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Objectives: Psychiatric disorders are a significant health concern during the perinatal period. Therefore, this
study determined the prevalence of psychiatric symptoms and their associated factors during pregnancy.

Methods: All pregnant women who presented to Kafkas University gynecology and obstetrics outpatient
clinic for examination between February 4 and May 4, 2019, and consented to participate in this study were
included. This study employed the General Health Questionnaire, sociodemographic characteristics of the
pregnant women, and perceived health status.

Results: Notably, 190 (45.6%) of pregnant women had psychiatric symptoms. Regarding the risk factors, they
were 1.920 times more in pregnant women living in the villages or towns than those living in cities or city
centers (95% Cl: 1.224-3.014); 1.986 times more in unemployed pregnant women than those with a steady
income (95% Cl: 1.139-3.461); 0.469 times more in those who desired the pregnancy than those with unde-
sired pregnancy (95% Cl: 0.261-0.844); 1.650 times more in first pregnancies than those with more than two
pregnancies (95% Cl: 1.069-2.548).

Conclusion: Pregnant women living in rural areas like villages or towns, those unemployed and pregnant for
the first time, were determined to be at high risk for psychiatric symptoms. Therefore, physicians at primary
healthcare institutions should be periodically trained regarding perinatal psychiatric disorders.
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INTRODUCTION

Pregnancy can be considered a crisis period that requires a woman to adapt to various new
roles. It is a physiological and psychosocial process that involves new internal and interper-
sonal aspects of a woman and entails acceptance of motherhood.™

Notably, psychiatric disorders during the perinatal period are a significant health concern,
especially in developing countries. Psychiatric disorders during this period are common,
based on the disease spectrum (major depression, anxiety disorders, obsessive-compulsive
disorder, and other disorders like social phobia) and prevalence (studies specifically showing
depression ranged from 8.0% to 41.0%).>* Besides affecting the mother during the perina-
tal period, the psychiatric disorders cause complications, such as preterm delivery, low birth
weight, and insufficient growth, in the postnatal period.®'? In addition to the biological fac-
tors, the biodemographic, sociodemographic, socioeconomic, and sociocultural factors are
among the reasons for perinatal psychiatric disorders.!'"-®
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This study aimed to determine the frequency and factors
affecting the emergence of psychiatric symptoms during
pregnancy in the primary healthcare setting.

Moreover, this study endeavors to increase the family doc-
tors’ awareness regarding psychiatric symptoms that could
be observed in pregnant women because family physicians
are the primary contacts the pregnant women present to
and are follow-up by for general health monitoring.

METHOD

This study included all pregnant women who presented
to the obstetrics outpatient clinic between February 4 and
May 4, 2019, and agreed to participate in the study, giving
their verbal consent. However, of the 453 pregnant women
invited to the study initially, 16 (3.5%) refused to partici-
pate, and 20 (4.4%) did not complete the forms. Therefore,
finally, the research included 417 (92.1%) pregnant women
who agreed to participate.

The data for the research was collected using the General
Health Questionnaire-12 (GHQ-12) questions developed
by Goldberg with its sociodemographic characteristics,
bio-demographic features, and primary healthcare use
status.l'”

Likert-type scoring was used to evaluate GHQ-12, with the
scores ranging from 0 to 36. Notably, with 10/11 consid-
ered the cut-off point of GHQ-12, its sensitivity was 0.85,
specificity was 0.77, and test-retest reliability was 0.99.1'9
It was accepted that pregnant women with the GHQ-12
score of 2 and above had psychiatric symptoms, and those
with a score of less than 2 had no psychiatric symptoms.

The dependent variable of the study was the presence of
psychiatric symptoms. The independent variables were
the socio-demographic and bio-demographic features of
the pregnant women related to their availing of primary
healthcare services.

The data were collected using the face-to-face interview
technique after obtaining approval from Kafkas Universi-
ty ethics committee (Approval date: 30.01.2019/Approval
number: 45).

The data were analyzed using the SPSS (Statistical Package
for Social Sciences) for Windows 20.0 (SPSS Inc, Chicago, IL).
Percentage, prevalence, Chi-square, and logistic regression
analysis were used to analyze the data. Chi-square analysis
was used to evaluate the independent variables affecting
the dependent variable. The factors that were statistically
significant in the chi-square analysis were included in the
backward logistic regression. A p value of 0.05 was consid-
ered statistically significant.

37

RESULTS

This study included 417 pregnant women who presented
to the gynecology and obstetrics outpatient clinic for ex-
amination and agreed to participate in the study. Psychiat-
ric symptoms were observed in 45.6% (n=190) of pregnant
women. The effects of socio-demographic and socio-eco-
nomic features on the psychiatric symptoms in pregnant
women are summarized in Table 1. One of the health fea-
tures of pregnant women and the variable that is statisti-
cally significant with the psychiatric symptoms is smoking
status (p=0.022). The effects of healthcare use and health
features on the psychiatric symptoms in pregnant women
are shown in Table 2. The variables that were determined to
be statistically significant on binary analysis were the place
where the women lived (p=0.004), family type (p=0.035),
the employment status of the pregnant woman (p=0.018),
the spouse’s employment status (p=0.048), total household
income (p=0.014), pregnancy age (p=0.016), desired preg-
nancy (p=0.001), and number of pregnancies (p=0.032).
These statistically significant variables were included in the
logistic regression analysis and the results are summarized
in Table 3.

Logistic regression analysis revealed that the frequency of
psychiatric symptoms was 1.920 times (confidence interval
[Cl]: 1.224-3.014) more in pregnant women living in the vil-
lages or town than those living in the cities or city centers;
1.986 times (Cl: 1.139-3.461) more in unemployed preg-
nant women than those with a steady income; 0.469 times
(Cl: 0.261-0.844) more in those who desired the pregnancy
than those who did not; and 1.650 times (Cl: 1.069-2.548)
more women pregnant with their first child than those who
had more than two pregnancies (Table 3).

DISCUSSION

This research is a cross-sectional study conducted at the
obstetrics outpatient clinic to identify the psychiatric
symptoms during pregnancy using the GHQ-12 question-
naire. Our study determined rural residence, unemploy-
ment, and first pregnancy to be risk factors for psychiatric
disorders in pregnant women. Furthermore, an unwanted
pregnancy was noted to be a protective factor for psychi-
atric disorders.

Our study observed 45.6% of pregnant women to have
psychiatric symptoms, indicating that approximately half
of them had psychiatric symptoms. Therefore, along with
physiological, psychosocial, and physical changes, preg-
nancy seems to cause psychiatric symptoms. Studies
conducted earlier noted that the frequency of psychiat-
ric symptoms during pregnancy was between 6.1% and
59.5%, especially for depression and anxiety disorders.”
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Table 1. The effects of socio-demographic and socio-economic features on the psychiatric symptoms in pregnant

women

Psychiatric symptoms X2 p
total score
n (%) <10 points 211 points

Where the pregnant lives
Village/town 143 (34.3) 64 (28.2) 79 (41.6) 8.224 0.004
City/ district city center 274 (65.7) 163 (71.8) 111 (58.4)

Number of people living at home
<4 people 238(57.1) 131 (57.7) 107 (56.3) 0.82 0.775
>5 people 179 (42.9) 96 (42.3) 83 (43.7)

Family type
Extended family 183 (43.9) 89 (39.2) 94 (49.5) 4427 0.035
Nuclear family 234 (56.1) 138 (60.8) 96 (50.5)

Consanguineous marriage
Yes 76 (18.2) 48 (21.1) 28(14.7) 2.850 0.091
No 341 (81.8) 179 (78.9) 162 (85.3)

Civil marriage
Yes 405 (97.1) 217 (95.6) 188 (98.9) 3.047 0.081
No 12 (2.9) 10 (4.4) 2(1.1)

Type of marriage
Arranged 206 (49.4) 105 (46.3) 101 (53.2) 1.971 0.160
Autonomous 211 (50.6) 122 (53.7) 89 (46.8)

Social security
No 32(7.7) 19 (8.4) 13 (6.8)
SSI 275 (65.9) 142 (62.6) 133 (70.0) 2.557 0.278
Green card* 110 (26.4) 66 (29.0) 44 (23.2)

Education level of pregnant
<8 years 245 (58.8) 134 (59.0) 111 (58.4) 0.016 0.900
=9 years 172 (41.2) 93 (41.0) 79 (41.6)

Education level of husband
<8 years 228 (54.7) 121 (53.3) 107 (56.3) 0.379 0.583
=9 years 189 (45.3) 106 (46.7) 83 (43.7)

Working status of pregnant
Unemployed 337(80.8) 174 (76.7) 163 (85.8) 5.570 0.018
Employed 80(19.2) 53 (23.3) 27 (14.2)

Working status of spouse
Unemployed 93 (22.3) 59 (26.0) 34(17.9) 3.913 0.048
Employed 324 (77.7) 168 (74.0) 156 (82.1)

Total household income
Insufficient 299 (71.7) 174 (76.7) 125 (65.8) 6.015 0.014
Sufficient 118 (28.3) 53 (23.3) 65 (34.2)

Pregnant's age
<19 years 30(7.2) 10 (4.4) 20(10.5) 5.804 0.016
>20 years 387 (92.8) 217 (95.6) 170 (89.5)

Unwanted pregnancy
Yes 72(17.3) 52 (22.9) 20(10.5) 11.099 0.001

No 345 (82.7) 175 (77.1) 170 (89.5)
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Table 1. CONT.

Psychiatric symptoms X2 p
total score
n (%) <10 points 211 points
Gestational week
>15 weeks 330(79.1) 174 (76.7) 156 (82.1) 1.863 0.172
<14 weeks 87 (20.9) 53 (23.3) 34(17.9)
Number of pregnancy
1 pregnancy 144 (34.5) 68 (30.0) 76 (40.0) 4615 0.032
>2 pregnancies 273 (65.5) 159 (70.0) 114 (60.0)

SSI: Social Security Institution.
Data are presented as n (%).
Chi- Squared test.

*Only health security.

Table 2. The effects of health care use and health features on the psychiatric symptoms in pregnant women

n (%) Psychiatric symptoms X2 p
total score
<10 points 211 points
Examination to the family medicine
Yes 243 (58.3) 140 (61.7) 103 (54.2) 2.369 0.124
No 174 (41.7) 87 (38.3) 87 (45.8)
Family physician's getting information by phone
Yes 161 (38.6) 90 (39.6) 71 (37.4) 0.227 0.634
No 256 (61.4) 137 (60.4) 119 (62.6)
Information for pregnancy
Informed 174 (41.7) 88 (38.8) 86 (45.3) 1.795 0.180
Not informed 243 (58.3) 139 (61.2) 104 (54.7)
Information for emergencies
Informed 145 (34.8) 72 (31.7) 73 (38.4) 2.049 0.152
Not informed 272 (65.2) 155 (68.3) 117 (61.6)
Smoking status of pregnant
Smoking 39 (9.4) 28(12.3) 11(5.8) 5.227 0.022
Not smoking 378 (90.6) 199 (87.7) 179 (94.2)
Total 417(100.0) 227 (54.4) 190 (45.6)

Chi-Squared test.

52021 The findings of our study are concordant with that of
the literature. Nevertheless, psychiatric symptoms during
pregnancy are a significant public health concern. There-
fore, early diagnosis and treatment of these symptoms
could positively enhance a pregnant woman’s well-being
and quality of life.

Furthermore, the frequency of psychiatric symptoms is
1.920 times higher in pregnant women residing in rural ar-

eas like villages or towns than those living in urban areas
like cities or city centers. The probable reason for this situa-
tion might be the intellectual women living in urban areas
being aware of the significance of regular follow-up. An
increase in the level of education in women can increase
their self-esteem, self-efficacy, and the ability to cope with
difficulties, thereby increasing their awareness and pre-
venting psychiatric symptoms. Therefore, an increase in
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Table 3. Predicting factors affecting the frequency of psychiatric symptoms in pregnant women

B S.E.

Wald p OR 95% Cl

Where the woman lives
City/district city center®"
Village/town

Working status of pregnant woman
Employed®eh
Unemployed

Working status of spouse
Employed®ef
Unemployed

Total household income
Sufficient®e
Insufficient

Unplanned pregnancy
YeS(Ref)

No 0.757

Number of pregnancy
>2 pregnancies®ef)
1 pregnancy

0.653 0.230

0.686

0.283

0.514

0.268

0.465

0.239

0.300

0.501 0.221

8.069 0.013 1.921 1.224-3.014

5.854 0.023 1.986 1.139-3.461

3.665 0.073 0.598 0.354-1.012

3.781 0.093 0.628 0.393-1.004

6.374 0.008 0.469 0.261-0.844

5117 0.041 1.650 1.069-2.548

Cl: Confidence interval; OR: Odds ratio; Ref: Reference.
Logistic Regression (Backward LR) analysis.

the education level in pregnant women would decrease
the risk of psychiatric disorders.?? Moreover, studies have
reported that the use of health services is lower in people
living in rural areas. Hence, the intellectual accumulation of
people living in urban areas positively improves their us-
age of healthcare resources.?*?? Based on our research, it
can be implied that pregnant women living in rural areas
are at risk for psychiatric disorders, as well as challenges
during their pregnancy follow-up because of poor access
to perinatal care. Notably, a similar study that examined
the differences in the health-related quality of life between
pregnant women in rural and urban areas observed that
women living in cities had more resources and opportuni-
ties than their rural contemporaries. Moreover, the level of
health and living standards of pregnant women living in
rural areas have been reported to be low.”?!

In addition, the frequency of psychiatric symptoms is 1.986
times higher in unemployed pregnant women than em-
ployed pregnant women. The high level of interaction with
people at work and in public areas, as well as a steady in-
come, can increase a woman'’s self-confidence and prevent
psychiatric symptoms. Notably, a study similar to the cur-
rent study, albeit with a different research methodology,
revealed that several pregnant women in the low-income
regions could not fulfill their basic daily needs directly re-
lated to their prenatal health. Unfulfilled daily needs were

reported to be significantly associated with prenatal de-
pression and anxiety.?® Similarly, the literature has evi-
denced a high incidence of depression symptoms among
pregnant women with low income.?73%

The frequency of psychiatric symptoms is 1.650 times more
in women pregnant with their first child than those who
have had two or more pregnancies. The probable reason
for this finding could be related to the fact that materni-
ty experience and the ability to care for a baby increases
with subsequent pregnancies, allaying their fears related
to childbirth. Therefore, fear stemming from inexperience
during the first pregnancy would increase the frequency
of psychiatric disorders. Moreover, studies have revealed
that fear of childbirth has a direct and positive relationship
with depression during pregnancy.®'*2 However, the litera-
ture review revealed that the prevalence of depression and
anxiety was higher in multiparous women who had previ-
ously had miscarry or stillbirths. The most important rea-
son for the high frequency of psychiatric symptoms within
the first pregnancy cases in our study was the bad obstetric
stories of pregnant women were taken on the second plan.
B33 Furthermore, a recent study reported results similar to
our study, indicating that psychiatric symptoms were more
common in patients living in rural areas and during the first
pregnancy.2
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The frequency of psychiatric symptoms was 0.469 times
higher in women who desired the pregnancy than those
who did not. Unlike previous studies that reported unwant-
ed or unplanned pregnancy to be a risk factor for prenatal
depression, our study revealed that these conditions do
not affect the frequency of psychiatric symptoms during
pregnancy.?*3* However, another study reported that de-
pression tends to occur during the early stages of unwant-
ed pregnancy, but as the gestation progresses, the bond
between the fetus and the mother strengthens, facilitating
the acceptance of pregnancy and decreasing the risk of de-
pression.? The possible reason for our study’s result could
be related to the cultural and religious factors in Turkey.
Therefore, it can be assumed that because of the belief that
the baby will bring luck and plentifulness, Turkish pregnant
women quickly adapt to pregnancy and are protected from
psychiatric symptoms.

Our study’s limitations were primarily because of its cross-
sectional design. Moreover, the stressful experiences and
psychological health of mothers over time could not be
assessed. In addition, the outcomes of their previous preg-
nancies were not evaluated, and the period between preg-
nancies was not considered in the study. Another limitation
was that the study was geographically based rather than
population-specific. Nonetheless, despite these limitations,
the findings contribute to our understanding of the corre-
lation between social support, stressful experiences, and
psychological health in pregnant women.

CONCLUSION

Pregnant women residing in rural areas, those unem-
ployed, and pregnant with their first child constitue the
risk group. Therefore, we suggest that specific socio-demo-
graphic parameters be used to explore the psychiatric dis-
orders in pregnant women routinely. This strategy would
facilitate timely diagnosis and treatment of any psychiatric
disorders. Nevertheless, long-term biopsychosocial studies
are warranted to identify the factors that might affect the
quality of psychological health during pregnancy.
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