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Introduction

The hormonal cycle periods at which biological and social

changes are observed has important place in life of women.

Pregnancy also is one of these reproductive health periods. In

this period, important changes are observed at psychological

conditions, besides social health and physical structures.

There are variations for depression and anxiety disorder

ratios at pregnancies among studies, but generally reported ra-

tios are higher than population ratios. Besides, depression and

anxiety disorders are more often seen during pregnancy com-

pared with postpartum period.1-3

Anxiety and depression in pregnant women affects not

only their life at that period but also psychological condition

at delivery and the physical development of fetus. Studies in-

dicate that the presence of depression and anxiety during preg-

nancy is one of the major risk factors for the development of

postpartum depression.4 Maternal depression also is found to

be in relation with birth of lower birth weight fetuses.5

Somatic symptoms, depression and anxiety symptoms at

pregnancy are usually evaluated with hormonal and physical

changes of pregnancy and are rarely recognized. It is not

clearly known whether these psychological disorders that may

lead to important results for maternal and fetal health threat-

ens which period of pregnancy more often. It is important to

know at which period of pregnancy, depression and anxiety

are observed more often, also to awaken the doctor for these

risky periods and to start treatment. There are lots of studies

about the levels of anxiety and depression in pregnant women.

However, studies comparing pregnancy trimesters for anxiety

and depression are insufficient.

Although is a happy life event for most women, pregnancy

is usually a physically and psychologically stressful period.

Physical and psychological changes in normally progressing

pregnancies also may decrease the capability for routine daily

activities. Previous studies also indicate that changes during

pregnancy decrease general quality of life (QoL)6 and depres-

sive symptoms negatively affect quality of life in pregnant.7

Nonetheless, studies about QoL in pregnant women are fewer

than those about psychiatric disorders; and those about varia-

tions of QoL between pregnancy trimesters are insufficient.

For this reason; present study aims to compare the levels
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of quality of life, anxiety and depression symptoms in preg-

nant women first of all and secondly to investigate the related

factors (or correlated factors with quality of life) with quality

of life in pregnant women.

Material and Method

A total number of 200 patients who had admitted to Selcuk

University Meram Medicine Faculty Hospital Obstetrics out-

patient clinic between 1 May 2006 and 15 October 2006 con-

sisting of 50 pregnant women from each trimester and 50 con-

trol group women who are not pregnant but have similar so-

ciodemographic characteristics with pregnant women were in-

cluded into the study.   

Pregnant women and all control group patients were mar-

ried, and they were randomly selected from among subjects

without any medical disease. The study protocol was ex-

plained to the participants, and written informed consent was

provided from they. Pregnancies between 0-13 weeks were ac-

cepted as 1st trimester, those between 14-26 weeks were as

second, 27 and over weeks of gestation were accepted as 3rd

trimester. In order to decide the gestational week, ultrasonog-

raphy was used on basis of last menstrual date.

All participants were given the Beck Depression Inventory

(BDI)8,9 to determine depressive symptom levels, and the

Beck Anxiety Inventory10,11 to determine anxiety levels and

the World Health Organization QOL Assessment Brief

(WHOQOL-BREF) to determine QoL levels.12,13

All statistical analysis was done with 13.0 version of SPSS

programme. For comparisons among four groups, chi square

test was used for categorical variables, one way analysis of

variance test (ANOVA) for numeric variables. In variables

that were found to be significant in ANOVA tests; for multiple

comparisons Tukey’s honestly significant difference test

(HSD) was used. For analysis of variables related to BAE and

BDE and quality of life in pregnant women, Pearson’ correla-

tion analysis was used. The significant value was accepted as

p<0.05 in all tests. 

Results

The mean age of all pregnant women included into the

study was 27.23±5.41 (17-43); whereas it was 28.72±5.37

(19-42) in control group patients. Among four study groups;

there was no significant difference for age, educational level,

economical status, number of children, number of miscar-

riages, duration of marriage and employment status (Table 1).

Among 4 groups, there was significant difference regard-

ing mean BDE (F=7.08, P=0.000) and BAE (F=5.18,P=

0.002) points (Table 2). As a result of multiple comparisons

conducted by using Tukey’s HSD test; BDE (for 1st-2nd

trimester P=0.406, for 1st-3rd trimester P=0.112, for 2nd-3rd

trimester P=0.897) and BAE (for 1st-2nd trimester P=0.839, for

1st-3rd trimester P= 0.839, for 2nd-3rd trimester P=1.000) scores

were indifferent among trimesters. Pregnant women at 2nd and

3rd trimesters had significantly higher BDE (for 2nd trimester-

control P=0.003, for 3rd trimester-control P=0.000) and BAE

(for 2nd trimester-control P=0.004, for 3rd trimester-control

P=0.004) compared with control group. Although there was

no significant difference regarding BDE scores between first

trimester pregnancies and controls (P=0.197); there was mar-

ginal significant difference regarding BAE scores (P=0.053).

Table 1: The sociodemographic characteristics of study groups

1st trimester 2nd trimester 3rd trimester Control p

Age, mean ± SD 27.18±4.65 27.90±6.75 26.60±4.58 28.72±5.37 F=1.43 0.234

Education, n (%) c2=6.88 0.332

Primary school 32 (64) 31 (62) 34 (68) 25 (50)

Middle-high school      8 (16) 10 (20) 8 (16) 17 (34)

University 10 (20) 9 (18) 8 (16) 8 (16)

Economical status,n (%) c2=5.52 0.479

Low(500 dolar and below) 18 (36) 15 (30) 18 (36) 20 (40)

Middle(500-1000 dolar) 20 (40) 26 (52) 26 (52) 18 (36)

High (1000 dolar and high) 12 (24) 9 (18) 6 (12) 12 (24)

Occupational status, n (%) c2=2.141 0.544

housewife 40 (80) 41 (82) 45 (90) 41 (82)

working 10 (20) 9 (18) 5 (10) 9 (18)

History of miscarriage, n (%) 23 (46) 16 (32) 13 (26) 15 (30) c2=5.095 0.165

Duration of marriage, n (%) 79.28±56.59 87.24±84.06 63.28±50.29 82.06±66.03 F=1.24 0.295

Number of children, s (%) 1.94±0.81 2.12±1.06 2.00±1.06 1.40±0.92 F=0.73 0.528
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According to BDE scores; the prevalence of depression in

1st trimester pregnancies was 22%, in 2nd trimester pregnan-

cies 32% and in 3rd trimester pregnancies 36% and in control

group it was found to be 10%. The difference between groups

was statistically significant (c2=10.77, P=0.013). We found no

statistically significant difference in terms of depression rates

between trimesters in pregnant women (c2=2.47, P=0.290).

When depression ratios are compared between pregnant

women and control group; there was no significant difference

between 1st trimester women and controls (c2=2.67, P=0.102),

but depression ratio in women at 2nd and 3rd trimesters were

significantly higher compared with control group (c2=9.54,

P=0.002).

Among four study groups, there was significant difference

between groups regarding physical health area of WHOQOL-

BREF scale (F=9.32, P=0.000), psychological health area

(F=2.89, P=0.037) and environmental areas (F=2.79, P=0.41),

besides there was borderline significance regarding social re-

lationship (F=2.65, P=0.050) (Table 3). In multiple compar-

isons done between groups; mean physical health score was

similar in 1st, 2nd trimester pregnant women and control group

women (P>0.05 for all comparisons) and was significantly

lower in 3rd trimester women compared with other 3 group of

patients (for 3rd trimester-1st trimester P=0.003, for 3rd

trimester-2nd trimester P=0.008, 3rd trimester-control group

P=0.000). Mean scores of psychological health (P=0.023) and

environmental areas were significantly lower in 3rd trimester

pregnant women compared with first trimester pregnant

women. There was no significant difference between other

coupled groups (P>0.05 for all comparisons). Regarding so-

cial relationships, there was no significant difference between

other coupled group comparisons (P>0.05 for all compar-

isons).

While there was significant positive correlation between

BDE scores and number of children (r=0.266, P=0.000) and

duration of gestation (r=0.174, P=0.033) in pregnant women

(n:150), there was no correlation with age (r=0.010, P=0.886).

Although BAE scores were significantly and positively corre-

lated with number of children (r=0.193, P=0.006), those were

found not to be related to age (r=0.004, P=0.952) and duration

of gestation (r=0.099, P=0.228).

Duration of marriage, age, and number of children were

unrelated to QoL level in pregnant women. There was a nega-

tive correlation between all subscores of WHOQOL-BREF

and duration of gestation, BDE and BAE scores.

Discussion

In our study, compared with controls, anxiety and depres-

sive symptom levels were found significantly higher in 2nd and

3rd trimester pregnant women. Between control group and 1st

trimester pregnant women, the absence of any statistically sig-

nificant difference regarding BDE and BAE points may be re-

lated to the fact that pregnancies were hopefully accepted; and

mother relieves from the pressure of partner, family and pop-

ulation for infertility, interfamilial happiness increases and

since these periods are the early periods at which physical and

psychological limitations of pregnancy are all lacking.

Depression ratios reported for first trimester show varia-

tions related to the variations of methodology and sampling.

The depression ratios are higher in studies carried out among

low socioeconomic level pregnant women and done by scales.

Mckee et al. reported 51.4% depression rates for 1st and 2nd

trimester pregnant women. In a study carried out among preg-

nant women who had low socioeconomic levels and done

using BDE.14 Some authors report 29-38% of depression rate

in low socioeconomical level 3rd trimester gestations using

Edinburg Postnatal Depression Scale (EPDS).15,16 In other

studies done by BDE, Birndof et al.17 reported 24.6% depres-

sion rates in 1st trimester pregnancies; Gotlib et al.18 reported

21.4% depression rates for 2nd trimester and 25.8% for 3rd

trimester, Seguin et al.19 reported 29.6% depression rates for

2nd trimester.

Table 2: Mean BDE and BAE scores of groups, mean ± SD

Variable, mean ±SD 1st trimester 2nd trimester 3rd trimester Control F p

BDE 11.66±5.68 13.84±6.30 14.82±9.59 8.88±5.64 7.08 0.000

BAE 16.56±10.44 18.26±11.14 18.26±11.60 11.32±6.93 5.18 0.002

Table 3: The comparison of WHOQOL-BREF points of groups

WHOQOL-BREF 1st trimester 2nd trimester 3rd trimester Control F P

Physical health 62.60±15.97 61.72±15.26 52.34±14.06 67.30±12.48 9.32 0.000

Psychological health 63.58±14.68 59.36±15.52 55.30±13.30 57.84±14.10 2.89 0.037

Social Relationships 69.28±18.28 65.92±18.89 60.62±22.11 59.78±18.63 2.65 0.050

Environment 65.14±15.50 62.42±16.63 56.54±15.39 60.42±13.49 2.79 0.041
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In this study, according to BDE , the prevalence of depres-

sion in 1st,2nd and 3rd trimester pregnancies were 22%, 32%

and 36% respectively. Our results were obtained from low-

medium socioeconomic level pregnant women, and show sim-

ilarities with some reports. In previous studies also,14,20, 21 it

was reported that quality of life decreased at last periods of

pregnancy and mostly the physical health was affected. 

In this study, when table 3 is examined, the highest scores

for psychological health and environmental areas of quality of

life scale was present in 1st trimester pregnancies and the low-

est scores were detected in 3rd trimester pregnancies. There

was statistical difference only between 3rd trimester and 1st

trimester pregnancies. Especially in psychological health area,

quality of life was high at first trimester and was found to be

related to happiness due to pregnancy, on the other hand was

low at 3rd trimester and was found to be related to suspicions

and stress about approximating birth, newborn care and adap-

tation period. In this study, when BDE and BAE scores are

compared between 1st and 3rd trimester pregnancies, 3rd

trimester pregnancies had higher depressive and anxiety

symptom levels.

Hueston and Kasik-Miller 22 in a study carried out among

pregnancies progressing normally, reported that variations re-

lated to quality of life were at physical area rather than psy-

chological area. Our results show that QoL decreases not only

in physical health area but also in psychological health area at

last periods of gestation.

Results of this study indicate that QoL decreases in preg-

nant women as duration of gestation, levels of depression and

anxiety increases. In our findings, relationship between de-

pression and QoL is in agreement with those of Mckee et al. .
14 It can also be thought that suspicions about birth psycho-

logically, increasing pain, sleeplessness, numbness, gaining

weight and limitations for movement at last stages of gestation

all physically affect quality of life in pregnancy.

In our study, number of children in pregnant women was

also found to be significantly related to anxiety and depression

points. This can be evaluated as increasing number of children

in pregnancy increases anxiety and depression, and this can

also be related with the fact that mother tries hard and gets

stress while giving care to all those children.

This study has some limitations. First of all, study is cross-

sectional. This does not let us to evaluate changes in depres-

sion, anxiety and quality of life levels in all trimesters in same

pregnant women. Secondly, sampling is relatively small and

taken from a single health center and consists of women only

admitted for medical controls. So; our sample does not stand

for all pregnant women in the population. Besides, in our

study all pregnant women were selected among people with-

out any physical health problem, this let us to control effects

of other physical diseases on anxiety, depression and quality

of life levels of pregnant women.

As a result, our findings show that depression is more com-

mon at 2nd and 3rd trimesters of gestation and that there is no

significant difference between trimesters with respect to de-

pression and anxiety symptom levels, and that QoL, particu-

larly physical health is negatively affected primarily on at 3rd

trimester of gestation.

Gebelikte Trimesterler Arası Depresyon

Anksiyete ve Yaşam Kalitesinin

Karşılaştırılması

AMAÇ: Gebelikte trimesterler arası depresyon, anksiyete ve
yaşam kalitesinin değerlendirilmesi.

GEREÇ VE YÖNTEM Çalışmaya, her trimesterden 50 gebe
hasta ve gebe kadınlarla benzer sosyodemografik özelliklere
sa hip 50 gebe olmayan kontrol hastası olmak üzere toplam
200 hasta dahil edildi. Depresyon seviyesini, anksiyete semp-
tomlarını ve yaşam kalitesini belirlemek üzere sırasıyla, Beck
Depresyon Envanteri (BDE), Beck Anksiyete Envanteri (BAE),
ve Dünya Sağlık Organizasyonu Yaşam Kalitesi Değer len dir -
me Ölçeği (WHOQOL-BREF) kullanıldı. 

BULGULAR: Trimesterler arası BDE and BAE puanları gebe-
lerde benzer iken; bu puanlar ikinci ve 3. trimester gebelikle-
rinde kontrol grubuna göre belirgin yüksek idi. Klinik depresyon
oranları kontrol grubunda %10.1, ilk trimesterde %22, ikinci tri-
mesterde %32, üçüncü trimesterde %36 olarak bulundu.
WHOQOL-BREF skorları arasında belirgin farklılıklar bulunur-
ken, en düşük yaşam kalitesi 3. trimesterde idi.

SONUÇ: Gebeliğin tüm trimesterlerinde, özellikle de 3. trimes -
terde olmak üzere, anksiyete ve depresyon seviyeleri yüksek
iken, yaşam kalitesi düşük idi. Özellikle gebeliğin ilerleyen dö-
nemlerinde; sağlık hizmeti verenlerin gebe kadınları depres-
yon ve anksiyete yönünden dikkatli değerlendirmesi uygun
olacaktır.

Anahtar Kelimeler: Gebelik, Depresyon, Anksiyete, Yaşam

kalitesi
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