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Antenatal Depression and Anxiety Among Women with
Threatened Abortion: A Case-Control Study

Bahar SARIIBRAHIM ASTEPE1, Sukriye BOSGELMEZ2

Kocaeli, Turkey

OBJECTIVE: Threatened abortion is a stressful condition for a pregnant woman which may influence

mental health. This study aims to investigate the relationship between threatened abortion, anxiety, and

depression during pregnancy. 

STUDY DESIGN: Study group consisted of 121 pregnant women <20 weeks of gestation having vagi-

nal bleeding; control group consisted of 129 pregnant women <20 weeks of gestation not having vagi-

nal bleeding in their pregnancy until that time. Hospital anxiety and depression scale was used to as-

sess potential anxiety and depression. 

RESULTS: Statistical analyses indicated that (i) vaginal bleeding group had significantly higher rates of

moderate/ severe anxiety (28.1% vs. 14.7% p=0.010); (ii) there was no statistically significant difference

between depression rates of the women according to the presence of vaginal bleeding (38.8% vs. 34.9%

p=0.517); (iii) low education (OR=2.233; 95% CI: 1.177-4.236; p=0.014) was possible predictors of an-

tenatal depression. Although in the univariate analyses age, gravidity, and parity were associated with

anxiety, only nulliparity was found as possible predictors of anxiety (OR=2.589; 95% CI: 1.362-4.922,

p=0.004). 

CONCLUSION: Pregnant women without obstetric complications had similar rates of depression and

anxiety as in women with threatened abortion, although anxiety levels were higher in women with threat-

ened abortion.  
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abortion
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Introduction

Depression and anxiety are common all over the world.
Depression is a major mental health problem that decreases
the quality of life and leads to disability by affecting the func-
tioning, creativity, and happiness of the person (1).
International studies indicate that the vast majority of depres-
sion is seen in women between the ages of 18 and 44, includ-

ing fertility processes such as pregnancy, childbirth, and puer-

perium (2). For women, pregnancy may be a source of happi-

ness; however, stress, anxiety, anxious expectation, overload-

ing of the negative mental emotions can also be seen some-

times (3). Pregnancy, delivery, at the end having a child bring

many physiological and psychosocial changes, both mothers

and fathers are required to face several new challenges during

this period in their lives (4). The estimated prevalence of peri-

natal anxiety and depression vary between researches. A re-

cent meta-analysis reported that the prevalence of antenatal

depression was 25.8% in low- and middle-income countries

(5).  Perinatal anxiety is reported 18-20%; most of pregnant

women have both anxiety and depression (6,7). 

Obstetric complications may be associated with antenatal

depression and anxiety (4). Threatened abortion is a common

complication, especially in the first trimester, which affects

14-21% of all pregnancies (8).  It is reported that 50% of preg-

nancies with vaginal bleeding continue (9). Unpredictable

continuity of pregnancy may increase the psychological bur-

den of expecting mothers 

It was indicated that previous miscarriage may be a risk

factor for antenatal depression and anxiety (10,11). However,

the relationship between threatened abortion, anxiety, and de-

pression during pregnancy has not been studied thoroughly.
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One study from Singapore reported that depression and anxi-
ety were higher in women facing threatened miscarriage, and
threatened miscarriage may be a risk factor for antenatal de-
pression (12). Mental health symptoms of these women may
remain unnoticed. Therefore, we examine how threatened
abortion is associated with anxiety and depression in a group
of pregnant women.

Material and Method
Subjects  

This case-control study was conducted with 250 pregnant
women evaluated at Health Science University Kocaeli
Derince Training and Research Hospital Obstetrics and
Gynecology Clinics between January 2015 and January 2016.
The research was carried out with pregnant women under 20
weeks of gestation aged 18-44 years. Pregnant women with
detected systemic illness such as diabetes mellitus, hyperten-
sion, cardiac disease or pulmonary disease were not included
in the study. Study group consisted of 121 pregnant women
under 20 weeks of gestation, positive fetal heart beat detected
by ultrasonographically and those having vaginal bleeding.
Thirty-two pregnant women in the study group hospitalized
for threatened abortion until vaginal bleeding ceased. Control
group consisted of 129 healthy pregnant women who admitted
obstetrics and gynecology outpatient clinics for their routine
antenatal check-ups, under 20 weeks of gestation, positive
fetal heart beat detected by ultrasonographically and those not
having vaginal bleeding in their pregnancy until that time. The
patient information sheet was given and patients who wanted
to participate were given self-report questionnaire form. All
participants were competent to Turkish language, therefore all
questionnaires and interviews were performed in Turkish.
Seven patients (5 patients with vaginal bleeding and 2 patients
without vaginal bleeding) had psychiatric treatment history.
Two patients had been already treated for depression using
SSRI (selective serotonin reuptake inhibitors). Four patients
were treated for anxiety disorders previously, one was already
in SSRI treatment for anxiety disorder. Since the study aims to
determine the association between threatened abortion and
current-incidental anxiety/depression. Patients with past psy-
chiatric history and already in treatment were excluded.
Psychiatric consultation was offered to patients who met de-
pression or anxiety caseness. 

Ethical approval was provided by Kocaeli University
Ethical Committee with the number KOU KAEK 2014/357 at
November 2014. Written informed consents for using data
were obtained from the patients and the study was conducted
in accordance with the Declaration of Helsinki.  

Material and Method

The questionnaire form includes Hospital Anxiety and
Depression Scale (HADS) and sociodemographic data sheet.
Questionnaire related to sociodemographic data includes edu-

cational status, occupational status, income, housing, number

of person living at home, and smoking, medical history, ob-

stetric history including gravity, parity, abortion, vaginal birth,

and caesarian section. Educational status was categorized as 8

years and less (elementary and secondary school) and higher

than 8 years (high school and university). All patients were

married.

Hospital anxiety and depression scale which is a self-re-

port questionnaire was developed to identify caseness of anx-

iety disorders and depression. Caseness is the term which

refers to possible or probable anxiety disorders and depres-

sion. It contains 14 items with four possible answer choices to

each item. Each item is scored from 0 (not present) to 3 (con-

siderable). It contains seven items for anxiety and seven items

for depression. The HADS has been validated as a convenient

tool for uncovering anxiety and depression cases in antenatal

and gynecology patients (13). The cut-off score of 8 was con-

sidered optimal to identify potential anxiety and depression

(14). The cut-off score ≥8 for either HADS anxiety or depres-

sion subscales determined caseness of the anxiety or depres-

sion (15). Scores ≥11 indicate moderate; ≥16 indicate severe

symptoms. The cut-off score ≥8 for anxiety has a specificity of

0.78 and a sensitivity of 0. 9; for depression has a specificity

of 0.79 and a sensitivity of 0.83 (15). The HADS has good

psychometric properties as a psychological screening tool for

identifying general hospital patients requiring further psychi-

atric evaluation; it is not used to make diagnoses of psychiatric

disorders (16). 

Somatic symptoms like fatigue, dizziness, and sleep dis-

turbances are common during pregnancy (17,18). These

symptoms may be misinterpreted as psychological distress.

HADS is especially suitable to investigate psychological dis-

tress in pregnancy as it does not have questions on somatic

symptoms (17). Its psychometric properties in the antenatal

population are highly valuable, since the sensitivity for anxi-

ety subscale is 92.9%, specificity is 86.5%; the sensitivity for

depression subscale is 92.1%, specificity is 91.1% (13).

Reliability and validity of Turkish version of HADS was stud-

ied by Aydemir et al. (1993) (19).  

Statistics  

Statistical parameters were computed using the SPSS 17.0

software. In addition to descriptive statistics (mean, standard

deviation, median, frequency, and ratio, minimum, maximum)

Student t test was used in evaluation of quantitative data and

Mann Whitney U test was used in comparison of non-normal

distribution data. Pearson's Chi-square test and Yates’

Continuity Correction test (Chi-square test with Yates' correc-

tion) were used for comparison of qualitative data. In the sec-

ond step, to determine possible predictors of anxiety and de-

pression, logistic regression analyses were performed using

those variables that showed significance in the literature. The

statistical significance was defined as p<0.05. 
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Results 

There were a total of 250 patients under 20 weeks of ges-
tation admitted to Obstetrics and gynecology outpatient clinic
between January 2015 and January 2016. These patients
agreed to participate in the study and fill out the questionnaire
form. Of these patients, 121 had vaginal bleeding, 129 had no
vaginal bleeding.   

When the demographical and descriptive characteristics of
the patients were examined; employed and women having 2
abortion and over were found to have higher incidence of
vaginal bleeding (p=0.030 and p=0.005 respectively; table 1).
The gestation week and parity of patients with vaginal bleed-
ing was lower than those without vaginal bleeding (both p<
0.001, table I) 

In the whole study group 14.8% of women (n=37) had
only depression; 21.2% (n=53) had both anxiety and depres-

sion; 26.4% (n=66) had only anxiety. In vaginal bleeding
group, 53% (n=64) of women met anxiety caseness (score of
≥8); in control group, 43% (n=55) of women met anxiety
caseness (score of ≥8). There was no statistically significant
difference between these ratios. However, the mean anxiety
scores of women with vaginal bleeding were significantly
higher than those without vaginal bleeding (p=0.025, table II).
When moderate/severe anxiety levels (score of ≥11) were
taken into consideration, vaginal bleeding group had signifi-
cantly higher anxiety (28.1% vs. 14.7% p= 0.010). Depression
caseness (score of  ≥8) was 38.8% (n=47) in the vaginal bleed-
ing group; 34.9% (n=45) in the control group. There was no
statistically significant difference between the mean depres-
sion scores or depression caseness of the women including
moderate/severe depression levels according to the presence
of vaginal bleeding (p=0.796, p=0.517, and p=0.820 respec-
tively, table II).

Vaginal bleeding (-) Vaginal bleeding (+)

(n=129) (n=121)

n (%) or Mean (SD) n (%) or Mean (SD) p

Age (years) 27.24 (4.88) 28.94 (6.24) a0.230
Educational attainment ≤8 years  83 (64.3) 67 (55.4) b0.148
Working 13 (10.1) 24 (19.8) b0.030*
High Income 15 (11.6) 28 (23.1) b0.054
Housing (Rented) 69 (53.5) 55 (45.5) b0.204
Number of people at home  (≥4) 53 (41.1) 45 (37.2) b0.062
Smoking 15 (11.6) 15 (12.4) c0.852

Gestational week 15.23 (3.14) 9.71(3.46) a0.001**
Gravidity 

1 40 (31.0) 40 (33.0)

2 47 (36.4) 36 (29.8) b0.520
≥3 42 (32.6) 45 (37.2)

Parity1

0 44 (34.1) 83 (68.6)

1 49 (38.0) 19 (15.7) a0.001**
≥2 36 (27.9) 19 (15.7)

Number of abortus2

0 110 (85.3) 85 (70.2)

1 16 (12.4) 23 (19.0) b0.005**
≥2 3 (2.3) 13 (10.7)

Caesarean section 

0 93 (72.1) 95 (78.5)

1 28 (21.7) 22 (18.2) b0.402
≥2 8 (6.2) 4 (3.3)

Number of vaginal birth                         

0   76 (58.9)  77 (63.7)                                                                                

1 26 (20.2) 20 (16.5) b0.701
≥2 27(20.9) 24 (19.8)

Hemoglobin level 12.03 (1.10) 12.08 (1.13) a0.721
Medical illness 21 (16.3) 17 (14.0) c0.820
a : Student t test, b:Pearson chi- square test, c :Yates’ continuity correction test. **p <0.01 *p <0.05
1: Nulliparity rates were higher in vaginal bleeding group. 2: Number of abortion was higher in vaginal bleeding group. 

Table I: Sociodemographical data and pregnancy characteristics of patients with vaginal bleeding and control group
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There was no statistically significant difference between
hemoglobin measurements according to anxiety and depres-
sion levels in all cases (p> 0.05).

When the sociodemographic characteristics of the patients

were compared according to depression level, it was found

that patients with depression scores ≥8 have significantly

lower education level and income than patients with depres-

sion scores <8 (p=0.001 and p=0.009, respectively, table III). 

Table II: Evaluation of anxiety and depression levels according to vaginal bleeding state

HADS scores Vaginal bleeding(-) Vaginal bleeding (+)

(n=129) (n=121) p

Anxiety score

Mean (SD) 7.07(3.65) 8.15(3.90) 0.025* 
Anxiety n (%)

High (≥ 8) 55 (42.6) 64 (52.9) 0.105
Normal (< 8) 74 (57.4) 57 (47.1)

Mild/normal (< 11) 110 (85.3) 87(71.9) 0.010**
Moderate/severe (≥ 11) 19(14.7) 34 (28.1)

Depression score

Mean (SD) 6.80(3.44) 6.92(3.80) 0.796
Depression n (%)

High (≥ 8) 45 (34.9) 47 (38.8) 0.517
Normal (< 8) 84 (65.1) 74(61.2)

Mild/normal (< 11) 108 (83.7) 100 (82.6) 0.820
Moderate/severe (≥ 11) 21(16.3) 21(17.4)

*t Test, HADS: Hospital anxiety and depression scale, **: Pearson chi- square test

Depression Anxiety

High (≥ 8) Normal (< 8) High (≥ 8) Normal  (<8)

(n=92) (n=158) (n=119) (n=131)

n (%) or  Mean (SD) p n (%) or  Mean (SD) p

Age (years) 27.05(5.29) 28.0(5.79) a0.197 26.87(5.69) 28.37(5.41) a0.034*
Educational ≤ 8 years 67 (72.8) 83 (52.5) b0.002** 70 (58.8) 80 (61.1) b0.717
attainment

Employment Not working 83 (90.2) 130 (82.3) c0.088 18 (15.1) 19 (14.4) c0.890
Income Low 39 (42.4) 38 (23.4) b0.009** 44 (37.0) 33 (25.0) b0.091
Housing Rented 47 (51.1) 77 (48.7) b0.720 62 (52) 62 (47) b0.451
Number of people 40 (43.5) 58 (36.7) b0.111 46 (38.7) 52 (39.7) b0.190
at home ≥4 Smoking 9 (9.8) 21 (13.3) c0.410 16 (13.4) 14 (10.6) c0.503
Gestational week    11.95(4.17) 12.93(4.27) a0.081 12.45(4.32) 12.66(4.19) a0.425
Gravidity 1 26 (28.2) 54 (34.2) b0.625 46 (38.7) 34 (26.0) b0.040*

2 32 (34.8) 51 (32.3) 40 (33.6) 43 (32.8)

≥3 34 (37.0) 53 (33.5) 33 (27.7) 54 (41.2)

Parity 0 48(52.2) 79 (50.0) b0.571 71 (59.7) 56(42.7) b0.028*
1 27(29.3) 41 (25.9) 26 (21.8) 42 (32.1)

≥2 17 (18.5) 38 (24.1) 22 (18.5) 33(25.2)

Number of abortion 0 71 (77.2) 124 (78.5) b0.199 93 (78.4) 102 (78) b0.965
1 12 (13.0) 27 (17.1) 18 (15.2) 21 (15.9)

≥2 9 (9.8) 7 (4.4) 8 (6.4) 8 (6.1)

Number of 0 69 (75.0) 119 (75.3) b0.625 95 (80.0) 93 (71.2) b0.264
caesarean section  1 20 (21.7) 30 (19.0) 19 (16.0) 31 (23.5)

≥2 3 (3.3) 9 (5.7) 5 (4.0) 7 (5.3)

Number of vaginal birth 0 52 (56.5) 101 (63.9) b0.354 81 (68.1) 72 (54.5) b0.105
1 21 (22.8) 25 (15.8) 18 (15.1) 29.8 (22.0)

≥2 19 (20.7) 32 (20.3) 20 (16.8) 31 (23.7)

Medical illness 11 (12.0) 27 (17.1) c0.276 15 (12.6) 23 (17.6) c0.276

HADS: Hospital anxiety and depression scale, a: Student t test,  b:Pearson chi- square test, c:Yates’ continuity correction test **p<0.01 *p<0.05

Table III: Evaluation of sociodemographic data according to depression and anxiety levels in HADS
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When patients with high (≥8) anxiety scores were com-
pared with patients with low (<8) anxiety scores, it was found
that age, gravidity, and parity were significant factors (p=
0.034; p=0.040; p=0.028, respectively; table 3). The age of
those with high anxiety scores were found to be lower than
those with normal scores (p=0.034). Patients with first preg-
nancy (G1), not having birth before (P0) met anxiety caseness
(score of ≥8) more than other pregnant women (p=0.040; p=
0.028, respectively, table 3). 

Other variables like housing, number of people at home,
and smoking status were not statistically significant (Table 3). 

To determine possible predictors of depression caseness,
logistic regression analysis (enter method) was performed.
Depression caseness was entered as dependent variable; vagi-
nal bleeding, age, education, income, housing, employment,
smoking status, parity, history of abortion were independent
variables. It was found that education level ≤8 years (OR=
2.233; 95% CI: 1.177-4.236; p=0.014 was possible predictors
of antenatal depression (Table IV).  

To determine possible predictors of anxiety caseness, lo-
gistic regression analysis (enter method) was performed.
Anxiety caseness was entered as dependent variable; vaginal
bleeding, age, education, income, housing, employment,
smoking status, parity, and history of abortion were independ-
ent variables. Nulliparity was found possible predictor of anx-
iety caseness (OR=2.589; 95% CI: 1.362-4.922, p=0.004)
(Table IV). 

In the first regression analyses, vaginal bleeding was not
associated neither depression nor anxiety. Further regression
analysis was performed whether high level of depression or
anxiety was possible predictor of vaginal bleeding. Vaginal
bleeding was entered as dependent variable; age, education,
income, housing, employment, smoking status, parity, history
of abortion, depression, and anxiety were independent vari-
ables. Age (OR=1.092; 95% CI: 1.027-1.162, p=0.005); nulli-
parity (OR=9.548; %95 CI:3.742-24.329, p≤ 0.001); history

of abortion (OR=0.277, 95% CI: 0.133-0.576, p=0.001) were
found possible predictor of vaginal bleeding (Table IV).

Discussion  

This study intended to examine the relationship between
threatened abortion, anxiety, and depression in pregnancy
compared with pregnancy without obstetric complication.  

Our study shows that depression is common in pregnancy.
Pregnant women without obstetric complication had similar
rates of depression as in women with threatened abortion.
There was no significant difference in depression prevalence
of the pregnant women according to the presence of vaginal
bleeding. A recent meta-analysis, which evaluated antenatal
depression in low and middle-income countries, found the
pooled prevalence estimate of antepartum depression was
25.3% (5). Antenatal depression rates vary 10.9-27.5% in
Turkey depending on the instruments used to measure antena-
tal depression (20, 21). In a cross-sectional study, the preva-
lence of antenatal depression in patients with threatened
preterm labor was 24.3% (22). This study found 14.8% of
pregnant women had only depression; 21.2% had both anxiety
and depression. Depression prevalence of this study corre-
spond with these results. 

In the present study, it was found that patients with low ed-
ucation were more likely to have depression. In the definitive
analyses, patients with low income also had higher depression
rate. However, this factor lost its significance in advanced
analysis. Low education and low income were also identified
as risk factors for antenatal depression in other studies (21,23,
24). Women with low education may not have adequate knowl-
edge about pregnancy complication, have difficulties of coping
and these may lead to uncertainty, anxiety, and depression (25). 

The findings of the impact of age on antenatal depression
are inconsistent. Some studies found older age was positively
associated with antenatal depression (6,20,21,23). Bödecs et
al. and Quiao et al. reported that younger age is a risk factor

Table IV: Logistic regression analysis for depression and anxiety caseness and vaginal bleeding 

Risk factors Depression Anxiety Vaginal bleeding

Odds Ratio (95% CI) p Odds Ratio (95% CI) p Odds Ratio (95%CI) p

Vaginal bleeding 0.682 (0.386-1.205) 0.188 0.652(0.378-1.126) 0.125

Age 0.973 (0.912-1.039) 0.414 0.990(0.934-1.049) 0.727 1.092 (1.027-1.162) 0.005

Low education level 2.233(1.177-4.236) 0.014 1.104(0.603-2.221) 0.748 0.908(0488-1.687) 0.759

Low income 2.185 (0.838-5.684) 0.110 2.197(0.963-5.010) 0.061 0.532(0.235-1.205) 0.130

Housing (rented) 0.964 (0.535-1.735) 0.902 1.119(0.649-1.895) 0.705 0.651(0.378-1.121) 0.121

Not working 1.324 (0.530-3.3089 0.548 0.786 (0.339-1.823) 0.574 0.641(0.276-1.490) 0.301

Smoking 0.561 (0.224-1.405) 0.217 0.770(0.341-1.741) 0.530 0.927(0.410-2.097) 0.856

Parity=0 1.321(0.344-5.071) 0.685 2.589 (1.362-4.922) 0.004 9.548(3.742-24.329) ≤0.001

Parity=1 1.031 (0.488-2.177) 0.937 1.321(0.531-3.285) 0.550

History of abortion 1.461 (0.381-5.6) 0.580 1.392(0.629-3.083) 0.414 0.277(0.133-0.576) 0.001

Depression 0.717(0.404-1.271) 0.254

Anxiety 0.683(0.393-1.189 0.178
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for antenatal depression (24,25).  Unemployment and being
housewife are risk factors for antenatal depression (21,24, 26).
However, in the present study, there was no association of de-
pression with age or employment status.  

It is reported that the experience of abdominal pain and/or
vaginal bleeding in early pregnancy is highly anxiogenic (27).
However, in the present study, the prevalence of anxiety was
not different between women affected by threatened abortion
and women not affected. Especially diagnostic uncertainty de-
termines anxiety levels more than the positive or negative im-
plications of diagnostic results (27). Women with threatened
abortion in this study had higher rates of moderate/severe anx-
iety levels and higher total anxiety scores. These results may
imply that threatened abortion does not create anxiety per se,
but contributes to higher anxiety levels in pregnancy. 

Younger age was associated with anxiety in pregnancy in
different studies (25,28). For younger women, adapting their
new role and new expectations may be burdensome and they
are more prone to exhibit anxiety and depressive symptoms in
early pregnancy (18). Although anxiety caseness was higher in
younger patients, it was not a risk factor in our finding.   

Some studies showed that previous pregnancy loss was as-
sociated with higher anxiety and depression during pregnancy
(6,10,11,29). However, in our study population, previous
pregnancy loss was not higher in patients with anxiety or de-
pression supporting the studies of Bicking-Kinsey et al.,
Fisher et al. and Qiao et al. (30,31,25).

Shapiro et al. found that prior live term birth was associ-
ated with lower pregnancy anxiety in all three trimesters (29).
Ali et al., reported nulliparous or primiparous women as more
at risk than multiparous women for anxiety (6). Present study
showed that primigravid/nulliparous women had higher rates
of anxiety. In advanced analysis, nulliparity was found as a
risk factor for anxiety. However, some studies did not find any
significant association between parity and antenatal depres-
sion/ anxiety (31,32). Previous experience of pregnancy may
lessen uncertainty and women may feel more confident. Also,
being already mother may alter the attribution to the current
pregnancy and diminish the psychological burden of women. 

There are other sociodemographic factors which may be
related to antenatal depression and anxiety.  Housing status is
associated with antenatal depression and anxiety (7).
However, in this study, it was not linked to antenatal depres-
sion and anxiety. Ali et al. reported that the number of people
at home was not related to anxiety and depression (6). Similar
results were obtained in this study. 

Smoking was found correlated with antenatal depression
in patients with threatened preterm labor (22). Anxiety in early
pregnancy is also related to smoking prior to pregnancy (28).
Abstaining from smoking during pregnancy has not decreased
the risk of antenatal depression (33). However, it is not clear
that smoking increases the risk of depression or it is a result of

depression which is associated with unhealthy behavior (4).
Present study failed to demonstrate any association between
smoking and depression or anxiety. 

Zhu et al. reported that threatened miscarriage is associated
with depression and anxiety in early pregnancy (12). In the
present study, although the vaginal bleeding group had signifi-
cantly higher anxiety levels, vaginal bleeding was not related
to depression or anxiety. Lupattelli et al. reported that women
with depression presented a significant moderate increased risk
of vaginal bleeding in early pregnancy and mid pregnancy
(34). Collaboration of glucocorticoids, progesterone, prolactin
and the immune system is required for favorable pregnancy
outcomes (35). Patients experiencing depression and anxiety
have neuroendocrine disturbances as in the hypothalamic-pitu-
itary-adrenocortical (HPA) axis (24). These neuroendocrine
disturbances may disarrange the delicate hormonal and im-
mune harmony of pregnancy and result in vaginal bleeding.
This study found no relationship between depression/anxiety
and vaginal bleeding. Due to cross-sectional design of the pres-
ent study, it is not possible to reach an implication of whether
depression/anxiety is a risk factor for vaginal bleeding in early
pregnancy. To explore this causal link, prospective longitudi-
nally designed studies are necessary. 

In the present study, patients with psychiatric history were
excluded. This gave the opportunity to investigate the relation
between threatened abortion and anxiety/depression independ-
ent from past psychiatric history and psychotropic drugs. There
are several limitations to the study. Our results were based on
self-report measures; we did not use clinically structured inter-
views. However, Grant et al. reported that assessments by ei-
ther a clinical interview or maternal self-report can predict
postnatal anxiety and mood disorders (36). Because of study
design, it was not possible to reach a conclusion regarding ca-
sualty. Further studies with longitudinal design will provide
data about the etiology of antenatal depression and anxiety. 

Conclusion

Both prenatal depression and anxiety are among the
biggest predictors of postpartum depression (37). Antenatal
care visits provide critically important opportunities for men-
tal health interventions to occur (5). This study showed that
pregnant women with or without threatened abortion were
similarly affected by anxiety or depression. Therefore, clini-
cians should pay attention to the mental health status of all
pregnant women equally
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