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Abstract 

Common mental disorders during pregnancy, including anxiety and depression related 

disorders, lead to a number of physical problems for neonates including lower birthweight, 

being born prematurely, and a lower Apgar score. Furthermore, being a single mother, having 

low perceived social support, and low education status are generally believed to mediate the 

relationship between maternal common mental disorder and neonatal negative birth 

outcomes. A large population of pregnant women (N = 2523) were invited to participate in 

the present research study and data were collected throughout their pregnancies and from 

their children postpartum. The mother’s childbirth records were used to obtain data about the 

neonates. Screening instruments such as the EPDS and DASS-42 were used to assess whether 

or not they would be offered to undergo a structured clinical interview as a diagnostic 

measure. A final sample of the current study were 528 pairs of women and their neonates. 

Results from a Chi-squared test and independent t-tests showed that maternal CMD did not 

have an effect on Apgar score, low birthweight, or gestational length. No covariates were 

found to significantly alter the relationship between maternal CMDs and neonatal negative 

birth outcomes according to regression models. These findings suggest that expectant 

Icelandic mothers should not be concerned about how anxiety and depression related 

disorders affect their child. 

Útdráttur 

Algengar geðraskanir á meðgöngu eins og kvíða- og þunglyndisraskanir leiða til fjölmargra 

líffræðilegra vandamála fyrir nýbura, til dæmis lægri fæðingarþyngd, fyrirburafæðing, og 

lægra Apgar skor. Nokkrir þættir eru taldir hafa áhrif á samband geðraskana mæðra á 

meðgöngu og neikvæðu áhrifunum á nýbura en þeir þættir eru meðal annars það að vera 

einstæð móðir, að hafa lágan félagslegan stuðning og litla menntun. Stóru þýði kvenna (N = 

2523) var boðið að taka þátt í þessari rannsókn og var gögnum safnað á meðgöngu og frá 

börnum þeirra eftir fæðingu. Upplýsingar um nýbura voru teknar úr mæðraskrá. 

Skimunartæki eins og EPDS og DASS-42 voru notuð til þess að ákvarða hvort að konur ættu 

að fara í klínískt greiningarviðtal. Loka úrtak innihélt 528 konur. Niðurstöður úr Kí-kvaðrat 

prófi og t-prófum leiddu í ljós að algengar geðraskanir móður á meðgöngu höfðu engin 

marktæk áhrif á Apgar skor, fæðingarþyngd eða fyrirburafæðingar. Engar skýribreytur 

breyttu sambandi milli geðraskana móður og útkomu nýburans samkvæmt aðhvarfsgreiningu. 

Þessar niðurstöður gefa til kynna að íslenskar verðandi mæður ættu ekki að hafa miklar 

áhyggjur af því hvernig kvíða- og þunglyndisraskanir á meðgöngu hafa áhrif á barnið.  
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Prenatal common mental disorders: The effects on neonatal negative birth outcomes in 

Iceland. 

Reproductive health is vital for the maintenance of the human species and the well-

being of our societies. An estimated 211 million pregnancies occur yearly across the world, 

according to the World Health Organization (2005). In the year 2018 the total fertility rate in 

Iceland was 1.707 children (Statistics Iceland, 2019). This implies that pregnancy and 

childbirth concernes a large majority of women in Iceland. A pregnancy is considered to be 

full term if it lasts thirty-seven weeks and six days from the day of fertilization (Thorlacius, 

2012, p. 285) and a premature delivery is when a child is born three weeks or earlier than 

their estimated due date (Mayo Clinic Staff, 2017). The terms prenatal and antenatal refer to 

any time during pregnancy leading up to the birth and are often used synonymously 

(“Antenatal,” n.d.).  

Pregnancy is a time of vulnerability where mental illness often becomes more 

prevalent (Bohra et al., 2015; Dennis et al., 2017). Mental illness during pregnancy has been 

shown to lead to a number of serious neonatal and maternal complications. Maternal 

complications include problems during pregnancy, delivery, and postpartum (Chung et al., 

2001; Robertson et al., 2004; Setse et al., 2009). Neonatal complications right after delivery 

include various physical problems (T. Field et al., 2004; Gentile, 2015; Jomeen, 2004; 

Mongan et al., 2019). It is important to identify and measure the effects of mental illness 

during pregnancy in order to understand their severity and try to minimize risks for expectant 

mothers.  

Common mental disorders 

Common mental disorders include depression related disorders and anxiety related 

disorders (World Health Organization, 2017). Similarly, depression and anxiety happen to be 

the most common mental disorders affecting pregnant women (Farias et al., 2013; Jha et al., 

2018; O’Hara & Wisner, 2014). Perinatal mental illness is defined as any psychiatric disorder 
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that is prevalent during pregnancy and as long as one year postpartum (“Antenatal,” n.d.). 

The onset and duration of these disorders can vary. What they all should have in common is 

to exceed some screening threshold in interviews or on any relevant screening instrument 

which are predetermined to represent the presence of mental disorder. 

 The current literature estimates that between 10.4% and 24.6% pregnant women 

experience anxiety (Berle et al., 2005; Dennis et al., 2017; Rubertsson et al., 2014). 

Additionally, the prevalence of perinatal depression is estimated to be between 7.4% and 

18.4% (Bennett et al., 2004; Felice et al., 2004; Gavin et al., 2005). There is an established 

comorbidity rate between anxiety and depression providing evidence for the theory that the 

neonate affected by one type of mental disorder may also be affected by the other (Falah-

Hassani et al., 2017; Linda Bara Lydsdottir et al., 2018). Maternal CMDs can have a serious 

impact on maternal physical and mental health during and after pregnancy.  

Maternal health deterioration associated with CMDs 

The effects that CMDs have on maternal health include delivery complications, lower 

quality of life during pregnancy, and postpartum depression (Chung et al., 2001; Robertson et 

al., 2004; Setse et al., 2009). Depression in late pregnancy can lead to an increased risk of 

epidurals, operative deliveries, including ceasarean sections and instrumental vaginal 

deliveries (Chung et al., 2001). Furthermore, increased CMD symptoms were shown to lead 

to prolonged labour (Hanlon et al., 2009). In a research study by Setse et al. (2009) mothers 

with CMDs reported a lower quality of life during the first trimester, including more bodily 

pain, lower vitality, and lower social functioning. They also reported lower quality of life in 

the second trimester, including lower physical functioning, general health, vitality, and social 

functioning. These effects were also prevalent throughout the third trimester. In addition, 

both prenatal depression and anxiety have been identified as risk factors for developing 

postpartum depression (Robertson et al., 2004). Complications due to prenatal CMDs are not 

limited to the mother, but also impact the neonate in numerous ways.  
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Neonatal negative birth outcomes associated with maternal CMDs 

Most research studies find that the aforementioned CMDs can have a serious impact 

on neonatal health (T. Field et al., 2004; Gentile, 2015; Glover, 2014; Linda Bara Lydsdottir 

et al., 2018; Mongan et al., 2019; Stein et al., 2014). These impacts include various physical 

complications and alterations such as altered hormone levels, heart rate, and even structural 

malformations. Others disagree with these findings (Anderson et al., 2004; Faisal-Cury & 

Rossi Menezes, 2007; Hanlon et al., 2009). The main physical aspects that maternal CMDs 

seem to affect are the Apgar score, gestational length, and birthweight. 

Effects on the Apgar score. The Apgar score is an assessment measure which is used 

across the western world and can be used rapidly after the birth of a child to efficiently 

determine their health status and assess their requirement for clinical intervention (Newborn 

& Practice, 2015). Health aspects are scored on a scale of zero to two and the highest score is 

ten, indicating good health. Research has shown that maternal CMD is associated with an 

Apgar score under seven at one- and five minutes post birth (Mongan et al., 2019). A 

research study in Norway found that maternal anxiety disorder was associated with a lower 

Apgar score at one- and five minutes post birth, however, the same was not true for maternal 

depression (Berle et al., 2005). Similarly, a large research study in Denmark showed that 

prenatal depression was not associated with a lowered Apgar score unless antidepressants 

were involved (Jensen et al., 2013). Research studies therefore seem to support the claim that 

anxiety related disorders, rather than depression related disorders effect the Apgar score of a 

neonate. Maternal depression related CMDs however, do seem to be a risk factor for certain 

physical health aspects in a newborn. 

Effects on gestational length, low birthweight, and more. Research studies have 

shown that antenatal depression can lead to hyperactivity of the fetus, irregular fetal heart 

rate, increased cortisol and norepinephrine levels, altered EEG patterns, increased rates of 

premature deaths, increased neonatal intensive care unit admissions, lower birthweight, and 
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premature delivery (T. Field et al., 2004; Gentile, 2015). Pregnancy specific anxiety is 

associated with spontaneous abortion, fetal structural malformations, increased risk of 

preterm delivery, and low birthweight (Jomeen, 2004).  

Other research studies have provided evidence to the contrary, that there is no 

association between prenatal depression and shorter gestational length, birth weight, or Apgar 

score (T. Field et al., 2004; Gentile, 2015; Rita Suri et al., 2007). Suri et al. (2004) were also 

unable to link any CMD to low birth weight or shorter gestational length. There seems to be 

some level of disagreement in the current body of literature regarding the effects of common 

mental disorders on negative birth outcomes. A number of confounding variables and their 

effect on this relationship have caught the eyes of researchers.  

Covariates 

Several factors have been found to have a significant mediating or moderating effect 

on the relationship between maternal common mental disorder and the negative birth 

outcomes. These factors include low perceived social support (Collins et al., 1993; Fisher et 

al., 2012; Nylen et al., 2013), being a single mother or unmarried (Jha et al., 2018), and low 

education status (Fisher et al., 2012; Linda B. Lydsdottir et al., 2014; MacGinty et al., 2020). 

Other factors associated with prenatal CMD include intimate partner violence, unplanned 

pregnancy, history of depression, past trauma, food insecurity, and more (Jha et al., 2018). 

All of these variables increase the likelihood of a maternal mental disorder diagnosis and 

therefore potentially increase the chances of negative birth outcomes. Furthermore, high 

perceived social support, being married or in a supportive relationship, and high education 

status serve as protecting factors (Fisher et al., 2012). Several factors seem to effect the 

relationship between prenatal CMDs and neonatal negative birth outcomes. With the 

aforementioned body of research in mind, some main hypotheses were formed. 

Aim of the current study and hypotheses  
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The aim of this research study is to examine whether the presence of a common 

mental disorders during pregnancy increases the chances of negative neonatal birth outcomes. 

A major problem characterizing the current body of literature is that the research studies with 

many participants are largely using self-report measures of mental disorders (Chung et al., 

2001; T. Field et al., 2004; Mongan et al., 2019). The research studies that use the diagnostic 

clinical interview to assess mental disorder have very few participants (T. Field et al., 2008; 

Rita Suri et al., 2007). To our knowledge, a meta analyses incorporating only research studies 

using the diagnostic clinical interview as a method of assessment has yet to be done. 

However, there are meta-analyses that have compared and used both research studies with 

stuctured clinical interviews as well as research studies using only screening instruments to 

make their claims (Gentile, 2015; Stein et al., 2014). 

To our knowledge, this will be among the first studies that use structured clinical 

interviews to diagnose common mental disorders in a large population (N=528), as opposed 

to only using screening instruments. Therefore we will be using a more robust way to 

examine the relationship between mental disorder during pregnancy and neonatal birth 

outcomes. 

Through assessing the status of the current literature, three main hypotheses were 

formed. The first hypothesis was that neonates of mothers who are diagnosed with a common 

mental disorder are more likely to have negative birth outcomes (lower Apgar score at one- 

and five minutes, lower birthweight, and shorter gestational length) than neonates of mothers 

who are not diagnosed with a common mental disorder. The second hypothesis was that 

pregnant women who are diagnosed with more common mental disorders, and therefore give 

birth to neonates who are exposed to more distress, are more likely to show worse negative 

birth outcomes than women who have fewer or no diagnoses. The last hypothesis was that 

pregnant women who are single, have low education status, or low perceived social support 
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are more likely to be diagnosed with one or more common metal health disorders and 

therefore increased chances of negative birth outcomes in neonates.  

Method 

Participants 

A total of 2523 pregnant women in weeks 12 to 14 of gestation were invited to 

participate in the longitudinal research study, the Icelandic Study of Perinatal Mental Health 

(ISPMH). Women were recruited from 11 primary health care centers around Iceland where 

they also received prenatal health care. In order to be eligible for the research study women 

had to be older than 16 and be able to speak and read Icelandic. Women who had a diagnosis 

of schizophrenia, acute psychotic symptoms, or cognitive impairment were excluded from the 

study. A group of 562 women were interviewed and 34 were excluded if they were carrying 

twins or had inaccessible birth records. In this study, data from 528 pairs of mothers and their 

children were used. 

Procedure 

Midwives and nurses recruited participants under the supervision of a clinical 

psychologist. Every woman signed a form of informed consent. Women who agreed to 

participate were asked to fill out two psychological screening measures, including the 

Edinburgh Postnatal Depression Scale (EPDS) and the Depression, Anxiety, and Stress 

Scales (DASS-42) at weeks 16, 25, and 36 of their pregnancy. Every woman who scored a 12 

or higher on the EPDS, ten or higher on the DASS depression measure, or eight or higher on 

the DASS anxiety score were invited to a psychiatric diagnostic interview. One in every four 

women who did score above the threshold on the EPDS or DASS were randomly selected to 

attend the diagnostic interview as well. The women who were selected to attend the 

diagnostic interview were assessed with the Mini-International Neuropsychiatric Interview 

Plus (MINI-plus) as well as the Multidimensional Scale of Perceived Social Support 

(MSPSS). The neonates’ data came from the mothers’ childbirth records.  
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Measures 

The Apgar score 

According to the American Academy of Pediatrics (2015), the Apgar score is 

determined by various health aspects, including heart rate, reflexes, muscle tonus, respiratory 

effort, and skin color. This standardized measurement is generally performed at one-minute 

post-birth and again five-minutes post-birth (Newborn & Practice, 2015). According to the 

Committee of Fetus and Newborn (1986), a low Apgar score at one and five minutes is an 

excellent indicator of whether a neonate is in need of resucitation. Generally, research studies 

have been defining an Apgar score below 8 as a low score (Berle et al., 2005), while the 

Neonatal Encephalopathy and Neurologic Outcome report defines a score of 7 to 10 as 

reassuring, 4 to 6 as moderately abnormal and under 4 as low (Newborn & Practice, 2015).  

The MINI plus interview 

The semi-structured clinical interview, the MINI-Plus, was used to diagnose mental 

disorders during pregnancy. Multiple experienced female clinicians carried out these 

interviews and inter-rater reliability between them was high (kappa= 0.86 (p < 0.001), 95% 

CI 0,75, 0.97) (Linda Bara Lydsdottir et al., 2018). These diagnoses were based on DSM-IV 

criteria and clinicians were blind to the previously collected DASS and EPDS scores. The 

diagnoses that were used in this research study were the common mental disorders which 

included: major depressive disorder, dysthymia, panic disorders, obsessive-compulsive 

disorders (OCD), posttraumatic stress disorders (PTSD), generalized anxiety disorders 

(GAD), agoraphobia, social phobia, and simple phobia.  

Multidimensional Scale of Perceived Social Support (MSPSS) 

The clinicians that carried out the MINI-plus also supervised women when they filled 

out the MSPSS. The MSPSS is a questionnaire and self-report measure of perceived social 

support which includes 12 items and is rated on 7 point Likert scale (G. Zimet et al., 1988). 

The scale ranges from 1 (very strongly disagree) to 7 (very strongly agree). The MSPSS 



 11 

includes three subscales, each containing four items: family, friends and significant other. A 

higher score indicates greater perceived social support. The authors and further research on 

psychometric properties of the MSPSS reported strong factorial validity, good internal and 

test-retest reliability as well as moderate construct validity (Dahlem et al., 1991; G. Zimet et 

al., 1988; G. D. Zimet et al., 1990). An internal reliability analysis of the MSPSS scale 

revealed a Cronbach‘s alpha value of 0.941 which is considered high and within an 

acceptable range (Tavakol & Dennick, 2011). 

Statistical Analysis 

To examine the differences between mothers with CMD and mothers without CMD 

and the effects on neonatal Apgar score, birthweight, and gestational length a number of 

statistical tests were performed. The tests included; Pearsons Chi-square test, Fisher‘s exact 

test, independent samples T-tests, simple linear regression, and multiple linear regression. 

The Pearsons Chi-square test and Fisher‘s exact test were used to find whether there was an 

association between maternal CMD and whether or not the neonate was born prematurely. 

The independent samples T-tests were used to examine whether there was an association 

between maternal CMD and Apgar score as well as birthweight. The simple linear regression 

was used to assess whether the number of maternal CMDs would effect all three outcome 

variables. Multiple linear regression was used to examine whether the covariates had an 

effect on the relationship between maternal CMD and the three neonatal birth outcomes. The 

level of significance was p = 0.05 and the confidence interval was 95. According to Cohen‘s 

(1988) effect size guidelines, r = 0.10 is considered to be small, r = 0.30 is considered to be 

medium and, r = 0.50 is considered to be large.  

In the Chi-square test two main assumptions were tested, the assumption of 

independence and the assumption that no expected counts were under five (A. P. Field, 2016, 

p. 735). The data were independent of each other so there was no violation of the first 
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assumption. There were no expected counts under five so the second assumption was not 

violated either.  

The assumption of equal variances was tested for each of the independent samples t-

tests (A. P. Field, 2016, pp. 172–176). Equal variances were assumed for birthweight and 

Apgar score for the independent samples t-tests. The Levene‘s test of homogeneity for 

birthweight was not significant, p = 0.242, so equal variances were assumed. The Levene‘s 

tests were not significant for either time of measurement for the Apgar score, p = 0.129 for 

one minute post birth and p = 0.901 for five minutes post birth. Therefore, equal variances 

were assumed. 

The first assumption of a large sample was met in all simple linear regression models 

(N = 528). The second assumption, that the dependent variable was continuous and had a 

greater variance than the independent variable was also met. Additionally, the independent 

variable on an ordinal scale so the third assumption was met. The fourth assumption that all 

data were independent of each other was also met for all regression models. Lastly, the 

collinearity statistics, variance indication factor (VIF) and tolerance, were within an 

acceptable range for all regression models since the VIF never exceeded 10 and the tolerance 

statistic was always larger than 0.1 (A. P. Field, 2016).  

A couple of assumptions were tested for the multiple regression model which were 

performed on the covariates single relationship status, low perceived social support, and low 

education status. Firstly, the multiple regression model for Apgar score at one and five 

minutes was tested. The tolerance and VIF statistics were within reasonable limits so we were 

able to rule out multicollinearity. The plots, however, indicated some deviations from 

normality and some outliers for both times of recording. Secondly, birthweight was tested 

and showed that the tolerance and VIF scores were within reasonable limits so no idication of 

multicollinearity was present. The plots also indicated very little deviation from normality 

with only a couple of outliers. Thirdly, gestational length had tolerance and VIF scores which 
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did not indicate multicollinearity and the plots demonstrated little deviation from normality 

(A. P. Field, 2016).  

The program used for statistical analyses was SPSS version 26 (IBM Corp., 2019). 

The independent variables were maternal common mental disorders and the dependent 

variables were the negative birth outcomes.  

Results 

Descriptive statistics 

Of the 528 women that participated in the study, only 197 (or 37.3%) were diagnosed with 

one or more CMD. Table 1 shows some important sample characteristics.  

Table 1 

Sample characteristics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Demographic 

variables   Frequency (Percentage) 

Relationship status 
  

Partnered or married 
 

477 (90.3%) 

Single 
 

47 (8.9%) 

Number of CMDs 
  

None 
 

331 (62.7%) 

One or more 
 

197 (37.3%) 

Age group 
  

17-25 years old 
 

136 (25.8%) 

26-35 years old 
 

333 (63.1%) 

36-40 years old 
 

51 (9.7%) 

 40 ≥ years old 
 

7 (1.3%) 

Education 
  

Low 
 

100 (18.9%) 

Middle 
 

147 (27.8%) 

High 
 

274 (51.9%) 
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A large majority of women were partnered or married and more than half had a high level of 

education. Most women were between the ages of 25-36. 

The highest number of CMDs that a woman was diagnosed with was seven and the 

lowest was one. The least common was to have a diagnosis of seven disorders but there was a 

cumulative increase in the number of women who had a certain number of diagnoses as the 

number of disorders decreased. Table 2 shows how many women were diagnosed with each 

number of CMDs and the respective percent considering the total number of women. 

Table 2 

Frequency and percent of women diagnosed with a number of common mental disorders  

 
 

 

 

 

 

 

 

 

 

Note. CMD = common mental disorders 

Analysis of the effect of CMD on negative birth outcomes 

 Firstly, we assessed whether maternal CMD would increase the chances of giving 

birth prematurely. Results from Chi-square test indicated a non significant association 

between the mental health of the mother and whether or not they gave birth to a premature 

neonate 2(1) = 0.000, p = 0.987.  

 Secondly, we tested whether maternal CMD had an effect on neonatal birthweight. 

On average, women who had a CMD had neonates with smaller gestational weights (M = 

 Pregnant Women 

Variables Frequency  Percent 

No CMD 331 62.7 

1 CMD 95 18.0 

2 CMD 47 8.9 

3 CMD 30 5.7 

4 CMD 12 2.3 

5 CMD 10 1.9 

6 CMD 2 0.4 

7 CMD 1 0.2 

Total 528 100 
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3658, SD = 540.55) than women who had no CMD (M = 3709, SD = 500.55). This difference 

was not significant t(526) = 1.105, p = 0.270. Additionally the effect size was very low, d = 

0.048.  

 Thirdly, we tested whether maternal CMD had an effect on the Apgar score of 

neonates at one and five minutes. Women who had CMDs gave birth to neonates who scored 

higher on the Apgar score on average one minute post birth (M = 7.893, SD = 1.42) than the 

babies of women without a CMD (M = 7.758, SD = 1.66). However, this difference was not 

significant t(526) = -0.955, p = 0.340 and the effect size was also low, d = 0.042. At five 

minutes post birth women with a CMD had babies with a higher Apgar score on average (M 

= 9.320, SD = 0.976) than women without a CMD (M = 9.293, SD = 0.986). This difference 

was not significant t(526) = -0.303, p = 0.762. The effect size was nearly non-existant, d = 

0.013. 

The correlation between birthweight and number of maternal CMDs was -0.034. The 

number of maternal disorders did not statistically significantly predict birthweight, F(1, 526) 

= 0.624, p = 0.430, R2 = 0.001. The correlation between Apgar score at one minute post birth 

and maternal disorders was 0.039. The number of maternal disorders could not significantly 

predict Apgar score at one minute, F(1, 526) = 0.821, p = 0.36, R2 = 0.002. We found similar 

insignificant results for Apgar score at five minutes post birth F(1, 526) = 0.366, p = 0.545, 

R2 = 0.001. The correlation between Apgar score at five minutes and maternal disorders was 

0.026. Lastly, the correlation between gestational length at birth and maternal disorders was -

0.077. The number of maternal disorders could not significantly predict gestational length at 

birth, F(1, 526) = 3.104, p = 0.079, R2 = 0.006. 

Analysis of mediating and moderating factors 

Finally, we tested whether three variables had a mediating or moderating effect on the 

relationship between maternal CMD and the three main negative birth outcomes. The three 

covariates were maternal relationship status, education, and perceived social support. 
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Firstly, we tested the effect of education, relationship status, and perceived social 

support on the relationship between maternal CMD and the Apgar score at one and five 

minutes. The independent variables, CMDs, perceived social support, education and 

relationship status, explained only 1.1% of the variance in the Apgar score at one minute (R2 

= 0.011) and 1.4% of the variance in the Apgar score at five minutes (R2 = 0.014). Neither 

models could predict accurately the outcomes of the Apgar score at one or five minutes, F(7, 

499) = 0.823 , p = 0.596, and F(7, 499) = 0.981, p = 0.444 respectively. We were able to find 

that one B value was significant for the Apgar score at five minutes (p = 0.026). As the score 

on the MSPSS list in the friends catergory increased by one point the Apgar score at five 

minutes decreased by 0.115 points. In conclusion, low education, single relationship status, 

and low perceived social support did not affect the relationship between maternal CMD and 

the Apgar score of the neonate at one or five minutes.  

Secondly, we tested the effect of the three covariates, education, relationship status, 

and perceived social support on the relationship between maternal CMD and the neonates 

weight at birth. Maternal CMDs, education, relationship status, and perceived social support 

were able to explain only 0.4% of the variance in the neonates weight (R2 = 0.004). These 

independent variables were unable to accurately predict the outcomes for the neonates 

birthweight, F(7, 499) = 0.295, p = 0.956. Low education, single relationship status, and low 

perceived social support did not influence the relationship between maternal CMDs and 

neonatal birthweight. 

Lastly, we tested the effect of the three covariates on the relationship between 

maternal CMD and gestational length of the neonate. Maternal CMD, education, relationship 

status, and perceived social support were able to explain 0.9% of the variance in gestational 

length (R2 = 0.009). These variables could not significantly predict outcomes in gestational 

length, F(7, 499) = 0.642, p = 0.721. Therefore, low education, single relationship status and 
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low perceived social support did not mediate the relationship between CMD and gestational 

length of the neonate.  

Discussion 

Our results seem to suggest that prenatal CMDs are not associated with any neonatal 

negative birth outcomes and that none of the tested covariates significantly mediated this 

relationship. However, due to the lack of significance in our findings we are unable to make 

any definitive conclusions about the relationship between these factors. Nonetheless, all of 

our hypotheses were rejected. These results contrast the majority of findings in the current 

body of literature (Gentile, 2015; Glover, 2014; Mongan et al., 2019; Stein et al., 2014). 

However, our results were in line with a number of other research studies that were also 

unable to find an association between prenatal depression and shorter gestational length, birth 

weight, or Apgar score (Anderson et al., 2004; Faisal-Cury & Rossi Menezes, 2007; Hanlon 

et al., 2009; R. Suri et al., 2004; Rita Suri et al., 2007). Support from research studies with 

similar findings brings further validity to our findings.  

After taking into account the current literature as well as our own research findings 

we have come to several conslusions. Firstly, anxiety and depression are the most common 

mental disorders affecting women during pregnancy. Secondly, the current body of literature 

is lacking research studies which use a combination of the structured clinical interviews and 

large samples. Thirdly, CMDs have both been shown to result in preterm birth, low birth 

weight, potentially a subpar Apgar score, and physiological changes in the neonate, as well as 

not result in these negative birth outcomes in past research. However, the present research 

study and several other studies were unable to replicate these common findings. Thererefore, 

we conclude that there is a level of disagreement in the current literature. Fourthly, despite 

convincing evidence that having low perceived social support, low education, and being 

single, increases the chances of prenatal CMDs (Collins et al., 1993; Fisher et al., 2012; Jha 
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et al., 2018; MacGinty et al., 2020; Nylen et al., 2013), our results were unable to confirm 

these findings. 

 Some limitations should be considered when interpreting the results of this study. We 

were unable to exclude some women from the study that might have been beneficial to 

exclude, including those who had medical complications or previous birth complications. 

Future research should aim to exclude these groups of women since including them could 

potentially effect the results. Another limitation with the present study was that there seemed 

to be some problems with the normality assumptions in the multiple regression models for 

Apgar score at one and five minutes. However, no other assumptions of any other tests 

seemed to be a concern, indicating accurate results within the sample. A third limitation are 

som important factors that effect the Apgar score. These factors include maternal anesthesia 

and sedation, trauma, and interobserver differences (Newborn & Practice, 2015). If any of 

these factors were present during delivery there may be some error in the results. A fourth 

limitation is that the sample was made up primarily of Icelandic women and therefore, it 

would be inappropriate to generalize our findings onto other populations. Nevertheless, our 

results provide an important insight into prenatal mental health in Iceland and its effect on 

newborns.  

Despite these limitations, the present research study had many strengths. Firstly, the 

MINI plus and MSPSS have been found to have good reliability and validity. Secondly, the 

present study included a large sample size (N = 528) which eliminates bias. Thirdly, a 

structured clinical interview as well as screening measures were used as a diagnostic tool 

instead of only self-report measures. This is an important factor because using a clinical 

interview brings more accuracy to the diagnosis of CMDs.  

Future research should continue to collect data from large samples of women across 

the world and include the structured clinical interview as a main measurement tool for 

diagnosing women with CMDs. Furthermore, it is evident that more research studies need to 
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be added to the current body of literature on the impact of CMDs on the Apgar score of 

neontes. The Apgar score is a widely used and trusted assessment of a neonates health 

directly after birth and therefore it is important that research studies focus on this connection 

(Newborn & Practice, 2015). 

If we take into account the results from the present study as well as others which have 

similar findings, we could infer that women who suffer from prenatal common mental 

disorders would not have to worry about how their mental health impacts their unborn 

neonates‘ physical health. Nonetheless, we should make these inferences carefully. 
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