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A Case-Control Study Evaluating
Depression and Quality of Life
in High-Risk Pregnant Women

Riskli Gebelerde Depresyon ve Yasam Kalitesini
Degerlendiren Bir Vaka-Kontrol Calismasi

ABSTRACT Objective: To assess quality of life (QoL), presence of depressive symptomatology and
their relationship in normal and high-risk pregnant women. Material and Methods: Two hundred
ninety seven pregnant women were screened using brief version of the World Health Organization
Quality of Life in Turkish (WHOQOL-BREF TR) and Beck Depression Inventory (BDI). Results:
BDI level was found as 17 and over among 34.3% (n= 102) of all women who took part in our study
and 42.6% (n= 49) among high-risk pregnants. The incidence of high-risk pregnancies among the
pregnants who had 17 and over BDI score was found significantly higher than the ones who took 16
or lower (p=0.017). High-risk pregnancies were 3-4 times higher among the pregnants whose hus-
bands had education levels of primary, middle and high school than the level of university [orderly
OR, %95 CI; 3.222 (1.546-6.714), 4.474 (1.840-10.879), 3.060 (1.430-6.549)]; 1.7-2.8 times higher
among the pregnants whose husbands were workers, unemployed and self-employed than the ones
whose husbands were official [orderly OR, %95 CI; 2.804 (1.382-5.689), 1.679 (0.434-6.495), 1.853
(0.955-3.598)]; 1.8 times higher among the pregnants who had 17 and over BDI score than the ones
who had 16 and under BDI scores [OR=1.807, %95 CI; (1.108-2.946)]. High-risk pregnancies among
the unemployed pregnant women were 3.1 times higher than the employed [OR 95% CI; 3.167
(1.345-7.460)]. QoL scores in the domains of physical health (p< 0.001), psychological health (p=
0.036), social relationships (p< 0.001) and overall health (p< 0.001) were significantly lower among
high-risk pregnants than normal ones. Conclusions: In this study a substantial number of pregnant
women, especially high-risk ones had depression symptoms, and high-risk pregnancies decreased
the quality of life. High-risk pregnant women may need more physical and psychological support.
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OZET Amag: Normal ve riskli gebelerde yasam kalitesini, depresif semptomatoloji varligini ve bun-
larin birbirleri ile olan iligkisini degerlendirmek. Gereg ve Yéntemler: [ki yiiz doksan yedi gebe ka-
dina Diinya Saglik Orgiitii Yagam Kalitesi Olgegi Kisa Formu Tiirkge Versiyonu (WHOQOL-BREF
TR) ve Beck Depresyon Olgegi (BDO) uyguland:. Bulgular: Calismamiza katilan gebelerin %34.3’
iinde (n=102) ve riskli gebelerin %42.6'inda (n= 49) BDO diizeyleri 17 ve iizeri olarak bulundu. On-
yedi ve iizeri BDO diizeyi olanlarda riskli gebelik gériilme durumu, 16 ve alti BDO diizeyine sahip
olanlara gore istatistiksel agidan anlamli derecede yiiksek bulundu (p= 0.017). Riskli gebelik duru-
mu esleri ilkokul, ortaokul ve lise mezunu olan gebelerde esi iiniversite mezunu olanlara gore 3-4
kat [siras1 ile OR, %95 CI; 3.060 (1.430-6.549), 4.474 (1.840-10.879), 3.222 (1.546-6.714)]; esleri is-
¢i, serbest ve igsiz olan gebelerde esleri memur olan gebelere gore yaklasik 1.7-2.8 kat [siras1 ile OR,
%95 CI; 2.804 (1.382-5.689), 1.853 (0.955-3.598), 1.679 (0.434-6.495)]; BDO diizeyi 17 ve iizeri olan-
larda 16 ve alt1 olanlara gore 1.8 kat artmakta idi [OR= 1.807, %95 CI; (1.108-2.946)]. Calismayan
gebeler arasinda yiiksek riskli gebelik, caligan gebelere gére yaklasik ti¢ kat fazla bulundu [OR 95%
CI; 3.167 (1.345-7.460)]. Riskli gebelerde fiziksel saglik (p< 0.001) psikolojik saglik (p= 0.036), sos-
yal iligkiler (p< 0.001) ve genel (p< 0.001) alanlarda yasam kalitesi puanlari, risk tasimayan gebele-
re gore istatistiksel agidan anlamh derecede diisitk bulundu. Sonug: Bu ¢aligmada, 6zellikle riskli
gebelerde daha belirgin olmak tizere 6nemli sayida gebede depresyon semptomlarinin bulundugu
ve yasam kalitelerinin diistiigii gozlenmektedir. Riskli gebeler, fiziksel ve psikolojik anlamda daha
fazla destege ihtiyag¢ duyabilmektedirler.

Anahtar Kelimeler: Riskli gebelik; depresyon; risk faktorleri; yasam kalitesi
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Ithough pregnancy is a physiological event,
Ait is confronted with a pathological status
threathening mother’s and baby’s health in
5-20% of pregnancies. Pregnant women react dif-
ferently according their individualities, defence
mechanisms and demands of social support. Dis-

tress, displeasure and fears may appear. Moreover,
maternal awareness of risk increases the anxiety.!

The incidence of depression in pregnancy dif-
fers between 5% and 51%?® and 24% and 41%3°"!
in high-risk pregnancy. Antenatal complications
may stimulate the development of depression and
high-risk pregnancies are associated with increa-
sed stress and anxiety.”'>!® In addition, when un-
dergoing treatment for high-risk pregnancy, bed
rest is often the treatment of choice. Bed rest is as-
sociated with numerous adverse physiological and
psychological side effects. Depressive symptoms are

high during hospital bed rest treatment.”'*

The symptoms of depression in pregnancy ac-
company the symptoms of major depression such
as sleep disturbance, agitation or psychomotor re-
tardation, depressed mood during the day, fatigue
or loss of energy, appetite disturbances, concentra-
tion difficulties, diminished esteem or feelings of
guilt, suicidal or recurrent thoughts of death.”

The stimulus for depressive symptoms is unc-
lear. A variety of temporal and/or environmental
factors may influence depressive symptoms, inclu-
ding maternal awareness of risk, hospitalization,
bed rest treatment, or a combination of these fac-
tors. American Psychiatric Association (APA)
(1994) described a mood disorder due to the pres-
ence of a general medical condition. The criteria
for this disorder include: (a) depressed mood; (b)
directly related to the presence of a medical condi-
tion; (c) when another disorder does not better ex-
plain the mood disturbance; (d) that is present
when the person is not delirious; and (e) the symp-
toms are the cause of great distress or difficulty in
functioning. This disorder may be present in wo-
men hospitalized with perinatal complications.”!

Quality of life (QoL) is a descriptive term that
refers to people’s emotional, social and physical
wellbeing, and their ability to function in the ordi-
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nary tasks of living.'” In pregnancies, physical and
emotional changes can alter the ability of women
to carry out their usual roles. Wells et al. found that
depressive disorder and depressive symptoms in the
absence of disorder are associated with limitations
in multiple dimensions of patient well-being.'® In
recent years, studies evaluating QoL in chronic pa-
tients have increased. However only a few studies
have studied out about QoL and depression in

high-risk pregnant women.'*'1

This study was carried out among high-risk
and normal pregnant women to search the socio-
demographical characteristics, levels of depressive
symptomatology and QoL, and to assess relations-
hip between them in Gynecology and Obstetrics
Department of Meram Medical Faculty, Sel¢uk
University.

I MATERIAL AND METHODS
SAMPLE

Two hundred ninety-seven pregnant women were
included in the study in Gynecology and Obstet-
rics Department of Meram Medical Faculty, Selguk
University. One hundred fifteen of these pregnant
women had high-risk factors determined during
pregnancy included the following: pre-eclampsia,
severe hyperemesis gravidarum, infections, high
fever, Rh incompatibility, gestational diabetes, va-
ginal bleeding, intrauterine growth restriction,
poly-/oligohydramnios, preterm labor, multiple
pregnancies, disorders that require emergency, pre-
sentation anomalies.?’ One hundred and eighty-
two pregnant women were selected for the control
group by group-matching among pregnant women
who had no risk factors determined during preg-
nancy and applied to hospital for control, taking in-
to consideration the age-group distribution and
number of marriage.

All participants were asked to complete three
questionnaires: sociodemographical information
form, Beck Depression Inventory (BDI) and Brief
Version of World Health Organisation Quality of
Life in Turkish (WHOQOL-BREF-TR) written in-
formed consent was obtained from all participants.
The study was approved by Selcuk University Et-
hics Committee.
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INSTRUMENTS

We collected socio-demographic data (age, educa-
tion, occupational status, marital status, previous
pregnancy histories, smoking status of patients and
their husbands, risk factors detected during preg-
nancy) using sociodemographical information
forms.

BDI is a self-administered 21-item question-
naire that reflects depression level of the patients
by their own feelings.” The reliability and validity
of BDI, including the Turkish version, have been
established in previous studies. We adjusted the cut

off point to17 for the definition of depression.”**

The WHOQOL-BREF is a 26-item version of
WHOQOL-100 assessment. The questionnaire
consists of 26 questions, scored into four domains:
physical health (seven items), psychological well-
being (six items), social relationship (three items)
and satisfaction with the environment (eight
items). It also includes one facet on overall QoL and
general health. Each item is rated on a 5-point sca-
le and the domain scores are transformed to lie be-
tween 0 and 20.2#” The WHOQOL-BREF-TR is a
27-item questionnaire including one more questi-
on that reflects the patient’s relationships with her
close environment (i.e., husband, colleagues, rela-
tives, friends) defining the difficulties related to the
pressure and control on her.?

Raw scores for the domains of WHOQOL-
BREF were calculated by adding values of single
items and transformed on the scale ranging from 0
to 100, where 100 was the highest and 0 the lowest
health related quality of life (HRQOL).”

Quantitative data were managed and analyzed
with WHOQOL-BREF SPSS Syntax. The four do-
main scores of the WHOQOL BREF were calcula-
ted by summating the scores of the corresponding
questions in each subscale.

DATA ANALYSIS

Data were studied using statistical analysis softwa-
re (SPSS 13.0 for Windows). Mean values and stan-
dard deviations of age, income, BDI and QOL
domains were compared using Mann Whitney U
Test. Associations between two categorical variab-
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les were analyzed by Chi-square. Data found signif-
icant by chi-square test were analyzed using logis-
tic regression analysis, which was able to estimate
the odds ratios (ORs) (95% CI). Spearman correla-
tion was used to assess the relationship between
WHOQOL BREF scores and BDI scores of high-
risk pregnant women. Statistical significance level
was accepted as p< 0.05.

I RESULTS

Table 1 shows the distribution of diagnoses of high-
risk pregnant women.

The comparison of sociodemographical char-
acteristics of study and control groups can be seen
in Table 2. No statistically significant differences
related mean age (case group; 27.12 +5.67, control
group; 26.50 + 4.53, t= 1.37, p= 0.302), education
levels, marriage age, number of marriages, civil
marriage, family type, number of friends, smoking
status of the women and their husbands, or habita-
tion places were determined between two groups.
High-risk pregnancy among the pregnant women
whose husbands were university or academy grad-
uates, was lower than the others risk factors of
pregnant women were analysed according to edu-
cation levels of their husbands, when (p= 0.003).
High-risk pregnancies among the employed preg-
nant women were statistically lower than the un-
employed ones (p= 0.010). High-risk pregnancies
among the pregnant women whose husbands we-
re officials were significantly lower (p= 0.038).

The distribution of depression levels in study

TABLE 1: Distribution of diagnoses of high-risk
pregnant women.

Diagnoses n %
Vaginal bleeding 30 26.1
Poly/oligohydramnios 22 19.1
Pre-eclampsia 16 13.9
Preterm labor 15 13.0
Intrauterine growth retardation 14 12.2
Multiple pregnancy 11 9.6
Gestational diabetes 4 35
Severe hyperemesis gravidarum 3 2.6
Total 115 100.0
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TABLE 2: Sociodemographical characteristics of study and control groups.

Sociodemographical characteristics Case (n=115) Control (n=182) Total (n=297)
n % n % n % Chi-square p

Pregnant’'s education level

Primary and lower 81 43.1 107 56.9 188 100.0

Secondary 10 40.0 15 60.0 25 100.0

High school 16 34.0 31 66.0 47 100.0

University 8 216 29 78.4 37 100.0 6.519 0.089
Husband'’s education level

Primary and lower 47 431 62 56.9 109 100.0

Secondary 20 51.3 9 48.7 39 100.0

High school 36 41.9 50 58.1 86 100.0

University 12 19.0 51 81.0 63 100.0 14.116 0.003
Pregnant’ employment status

Unemployed 108 417 151 58.3 259 100.0

Employed 7 18.4 31 81.6 38 100.0 6.618 0.010
Hushand’s occupational status 100.0

Unoccupied 4 36.4 7 63.6 11 100.0

Official 16 254 47 74.6 63 100.0 8.449 0.038

Blue-collar worker 42 48.8 44 51.2 86 100.0

Self employed 53 38.7 84 61.3 137 100.0
Age at marriage for age groups

18 years 34 42.0 47 58.0 81 100.0 0.327 0.568

19 years-34 years 81 375 135 62.5 216 100.0
Number of marriage 100.0

First marriage 110 38.5 176 61.5 286 100.0

Second and over 5 45.5 6 54.5 11 100.0 0.023 0.879
Civil marriage 100.0

No 6 54.5 5 455 11 100.0

Yes 109 38.1 177 61.9 286 100.0 0.612 0.434
Type of family 100.0

Nuclear family 80 40.4 118 59.6 198 100.0

Large family 35 35.4 64 64.6 99 100.0 0.513 0.474
Number of living children 100.0

0 65 44.8 80 55.2 145 100.0

1 23 28.8 57 71.3 80 100.0 5.712 0.126

2 18 38.3 29 61.7 47 100.0

3 and higher 9 36.0 16 64.0 25 100.0
Pregnant's smoking status

Current smoker 7 63.9 4 36.4 11 100.0

Former smoker 8 34.8 15 65.2 23 100.0

Never smoked 100 38.0 163 62.0 263 100.0
Hushand’s smoking status 100.0

Current smoker 79 416 111 58.4 190 100.0

Former smoker 2 14.3 12 85.7 14 100.0 4.360 0.113

Never smoked 34 36.6 59 63.4 93 100.0

* Student-t test was used. Chi-square test was used for the others.
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and control groups can be seen in Table 3. BDI le-
vels were found as 17 or higher in 34.3% (n=102)
of pregnant women participating in our study. BDI
levels of pregnant women were analysed according
to presence of high-risk pregnancies, depression le-
vels in the study group (42.6%) were found higher
than the control group (29.1%) (p=0.017).

Logistic regression analysis of the variables
that were found to be significant according to the
chi-square test can be seen in Table 4. High-risk
pregnancies among the pregnant women whose
husbands were graduated from primary, secondary
or high school were 3-4 times higher than the preg-
nant women whose husbands graduated from a
university [orderly OR, 95% CI; 3.222 (1.546-
6.714), 4.474 (1.840-10.879), 3.060 (1.430-6.549)].
High-risk pregnancies among the unemployed
pregnant women were 3.1 times higher than the
employed [OR 95% CI; 3.167 (1.345-7.460)]. High-
risk pregnancies among the pregnant women
whose husbands were blue-collar workers, self em-
ployed, and unoccupied, were 1.7-2.8 times higher
than the ones whose husbands were officials
[orderly OR, 95% CI; 2.804 (1.382-5.689), 1.853
(0.955-3.598), 1.679 (0.434-6.495)]. High-risk preg-
nancy among the pregnant women whose BDI le-
vel 17 and over was 1.8 times higher than the ones
with BDI level 16 and below [OR 95% CI; 1.807
(1.108-2.946)].

In Table 5, comparison of the QoL scores bet-
ween study and control groups can be seen. WHO-
QOL-BREF domain scores obtained from high-risk
pregnant women were lower than normal pregnant
women. In study group, selected aspects of HRQOL
were impaired significantly with decreased physi-
cal, psychological, social, enviromental and general

TABLE 3: The distribution of depression levels in study
and control groups.

Beck depression level Case (n=115) Control (n= 182) p

BDI (MeanzStd) 16.40 £8.03 12.68 £ 9.21 0.000

n % n % X2

16 and lower 66 574 129 709

17 and higher 49 42.6 53 29.1 5.103 0.017

Total 115 100.0 182 100.0

Turkiye Klinikleri ] Med Sci 2010;30(3)

TABLE 4: Logistic regression analysis of the variables
that were found to be significant according to the
chi-square test.

Variable Odds ratio %95 Cl p
Husband’s education level
University 1.000 (referent) 0.004
High school 3.060 1.430-6.549  0.004
Secondary school 4.474 1.840-10.879  0.001
Primary school and lower 3.222 1.546-6.714  0.002

Employing status

Employed 1.000 (referent)
Unemployed 3.167 1.345-7.460  0.008
Husband's occupational status

Official 1.000 (referent) 0.042

Blue-collar worker 2.804 1.382-5.689  0.004

Self employed 1.853 0.955-3.598  0.068

Unoccupied 1.679 0.434-6.495  0.453
BDI

16 and lower 1.000 (referent)

17 and higher 1.807 1.108-2.946  0.018

TABLE 5: Comparison of quality of life scores between
case and control groups.

Case (n=115)

Control (n=182)

Domains Mean = Std, Median ~ Mean * Std, Median p

Physical 54.00 +22.59,56.00  67.64+17.19,69.00  0.000
Psychological 52.60 + 18.32,56.00  57.46 +19.95,63.00  0.010
Social 56.44 +23.70,56.00  66.60 £23.08,69.00  0.000
Environmental 64.13+13.89,60.00 74.29+70.13,72.00  0.001
Environmental(TR) ~ 65.52 £ 12.83,69.00  74.81+69.97,75.00  0.002
General health 56.61+13.46,56.00  65.41+14.24,69.00  0.000

health domain scores.

It was found that WHOQOL-BREF (TR) sca-
le physical health (p= 0.000), psychological (p=
0.000), social relationships (p= 0.000), environ-
ment (p= 0.000), and environment (TR) domain
(p=0.000), and general health (p= 0.000), quality
of life total scores obtained from the pregnant wo-
men who had 17 and over BDI score were signifi-
cantly lower than the pregnant women who had
16 and below (Table 6). Additionally, a negatively
significant correlation was found between WHO-
QOL-BREF total scores and BDI scores (Table 7).
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TABLE 6: Distribution of quality of life total scores
according to BDI scores in pregnant women.
BDI < 16 (n=195)  BDI = 17 (n=102) p

Domains Mean = Std, Median ~ Mean * Std, Median

Physical 68.80 £ 18.76, 69.00  50.05+18.0.6,50.00  0.000
Psychological 64.34 +13.29,63.00  38.84 +18.40,44.00  0.000
Social 69.54 £ 21.88,69.00  49.53+21.81,50.00  0.000
Environmental 76.61+67.20,75.00  58.42 +14.50,63.00  0.000
Environmental (TR) ~ 77.35 £ 67.00, 75.00  59.48+ 13.55,63.00  0.000
General health 68.63 +£11.08,69.00  49.33+11.79,50.00  0.000

I DISCUSSION

This study analyzes the sociodemographic factors
affecting high-risk pregnancies and evaluates dep-
ressive symptoms, quality of life during pregnancy,
and the relationship between them.

It was found that high-risk pregnancies among
the pregnant women whose husbands graduated
from primary, middle or high schools were higher
than the ones graduated from university. Similarly,
some studies have examined that lower education
level of father entertains a risk for fetus and preg-
nant, and is associated with high morbidity and
mortality among infants.”? Education influences
the ability to solve problems. Thus, women who
have husbands with low education level are not
only more exposed to difficult health conditions,
but also have lesssocial support to limit the impact

of such stressors.?>3°

High risk pregnancies were found to be high
in unemployed pregnant women in our study. The
increase in high-risk pregnancies and decrease in
socio-economic status observed in our sample sug-
gest that unemployed women may experience gre-
ater rates of high-risk pregnancies. Some studies on
the influence of unemployment on pregnancy out-
come emphasize that unemployment is strongly as-

sociated with an increased risk of morbidity and
mortality, and unemployed people use general he-
alth services more and have more physical and

mental health problems.*3133

High-risk pregnancy among the pregnant wo-
men whose husbands were workers, unemployed
or self-employed was higher than the ones whose
husbands were officials. Previous studies similarly
found that low socio-economic status as measured
by the fathers’ occupational status was is associated
with high-risk pregnancies.”** High occupational
status of husband is associated with increased in-
come, and prosperity index reduces the possible di-
sadvantages that occur during pregnancy. Both
maternal and paternal characteristics such as edu-
cation and occupation are important determinants
of pregnancy outcomes.

In the control group, 29.1% showed elevated
levels of depressive symptoms and approximately
half (42.6%) of high-risk pregnant women were ca-
tegorized as depressed. Our results are similar to so-
me studies in which high-risk pregnancies are
strongly correlated with depression® and not simi-
lar to others.!®!! This dissimilarity may be attribu-
ted to different cut off points that were adjusted for
BDI and use of different depression scales. For ex-
ample, Maloni et al. found that 41.5% of high-risk
pregnant women had increased levels of depressi-
ve symptoms as proved by a Center for Epidemio-
logic Studies Depression (CES-D) score of 16 or
greater.’ In the study of Pesavento et al all women
with high-risk pregnancy (24%) showed a signifi-
cant level of depressive symptomatology (BDI sco-
rel7 or greater).!” Nicholson et al found that 23.4%
of high-risk pregnant women were classified as ha-
ving elevated depressive symptomatology (CES-D
score 216).!! Nevertheless, the score in our sample
is substantially higher than the previous studies?**
suggesting that there is more distress in this preg-
nant population. When the severity of maternal

TABLE 7: Relationship between WHOQOL-BREF total scores and BDI scores in high-risk pregnant women.

Domains Physical Psychological Social Environmental Environmental (TR) General health
r p r p r r p r p r p
BDI -0.485<0.01 -0.664 < 0.01 -0.430 <0.01 -0.375 < .0.01 -0.404 <0.01 -0.636 < 0.01
876 Turkiye Klinikleri ] Med Sci 2010;30(3)
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complications increases, women are hospitalized

for increased medical surveillance and interventi-

on, including antepartum bed rest. Bed rest, how-

ever, is associated with numerous physiological and

psychosocial changes that alter the function of
every major organ system.”!? A growing body of lit-
erature investigating the effects of not treating de-

pression on mother and developing fetus suggests

that untreated depression is associated with adver-

se fetal outcomes and a higher risk of maternal

morbidity, including suicide ideation and attempts,

and postpartum depression.>>* On the basis of the-

se facts, physicians providing care to pregnant wo-

men must be aware of depressive symptoms, and

provide timely intervention.

In this study among the pregnant women who
had depressive symptomatology, high-risk preg-
nancy was higher than the ones who did not.
Similarly, previous studies found that high-risk
pregnancies were associated with depression dur-
ing pregnancy.’!! Depressed mood during preg-
nancy is associated with adverse obstetric outcomes
including low birth weight and preeclampsia.'
Every major psychiatric disorder occured previo-
usly or recently increases the complications of
pregnancy and delivery. In such cases, self-help,
adaptation to delivery, and performing the advices
become difficult.!

We analyzed the HRQOL in study group in
comparison to control group. High risk pregnanci-
es affected negatively all of the domains of the
WHOQOL-BREF (TR) except environment and
environment (TR) domains. Although assessments
of QoL in high-risk pregnant women are limited,
a few studies reported that HRQOL decreased
in high-risk pregnant women.!%3¥ Pesavento et al
used WHOQOL in 50 women experiencing a
high-risk pregnancy (50 experiencing a normal
pregnancy). The study showed that the women
with normal pregnancy had a good perception of
their quality of life; instead women with high-risk
pregnancy did not think so." In a study of 21 asym-
ptomatic HIV-positive pregnants (and 21 HIV-ne-
gative controls) in USA, Larrabee et al used an
abbreviated 30-item version of the SF-36. They
concluded that perceived QoL was lower in HIV-

Turkiye Klinikleri ] Med Sci 2010;30(3)

positive pregnants.* Rumbold & Crowther used
the SF-36 in Australian women diagnosed with
gestational diabetes. They found that women had
with gestational diabetes had lower health percep-
tions than women who tested negative.®’ The re-
sults showed that normal pregnant women
appeared to be psychologically healthier and have
better QoL than the high-risk pregnant women. In
high-risk pregnancy, both of changes related with
pregnancy such as in physical and, mental fields
(fatigue, emotions, limitations) and symptoms deri-
ved from the risk factor can make the pregnancy a
stressful period.*' Overall quality of life can be af-
fected negatively. As a result of these, women’s po-
wer of endurance can decrease in terms of daily
difficulties and existing complications. This sug-
gests that health care providers have to offer inter-
ventions, strategies and support in order to achieve
the best possible maternal and fetal outcome and
to facilitate women’s transition to motherhood.
And further studies are required to assess well-be-
ing in high-risk pregnant women.

One of the findings of this research is that high
risk pregnant women, who had higher BDI scores,
had poor QoL in which all of the domains of the
WHOQOL-BREF (TR) were affected negatively. In
a few studies this inverse relationship has also be-
en demonstrated with elevated levels of depressive
symptomatology being strongly correlated with
perceived well-being in pregnant women."” McKee
et al found that elevated levels of depressive symp-
tomatology were strongly correlated with lowered
health-related functioning and perceived well-be-
ing in pregnant women.'’ Similarly, Wells et al es-
tablished that depression was strongly related to a
global reduction in the dimensions of perceived
well-being.'® Depressive women may have worse
perception of their HRQOL due to symptoms rela-
ted to medical conditions, physical discomfort du-
ring pregnancy and depressive mood. Depression
and being aware of presence of the risky condition
had additional effects on well-being of pregnant
women. Alternatively, depression has been proved
to be associated with a decrease in natural killer
cell activity and lymphocyte proliferation.!'*? This
process could also lead to alterations in physical
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functioning during pregnancy and affect women’s

perception of physical and social functioning.!!#!:43

In conclusion, elevated levels of depressive
symptomatology and having high-risk pregnancy
are strongly correlated with lowered quality of
life. Health care professionals including nurses,
midwives and physicians can provide support con-
sistent with their professional scopes of practice.
Empathy focused interventions can help to reduce
stress and create a more confident approach to the
management of high-risk pregnancies. Untreated
depression is associated with higher maternal dep-
ressive symptomatology and lower QoL so that
treatment efficacy will be important. Clinical in-
terventions to address common symptoms associa-
ted with diagnosis and treatment of depression
should be considered to improve mood and QoL
during high-risk pregnancies.

The highlights of this study are relatively ac-
ceptable sample size and inclusion of a control gro-

up. It provides epidemiological data to enable the
provision of suitable management strategies for
these patients. Further only, a few studies have
been conducted about QOL and depression in
high-risk pregnant women.!®'®1° To our knowled-
ge, this study has been the first national study se-
arching depression and quality of life in high-risk
pregnant women in Turkey. Our results confirm
that elevated levels of depressive symptomatology
and low quality of life scores are correlated with
high-risk pregnancy. Further studies are required
to assess depression and quality of life in high-risk
pregnant women.

Acknowledgement

We express our grattitude to the Provincial Health Ad-
ministration for their contribution to our study where
the study was carried out and for their permission to
study. We also thank Mustafa Tasbent who is a lecturer
of Selcuk University.

Kennerley H, Gath D. Maternity blues. Ill. As-
sociations with obstetric, psychological, and
factors.  Br

I REFERENCES

screened in obstetrics settings. J Womens
Health (Larchmt) 2003;12(4):373-80.

Center for prevention and health services.
Issue Brief 2005:3(1):1-20.

psychiatric J Psychiatty g Maloni JA, Park S, Anthony MK, Musil CM.  16. Sadock BJ, Kaplan HI, Sadock VA. Mood dis-
1989;155:367-73. Measurement of antepartum depressive order due to a general medical condition. In:
Chung TK; Lau TK, Yip AS, Chiu HF, Lee DT. symptoms during high-risk pregnancy. Res Sadock BJ, Kaplan HI, Sadock VA, eds. Ka-
Antepartum depressive symptomatology is as- Nurs Health 2005;28(1):16-26. plan & Sadock's Synopsis of Psychiatry: Be-
sociated with adverse obstetric and neonatal 13 pesavento F, Marconcini E, Drago D. [Quality havioral Sciences/Clinical Psychiatry. 10thed.
outcomes. Psychosom Med 2001;63(5):830-4. of life and depression in normal and in high- Philadelphia: Lippincott Williams & Wilkins;
Marakoglu K, Sahsivar MS. [Depression in risk pregnancy. Analysis of a sample of 100 2007. p.351-2.

pregnancy: review]. Turkiye Klinikleri J Med women]. [Article in Italian] Minerva Ginecol ~ 17. Leplége A, Hunt S. The problem of quality of
Sci 2008;28(4): 525-32. 2005;57(4):451-60. life in medicine. JAMA 1997;278(1):47-50.
Chen H, Chan YH 3rd, Tan KH, Lee T. De-  11. Nicholson WK, Setse R, Hill-Briggs F, Cooper ~ 18. Wells KB, Stewart A, Hays RD, Burnam MA,
pressive symptomatology in pregnancy - a LA, Strobino D, Powe NR. Depressive symp- Rogers W, Daniels M, et al. The functioning
Singaporean perspective. Soc Psychiatry Psy- toms and health-related quality of life in early and well-being of depressed patients. Results
chiatr Epidemiol 2004;39(12):975-9. pregnancy. Obstet Gynecol 2006;107(4):798- from the Medical Outcomes Study. JAMA.
Llewellyn AM, Stowe ZN, Nemeroff CB. De- ~ 806: 1989,262(7):914-9.

pression during pregnancy and the puer-  12. Gupton A, Heaman M, Ashcroft T. Bed rest ~ 19. Mckee MD, Cunningham M, Jankowski KR,
perium. J Clin Psychiatry 1997;58 Suppl from the perspective of the high-risk pregnant Zayas L. Health-related functional status in
15:26-32. woman. J Obstet Gynecol Neonatal Nurs pregnancy: relationship to depression and so-
Kessler RC, McGonagle KA, Swartz M, Blazer 1997;26(4):423-30. cial support in a m.ulti-etr.mic population. Ob-
DG, Nelson CB. Sex and depression in the ~ 13. Maloni JA, Chance B, Zhang C, Cohen AW, stet Gynecol 2001;97(6):988-93.

National Comorbidity Survey. I: Lifetime Betts D, Gange SJ. Physical and psychoso- ~ 20. ACOG Committee. Guidelines for Perinatal
prevalence, chronicity and recurrence. J Af- cial side effects of antepartum hospital bed Care. 3rded. Washington: American Academy
fect Disord 1993;29(2-3):85-96. rest. Nurs Res 1993;42(4):197-203. of Pediatrics and American College Obstetri-
Evans J, Heron J, Francomb H, Oke S, Gold-  14. Maloni JA, Kane JH, Suen L, Wang KK. Dys- cians and Gynecologists; 1988 p.54-5.

ing J. Cohort study of depressed mood during phoria among high-risk pregnant hospitalized ~ 21- Beck AT. Measuring depression: The depres-
pregnancy and after childbirth. BMJ women on bed rest: a longitudinal study. Nurs sion inventory. In: Williams TA, Katz MM,
2001;323(7307):257-60. Res 2002;51(2):92-9. Shield JA, eds. Recent Advances in the ZSV-
Marcus SM, Flynn HA, Blow FC, Barry KL. De- ~ 15. Phillips K. Preventing, identifying and treating cho-Biology of the Depressive linesses. 27ed.

pressive symptoms among pregnant women

878

maternal depression: Tools for employers.

Washington: Government Printing Office;
1972. p.299-301.

Turkiye Klinikleri ] Med Sci 2010;30(3)



Family Practice

Sahsivar et al

22.

23.

24.

25.

26.

27.

28.

Beck AT, Steer RA, Garbin MG. Psychometric
properties of the Beck depression Inventory:
25 years of evaluation. Clin Psychol Rev
1988;8(1):77-100.

Hisli N. Beck Depresyon Envanterinin Univer-
site dgrencileri icin gegerliligi ve glvenirliligi.
Psikol Derg 1989;7(23):3-13.

Sartorius NA. A WHO method for the assess-
ment of health-related quality of life (WHO-
QOL). In: Walker SR, Rosser RM, eds. Quality
of Life Assessment: Key Issues in the 1990s.
2nded. Dordrecht: Kluwer Academic Publish-
ers; 1993. p.201-7.

World Health Organization. WHOQOL-BREF:
Introduction, Administration, scoring and
generic version of the assessment. Scoring
the WHOQOL-BREF-. Field Trial Version. Pro-
gramme on Mental Health. Switzerland: WHO,
Geneva; 1996. p.10-11.

Eser SY, Fidaner H, Fidaner C, Elbi H, Eser
E, Goker E. Yasam Kkalitesinin dlgtilmesi,
WHOQOL-100 ve WHOQOL-Bref.. 3P Derg
1999;7(2):5-13.

Venners SA, Wang X, Chen C, Wang L, Chen
D, Guang W, et al. Paternal smoking and
pregnancy loss: a prospective study using a
biomarker of pregnancy. Am J Epidemiol
2004;159(10):993-1001.

Cnattingius S, Haglund B. Socio-economic
factors and feto-infant mortality. Scand J Soc
Med 1992;20(1):11-3.

Turkiye Klinikleri ] Med Sci 2010;30(3)

30.

32.

33.

34.

35.

36.

. Arntzen A, Samuelsen SO, Bakketeig LS,

Stoltenberg C. Socioeconomic status and risk
of infant death. A population-based study of
trends in Norway, 1967-1998. Int J Epidemiol
2004;33(2):279-88.

Séguin L, Potvin L, St-Denis M, Loiselle J.
Chronic stressors, social support, and de-
pression during pregnancy. Obstet Gynecol
1995;85(4):583-9.

. Bartley M. Unemployment and ill health: un-

derstanding the relationship. J Epidemiol
Community Health 1994;48(4):333-7.

Raatikainen K, Heiskanen N, Heinonen S.
Does unemployment in family affect preg-
nancy outcome in conditions of high quality
maternity care? BMC Public Health
2006;6(2):46.

Morrison J, Najman JM, Williams GM, Keep-
ing JD, Andersen MJ. Socio-economic status
and pregnancy outcome. An Australian study.
Br J Obstet Gynaecol 1989;96(3):298-307.

Behrenz KM, Monga M. Fatigue in pregnancy:
a comparative study. Am J Perinatol
1999;16(4):185-8.

Pfost KS, Stevens MJ, Lum CU. The relation-
ship of demographic variables, antepartum de-
pression, and stress to postpartum depression.
J Clin Psychol 1990;46(5):588-92.

Altshuler LL, Cohen LS, Moline ML, Kahn DA,
Carpenter D, Docherty JP; Expert Consensus
Panel for Depression in Women. The Expert

37.

38.

39.

40.

41.

42.

43.

Consensus Guideline Series. Treatment of de-
pression in women. Postgrad Med
2001;(Spec No):1-107

Bonari L, Pinto N, Ahn E, Einarson A, Steiner
M, Koren G. Perinatal risks of untreated de-
pression during pregnancy. Can J Psychiatry
2004;49(11):726-35.

Nansel TR, Doyle F, Frederick MM, Zhang J.
Quality of life in women undergoing medical
treatment for early pregnancy failure. J Obstet
Gynecol Neonatal Nurs 2005;34(4):473-81.

Larrabee KD, Monga M, Eriksen N, Helfgott
A. Quality of life assessment in pregnant
women with the human immunodeficiency
virus. Obstet Gynecol 1996;88(6):1016-20.

Rumbold AR, Crowther CA. Women's experi-
ences of being screened for gestational dia-
betes mellitus. Aust NZJ Obstet Gynaecol
2002;42(2):131-7.

Miller AH. Neuroendocrine and immune sys-
tem interactions in stress and depression.
Psychiatr Clin North Am 1998;21(2):443-63.

Miller GE, Cohen S, Herbert TB. Pathways
linking major depression and immunity in am-
bulatory female patients. Psychosom Med
1999;61(6):850-60.

Arslan H, Ergin AB, Potur DG, Bilgin NC.
[Evaluation of the relationship between sexual
dysfunction and quality of life in infertile cou-
ples]. Turkiye Klinikleri J Gynecol Obst
2008;18(6):364-71.

879



