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Abstract

This study explored protective factors against prenatal depression in pregnant women.
One-hundred thirty-four (134) pregnant women were recruited from an obstetric clinic
and public health center in Korea. Dyadic adjustment, sense of mastery, and prenatal
depression were assessed using structured questionnaires. Prenatal depression was
assessed with the Edinburgh Postnatal Depression Scale (EDPS). Binomial logistic
analysis was used to identify predictors of prenatal depression. Of the participants, 40.3%
screened as positive on the EPDS with a cut-off point of 9/10. Protective factors against
prenatal depression were a history of childbirth, dyadic adjustment, and sense of mastery.
We must consider these findings when developing interventions for pregnant women
focusing on prevention and management of prenatal depression.
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1. Introduction

1.1. Background

Pregnancy and childbirth are major events that cause stress among women.
Women going through pregnancy may experience emotional, social, and role
changes as well as various physical changes [1]. In particular, a sudden change in
hormone balance can cause physical discomfort, such as morning sickness and
weight increase. Moreover, the reduced quality of sleep among other risk factors
might increase the probability of depression among pregnant women [2].

According to studies of Western populations, about 5-15% of expectant mothers
experience prenatal depression [3]. In contrast, in Korea, about 12-36% of
expectant mothers experience prenatal depression [4-6]. Pregnant women suffering
from prenatal depression are 5-6 times more likely than normal pregnant women to
develop postnatal depression [7]. Furthermore, prenatal depression is known to be a
strong preceding factor of postnatal depression [7-9]. The importance of prenatal
depression, however, remains relatively unstudied despite being a common
condition, like postnatal depression [10].
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Pregnant women suffering from prenatal depression tend to have less healthy
babies. Premature birth, low birth-weight infants, and growth delay in the prenatal
period, as well as excessive activity increase, have been observed for pregnant
women who experienced depression [11]. Furthermore, depressive pregnant women
are less interested in their infants, resulting in reduced mother—infant interaction
[12]. By measuring depression at the 7" month of pregnancy, pregnant women with
a high level of depression have been found to have poor awareness of maternal—fetal
relationship [13]. This leads to disruption in the formation of maternal—fetal
attachment [14].

However, not all pregnant women suffer from prenatal depression. Mercer et al.
[15] suggested that the relationship between the pregnant woman and her partner
and sense of mastery are protective factors against prenatal depression [15]. They
suggested a theoretical model in which pregnant women’s prenatal depression is
reduced when her relationship with her partner is better and her sense of mastery is
greater [15]. Dyadic adjustment is an indicator of couples’ ability to resolve
problems and adapt to each other [16], and prenatal depression is higher for
pregnant women with no satisfaction from partner support compared to those who
found partner support to be satisfying [4,17,18]. Sense of mastery refers to the
extent to which a person considers his/her life changes to be under his/her control
[19]. Women with a high sense of mastery can easily control pregnancy-related
stress, and therefore experience fewer negative emotions [20]. According to
previous studies, pregnant women with a high sense of mastery report lower levels
of depression [20,21].

As described above, this study investigated depression among pregnant women
and potential protective factors against it. This study is important for developing a
nursing intervention for pregnant women to give birth to healthy children and
prevent prenatal depression. However, until recently, most previous studies have
investigated prenatal depression in pregnant women with regard to prenatal
depression from psychosocial factors [22] as well as clinical studies about
depression symptoms during pregnancy [5]. Accordingly, it is difficult to find
research demonstrating dyadic adjustment and sense of mastery as protective factors
against prenatal depression.

This study will identify the prevalence of prenatal depression among pregnant
women, find factors to prevent prenatal depression and find the needs to prevent and
manage pregnant women’s prenatal depression. In addition, this study suggests base
line data for developing nursing interventions for preventing and managing pregnant
women’s prenatal depression.

1.2. Purpose

The purpose of this study was to explore predictors of prenatal depression in
pregnant women. The specific objectives were as follows:
1.2.1. To examine the level of dyadic adjustment, sense of mastery, and prenatal
depression in pregnant women.
1.2.2. To compare non-depressed and depressed groups according to general and
obstetric variables, dyadic adjustment, and sense of mastery.
1.2.3. To verify the protective factors against prenatal depression in pregnant
women.
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2. Methods

2.1. Study Design
This was a descriptive cross-sectional study that used self-report questionnaires.

2.2. Participants

Participants were 134 pregnant women who visited the obstetrics and gynecology
outpatient centers at a university hospital in the city of D, and a public health center
located in the city of Y. Participants were included if they were pregnant women in
their 20th through 38th week of pregnancy and they agreed to participate in the
study. The required sample size for binomial logistic regression using a significance
level (o) of .05, .80 statistical power (1 — f), and an effect size (d) of .15 was
calculated using G*Power 3.1. The calculated sample size was 119, but 200 women
were invited to participate to account for non-response rate. Six questionnaires with
missing data were excluded from the analyses.

2.3. Instruments

Revised Dyadic Adjustment Scale (RDAS)

To measure dyadic adjustment, the Revised Dyadic Adjustment Scale (RDAS),
originally developed by Spanier [23], supplemented and revised by Busby et al.
[24], and adapted by Choi [25], was used. This tool consists of 14 questions with
five questions on agreement on opinions, four on satisfaction with relationship, two
on cohesiveness, and three on expression of affection. A Likert scale was used with
1 point allocated to “not always” and 6 points to “always” for each question. Total
scores range from 14 to 84, and reverse coding is used for negatively worded
guestions. Higher values indicate higher dyadic adjustment. Reliability (Cronbach’s
a) of the tool at the time of development was .81-.90, and our study showed a value
of .90.

Sense of Mastery Scale (SOMS)

Sense of mastery was measured using Pearlin et al.’s Sense of Mastery Scale
(SOMS) [19]. This scale was validated by the Korea Gerontological Forum [26].
The SOMS consists of seven items. Each item is scored on a 1-4 scale, with higher
scores indicating a higher sense of mastery. Total scores range from 7 to 28, and
reverse coding is wused for negatively worded questions. The internal
consistency/reliability at Pearlin et al.’s study was .61-67, and in this study, it was
.80.

Edinburgh Postnatal Depression Scale (EPDS)

Prenatal depression was determined with a widely used instrument, the Edinburgh
Postnatal Depression Scale (EPDS) [27]. The scale was validated by Han et al. in
Korea [28]. The EPDS consists of 10 items relevant to depressed mood experienced
in the past week. Each item is scored on a 0-3 scale, with higher scores indicating
higher levels of depression. In Korea, there have been several validation studies of
the EPDS in perinatal pregnant samples [5,7,10]. Previous studies in Korea
[5,29,30] found that sensitivity was 77% and specificity was 87% using a cut-off
score of 9/10. The present study used this cut-off score as the basis for classifying
an individual as depressed or non-depressed. Scores of 9 or less indicate no
depression, while scores of 10 or greater indicate depression. Cronbach’s o in the
present study was .82.

2.4. Ethical Approval
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The study protocol was approved by the Institutional Review Board at K National
University in Korea (IRB 2014-0010). Informed written consent was taken from all
the participants for voluntary participation.

2.5. Data Collection

Data collection for this study was conducted between August 23 and November
25, 2014, with an agreement from chairs of two hospitals and cooperation from
obstetrics and gynecology outpatient center. The researcher and two trained
assistants conducted the survey, and approximately 15 minutes were spent to finish
a questionnaire.

2.6. Statistical Analysis

Data were analyzed with SPSS (version 20; IBM Corporation: Armonk, NY,
USA). Descriptive statistics (frequencies, means, and standard deviations) were
used for the general and obstetric characteristics and major variables in this study.
Participants were divided into two groups based on their EPDS scores (depressed:
greater than 10; non-depressed: 9 or less). The chi-squared test was applied to
capture differences in the proportion of prenatal depression across socio-
demographic and obstetrics variables. Binomial group comparisons were performed
using t-tests for major variables. Binomial logistic regression was then performed,
including variables that had a significant binomial relationship with the EPDS
scores and across socio-demographic and obstetrics variables to verify protective
factors against prenatal depression in pregnant women.

3. Result

3.1. Participant Characteristics and Comparison of Non-Depressed and
Depressed Groups on General and Obstetrics Characteristics

Almost all subjects (62.0%) were in their 30s. Most (80.6%) had completed college
or beyond, and 41% did not have an occupation. Monthly income ranging from
2,000,000 to 4,000,000 won made up 56.0%, representing the highest percentage.
More than half of the sample (59.7%) was 27 weeks pregnant or less. Pregnant
women without a history of childbirth accounted for 40.3%, and those who planned
pregnancy accounted for 87.3% (Table 1).

The overall prevalence of prenatal depression, as defined by EPDS scores of 10
or greater, was 40.3%. Univariate analysis revealed no significant association of
socio-demographic and obstetric variables with prenatal depression (Table 1).

Table 1. General and Obstetric Variables and Comparison on Non-
Depressed and Depressed Groups on General and Obstetric Variables

(N=134)
Non-
o depressed Depressed
Variables (n=80, (n=54, x p
59.7%) 40.3%)
n (%) n (%) n (%)
Age <30 56 (41.8) 33(41.2) 23(42.6) 024
>31 78(58.2) 47(58.8) 31(57.4)
Education <High school 26 (19.4) 13(16.3) 13(24.1) 1262
> College 108 (80.6) 67 (83.8) 41 (75.9)
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Occupation Yes 55(41.0) 31(38.8) 24 (44.4) 432
No 79(59.0) 49 (61.3) 30 (55.0)
Family income < 200 14 (10.4) 7(8.8) 7 (13.0)
(100)6 won) 200400 75(56.0) 44 (55.0) 31(57.4) 1.002
>401 45(33.6) 29(36.3) 16(29.6)
Gestational age <27 80 (59.7) 22(27.5) 17(31.5) 248
>28 54 (40,3) 58 (72.5) 37(68.5)
. 0 54 (40.3) 28(35.0) 26 (48.1)
History of
childbirth 1 59 (44.0) 36 (45.0) 23 (42.6) 3.799
2 21(15.7) 16 (20.0) 5(9.3)
Wanted pregnancy Yes 117 (87.3) 70(87.5) 47 (87.0) 006
No 17 (12.7) 10(125) 7(13.0)

RDAS: Revised Dyadic Adjustment Scale; SOMS: Sense of Mastery Scale.

3.2. RDAS and SOMS and Comparison of Non-Depressed and Depressed Groups

The mean RDAS score was 63.9 (SD = 11.70), and the mean SOMS score was
20.2 (SD = 3.03). There were significant differences between non-depressed and
depressed groups in the scores for the RDAS (t = 3.661, p < .001) and SOMS (t =
4.475, p < .001) (Table 2).

Table 2. RDAS and SOMS and Comparison of Non-Depression and
Depression Groups on RDAS and SOMS (N=134)

Non-

Depressed
Variables Total de%onre:ssgg) (n=54) t p
M+ SD M+ SD M+ SD
639+ 66.85 + 59.63 + <
RDAS 11.70 11.07 11.39 3.661 .001
2115+ 16.80 + <
SOMS 20.2 £ 3.03 3.04 2.44 4.745 .001

RDAS: Revised Dyadic Adjustment Scale; SOMS: Sense of Mastery Scale.

3.3. Predictors of Prenatal Depression According to Binomial Logistic
Regression in Unmarried Pregnant Women

To determine the factors protecting prenatal depression in pregnant women, all the
general and obstetric variables, RDAS, and SOMS were introduced as independent
variables in the binomial logistic regression model. Results of the binomial logistic
regression are presented in Table 3. A higher risk for prenatal depression was
associated with a history of nulliparity (Exp(B) = 5.51, p = .016), lower RDAS
(Exp(B) = .95, p = .017, and lower SOMS (Exp(B) = .75, p = .001). No other
variables were statistically significant in the regression model. Therefore, a history
of childbirth, dyadic adjustment, and sense of mastery protected against prenatal
depression in pregnant women (Table 3).

Table 3. Predictors of Prenatal Depression According to Binomial Logistic
Regression in Pregnant Women (N=134)

Adjusted 95%
Odds Confidence P

Variables
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Ratio Interval
Age (years; Reference: > 31)
<30 1.23 52 2.93 .636
Education (Reference: > College)
< High school .92 34 251 .875
Occupation (Reference: No)
Yes 1.15 A7 2.85 .756
Family income (> 401)
<200 1.89 AT 7.56 .368
200-400 1.81 71 4.67 217
Gestational age(Reference: > 28)
<27 1.20 48 2.95 699
History of childbirth(Reference: > 2)
0 5.51 1.37 22.22 .016
1 4.07 1.05 15.74 .042
Wanted pregnancy (Reference: No)
Yes .95 27 3.31 .929
RDAS .95 .92 .99 017
SOMS 75 .62 .89 .001

RDAS: Revised Dyadic Adjustment Scale; SOMS: Sense of Mastery Scale.

4. Discussion

To understand factors that protect the pregnant women against prenatal
depression, a cross-sectional survey was conducted on 134 pregnant women. The
following paragraphs discuss the findings.

The overall prevalence of prenatal depression, as defined by EPDS scores of 10
or greater [29], was 40.3%. According to other Korean studies using the same
techniques (i.e., depression measurement tool and cut-off point 9/10), prenatal
depression prevalence was 26.3% [5] and 28.9% [22]. Thus, our subjects showed a
higher level of prenatal depression as compared to previous studies. Demographic
variables, the measurement method, and time difference might have raised the rate
of prenatal depression. There is a need for evaluating subjects’ depression status
through standardized interviews in future research. According to studies from
Western cultures using the EPDS, 5.8% of pregnant women suffer from both
prenatal and postnatal depression [31], and 9% of pregnant women suffer from just
prenatal depression [32], showing lower prenatal depression incidence compared to
Korea. Some countries already employ national policies because of the seriousness
of prenatal depression among pregnant women. In the US, the government provides
support for eligible women. This support concerns arranging pre/postnatal
depression policies, systems, and services, and some states are already
implementing these programs [33-34]. In the UK, prenatal management including
depression assistance is already being implemented through local social public
health projects [34]. However, in Korea, screening inspection for prenatal
depression is not yet compulsory for pregnant women, and healthcare providers are
not yet interested in prenatal depression management. Accordingly, the Korean
government should include prenatal depression management in pregnant women
support policies in order to provide intervention care for pregnant women in their
early prenatal depression stage through health centers and obstetric and gynecology
hospitals.

A history of childbirth, dyadic adjustment, and sense of mastery were protective
factors against prenatal depression in pregnant women. Specifically, the more a
woman experiences childbirth, the lower the risk of prenatal depression. These
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findings deviate from previous results proposing that pregnant women’s birth
experience does not have any effect on prenatal depression [5,6,10,14,18], and that
multiparity is more likely to lead to prenatal depression than is nulliparity [35].
Nulliparity might lead to an increase in pregnancy-induced stress because of
physical, emotional, social, and maternal role changes in their first pregnancy [1].
Pregnancy-induced stress was a strong predictive factor of prenatal depression
[6,36]. About 60% of the subjects have already experienced more than one birth,
and they experienced less stress compared to nulliparous women. This finding
suggests that birth experience plays an important role as a protective factor against
prenatal depression among pregnant women. There is a need for replication studies
measuring prenatal depression among pregnant women.

We found that the risk for pregnant women to suffer prenatal depression is lower
when their dyadic adjustment level is high. This result supports previous studies
proposing that a high level of marital adaptability, marital satisfaction, and couple
intimacy can reduce depression in pregnant women [2,4,17,37]. Dyadic adjustment
is closely related to couples’ support status, such that as a partner puts in more
support, their dyadic adjustment level increases [38]. It has also been reported that
pregnant women’s prenatal depression increases with reduced partner support. In
particular, with decreases in support related to acts of respect, affection, trust, and
interest, prenatal depression increases [39]. Therefore, it is crucial to help spouses
of pregnant women to participate in prenatal education and allow them to realize
that their support is very important in terms of managing prenatal depression.
Healthcare providers including nurses should intervene with a patient’s prenatal
management with the understanding that prenatal depression and dyadic adjustment
are correlated.

The risk of prenatal depression was low when sense of mastery was high. Sense
of mastery is a belief that one can judge and implement behaviors, and so it reflects
a specific intensity of confidence. This sense of mastery is directly affected by self-
esteem, and thus, as self-esteem increases, so does sense of mastery [19]. Self-
esteem is a strong factor that may trigger prenatal depression, and so many pregnant
women with low self-esteem experience prenatal depression [6]. This study’s result
is identical to findings proposing that high self-esteem can bring about low pre- and
postnatal depression [20]. Therefore, in order to assess and improve pregnant
women’s self-esteem and sense of mastery during prenatal management,
intervention in nursing practice should be considered.

Dyadic adjustment and sense of mastery, as proposed in Mercer et al.’s
theoretical models [15], have been identified as factors that may protect against
prenatal depression. By this means, this study is significant because it verified the
idea that high dyadic adjustment and sense of mastery can lead to a reduced risk of
prenatal depression. However, there is a limitation in generalizing this research
outcome to all pregnant women because the participants were chosen using
convenience sampling.

5. Conclusion

A substantial proportion of pregnant women who came for a prenatal check-up to
our study setting are at risk of prenatal depression, which was associated with a
history of childbirth, dyadic adjustment, and sense of mastery. Therefore, healthcare
providers including nurses need to screen for depression at every opportunity in the
prenatal period. Furthermore, nursing interventions must focus on both dyadic
adjustment and sense of mastery, as these might be effective for decreasing prenatal
depression in pregnant women. Further studies are needed to develop such
interventions and verify their effects. Future research may benefit from repeated
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studies including various predictors of prenatal depression in pregnant women,
including partner support and pregnancy-induced stress.
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