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Depression and anxiety in pregnancy and postpartum 
in women with mild and severe preeclampsia
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AbstrAct
Background: Risk for anxiety and depression is increased in women with high‑risk pregnancy. The aim of this study was to 
evaluate anxiety and depression in women with mild and severe preeclampsia at admission and 6 weeks postpartum.
Materials and Methods: In this cohort study, 122 preeclamptic women who were admitted to the Public hospital and Tamin 
Ejtemaee hospital of Mashhad were included. Selection was done by convenience sampling method. Beck Depression Inventory 
II (BDI‑II) and Spielberger State‑Trait Anxiety Inventory (STAI) were completed at admission and 6 weeks after delivery. Data were 
analyzed by SPSS 16 using Chi‑square, Fisher’s exact test, Mann‑Whitney U test, and Repeated measurement.
Results: The mean depression score was 4.81 ± 4.09 at admission and 11.17 ± 5.5 at 6 weeks postpartum. The mean of 
trait anxiety was 42.5 ± 10.5 at admission and 32.3 ± 6.5 at 6 weeks postpartum, and the mean of state anxiety score at 
admission was 43.09 ± 9.5 and at 6 weeks postpartum was 31.99 ± 5.9. There was a significant difference between the scores 
of depression (F = 3.8, P < 0.001), state anxiety (F = 1.52, P < 0.001), and trait anxiety (F = 1.5, P < 0.001) at admission and 
6 weeks postpartum. No significant differences were found between severity of preeclampsia and the scores of depression, state 
anxiety, and trait anxiety at admission and 6 weeks postpartum.
Conclusions: The mean score of state and trait anxiety decreased significantly in preeclamptic women from admission to 
6 weeks postpartum, but the mean score of depression increased. Severity of preeclampsia was not an independent risk factor 
of depression and anxiety.
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The prevalence of anxiety disorder in pregnancy is found to 
be high.[7,8] Terrible experiences of labor due to unexpected 
medical interventions, severe pain, and sometimes fear of 
death could cause severe fear and anxiety in mothers.[9] The 
rate of antenatal anxiety disorder has been reported to be 
12.5%.[10] Stress intensity is higher in the third trimester.[2] 
Postpartum anxiety has been observed in 5‑20% of women. 
Postpartum anxiety is less diagnosed and could occur either 
alone or is accompanied with depression symptoms.[9]

Mood disorders are more likely to develop in the postpartum 
period, such that 50% of women during the first 2 weeks[11] 
experience sadness, the blues, and depression.[5] Prevalence 
of postpartum depression has been reported as 16‑31% 
in Iran.[5] Postpartum depression can lead to ineffective 
coping of the mother with the neonate,[9] spouse, and family, 

IntroductIon

Pregnancy could be regarded as the period of 
well‑being and a joyful phase in a female’s life.[1] 
Anxiety and depression are common disorders in 

pregnancy and postpartum, and the psychological changes 
negatively influence both mother and fetus.[2,3] The severity 
of depression increases during the third trimester and can 
continue in the postpartum period.[4] Gestational depression 
is the risk factor for postpartum depression.[5] Prevalence of 
gestational depression was found to be 27.7% in a study.[6]
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consequently making her unable to perform maternal and 
marital tasks and responsibilities. The final outcome will be 
suicide tragedy of the mother or neonate.[12]

Preeclampsia is a major contributor to maternal and 
neonatal morbidity and mortality[13] and occurs in 2‑4.5% 
of all pregnancies.[14] It is diagnosed by the presence of both 
hypertension and proteinuria.[11] Most often, it is necessary 
to terminate pregnancy by cesarean section which leads 
to birth of a neonate who is at risk of death or having 
complications.[15] Preeclampsia threatens the health and 
well‑being of the mother and the fetus.[16] Women experience 
depression and anxiety during pregnancy and postpartum, 
when expectations are high for illness.[17] Rubertsson et al. 
reported depression and anxiety in early pregnancy to 
be associated with the risk for preeclampsia.[18] Somatic 
symptoms of preeclampsia like hypertension and proteinuria 
recover after delivery; however, preeclamptic women most 
often experience complications of mood disorders in 
comparison with females with uncomplicated pregnancy.[19] 
Kharaghani et al. reported the prevalence of moderate to 
severe depression in preeclamptic women as 31.2% during 
pregnancy.[20] Mounira reported that depression and anxiety 
had developed (32% and 26%, respectively) in subsequent 
pregnancy, 5 years after hemolysis, elevated liver enzymes, 
and low platelets (HELLP) syndrome.[21] Major depression 
was more prevalent in high‑risk pregnancy. If it is not 
diagnosed or remains untreated during pregnancy, it 
causes negative effects on maternal‑infant attachment and 
increases the risk of postpartum depression.[10]

It seems that there is an association between the severity 
of preeclampsia with occurrence of postpartum depression, 
because the maternal and fetal problems are higher in 
severe preeclampsia than in mild preeclampsia.[22] A strong 
significant difference has not been reported, although studies 
indicated more severe depression symptoms in mothers with 
preeclampsia in comparison with healthy mothers.[19] It is 
not clear if there are any differences between postpartum 
depression symptom in mothers with severe preeclampsia 
and mothers with mild preeclampsia. Besides, it does not 
seem to be  clear whether the severity of preeclampsia could 
increase the risk of postpartum depression or preeclampsia 
which is induced by maternal‑neonatal  problems could 
increase this risk.[22]

It is not clear if women with severe preeclampsia experience 
higher anxiety and depression than the women with mild 
preeclampsia. In order to find how postpartum depression 
occurrences are independent of post‑preeclampsia 
complications, we conducted a longitudinal study on 
preeclamptic women who did not experience high‑risk 
obstetric complications such as preterm birth, hospitalization 
of neonate in NICU for more than 24 h, stressful event 

during the study, history of medical conditions and mental 
disorders. The aim of this study was to evaluate anxiety and 
depression in women with mild and severe preeclampsia 
at admission and 6 weeks postpartum.

MAterIAls And Methods

This cohort study was conducted on 122 women aged 
18‑44 years (mean: 27 ± 6 years) from 4 June 2012 
till 6 Nov 2012 and then continued from 22 June 2013 
to 16 Oct 2013. They had  referred to one of the Public 
hospitals or Tamin Ejtemaee Hospital of Mashhad in order 
to terminate their pregnancy as they were suffering from 
severe and mild preeclampsia. The preliminary sample size 
was calculated as 130; however, due to dropouts, data of 
122 mothers were gathered in a total of four times.

The inclusion criteria were: ≤18 years of age (mean: 
27 ± 6 years), gestational age ≥36 weeks (mean: 
37.9 ± 1 weeks), singleton pregnancy, and diagnosed 
preeclampsia (at least hypertension 140/90 mmHg and 
proteinuria ≥30 mg/dl should be present) in the recent 
week based on ACOG classification,[11] and their neonates 
should be alive and normal. The exclusion criteria were: 
history of medical conditions except preeclampsia,   history 
of mental health hospitalization and history of visit a 
psychiatrist, taking psychiatric drugs, infertility, history 
of hospitalization during pregnancy, prenatal death, 
hospitalization of neonate in NICU for more than 24 h, 
stressful event during the study, and unhealthy birth.

The researcher went to Mashhad Public and Tamin 
Ejtemaee hospitals and selected from the mothers 
hospitalized in antepartum, labor, and delivery wards 
according to the inclusion and exclusion criteria. 
Participants gave written informed consent and completed 
the questionnaires of demographic data, Beck‑II 
Depression test, and State‑Trait Anxiety questionnaire of 
Spielberger. Demographic data of mother and neonate 
were collected in the first 24 h after delivery. Mothers were 
asked to come to hospital 2 and 6 weeks after delivery for 
monitoring their blood pressure. We remind them their 
appointment by calling . They were also observed for 
the exclusion criteria. If they did not refer, the researcher 
went to their home and completed the questionnaires. 
Depression and anxiety tests were completed 6 weeks 
after Delivery. The demographic data questionnaire 
included several questions such as: Personal information, 
Information about obstetrics, Maternal and Neonatal 
details at the first 24 h, Mode of delivery, Pain score at 
admission, Whether neonate admitted at NICU or not.

Content validity index was applied for confirming the 
validity of the questionnaires. Approval was obtained from 
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the medical ethics committee of Mashhad University of 
Medical Sciences.

The questionnaire for State‑Trait Anxiety of Spielberger 
included 20 questions in each part, which were scored 
based on a 4‑point Likert scale as follows: never (1), 
sometimes (2), moderately (3), and very much (4). We 
defined anxiety as a score of ≥43. A score of less than 43 
represented normal. The score ranged 20‑80. The total 
score was 20‑31 for mild, 32‑42 for moderate to low, 43‑53 
for moderate to high, 54‑64 for relatively severe, 65‑75 for 
severe, and more than 76 for extremely severe anxiety. The 
Beck Depression Inventory (BDI, BDI‑II) is a revised Beck 
questionnaire which is in agreement with the depression 
criteria of DSM‑IV. It contains 21 questions scored 0‑3; the 
minimum score is 0 and the maximum score is 63. A cut‑off 
score ≥13 is considered as depression, with a lower score 
considered as normal. The score ranged 20‑80. A total 
score of 0‑13 indicated slight, 14‑19 low to moderate, 20‑28 
moderate, and 29‑63 indicated severe depression. Anxiety 
Spielberger test for testing State‑Trait anxiety is a standard 
test whose validity was confirmed by Mahram in Iran.[23] Its 
reliability was also confirmed by Alpha Cronbach’s value (α 
=0.87, α =0.82). The validity of Beck‑II test was confirmed 
by Karjo Kasmai in Iran.[24] Its reliability was also confirmed 
by Alpha Cronbach’s value (α =0.84). Data were analyzed 
by SPSS 16 using Chi‑square, Fisher’s exact test, Mann‑
Whitney U test, and Repeated measurement. Anxiety  and 
depression measured at admission and 6 weeks postpartum 
were used as within‑subject factors. Severe and mild 
preeclampsia was considered as between‑subjects factors. 
Maximum error was considered as 5%.

Ethical considerations
The recent study was confirmed by Mashhad University 
of Medical Science Ethics Committee. Participant’s 
written informed consent. They were reminded that the 
participation would be voluntary and they would be able 
to leave any time during the study. 

results

Kolmogorov‑Smirnov test showed that the data were not 
normally distributed. So, after logarithmic transformation, 

to compare the two groups, the parametric repeated 
measurement was used.

The results showed the declining trend of mean of systolic 
and diastolic blood pressure in various stages.   Bonferroni 
test showed that there were significant differences (P < 0.05) 
between the mean blood pressure measured 2 weeks after 
delivery  and the blood pressure at admission, between the 
values 2 weeks after delivery and immediately after delivery, 
and also between the values immediately after delivery and 
at admission [Table 1].

No significant difference was found between the two 
groups (mild and severe preeclamptic women) in 
terms of age of mother (P  = 0.364),  level  of 
education (P = 0.683) and job of mother (P = 0.564), level 
of education (P = 0.801) and job of husband (P = 0.485), 
desire to pregnancy (P = 0.228), participation in courses 
for labor preparation (P = 0.457), and place of pregnancy 
care (P = 0.278), neonatal sex (P = 0.336), and method 
of newborn feeding (P = 0.663). However, the two 
groups showed significant difference in the mode of 
delivery (P = 0.01).

There was no significant difference between mean of family 
income, parity, and duration of labor in mild and severe 
preeclampsia, but duration of hospitalization in NICU 
and birth weight showed significant difference in mild 
and severe preeclampsia [Table 2]. Most of the females 
with mild preeclampsia had vaginal delivery with heavier 
neonates and lower duration of hospitalization in NICU, 
while females with severe preeclampsia experienced 
emergency cesarean section and their neonates had 
lower weights and their neonates had higher duration of 
hospitalization in NICU.

Test of within‑subject effect showed a significant difference 
within the scores of depression (F = 3.8, P < 0.001), state 
anxiety (F = 1.52, P < 0.001), and trait anxiety (F = 1.5, 
P < 0.001) at admission and 6 weeks postpartum. In mild 
and severe preeclampsia, the mean score of state and 
trait anxiety significantly decreased, but the mean score of 
depression increased.

Table 1: Mean blood pressure at admission, after delivery, and 2 weeks after delivery according to the severity of preeclampsia
Variable Severity of 

preeclampsia
Mean±SD Within‑subject 

effectAt admission After delivery Two weeks after delivery
Systolic Mild 144.2±7.9 118.4±9.3 111.3±9.8 F=327

Severe 152.1±15.9 128.7±12.5 114.1±13.2 P<0.001*

Diastolic Mild 91.03±12.1 75.09±6.8 71.03±6.9 F=843

Severe 95.4±12.5 91.3±80.8 72.8±7.4 P<0.001*
*P<0.05 considered as significant
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Table 2: Comparison of means in terms of age, parity, family income, hospitalization in NICU, and birth weight 
Mean±SD Mann‑Whitney U

Preeclampsia mild Preeclampsia severe
Age of mother (years) 27.2±6.06 27.2±6.39 0.882

Parity 1.9±1.41 2.0±1.37 0.64

Family income 5.59±2.5 5.1±2.43 0.213

Duration of labor (hours) 7.28±3.17 7.15±4.25 0.053

Duration of hospitalization of newborn in NICU (hours) 6.8±6.29 18.8±8.06 0.003*

Birth weight (grams) 3055.3±459.2 2870.3±479.6 0.034*
*P<0.05 considered significant and obtained from Mann‑Whitney U

Test of within‑subject contrasts showed no significant 
interaction differences between time and depression 
(F = 0.096, P = 0.758), time and state anxiety (F = 0.452, 
P = 0.503), and time and trait anxiety (F = 0.452, 
P = 0.503) with the severity of preeclampsia.

Test of between‑subjects effect showed that the severity of 
preeclampsia was not significantly associated with the state 
anxiety, trait anxiety, and depression [Table 3].

Birth weight, mode of delivery, and duration of hospitalization 
in NICU were adjusted as covariates. Interactive effects of 
mode of delivery and severity of preeclampsia with state 
anxiety (F = 4.7, P = 0.04) and trait anxiety (F = 4.7, 
P = 0.04) were significant.

dIscussIon

This study was conducted to examine the impact of 
severity of preeclampsia on the mean score of depression 
and state‑trait anxiety at admission and postpartum 
depressive symptoms. Against our expectations, we found 
preeclamptic women with no other complications did not 
report high score of depression and state‑trait anxiety at 
admission and postpartum.

In our study, women with severe preeclampsia more often 
reported depressive symptom at admission and postpartum 
than did the women with mild preeclampsia. Although the 
mean depression scores of both groups at admission were 
at a slight level (mild: 4.6 ± 3.7, severe: 4.9 ± 4.3) of 
Beck‑II (0‑13 slight) and there were no significant differences 
between them, over time, the depression scores at 6 weeks 
postpartum were increased.

There was no significant difference in the severity of 
depression between the groups. Hoedjets et al. reported 
that women with severe preeclampsia [odds ratio (OR) 
2.65, 95% confidence interval (CI) 1.16‑6.05] had more 
depressive symptoms at 6 weeks postpartum than those with 
mild preeclampsia. The mean score of depression at 6 weeks 

postpartum in severe preeclampsia (7.8 ± 5.8) was more than 
in mild preeclampsia (4.5 ± 5). Our finding was comparable 
to the result of Hoedjets because the mean score is was at the 
lower point cut‑off of Edinburgh Postnatal Depression Scale 
and Beck‑II. But our study was superior in that the women 
with complicated pregnancy (history of life event, history 
of depression, preterm preeclampsia, HELLP syndrome, 
perinatal death) except preeclampsia were excluded.[22]

Our results agreed with those of Baecke et al. where they 
reported the mean depression among term preeclamptic 
women to be 1.3 ± 1.5 (BDI‑PC, score range 0‑21 vs. 
uneventful pregnancy 1.8 ± 3.4) and there was no 
significant difference between them, but participants in their 
study were selected from women who had more severe 
preeclampsia.[25] Kim et al. reported mean depression in 
preeclamptic women to be 11 ± 5.3 and in women without 
preeclampsia to be 7.6 ± 5.9 (EPDS, score range 0‑30, 
score ≥ 10 was considered with clinical depression).[26] 
Brusse reported the median score of depression in severe 
preeclamptic women to be 7.5 with the range 0‑32 and 
was similar with normotensive pregnancies.[19]

In our study, state‑trait anxiety in pregnancy and 6 weeks 
postpartum did not show significant differences between 
mild and severe preeclampsia. A score of > 43 was obtained 
in 106 and 101 women (state 86%, trait 82%). The mean 

Table 3: Mean state‑trait anxiety and depression at admission 
and 6 weeks postpartum according to the severity of 
preeclampsia
Variable Severity of 

preeclampsia
Mean±SD Between‑ 

subjects 
effectAdmission 6 weeks 

postpartum
Trait anxiety Mild 42.79±10.92 31.84±7.6 F=0.03

Severe 42.37±10.39 32.17±5.6 P=0.847

State anxiety Mild 43.22±10.58 30.75±6.04 F=0.03

Severe 43.00±8.70 32.94±5.7 P=0.847

Depression Mild 4.6±3.7 11.16±5.59 F=0.539

Severe 4.9±4.3 11.17±5.61 P=0.464
*P<0.05 considered significant
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of trait anxiety at admission was 42.5 ± 1.05 and the mean 
of state anxiety at admission was 43.09 ± 9.5. Baecke et al. 
reported the mean score of trait anxiety symptoms in term 
preeclamptic women to be 39.6 ± 10, which is similar to 
the results of the present study.[25] Teixeira et al. reported 
the mean score of anxiety symptoms in third trimester 
to be 36.33 ± 9.12. Dayan et al. reported the values as 
36.4 ± 12.2 and 38.8 ± 9.1, respectively. As to the data, 
the mean scores of trait and state anxiety in the present study 
were higher and were not in agreement with their study.[27,28] 
Azizi et al. also reported that the mean score of anxiety at the 
end of third trimester was 7.9 ± 3.8, which is not similar to 
the results of the present study.[9] The difference could be due 
to differences in population structure and inclusion criteria, 
as well as the time of testing. These three studies have tested 
anxiety in normal pregnancies, while the present study was 
conducted on preeclampsia females who had undergone 
higher level of stress due to their medical conditions.

In the present study, the mean values of state‑trait anxiety 
6 weeks postpartum were 31.9 ± 5.9 and 32.03 ± 6.5, 
respectively, which were not consistent with the results 
of Azizi et al. Azizi reported the mean score of anxiety as 
7.0 ± 3.3, 4‑6 weeks after delivery. The difference could 
be due to application of different assessment tools and 
different research populations used. Participants in Azizi’s 
study were pregnant women who experienced traumatic 
childbirth and had posttraumatic stress disorder based on 
A criteria of DSM‑IV.[9]

Compared with the analysis at admission and 6 weeks 
postpartum, the results showed the mode of delivery 
contributes to differences in the prevalence of postpartum 
psychological distress after mild and severe preeclampsia, 
which is similar to the report of Blom; however, it is not 
in agreement with the result of Hoedjes.[22,29] Delahaije 
reported  that mode of delivery is a risk factor forming the 
link between preeclampsia and anxiety and depression.[1]

The limitations of this study were as follows. First, the 
present study did not include a control group. Second, the 
results are based on self‑reports. The diagnosis of depression 
requires a full interview. Strengths of our study include 
longitudinal study design, and the control confounders such 
as socioeconomic status, history of medical illness, age, and 
history of depression.

conclusIon

There was a significant difference between anxiety and 
depression at admission and 6 weeks after delivery in 
preeclamptic women.   Severity of depression increased 
and that of anxiety decreased from admission to 6 weeks 

postpartum in preeclamptic women as a  function of 
time after delivery. Severity of preeclampsia was not an 
independent risk factor of subsequent depression and anxiety.

AcknowledgMent

This study was approved and funded by research vice chancellor, 
Mashhad University of Medical Sciences (code: 921085). The 
authors are grateful for the financial support provided by the 
university. They offer their special thanks to Mashhad School of 
Nursing and Midwifery authorities.

references

1. Delahaije DH, Dirksen CD, Peeters LL, Smits LJ. Anxiety and 
depression following preeclampsia or hemolysis, elevated liver 
enzymes, and low platelets syndrome. A systematic review. 
Acta Obstet Gynecol Scand 2013;92:746-61.

2. Abdollahzade Rafi M, Hassanzadeh M, Ahmadi S, Taheri 
M, Hosseini MA. Relationship between social support with 
depression and anxiety during third trimester pregnancy. Iran 
J Nurs Res 2012;7:1-10.

3. Nasreen HE, Kabir ZN, Forsell Y, Edhborg M. Prevalence and 
associated factors of depressive and anxiety symptoms during 
pregnancy: A population based study in rural Bangladesh. BMC 
Womens Health 2011;11:22.

4. Kathree T, Selohilwe OM, Bhana A, Petersen I. Perceptions of 
postnatal depression and health care needs in a South African 
sample: The “mental” in maternal health care. BMC Womens 
Health 2014;14:140.

5. Masoudnia E. Relationship between perceived social support 
and risk of postpartum depression disorder. Iran J Nurs 
2011;24:8-18.

6. Chang HP, Chen JY, Huang YH, Tyan JY, Yeh CJ, Su PH, et al. 
Prevalence and factors associated with depressive symptoms 
in mothers with infants or toddlers. Pediatr Neonatol 
2014;55:470-9.

7. Goodman JH, Chenausky KL, Freeman MP. Anxiety disorders 
during pregnancy: A systematic review. J Clin Psychiatry 
2014;75:e1153-84.

8. Ferreira CR, Orsini MC, Vieira CR, do Amarante Paffaro AM, 
Silva RR. Prevalence of anxiety symptoms and depression in 
the third gestational trimester. Arch Gynecol Obstet 2014.  
[In Press].

9. Azizi M, Lamyian M, Faghihzadeh S, Nematollahzadeh M. 
Effectiveness of counseling on anxiety after traumatic childbirth 
in nulliparous women: A randomized Single blind randomized 
clinical. J Med Sci Kermanshah 2010;13:219-27.

10. Thiagayson P, Krishnaswamy G, Lim ML, Sung SC, Haley CL, 
Fung DS, et al. Depression and anxiety in Singaporean high-risk 
pregnancies - prevalence and screening. Gen Hosp Psychiatry 
2013;35:112-6.

11. Cunningham F, Leveno K, Bloom S, Hauth J, Rouse D, Spong C. 
Williams Obstetrics. 23rd ed, New York: The Mc Graw Hill 
Medical publishing; 2010. p. 646,706-728, 1176-1180.

12. Nikpoor M, Abedian Z, Mokhber N, Khaleghi Z, Bani Hussein SZ, 
Ebrahim Zadeh S. Relationship type of delivery with postpartum 
depression. J Mental Health 2012;14:46-53.

13. Bijlenga D, Koopmans CM, Birnie E, Mol BW, van der post ja, 
Bloemenkamp KW, et al. Health-related quality of life after 



Abedian, et al.: Depression, anxiety in preeclapmtic women

Iranian Journal of Nursing and Midwifery Research | July-August 2015 | Vol. 20 | Issue 4  459

induction of labor versus expectant monitoring in gestational 
hypertension or preeclampsia at term. Hypertens Pregnancy 
2011;30:260-74.

14. Palmsten K, Setoguchi S, Margulis AV, Patrick AR, 
Hernández-Díaz S. Elevated risk of preeclampsia in pregnant 
women with depression: Depression or Antidepressants? Am 
J Epidemiol 2012;175:988-97.

15. Pacher J, Brix E, Lehner R. The mode of delivery in patients 
with preeclampsia at term subject to elective or emergency 
Cesarean section. Arch Gynecol Obstet 2014;298:263-7.

16. Tuovinen S, Eriksson JG, Kajantie E, Lahti J, Pesonen AK, 
Heinonen K, et al. Maternal hypertensive disorders in 
pregnancy and self-reported cognitive impairment of the 
offspring 70 years later: The Helsinki Birth Cohort Study. Am 
J Obstet Gynecol 2013;208:200.e1-9.

17. Borgan K. Perinatal depression and anxiety beyond 
psychopharmacology. Psychiatr Clin N Am 2013;36:183-8.

18. Rubertsson C, Hellström J, Cross M, Sydsjö G. Anxiety in early 
pregnancy: Prevalence and contributing factors. Arch Womens 
Ment Health 2014;17:221-8.

19. Brussé I, Duvekot J, Jongerling J, Steegers E, De Koning I. 
Impaired maternal cognitive functioning after pregnancies 
complicated by severe pre-eclampsia: A pilot case-control 
study. Acta Obstet Gynecol Scand 2008;87:408-12.

20. Kharaghani R, Geranmaye M, Janani L, Hantooshzade S, 
Arbabi M, Rahmani Bilandi R, et al. Preeclampsia and depression: 
A case-control study in Tehran. Arch Gynecol Obstet 
2014;286:249-53.

21. Habli M, Eftekhari N, Wiebracht E, Bombrys A, Khabbaz M, 
How H, et al. Long-term maternal and subsequent pregnancy 
outcomes 5 years after hemolysis, elevated liver enzymes, 
and low platelets (HELLP) syndrome. Am J Obstet Gynecol 
2009;201:385.e1-5.

22. Hoedjes M, Berks D, Vogel I, Franx A, Bangma M, Darlington AS, 
et al. Postpartum depression after mild and severe preeclampsia. 
J Womens Health (Larchmt) 2011;20:1535-42.

23. Abdekhodae MS, Mahram B, Eyzanloo Z. Relationship between 
perfectionism and state anxiety in student. Res Clin Psychol 
Couns 2011;1:47-58.

24. Rajabi GR, Karjo Kasmai S. Psychometric properties 
of a Persian-Language version of the Beck Depression 
Inventory - Second Edition (BDI-II). J Educ Meas 2013;10:139-58.

25. Baecke M, Spaanderman MF, Van der Werf SP. Cognitive 
function after pre-eclampsia: An explorative study. J Psychosom 
Obstet Gynacol 2009;30:58-64.

26. Kim DR, Sockol LE, Sammel MD, Kelly C, Moseley M, Epperson CN. 
Elevated risk of adverse obstetric outcomes in pregnant women 
with depression. Arch Womens Ment Health 2013;16:475-82.

27. Teixeira JM, Fisk NM, Glover V. Association between maternal 
anxiety in pregnancy and increased uterine artery resistance 
index: Cohort based study. BMJ 1999;318:153-7.

28. Dayan J, Creveuil CH, Marks M, Conroy S, Herlicoviez M, 
Dreyfus M, et al. Prenatal Depression, Prenatal Anxiety, and 
Spontaneous Preterm Birth: A Prospective Cohort Study 
among Women with Early and Regular Care. Psychosom Med 
2006;68:938-46.

29. Blom EA, Jansen PW, Verhulst FC, Hofman A, Raat H, Jaddoe VW, 
et al. Perinatal complications increase the risk of postpartum 
depression. The Generation R Study. BJOG 2010;117:1390-8.

How to cite: Abedian Z, Soltani N, Mokhber N, Esmaily H. Depression 
and anxiety in pregnancy and postpartum in women with mild and 
severe preeclampsia. Iranian J Nursing Midwifery Res 2015;20:454-9.

Source of Support: Vice chancellor, Mashhad University of Medical 
Sciences (code: 921085), Conflict of Interest: None declared.


