhel§bb eljarniuk a
szlirésekre. Ha pedig a kordbbi terhességben volt valami-
lyen komplikici6, ez kilon distresszt okozhat [13].
Torok [14] szerint szintén lehet az el6szor sziilésnek egy-
fajta protektiv hatdsa, hiszen eredményei szerint a koros
EPDS-csoportban a legkisebb ardnyban a primiparak
voltak.

Az életkor és EPDS-pontszamok kapcsolatinak elem-
zésekor azt az eredményt kaptuk, hogy a fiatalabb élet-
kor Osszefiigg a magasabb dtlagpontszimmal, hasonl6an
kordbbi kutatisokhoz [1, 13, 15]. Ugyanakkor a mi
mintinkon a 26-34 éves korosztilynak van a legalacso-
nyabb dtlagpontszama, ehhez képest 34 éves kor folott
Gjra megemelkednek az EPDS-atlagpontszimok, mig
Toreki [13] eredményei szerint a 35 év feletti idGszak a
legkevésbé veszélyeztetett a hangulatviltozasra. A mi
eredményeink eltérését okozhatjik a demogrifiai ténye-
zO6k, valamint a kutatdsban hasznalt eszk6zok eltérése.
Az is lehetséges, hogy a kordbbi vizsgilatok éta nove-
kedtek az id&sebb anyakra nehezedé terhek, amelyek sé-
riilékenyebbé tehetik Sket a depressziv tiinetek kialakuld-
sdra.

Eredményeink szerint emellett 6sszefliggés van a szii-
letési suly és az EPDS-pontszimok kozott: a harmadik
trimeszterben és a postpartum idGszakban az alacsony
sziiletési stlycsoportban magasabb az EPDS-atlagpont-
szdm, illetve nagyobb aranyban fordul el minor és ma-
jor salyossagt tiinetegylittes. Ez megerSsiti Rabman
eredményeit [17], ami szerint a depressziés anydknak
szignifikansan kisebb lett az Gjsziilottje a nem depresszi-
6s anyikhoz képest. Illetve megerdsiti Torik eredményét
[14] is, amely szerint az alacsony sziiletési suly jelentSs
rizikéfaktor a postpartum idészakban a kéros mértékd
depressziv tiinetek kialakuldsara.

Eredményeink megerdsitették korabbi kutatasok ered-
ményeit [ 24, 25], miszerint az antenatalis depresszié no-
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veli annak valoszintségét, hogy a sziilés levezetéséhez
epiduralis érzéstelenitSt kérnek a vajido nék. Ennek hat-
terében az dllhat, hogy a megnovekedett fajdalomérzet
—amely a depressziv allapotok velejardja [26] — enyhité-
séhez erGsebb fijdalomcsillapitéra van sziikség [25].

Eredményeink alapjan pozitiv kapcsolat van az ante és
postpartum depresszié kozott, vagyis az antepartum
depresszié szintje eldre jelezheti a postpartum depresz-
szi6 kialakuldsat Leigh és Milgrom vizsgalatihoz [23] ha-
sonléan. Ennek hitterében allhat, hogy a viranddssig
egy jelentSs életesemény, amely komoly véltozdsokat
hozhat, Gjfajta stresszorokkal talalkoznak a parok, még
akkor is, ha mar van gyermekiik; s6t egy mar meglévg
gyermekrél gondoskodni fokozé tényezd lehet [27].
Egyes megkiizdési modok kevésbé adaptivak masokkal
szemben [28], igy akik csak ezeket tudjak alkalmazni,
azok sériilékenyebbek a depresszioval szemben, és mivel
a gyermekvallalas, annak stresszfaktorai hosszi tivon
fennallnak, a lehangoltsdg tartdssa tud valni.

Figyelembe véve az eredményeket, valamint azon ta-
pasztalatunkat, hogy a virandésok és az édesanyik nem
merik felvallalni nehézségeiket, sokszor a kornyezetiiktdl
sem tudnak vagy mernek segitséget kérni, megéllapithat-
juk, hogy fontos a sz(irés, hiszen ennck segitségével a
patologias hangulatviltozasokat mar a kezdeti fizisiban
észlelhetjiik, igy kordbban van lehet8ség a megfeleld se-
gitség biztositasara. A koran elkezdett pszicholégiai in-
tervencié segithet csokkenteni a depressziv tiineteket,
ezzel elkeriilhet6vé valik a késébbiekben a major dep-
resszio, illetve egyéb szovédmények kialakuldsa, mint az
alacsony sziiletési suly, igy a pszicholdgiai intervencid
hozzijarulhat a normalis sziiletési stlyhoz.

A jelenlegi vizsgalat korlatja az elemszdm: a teljes min-
tanagysig megfelels, azonban kevesen toltotték ki ahhoz
képest mind a négyszer a kérdGivet, illetve egyes alcso-
portok elemszamai jelentSsen eltérnek. A jelen adatok
nem mutatjak kiilon a kezelt és kezeletlen betegek sta-
tisztikdjat, ezen adatok feldolgozasa folyamatban van.
Emellett a jov6ben tervezziik vizsgalni a depressziv pon-
toknak tobbek kozott a korasziiléssel, gestatids diabe-
tesszel, praceclampsiaval valé kapcsolatat is.

Anyagi tamogatis: A kozlemény megirdsa anyagi timo-
gatisban nem részesiilt.

Szerzoi munkamegosztas: H. E. A.: A kézirat megszove-
gezése, a hipotézisek kidolgozdsa, az adatok bevitele és
elemzése. T. A.: A hipotézisek kidolgozdsa, az adatok
bevitele és elemzése, a kézirat dtnézése, szovegezése.
B. E. V.: A vizsgélat lefolytatisa. N. G.: Az elkésziilt kéz-
irat sziilészeti lektoraldsa. A kézirat végleges valtozatat
valamennyi szerzé elolvasta és jovihagyta.

Erdekeltségek: A szerzSknek nincsenek érdekeltségeik.
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