
BackgroundBackground To date, no studyhasTo date, no studyhas

used standardised diagnostic assessmentused standardised diagnostic assessment

procedures to determinewhetherrates ofprocedures to determinewhetherrates of

perinatal depressionvary across cultures.perinatal depressionvary across cultures.

AimsAims To adaptthe Structured ClinicalTo adaptthe Structured Clinical

Interview for DSM^IVDisorders (SCID)Interview for DSM^IVDisorders (SCID)

for assessingdepression and othernon-for assessingdepression and othernon-

psychotic psychiatric illness perinatally andpsychotic psychiatric illness perinatally and

to pilotthe instrument in differentcentresto pilotthe instrument in differentcentres

and cultures.and cultures.

MethodMethod Assessments using theAssessments using the

adapted SCIDand the Edinburghadapted SCIDand the Edinburgh

Postnatal Depression ScalewerePostnatal Depression Scalewere

conducted during the third trimesterofconducted during the third trimesterof

pregnancy and at 6 monthspostpartumpregnancy and at 6 monthspostpartum

with 296 women fromten sites in eightwith 296 women fromten sites in eight

countries.Point prevalence rates duringcountries.Point prevalence rates during

pregnancy and the postnatalperiod andpregnancy and the postnatalperiod and

adjusted 6-monthperiodprevalenceratesadjusted 6-monthperiodprevalencerates

were computed forcaseness, depressionwere computed forcaseness, depression

andmajordepression.andmajordepression.

ResultsResults The third trimester and 6-The third trimester and 6-

monthpointprevalencerates forperinatalmonthpointprevalencerates forperinatal

depressionwere 6.9% and 8.0%,depressionwere 6.9% and 8.0%,

respectively.Postnatal 6-monthperiodrespectively.Postnatal 6-month period

prevalence rates for perinatal depressionprevalence rates for perinatal depression

ranged from 2.1% to 31.6% across centresranged from 2.1% to 31.6% across centres

and therewere significantdifferences inand therewere significantdifferences in

these rates between centres.these rates between centres.

ConclusionsConclusions Study findings suggestStudy findings suggest

thatthe SCIDwas successfully adapted forthatthe SCIDwas successfully adapted for

this context.Further research onthis context.Further research on

determinants of differences inprevalencedeterminants of differences inprevalence

of depression across cultures is needed.of depression across cultures is needed.

Declaration of interestDeclaration of interest None.None.

Depressive disorders in the perinatal periodDepressive disorders in the perinatal period

occur in women of all cultural and ethnicoccur in women of all cultural and ethnic

backgrounds. Empirical studies examiningbackgrounds. Empirical studies examining

the frequency and causes of postnatal de-the frequency and causes of postnatal de-

pressive disorders have been the focus ofpressive disorders have been the focus of

numerous researchers during the past 20numerous researchers during the past 20

years (O’Hara & Zekoski, 1988; O’Harayears (O’Hara & Zekoski, 1988; O’Hara

& Swain, 1996). Studies using standardised& Swain, 1996). Studies using standardised

diagnostic criteria to assess the prevalencediagnostic criteria to assess the prevalence

of postnatal depression have primarily beenof postnatal depression have primarily been

conducted in the USA and Westernconducted in the USA and Western

European countries (Kumar & Robson,European countries (Kumar & Robson,

1984; Watson1984; Watson et alet al, 1984; O’Hara, 1984; O’Hara et alet al,,

1990; Campbell & Cohn, 1991; Cox1990; Campbell & Cohn, 1991; Cox etet

alal, 1993). More recently, prevalence studies, 1993). More recently, prevalence studies

of postnatal depression have been con-of postnatal depression have been con-

ducted in non-Western sites such as Japanducted in non-Western sites such as Japan

(Okano(Okano et alet al, 1998; Yoshida, 1998; Yoshida et alet al, 2001),, 2001),

Hong Kong (LeeHong Kong (Lee et alet al, 2001), South Africa, 2001), South Africa

(Cooper(Cooper et alet al, 1999) and Dubai (Ghubash, 1999) and Dubai (Ghubash

& Abou-Saleh, 1997) with women of more& Abou-Saleh, 1997) with women of more

culturally diverse backgrounds.culturally diverse backgrounds.

Prevalence rates for postnatal depres-Prevalence rates for postnatal depres-

sion in studies using randomly selectedsion in studies using randomly selected

samples of women generally fall betweensamples of women generally fall between

10% and 15%. A meta-analysis of 5910% and 15%. A meta-analysis of 59

studies estimated the average prevalencestudies estimated the average prevalence

of postnatal depression to be 13% (O’Haraof postnatal depression to be 13% (O’Hara

& Swain, 1996). Varying rates across& Swain, 1996). Varying rates across

studies were related to the length of thestudies were related to the length of the

postnatal period being examined and thepostnatal period being examined and the

method of assessment. Higher prevalencemethod of assessment. Higher prevalence

rates were significantly associated withrates were significantly associated with

longer periods of assessment and the uselonger periods of assessment and the use

of self-report instruments, whereas lowerof self-report instruments, whereas lower

rates of postnatal depression were asso-rates of postnatal depression were asso-

ciated with shorter periods of assessmentciated with shorter periods of assessment

and the use of interview-based measuresand the use of interview-based measures

(O’Hara & Swain, 1996). Although there(O’Hara & Swain, 1996). Although there

have been numerous studies examining thehave been numerous studies examining the

frequency of postnatal depression over thefrequency of postnatal depression over the

years, none has directly compared rates ofyears, none has directly compared rates of

antenatal and postnatal depression inantenatal and postnatal depression in

women from several different countrieswomen from several different countries

and cultural backgrounds within the sameand cultural backgrounds within the same

study. Conducting such a multi-site studystudy. Conducting such a multi-site study

eliminates potential confounding factorseliminates potential confounding factors

that exist when comparing rates fromthat exist when comparing rates from

individual studies, such as the use of differ-individual studies, such as the use of differ-

ent diagnostic measures or systems, orent diagnostic measures or systems, or

different times of assessment. A multi-sitedifferent times of assessment. A multi-site

study of postnatal depression also allowsstudy of postnatal depression also allows

examination of the impact of potentialexamination of the impact of potential

psychosocial and cultural influences onpsychosocial and cultural influences on

rates of the disorder.rates of the disorder.

The Structured Clinical Interview forThe Structured Clinical Interview for

DSM–IV Axis I Disorders (SCID–I; FirstDSM–IV Axis I Disorders (SCID–I; First

et alet al, 1994) is a semi-structured diagnostic, 1994) is a semi-structured diagnostic

interview which has been widely used ininterview which has been widely used in

psychiatric research studies (Spitzerpsychiatric research studies (Spitzer et alet al,,

1992; Williams1992; Williams et alet al, 1992, 1992aa), including), including

cross-national epidemiological and treat-cross-national epidemiological and treat-

mentment studies (Williamsstudies (Williams et alet al, 1992, 1992bb;;

WeissmanWeissman et alet al, 1996). The interview con-, 1996). The interview con-

sists of standardised diagnostic questionssists of standardised diagnostic questions

arrangedarranged in modules corresponding to eachin modules corresponding to each

DSM–IVDSM–IV Axis I disorder (American Psy-Axis I disorder (American Psy-

chiatric Association, 1994). The test–retestchiatric Association, 1994). The test–retest

reliability of SCID–I generally falls betweenreliability of SCID–I generally falls between

reported values for similar instruments suchreported values for similar instruments such

as the Diagnostic Interview Schedule andas the Diagnostic Interview Schedule and

the Schedule for Affective Disorders andthe Schedule for Affective Disorders and

Schizophrenia (WilliamsSchizophrenia (Williams et alet al, 1992, 1992aa;; FirstFirst

et alet al, 1996). In an American study using, 1996). In an American study using

videotaped interviews, paired raters madevideotaped interviews, paired raters made

independent diagnoses of 75 psychiatricindependent diagnoses of 75 psychiatric

out-patients (Riskindout-patients (Riskind et alet al, 1987). The, 1987). The

percentage agreement between raters usingpercentage agreement between raters using

the SCID–I was 82% (the SCID–I was 82% (kk¼0.72) for major0.72) for major

depressive episode and 86% (depressive episode and 86% (kk¼0.79) for0.79) for

generalised anxiety disorder.generalised anxiety disorder.

Reliability studies involving the SCID–IReliability studies involving the SCID–I

have also been conducted in countries otherhave also been conducted in countries other

than the USA. In a Norwegian study, inter-than the USA. In a Norwegian study, inter-

rater reliability was excellent for the diag-rater reliability was excellent for the diag-

noses of major depressive episode andnoses of major depressive episode and

generalised anxiety disorder with reportedgeneralised anxiety disorder with reported

kk values of 0.93 and 0.95, respectivelyvalues of 0.93 and 0.95, respectively

(Skre(Skre et alet al, 1991). Similarly, adequate inter-, 1991). Similarly, adequate inter-

rater reliability using a Portuguese transla-rater reliability using a Portuguese transla-

tion of the SCID–I was demonstrated in ation of the SCID–I was demonstrated in a

Brazilian study: for major depressiveBrazilian study: for major depressive

episode,episode, kk¼0.88 (Del-Ben0.88 (Del-Ben et alet al, 1996)., 1996).

These two studies demonstrate that theThese two studies demonstrate that the

SCID–I can be used reliably with non-SCID–I can be used reliably with non-

American samples. High interrater reliabil-American samples. High interrater reliabil-

ity using the SCID–I and similar structuredity using the SCID–I and similar structured

interviews has also been demonstrated ininterviews has also been demonstrated in

studies of women in the postnatal periodstudies of women in the postnatal period

(O’Hara(O’Hara et alet al, 1990; Wenzel, 1990; Wenzel et alet al, 2001)., 2001).

In an American study examining anxietyIn an American study examining anxiety

and depressive symptoms in womenand depressive symptoms in women post-post-

partum, interrater agreement for majorpartum, interrater agreement for major

depressive disorder using the SCID–I wasdepressive disorder using the SCID–I was

84%,84%, kk¼0.67 (Wenzel0.67 (Wenzel et alet al, 2001)., 2001).
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For the Transcultural Study of PostnatalFor the Transcultural Study of Postnatal

DepresDepression (TCS–PND), the non-patientsion (TCS–PND), the non-patient

research version (SCID–I/NP) was adaptedresearch version (SCID–I/NP) was adapted

to make it more suitable for use withto make it more suitable for use with

women in different countries and cultures.women in different countries and cultures.

Major adaptations included deletion ofMajor adaptations included deletion of

modules that were not part of the projectmodules that were not part of the project

aims, the addition of new screening ques-aims, the addition of new screening ques-

tions to the screening module, developmenttions to the screening module, development

of alternative psychosis and mania screen-of alternative psychosis and mania screen-

ing questions, insertion of a module toing questions, insertion of a module to

record the interviewee’s smoking history,record the interviewee’s smoking history,

and replacement of the summary scoreand replacement of the summary score

sheets with a newly developed SCIDsheets with a newly developed SCID

recording form. Minor adaptationsrecording form. Minor adaptations

included rewording the original screeningincluded rewording the original screening

questions for alcohol misuse or depen-questions for alcohol misuse or depen-

dence, substance misuse or dependencedence, substance misuse or dependence

and obsessive–compulsive disorder, andand obsessive–compulsive disorder, and

revising the overview section to include anrevising the overview section to include an

expanded section on psychiatric treatmentexpanded section on psychiatric treatment

history.history.

The final modified version used in thisThe final modified version used in this

study for the assessment of postnatalstudy for the assessment of postnatal

depression, the SCID–PND, included thedepression, the SCID–PND, included the

following modules: overview; smokingfollowing modules: overview; smoking

history; screening questions; major depres-history; screening questions; major depres-

sion – current and past; dysthymia; alcoholsion – current and past; dysthymia; alcohol

use disorders; non-alcohol substance useuse disorders; non-alcohol substance use

disorders; panic disorder; agoraphobia;disorders; panic disorder; agoraphobia;

social phobia; specific phobia; obsessive–social phobia; specific phobia; obsessive–

compulsive disorder; post-traumatic stresscompulsive disorder; post-traumatic stress

disorder; acute stress disorder; generaliseddisorder; acute stress disorder; generalised

anxiety disorder; somatisation disorder;anxiety disorder; somatisation disorder;

anorexia nervosa; bulimia nervosa; andanorexia nervosa; bulimia nervosa; and

the mood differential module. Lifetimethe mood differential module. Lifetime

diagnoses of these disorders were assesseddiagnoses of these disorders were assessed

at the antenatal interview. At the postnatalat the antenatal interview. At the postnatal

interview the diagnostic assessment coveredinterview the diagnostic assessment covered

the period between the antenatal andthe period between the antenatal and

postnatal interviews.postnatal interviews.

Transcultural Study of PostnatalTranscultural Study of Postnatal
DepressionDepression

The aim of the TCS–PND was to developThe aim of the TCS–PND was to develop

(or modify), translate and validate research(or modify), translate and validate research

instruments that could be used in futureinstruments that could be used in future

studies of postnatal depression in differentstudies of postnatal depression in different

countries and cultures. The instrumentscountries and cultures. The instruments

were chosen to assess key aspects of thewere chosen to assess key aspects of the

maternity experience, namely clinical diag-maternity experience, namely clinical diag-

nosis, the psychosocial context of pregnancynosis, the psychosocial context of pregnancy

and motherhood, maternal attachmentand motherhood, maternal attachment

style, mother–infant interaction, the child’sstyle, mother–infant interaction, the child’s

environment, and health service structure,environment, and health service structure,

use, and its associated costs. The modifieduse, and its associated costs. The modified

and translated research tools were pilotedand translated research tools were piloted

to test how well they worked in a perinatalto test how well they worked in a perinatal

setting and in different languages andsetting and in different languages and

populations. This paper reports on thepopulations. This paper reports on the

development of the SCID–PND and itsdevelopment of the SCID–PND and its

piloting on women from middle or latepiloting on women from middle or late

pregnancy to about 6 months after delivery.pregnancy to about 6 months after delivery.

METHODMETHOD

Study sitesStudy sites

Ten research centres in eight countriesTen research centres in eight countries

participated in this study: Bordeaux andparticipated in this study: Bordeaux and

Paris (France), Dublin (Ireland), FlorenceParis (France), Dublin (Ireland), Florence

(Italy), Iowa City (USA), Keele and London(Italy), Iowa City (USA), Keele and London

(UK), Porto (Portugal), Vienna (Austria)(UK), Porto (Portugal), Vienna (Austria)

and Zurich (Switzerland). Details are givenand Zurich (Switzerland). Details are given

by Astenby Asten et alet al (2004, this supplement).(2004, this supplement).

SampleSample

Although recruitment methods variedAlthough recruitment methods varied

among sites (Astenamong sites (Asten et alet al, 2004, this supple-, 2004, this supple-

ment), generally women who were in theirment), generally women who were in their

second or third trimester of pregnancy weresecond or third trimester of pregnancy were

approached at antenatal clinics or child-approached at antenatal clinics or child-

birth preparation classes and invited tobirth preparation classes and invited to

participate in a prospective study examin-participate in a prospective study examin-

ing the psychosocial aspects of postnataling the psychosocial aspects of postnatal

depression. Informed consent was obtaineddepression. Informed consent was obtained

from those interested in participating.from those interested in participating.

Antenatally 296 women were interviewed,Antenatally 296 women were interviewed,

261 of whom also completed a postnatal261 of whom also completed a postnatal

interview. Demographic characteristics ofinterview. Demographic characteristics of

the sample are described by Astenthe sample are described by Asten et alet al

(2004, this supplement).(2004, this supplement).

ProcedureProcedure

Participants were first interviewed duringParticipants were first interviewed during

the third trimester of pregnancy, on averagethe third trimester of pregnancy, on average

at 34 weeks’ gestation (mean 34.4 weeks,at 34 weeks’ gestation (mean 34.4 weeks,

s.d.s.d.¼3.5) across the ten centres. With the3.5) across the ten centres. With the

exception of the Zurich group, womenexception of the Zurich group, women

were interviewed again, on average, at 26were interviewed again, on average, at 26

weeks after delivery (mean 25.8 weeks,weeks after delivery (mean 25.8 weeks,

s.d.s.d.¼6.5). Women in Zurich were inter-6.5). Women in Zurich were inter-

viewed at 17 weeks postnatally on averageviewed at 17 weeks postnatally on average

(mean 17.0 weeks, s.d.(mean 17.0 weeks, s.d.¼1.6).1.6).

Other measuresOther measures

The Edinburgh Postnatal Depression ScaleThe Edinburgh Postnatal Depression Scale

(EPDS) is a ten-item self-report measure(EPDS) is a ten-item self-report measure

developed to screen and identify womendeveloped to screen and identify women

who may be experiencing postnatal depres-who may be experiencing postnatal depres-

sion (Coxsion (Cox et alet al, 1987). The measure has, 1987). The measure has

been used widely in European studies ofbeen used widely in European studies of

postnatal depression (Holdenpostnatal depression (Holden et alet al, 1989;, 1989;

Murray & Carothers, 1990; ThorpeMurray & Carothers, 1990; Thorpe et alet al,,

1992; Cooper & Murray, 1994; Augusto1992; Cooper & Murray, 1994; Augusto

et alet al, 1996; Wickberg & Hwang, 1996;, 1996; Wickberg & Hwang, 1996;

ApplebyAppleby et alet al, 1997; Guedeney &, 1997; Guedeney &

Fermanian, 1998; BenvenutiFermanian, 1998; Benvenuti et alet al, 1999), 1999)

and has been validated for use in post-and has been validated for use in post-

partum studies of women in several otherpartum studies of women in several other

countries (Boycecountries (Boyce et alet al, 1993; Pen, 1993; Pen et alet al,,

1994; Holt, 1995; Areias1994; Holt, 1995; Areias et alet al, 1996)., 1996).

Although the measure was developed as aAlthough the measure was developed as a

screening instrument, a cut-off score ofscreening instrument, a cut-off score of

12/13 identifies women who are most likely12/13 identifies women who are most likely

to be experiencing post-partum depressionto be experiencing post-partum depression

(Cox(Cox et alet al, 1987). The measure also has, 1987). The measure also has

been validated as a screening measure forbeen validated as a screening measure for

depression during pregnancy (Murray &depression during pregnancy (Murray &

Cox, 1990).Cox, 1990).

TrainingTraining

Training in the use of the adapted SCID–ITraining in the use of the adapted SCID–I

followed a standard approach that has beenfollowed a standard approach that has been

used to train clinical interviewers in variousused to train clinical interviewers in various

epidemiological and intervention studiesepidemiological and intervention studies

over the past 20 years (O’Haraover the past 20 years (O’Hara et alet al,,

1990, 2000). Research staff from all parti-1990, 2000). Research staff from all parti-

cipating centres underwent at 2-daycipating centres underwent at 2-day

SCID–PND training workshop held inSCID–PND training workshop held in

Keele (UK) in March 1998. TrainingKeele (UK) in March 1998. Training

included an overview of administrationincluded an overview of administration

guidelines and descriptions of individualguidelines and descriptions of individual

modules and symptom criteria for DSM–modules and symptom criteria for DSM–

IV Axis I disorders (American PsychiatricIV Axis I disorders (American Psychiatric

Association, 1994). Workshop participantsAssociation, 1994). Workshop participants

also viewed and rated a videotaped SCID–Ialso viewed and rated a videotaped SCID–I

interview. All centres were familiar with theinterview. All centres were familiar with the

user’s guide for theuser’s guide for the SCID–I (FirstSCID–I (First et alet al,,

1994). Subsequent workshops in Paris, the1994). Subsequent workshops in Paris, the

Tyrol, Florence, Manchester and DublinTyrol, Florence, Manchester and Dublin

allotted time to discuss administration andallotted time to discuss administration and

rating questions and issues related to therating questions and issues related to the

SCID–PND. No formal reliability analysisSCID–PND. No formal reliability analysis

was conducted.was conducted.

AnalysesAnalyses

Point and adjusted 6-month periodPoint and adjusted 6-month period

prevalence rates were examined for threeprevalence rates were examined for three

diagnostic categories of postnatal dep-diagnostic categories of postnatal dep-

ression and anxiety and an additionalression and anxiety and an additional

non-diagnostic category that is likely to benon-diagnostic category that is likely to be

indicative of perinatal depression. Theindicative of perinatal depression. The

broadest diagnostic category, ‘caseness’,broadest diagnostic category, ‘caseness’,

included participants who met DSM–IVincluded participants who met DSM–IV

criteria for generalised anxiety disorder,criteria for generalised anxiety disorder,

minor depressive disorder or major depres-minor depressive disorder or major depres-

sive disorder. The second diagnostic cate-sive disorder. The second diagnostic cate-

gory, ‘depression’, included participantsgory, ‘depression’, included participants

who met DSM–IV criteria for minor orwho met DSM–IV criteria for minor or

major depressive disorder. The thirdmajor depressive disorder. The third

diagnostic category, ‘major depression’,diagnostic category, ‘major depression’,

included those who met criteria for majorincluded those who met criteria for major

depressive disorder only. A final category,depressive disorder only. A final category,

‘EPDS 13+’, included participants who‘EPDS 13+’, included participants who

scored 13 or above on the EPDS. This isscored 13 or above on the EPDS. This is

the cut-off score found to have the bestthe cut-off score found to have the best
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specificity and sensitivity in detectingspecificity and sensitivity in detecting

women who might be experiencingwomen who might be experiencing

postnatal depression (Coxpostnatal depression (Cox et alet al, 1987)., 1987).

Point prevalence rates were computedPoint prevalence rates were computed

for each centre for caseness, depression,for each centre for caseness, depression,

major depression and EPDS 13+ at bothmajor depression and EPDS 13+ at both

the antenatal and postnatal assessmentthe antenatal and postnatal assessment

points. Period prevalence rates coveringpoints. Period prevalence rates covering

the interval between the antenatal andthe interval between the antenatal and

postnatal interviews were computed forpostnatal interviews were computed for

caseness, depression and major depression.caseness, depression and major depression.

However, owing to significant variation inHowever, owing to significant variation in

the time between interviews among centresthe time between interviews among centres

(range 21.4–40.4 weeks;(range 21.4–40.4 weeks; FF(7,246)(7,246)¼59.15,59.15,

PP550.001), period prevalence rates were0.001), period prevalence rates were

adjusted to estimated 6-month period ratesadjusted to estimated 6-month period rates

and used inand used in ww22 analyses (or Fisher’s exactanalyses (or Fisher’s exact

test when necessary) to compare ratestest when necessary) to compare rates

between centres. Because the sample inbetween centres. Because the sample in

Keele consisted of only five women, dataKeele consisted of only five women, data

from the Keele and London centres werefrom the Keele and London centres were

combined.combined.

RESULTSRESULTS

Antenatal point prevalence ratesAntenatal point prevalence rates

The overall antenatal point prevalence rateThe overall antenatal point prevalence rate

for caseness was 11.8%, the rate forfor caseness was 11.8%, the rate for

depression was 6.9%, the rate for majordepression was 6.9%, the rate for major

depression was 3.5% and the rate for EPDSdepression was 3.5% and the rate for EPDS

13+ was 8.7%. Rates for each centre are13+ was 8.7%. Rates for each centre are

presented in Table 1.presented in Table 1.

Antenatal point prevalence rates forAntenatal point prevalence rates for

caseness ranged from 0% in Vienna tocaseness ranged from 0% in Vienna to

23.3% in Bordeaux. The rates of caseness23.3% in Bordeaux. The rates of caseness

in Bordeaux and Porto were significantlyin Bordeaux and Porto were significantly

higher than the rate in Vienna (higher than the rate in Vienna (PP¼0.0480.048

andand PP¼0.032, respectively), and the rate0.032, respectively), and the rate

in Zurich was significantly lower thanin Zurich was significantly lower than

rates in Porto (rates in Porto (PP¼0.004), Dublin (0.004), Dublin (PP¼0.037)0.037)

and Bordeaux (and Bordeaux (PP¼0.011). Antenatal point0.011). Antenatal point

prevalence rates for depression ranged fromprevalence rates for depression ranged from

0% in Vienna and Zurich to 19% in0% in Vienna and Zurich to 19% in

Bordeaux. Rates were significantly lowerBordeaux. Rates were significantly lower

in Zurich than inin Zurich than in Bordeaux (Bordeaux (PP¼0.004),0.004),

Paris (Paris (PP¼0.023), Porto (0.023), Porto (PP¼0.013) and0.013) and

the UK (the UK (PP¼0.017). Although Vienna had0.017). Although Vienna had

no case of depression at the antenatalno case of depression at the antenatal

interview, statistical comparisons withinterview, statistical comparisons with

the other centres were not significant,the other centres were not significant,

probably because of the small sampleprobably because of the small sample

sizes. For major depression, antenatal pointsizes. For major depression, antenatal point

prevalence rates ranged from 0% inprevalence rates ranged from 0% in

Vienna, Zurich, Florence and Iowa City toVienna, Zurich, Florence and Iowa City to

13.6% in the UK. The difference in rates13.6% in the UK. The difference in rates

was significant between only Zurich andwas significant between only Zurich and

the UK (the UK (PP¼0.017). The point prevalence0.017). The point prevalence

rates of antenatal depression indicated byrates of antenatal depression indicated by

a score of 13+ on the EPDS ranged froma score of 13+ on the EPDS ranged from

2.5% in Iowa City to 14.3% in Bordeaux,2.5% in Iowa City to 14.3% in Bordeaux,

with no significant difference betweenwith no significant difference between

centres.centres.

Overall, the broadest diagnostic, case-Overall, the broadest diagnostic, case-

ness, had a higher point prevalence rateness, had a higher point prevalence rate

than the other two diagnostic categories,than the other two diagnostic categories,

depression and major depression, at thedepression and major depression, at the

assessment during pregnancy. This is notassessment during pregnancy. This is not

surprising since caseness included not onlysurprising since caseness included not only

diagnoses of major and minor depression,diagnoses of major and minor depression,

but of generalised anxiety disorder as well.but of generalised anxiety disorder as well.

Vienna and Zurich had the lowest rates ofVienna and Zurich had the lowest rates of

antenatal depression and anxiety examinedantenatal depression and anxiety examined

in this study, whereas Bordeaux, Porto andin this study, whereas Bordeaux, Porto and

Dublin had the highest rates of antenatalDublin had the highest rates of antenatal

depression and anxiety.depression and anxiety.

Postnatal point prevalence ratesPostnatal point prevalence rates

The overall postnatal point prevalence rateThe overall postnatal point prevalence rate

for caseness was 10.0%, that for depressionfor caseness was 10.0%, that for depression

was 8.0%, that for major depression waswas 8.0%, that for major depression was

4.2%, and that for EPDS 13+ was 6.6%.4.2%, and that for EPDS 13+ was 6.6%.

Rates for individual centres are presentedRates for individual centres are presented

in Table 2.in Table 2.

Postnatal point prevalence rates forPostnatal point prevalence rates for

caseness ranged from 0% in Vienna andcaseness ranged from 0% in Vienna and

the UK to 29.2% in Porto. Rates in Portothe UK to 29.2% in Porto. Rates in Porto

were significantly higher than those inwere significantly higher than those in

five of the eight other centres (Vienna,five of the eight other centres (Vienna,

PP¼0.007; UK,0.007; UK, PP¼0.014; Zurich,0.014; Zurich,

PP550.001; Florence,0.001; Florence, PP¼0.027; Iowa City,0.027; Iowa City,

PP¼0.003). Postnatal point prevalence rates0.003). Postnatal point prevalence rates

s19s19

Table1Table1 Antenatal point prevalence ratesAntenatal point prevalence rates

CentreCentre nn Weeks ofWeeks of

gestationgestation

(Mean) (s.d.)(Mean) (s.d.)

Caseness (GAD,Caseness (GAD,

minor depression,minor depression,

MDE) (%)MDE) (%)

Minor ormajorMinor or major

depressiondepression

(%)(%)

MajorMajor

depressiondepression

(%)(%)

EPDS13+EPDS13+11

(%)(%)

ViennaVienna 2020 36.2 (3.7)36.2 (3.7) 0.00.0 0.00.0 0.00.0 NANA

ZurichZurich 6060 35.6 (2.7)35.6 (2.7) 3.33.3 0.00.0 0.00.0 10.010.0

Iowa CityIowa City 3535 33.8 (3.2)33.8 (3.2) 5.75.7 2.92.9 0.00.0 2.52.5

FlorenceFlorence 2121 34.3 (1.6)34.3 (1.6) 9.59.5 4.84.8 0.00.0 4.84.8

ParisParis 2525 33.2 (2.0)33.2 (2.0) 12.012.0 12.012.0 8.08.0 12.012.0

UKUK 2222 31.6 (4.8)31.6 (4.8) 13.613.6 13.613.6 13.613.6 NANA

DublinDublin 2121 33.8 (4.5)33.8 (4.5) 19.019.0 4.84.8 4.84.8 NANA

PortoPorto 6464 34.8 (4.5)34.8 (4.5) 20.320.3 10.910.9 4.74.7 9.49.4

BordeauxBordeaux 2121 34.3 (4.6)34.3 (4.6) 23.823.8 19.019.0 4.84.8 14.314.3

TotalTotal 289289 34.4 (3.5)34.4 (3.5) 11.811.8 6.96.9 3.53.5 8.78.7

EPDS, Edinburgh Postnatal Depression Scale; GAD, generalised anxiety disorder; MDE,major depressive episode; NA,EPDS, Edinburgh Postnatal Depression Scale; GAD, generalised anxiety disorder; MDE, major depressive episode; NA,
not applicable.not applicable.
1.The EPDSwas not administered at the antenatal assessment in Austria and France andwas completedby only 2 of 221.The EPDSwas not administered at the antenatal assessment in Austria and France andwas completedby only 2 of 22
women in the UK. Antenatal EPDS data from the UKwere not included in analyses because of the small sample size.women in the UK. Antenatal EPDS data from the UKwere not included in analyses because of the small sample size.

Table 2Table 2 Postnatal point prevalence ratesPostnatal point prevalence rates

CentreCentre nn Weeks ofWeeks of

gestationgestation

(Mean) (s.d.)(Mean) (s.d.)

Caseness (GAD,Caseness (GAD,

minor depression,minor depression,

MDE) (%)MDE) (%)

Minor ormajorMinor or major

depressiondepression

(%)(%)

MajorMajor

depressiondepression

(%)(%)

EPDS13+EPDS13+

(%)(%)

ViennaVienna 2020 27.4 (1.8)27.4 (1.8) 0.00.0 0.00.0 0.00.0 5.05.0

UKUK 1717 30.7 (5.1)30.7 (5.1) 0.00.0 0.00.0 0.00.0 NANA

ZurichZurich 6060 17.0 (1.6)17.0 (1.6) 3.33.3 1.71.7 1.71.7 6.76.7

FlorenceFlorence 2121 27.7 (2.2)27.7 (2.2) 4.84.8 0.00.0 0.00.0 9.59.5

Iowa CityIowa City 4141 30.3 (4.6)30.3 (4.6) 4.94.9 2.42.4 0.00.0 5.05.0

DublinDublin 1717 31.1 (6.0)31.1 (6.0) 11.811.8 0.00.0 0.00.0 14.314.3

ParisParis 1717 30.6 (2.9)30.6 (2.9) 11.811.8 11.811.8 5.95.9 0.00.0

BordeauxBordeaux 2020 27.8 (4.7)27.8 (4.7) 15.015.0 15.015.0 10.010.0 0.00.0

PortoPorto 4848 25.8 (5.1)25.8 (5.1) 29.229.2 29.229.2 14.614.6 9.59.5

TotalTotal 261261 25.8 (6.5)25.8 (6.5) 10.010.0 8.08.0 4.24.2 6.66.6

EPDS, Edinburgh Postnatal Depression Scale; GAD, generalised anxiety disorder; MDE,major depressive episode; NA,EPDS, Edinburgh Postnatal Depression Scale; GAD, generalised anxiety disorder; MDE, major depressive episode; NA,
not applicable.not applicable.
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for depression ranged from 0% in Vienna,for depression ranged from 0% in Vienna,

Dublin, Florence and the UK to 29.2% inDublin, Florence and the UK to 29.2% in

Porto. The rate in Porto was significantlyPorto. The rate in Porto was significantly

higher than that in all the other centres,higher than that in all the other centres,

except Bordeaux and Paris (except Bordeaux and Paris (PP rangerange

550.001–0.014). The rate in Bordeaux0.001–0.014). The rate in Bordeaux

was also significantly higher than that inwas also significantly higher than that in

Zurich (Zurich (PP¼0.046). Current postnatal major0.046). Current postnatal major

depression rates reached a high of 14.6% indepression rates reached a high of 14.6% in

Porto with five of the other eight centresPorto with five of the other eight centres

reporting no case of major depression atreporting no case of major depression at

the time of the postnatal interview. The ratethe time of the postnatal interview. The rate

for Porto was significantly higher than ratesfor Porto was significantly higher than rates

in other centres only for Zurich and Iowain other centres only for Zurich and Iowa

City (City (PP¼0.021 and 0.014, respectively),0.021 and 0.014, respectively),

probably because of small sample sizes inprobably because of small sample sizes in

the other centres. Postnatal point preva-the other centres. Postnatal point preva-

lence rates as indicated by EPDS 13+lence rates as indicated by EPDS 13+

ranged from 0% inranged from 0% in Bordeaux and Paris toBordeaux and Paris to

14.3% in Dublin.14.3% in Dublin.

As with overall rates of caseness,As with overall rates of caseness,

depression and major depression duringdepression and major depression during

pregnancy, postnatal point prevalence ratespregnancy, postnatal point prevalence rates

for caseness were higher than the rates forfor caseness were higher than the rates for

the pure categories of depression and majorthe pure categories of depression and major

depression. At the postnatal assessment, itdepression. At the postnatal assessment, it

was clear that rates of diagnostic depressionwas clear that rates of diagnostic depression

and anxiety were highest in Porto andand anxiety were highest in Porto and

Bordeaux. Ironically, Bordeaux along withBordeaux. Ironically, Bordeaux along with

Paris had the lowest rates of women scoringParis had the lowest rates of women scoring

13+ on the EPDS at post-partum assess-13+ on the EPDS at post-partum assess-

ment, although both centres recorded ament, although both centres recorded a

significant number of women meetingsignificant number of women meeting

DSM–IV criteria for major or minorDSM–IV criteria for major or minor

depression at that interview. A possibledepression at that interview. A possible

explanation for this discrepancy is that theexplanation for this discrepancy is that the

French validation study of the EPDS foundFrench validation study of the EPDS found

lower cut-off scores to be appropriatelower cut-off scores to be appropriate

in community postnatal assessmentsin community postnatal assessments

(Guedeney & Fermanian, 1998).(Guedeney & Fermanian, 1998).

Six-month period prevalence ratesSix-month period prevalence rates

Prevalence rates covering the period be-Prevalence rates covering the period be-

tween the antenatal and postnatal interviewstween the antenatal and postnatal interviews

were adjusted to 6-month period preva-were adjusted to 6-month period preva-

lence rates in order to control for thelence rates in order to control for the

variation in interval between interviewsvariation in interval between interviews

among the different centres. The adjustedamong the different centres. The adjusted

6-month period prevalence rate for each6-month period prevalence rate for each

country was calculated by dividing thecountry was calculated by dividing the

actual prevalence rate by the averageactual prevalence rate by the average

number of weeks between the antenatalnumber of weeks between the antenatal

and postnatal interview and then multiply-and postnatal interview and then multiply-

ing by 26 weeks (6 months). The adjusteding by 26 weeks (6 months). The adjusted

6-month prevalence rate was used to6-month prevalence rate was used to

calculate the number of cases expected tocalculate the number of cases expected to

occur given the sample size of the indivi-occur given the sample size of the indivi-

dual centre, which was then used indual centre, which was then used in ww22

analyses to compare period prevalence ratesanalyses to compare period prevalence rates

between centres. Tables 3,between centres. Tables 3, 4 and 5 show4 and 5 show ww22

s 2 0s 2 0

Table 3Table 3 Six-month period prevalence rates for caseness (generalised anxiety disorder, major andminor depression): chi-squared comparisonsSix-month period prevalence rates for caseness (generalised anxiety disorder, major andminor depression): chi-squared comparisons

CentreCentre nn AdjustedAdjusted

rate (%)rate (%)

CentreCentre

ZurichZurich FlorenceFlorence ViennaVienna Iowa CityIowa City DublinDublin UKUK ParisParis BordeauxBordeaux PortoPorto

ZurichZurich 5959 6.26.2

FlorenceFlorence 2121 7.37.3 0.0340.034

ViennaVienna 2020 16.816.8 2.0642.064 0.8650.865

Iowa CityIowa City 3737 19.819.8 4.141*4.141* 1.61.6 0.0770.077

DublinDublin 1818 19.819.8 3.0023.002 1.321.32 0.0580.058 00

UKUK 1919 20.320.3 3.2973.297 1.441.44 0.0820.082 0.0020.002 0.0020.002

ParisParis 1717 25.825.8 5.353*5.353* 2.4272.427 0.4520.452 0.2480.248 0.1790.179 0.1510.151

BordeauxBordeaux 2121 33.933.9 10.187**10.187** 4.517*4.517* 1.5781.578 1.4261.426 0.9680.968 0.9190.919 0.2920.292

PortoPorto 5252 38.338.3 17.036***17.036*** 6.908**6.908** 3.0643.064 3.4993.499 2.0562.056 2.0182.018 0.8810.881 0.1260.126

TotalTotal 264264 21.721.7

**PP550.05; **0.05; **PP550.01; ***0.01; ***PP550.001.0.001.

Table 4Table 4 Six-month period prevalence rates for depression (major andminor): chi-squared comparisonsSix-month period prevalence rates for depression (major andminor): chi-squared comparisons

CentreCentre nn AdjustedAdjusted

rate (%)rate (%)

CentreCentre

ZurichZurich FlorenceFlorence ViennaVienna DublinDublin Iowa CityIowa City UKUK ParisParis PortoPorto BordeauxBordeaux

ZurichZurich 5959 2.12.1

FlorenceFlorence 2121 3.73.7 0.1720.172

ViennaVienna 2020 16.816.8 5.908*5.908* 1.9221.922

DublinDublin 1717 16.816.8 5.624*5.624* 1.8521.852 00

Iowa CityIowa City 3737 17.817.8 7.524**7.524** 2.3942.394 0.010.01 0.0080.008

UKUK 1919 20.320.3 7.86**7.86** 2.6812.681 0.0820.082 0.0750.075 0.0530.053

ParisParis 1717 25.825.8 10.858***10.858*** 3.893*3.893* 0.4520.452 0.4110.411 0.4590.459 0.1510.151

PortoPorto 5151 30.630.6 17.163***17.163*** 6.107*6.107* 1.4031.403 1.2291.229 1.861.86 0.7250.725 0.1420.142

BordeauxBordeaux 2020 31.631.6 15.089***15.089*** 5.563*5.563* 1.2031.203 1.0851.085 1.4151.415 0.6430.643 0.1520.152 0.0070.007

TotalTotal 261261 18.318.3

**PP550.05; **0.05; **PP550.01; ***0.01; ***PP550.001.0.001.
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values for adjusted 6-month period preva-values for adjusted 6-month period preva-

lence rates for caseness, depreslence rates for caseness, depression andsion and

major depression. The adjustedmajor depression. The adjusted 6-month6-month

period rates reflect cases that occurredperiod rates reflect cases that occurred

during the latter part of pregnancy and theduring the latter part of pregnancy and the

post-partum period, and assume an evenpost-partum period, and assume an even

distribution of depressive illness across thedistribution of depressive illness across the

26-week period.26-week period.

The overall 6-month period prevalenceThe overall 6-month period prevalence

rates for caseness, depression and majorrates for caseness, depression and major

depression were 21.7%, 18.3% and 12.3%,depression were 21.7%, 18.3% and 12.3%,

respectively. These rates are consistent withrespectively. These rates are consistent with

previously reported rates of depression dur-previously reported rates of depression dur-

ing pregnancy (Coxing pregnancy (Cox et alet al, 1982; Kumar &, 1982; Kumar &

Robson, 1984; O’Hara, 1986; KitamuraRobson, 1984; O’Hara, 1986; Kitamura

et alet al, 1993) and the post-partum period, 1993) and the post-partum period

(O’Hara & Zekoski, 1988; O’Hara &(O’Hara & Zekoski, 1988; O’Hara &

Swain, 1996).Swain, 1996).

Period prevalence rates for casenessPeriod prevalence rates for caseness

ranged from a low in Zurich of 6.2% to aranged from a low in Zurich of 6.2% to a

high in Porto of 38.3%. The Zurich samplehigh in Porto of 38.3%. The Zurich sample

contained significantly fewer women meet-contained significantly fewer women meet-

ing criteria for generalised anxiety disordering criteria for generalised anxiety disorder

or minor or major depression than did Iowaor minor or major depression than did Iowa

City, Bordeaux, Paris or Porto. FlorenceCity, Bordeaux, Paris or Porto. Florence

also had significantly fewer women meetingalso had significantly fewer women meeting

caseness criteria than did Bordeaux andcaseness criteria than did Bordeaux and

Porto. Depression period prevalence ratesPorto. Depression period prevalence rates

ranged from 2.1% in Zurich to 31.6% inranged from 2.1% in Zurich to 31.6% in

Bordeaux. The Zurich rate was signi-Bordeaux. The Zurich rate was signi-

ficantly lower than that in all other centresficantly lower than that in all other centres

except Florence. Florence also had signi-except Florence. Florence also had signi-

ficantly lower rates compared withficantly lower rates compared with

Bordeaux, Paris and Porto for depression.Bordeaux, Paris and Porto for depression.

Period prevalence rates for major depres-Period prevalence rates for major depres-

sion ranged from 0% in Florence tosion ranged from 0% in Florence to

19.8% in Bordeaux. Rates in Florence and19.8% in Bordeaux. Rates in Florence and

Zurich were significantly lower than thoseZurich were significantly lower than those

in the UK, Porto, Paris and Bordeaux.in the UK, Porto, Paris and Bordeaux.

Zurich also had significantly fewer casesZurich also had significantly fewer cases

of major depression than did Dublin.of major depression than did Dublin.

Overall, 6-month period prevalenceOverall, 6-month period prevalence

rates revealed lower rates of perinatalrates revealed lower rates of perinatal

depression and anxiety in Florence anddepression and anxiety in Florence and

Zurich and higher rates in Porto, BordeauxZurich and higher rates in Porto, Bordeaux

and Paris. Interestingly, although noand Paris. Interestingly, although no

woman in the Viennese sample met criteriawoman in the Viennese sample met criteria

for current generalised anxiety disorder orfor current generalised anxiety disorder or

depression at the time of the antenataldepression at the time of the antenatal

and postnatal interviews, the period preva-and postnatal interviews, the period preva-

lence rate indicates that a high percentagelence rate indicates that a high percentage

of women (16.8%) experienced generalisedof women (16.8%) experienced generalised

anxiety disorder and/or major or minor de-anxiety disorder and/or major or minor de-

pression during the last part of pregnancypression during the last part of pregnancy

and the early post-partum period.and the early post-partum period.

Other disordersOther disorders

Period prevalence rates for other disordersPeriod prevalence rates for other disorders

were extremely low, at less than 1% overallwere extremely low, at less than 1% overall

for agoraphobia, anorexia and bulimiafor agoraphobia, anorexia and bulimia

nervosa, and 1–2% for panic disorder andnervosa, and 1–2% for panic disorder and

obsessive–compulsive disorder. Thereobsessive–compulsive disorder. There waswas

no case of alcohol or substanceno case of alcohol or substance misuse.misuse.

DISCUSSIONDISCUSSION

The findings from this pilot study areThe findings from this pilot study are

important in that they suggest that aimportant in that they suggest that a

transcultural comparison of antenatal andtranscultural comparison of antenatal and

postnatal prevalence rates of depressionpostnatal prevalence rates of depression

and anxiety using a single measure can beand anxiety using a single measure can be

accomplished successfully.accomplished successfully.

Interestingly, the overall estimatedInterestingly, the overall estimated

6-month period prevalence rate of major6-month period prevalence rate of major

depression obtained from the current studydepression obtained from the current study

(12.3%) is almost identical to the(12.3%) is almost identical to the

prevalence rate calculated by O’Hara &prevalence rate calculated by O’Hara &

Swain (1996) in a meta-analysis of 59 post-Swain (1996) in a meta-analysis of 59 post-

partum depression studies conducted inpartum depression studies conducted in

several countries – European, Western andseveral countries – European, Western and

non-Western – during the past 20 years.non-Western – during the past 20 years.

The average prevalence rate for postnatalThe average prevalence rate for postnatal

depression obtained in the meta-analysisdepression obtained in the meta-analysis

was 12% when depression was assessedwas 12% when depression was assessed

using standardised interview-based mea-using standardised interview-based mea-

sures. It should be noted that the 6-monthsures. It should be noted that the 6-month

prevalence rate obtained in our studyprevalence rate obtained in our study

reflects not only cases of major depressionreflects not only cases of major depression

during the post-partum period, but alsoduring the post-partum period, but also

cases occurring during the latter part ofcases occurring during the latter part of

pregnancy. However, at least 88% of thepregnancy. However, at least 88% of the

women who experienced a major depres-women who experienced a major depres-

sive disorder between the antenatal andsive disorder between the antenatal and

postnatal interviews reported its onset afterpostnatal interviews reported its onset after

delivery.delivery.

There were significant differences inThere were significant differences in

prevalence rates of perinatal depressionprevalence rates of perinatal depression

among women participating in the variousamong women participating in the various

centres. There may be several explanationscentres. There may be several explanations

for the higher rates of perinatal depressionfor the higher rates of perinatal depression

observed in Porto, Paris and Bordeauxobserved in Porto, Paris and Bordeaux

and the lower rates found in Zurich andand the lower rates found in Zurich and

Florence. First, it is possible that theseFlorence. First, it is possible that these

differences occurred by chance, given thedifferences occurred by chance, given the

relatively small sample sizes in some cen-relatively small sample sizes in some cen-

tres. However, there is evidence that ratestres. However, there is evidence that rates

of depression and psychiatric illness do varyof depression and psychiatric illness do vary

among countries and cultures. Weissmanamong countries and cultures. Weissman

et alet al (1996) reported wide variation in life-(1996) reported wide variation in life-

time rates of major depression across tentime rates of major depression across ten

countries participating in a cross-nationalcountries participating in a cross-national

epidemiological survey (USA, Canada,epidemiological survey (USA, Canada,

Puerto Rico, France, West Germany, Italy,Puerto Rico, France, West Germany, Italy,

Lebanon, Taiwan, Korea and NewLebanon, Taiwan, Korea and New

Zealand). In that study, sample size wasZealand). In that study, sample size was

s 21s 21

Table 5Table 5 Six-month period prevalence rates for major depression: chi-squared comparisonsSix-month period prevalence rates for major depression: chi-squared comparisons

CentreCentre nn AdjustedAdjusted

rate (%)rate (%)

CentreCentre

FlorenceFlorence ZurichZurich Iowa CityIowa City ViennaVienna DublinDublin UKUK PortoPorto ParisParis BordeauxBordeaux

FlorenceFlorence 2121 00

ZurichZurich 5959 2.12.1 0.4410.441

Iowa CityIowa City 3636 10.210.2 2.2812.281 3.0093.009

ViennaVienna 2020 12.612.6 2.812.81 3.6483.648 0.0740.074

DublinDublin 1717 16.816.8 3.813.81 5.62*5.62* 0.4670.467 0.1320.132

UKUK 1919 16.916.9 3.857*3.857* 5.898*5.898* 0.5150.515 0.1470.147 0.00010.0001

PortoPorto 5050 17.317.3 4.142*4.142* 7.638*7.638* 0.8730.873 0.2420.242 0.0030.003 0.0020.002

ParisParis 1717 19.719.7 4.538*4.538* 7.265**7.265** 0.9160.916 0.3530.353 0.0490.049 0.0480.048 0.0490.049

BordeauxBordeaux 2020 19.819.8 4.59*4.59* 7.638*7.638* 1.0061.006 1.3831.383 0.0550.055 0.0530.053 0.0570.057 0.000010.00001

TotalTotal 259259 12.312.3

**PP550.05; **0.05; **PP550.01.0.01.
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not a concern as approximately 38 000not a concern as approximately 38 000

persons participated.persons participated.

Another possible explanation for theAnother possible explanation for the

difference in prevalence rates involves ratesdifference in prevalence rates involves rates

of previous episodes of depression amongof previous episodes of depression among

women from the various centres. Previouswomen from the various centres. Previous

history of depression is a powerful predictorhistory of depression is a powerful predictor

of perinatal depression (O’Haraof perinatal depression (O’Hara et alet al,,

1991). There were significant differences1991). There were significant differences

between centres in rates of previous depres-between centres in rates of previous depres-

sion, ranging from 10% or less in Viennasion, ranging from 10% or less in Vienna

and Zurich to 50% and over in Iowa City,and Zurich to 50% and over in Iowa City,

Paris and the UK. Overall, there were strongParis and the UK. Overall, there were strong

associations between previous depressionassociations between previous depression

and period prevalence of caseness (and period prevalence of caseness (ww22¼
7.72,7.72, PP¼0.005), depression (0.005), depression (ww22¼9.39,9.39,

PP¼0.002) and major depression (0.002) and major depression (ww22¼16.58,16.58,

PP550.001). However, when results for0.001). However, when results for

individual centres were examined, theseindividual centres were examined, these

associations were significant only in theassociations were significant only in the

UK and Vienna, and controlling for past his-UK and Vienna, and controlling for past his-

tory did not remove the differences betweentory did not remove the differences between

centres. It did not appear, therefore, thatcentres. It did not appear, therefore, that

different rates of previous depression coulddifferent rates of previous depression could

explain the higher rates of perinatal depres-explain the higher rates of perinatal depres-

sion found in Porto, Paris and Bordeaux, orsion found in Porto, Paris and Bordeaux, or

the lower rates in Zurich and Florence.the lower rates in Zurich and Florence.

Third, there were differences in theThird, there were differences in the

demographic characteristics of the sample,demographic characteristics of the sample,

notably in terms of social class, with Portonotably in terms of social class, with Porto

having a much lower proportion of womenhaving a much lower proportion of women

categorised as ‘non-manual class’ (43%categorised as ‘non-manual class’ (43%

compared with 64% or more elsewhere).compared with 64% or more elsewhere).

‘Manual class’ women were more likely to‘Manual class’ women were more likely to

experience perinatal caseness (experience perinatal caseness (ww22¼10.91,10.91,

PP¼0.001), depression (0.001), depression (ww22¼6.84,6.84, PP¼0.009)0.009)

and major depression (and major depression (ww22¼5.38,5.38, PP¼0.02),0.02),

but again, controlling for this variable didbut again, controlling for this variable did

not remove the differences between centres.not remove the differences between centres.

A fourth hypothesis is that factors re-A fourth hypothesis is that factors re-

lated to psychosocial variables associatedlated to psychosocial variables associated

with depression might have contributed towith depression might have contributed to

the higher rates of perinatal depression inthe higher rates of perinatal depression in

Porto, Bordeaux and Paris (BernazzaniPorto, Bordeaux and Paris (Bernazzani

et alet al, 2004, this supplement). Both stressful, 2004, this supplement). Both stressful

life events and low levels of emotional sup-life events and low levels of emotional sup-

port have been associated with postnatalport have been associated with postnatal

depression (O’Hara & Swain, 1996).depression (O’Hara & Swain, 1996).

Women in Paris experienced more severeWomen in Paris experienced more severe

life adversity in the form of acute negativelife adversity in the form of acute negative

life events and chronic daily stresses duringlife events and chronic daily stresses during

their pregnancy and after delivery comparedtheir pregnancy and after delivery compared

with women in other centres (Bernazzaniwith women in other centres (Bernazzani

et alet al, 2004, this supplement). Poor emo-, 2004, this supplement). Poor emo-

tional support following delivery, anothertional support following delivery, another

psychosocial variable associated withpsychosocial variable associated with

depression, was reported by a higher per-depression, was reported by a higher per-

centage of women in Porto than womencentage of women in Porto than women

in other centres (Bernazzaniin other centres (Bernazzani et alet al, 2004, this, 2004, this

supplement).supplement).

With regard to the low rates of peri-With regard to the low rates of peri-

natal depression observed in Florence andnatal depression observed in Florence and

Zurich, perhaps psychological factors, suchZurich, perhaps psychological factors, such

as having a positive attitude towards theas having a positive attitude towards the

pregnancy or having a secure maternalpregnancy or having a secure maternal

attachment style, buffered women fromattachment style, buffered women from

experiencing depression during this period.experiencing depression during this period.

Women in both Florence and ZurichWomen in both Florence and Zurich

reported fewer negative feelings towardsreported fewer negative feelings towards

the pregnancy than women in other centresthe pregnancy than women in other centres

(Bernazzani(Bernazzani et alet al, 2004, this supplement)., 2004, this supplement).

Also, fewer women in Zurich had markedlyAlso, fewer women in Zurich had markedly

insecure maternal attachment styles andinsecure maternal attachment styles and

were perhaps less vulnerable to depressionwere perhaps less vulnerable to depression

during this transitional period in their life.during this transitional period in their life.

More insights regarding the validity of theseMore insights regarding the validity of these

hypotheses can be found in Bernazzanihypotheses can be found in Bernazzani et alet al

(2004, this supplement) and Bifulco(2004, this supplement) and Bifulco et alet al

(2004, this supplement).(2004, this supplement).

Finally, differences in health care sys-Finally, differences in health care sys-

tems (see Chisholmtems (see Chisholm et alet al, 2004, this supple-, 2004, this supple-

ment) may also have contributed to centrement) may also have contributed to centre

differences.differences.

In sum, one of the major aims of theIn sum, one of the major aims of the

TCS–PND was accomplished in thatTCS–PND was accomplished in that

psychiatric researchers were able to use apsychiatric researchers were able to use a

standardised, structured diagnostic instru-standardised, structured diagnostic instru-

ment, the SCID–PND, to assess womenment, the SCID–PND, to assess women

from varying cultural backgrounds bothfrom varying cultural backgrounds both

during pregnancy and postnatally.during pregnancy and postnatally.

Although the overall rate of perinatalAlthough the overall rate of perinatal

depression across centres replicated find-depression across centres replicated find-

ings from previous individual studies,ings from previous individual studies,

cross-cultural comparisons of antenatalcross-cultural comparisons of antenatal

and postnatal prevalence rates of depres-and postnatal prevalence rates of depres-

sion revealed differences in rates betweension revealed differences in rates between

centres. These findings require verificationcentres. These findings require verification

in larger, multi-centre studies.in larger, multi-centre studies.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Among women from several European countries and the USA, overall rates ofAmong women from several European countries and the USA, overall rates of
depression during pregnancy and the postnatal period (6.9% and 8.0%, respectively)depression during pregnancy and the postnatal period (6.9% and 8.0%, respectively)
are significant and deserve clinical attention.are significant and deserve clinical attention.

&& Observed differences in rates of perinatal depression among women fromObserved differences in rates of perinatal depression among women from
different countries and cultural backgrounds are intriguing and require investigationdifferent countries and cultural backgrounds are intriguing and require investigation
into the possible contribution of psychosocial factors and variations in health careinto the possible contribution of psychosocial factors and variations in health care
delivery systems.delivery systems.

&& The Structured Clinical Interview for DSM^IVAxis IDisorders is a standardisedThe Structured Clinical Interview for DSM^IVAxis IDisorders is a standardised
diagnostic toolwith demonstrated utility in cross-cultural research settings and indiagnostic tool with demonstrated utility in cross-cultural research settings and in
populations of pregnant and postnatal women.populations of pregnant and postnatal women.

LIMITATIONSLIMITATIONS

&& Small samples limitbroader generalisations of the findings, pending verification in aSmall samples limitbroader generalisations of the findings, pending verification in a
largemulti-centre study.largemulti-centre study.

&& Questions remain regarding the prevalence of antenatal and postnatal depressionQuestions remain regarding the prevalence of antenatal and postnatal depression
inwomen from developing countries andmore diverse cultural backgrounds.inwomen from developing countries andmore diverse cultural backgrounds.

&& Point prevalence rates reflecting antenatal depression in late pregnancy andPoint prevalence rates reflecting antenatal depression in late pregnancy and
postnatal depression at approximately 6 months after delivery, leave open thepostnatal depression at approximately 6 months after delivery, leave open the
question of prevalence rates of depression early in pregnancy and up to1year in thequestion of prevalence rates of depression early in pregnancy and up to1year in the
postnatal period.postnatal period.
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