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Abstract 

 The purpose of this study was to examine the relation between socioeconomic status, 

perinatal depression, and birth outcomes. A total of 611 prenatal care-seeking women were 

recruited from two different hospital-affiliated obstetric clinic sites in Florida. Data on 

depression symptoms, educational attainment, income, obstetric outcomes, and neonatal health 

were examined. The birth outcomes examined included gestational age at delivery, birth weight, 

the occurrence of any obstetric complications, and APGAR scores. The patient health 

questionnaire, PHQ-9, a self-administered version of the PRIME-MD diagnostic measurement 

was used to test depression. The results revealed a significant association between birth 

outcomes and socioeconomic status but no association between prenatal depression and birth 

outcomes. Results suggest that further investigation on the association between prenatal 

depression and birth outcomes must be conducted to produce more conclusive results. 

Furthermore, women of lower socioeconomic status are at greater risk for adverse birth outcomes 

and could benefit from greater vigilance and access to educational resources. 

 

 

             

   

 

 

 

 

 



   

  

 

Introduction 

Approximately 500,000 children are born each year to mothers with depression. An 

estimated 75% of these women go untreated, exposing themselves and their children to 

heightened risks for further illnesses (Martin et al., 2009). Such figures pose significant 

implications for public health as previous studies have suggested a relation between  

antepartum depression and neonatal outcome. Studies have, particularly, cited an increased risk 

of pre-term birth (PTB) and low birth weight (LBW). Pre-term birth has been associated with an 

increased risk of central nervous system disorders as well as neurologic and developmental 

impairments, and low birth weight has been found to correlate with numerous somatic conditions 

including cardiovascular disease and diabetes (Barker, 1999). Moreover, socioeconomic 

background has been identified as an important determinant of inequity in maternal status and 

fetal health (Luo, Wilkins, Kramer 2006). Social characteristics such as low income and less 

educational attainment have been significantly associated with a wide range of neonatal health 

complications, including PTB and LBW. Considering the potential effects of prenatal depression 

and its prevalence amongst women of low-income background, it is imperative to examine 

depression and adverse birth outcomes and the influence of socioeconomic status. 

Research on perinatal depression and birth outcomes has suggested that elevated levels of 

depression are associated with obstetric outcomes and neonatal health. Nevertheless, the role of 

depression in predicting obstetric outcomes has been difficult to conclude. Inconsistencies in 

measurements across studies have ranged widely and have revealed conflicting findings.  

Furthermore, studies conducted on low income populations have tended to demonstrate an 

independent association between prenatal depression and birth outcomes, whereas population 



   

  

based studies or those conducted on non-specific groups have failed to show any evidence. For 

instance, Orr, James, and Blackmore (2002) examined the relation between maternal depressive 

symptoms and spontaneous preterm births in African-American women. The study was 

conducted in a low-income serving area of Baltimore, Maryland and used the Center for 

Epidemiological Studies Depression (CES-D) Scale to measure depression status. While 

controlling for clinic, behavioral, and demographic variables, the results indicated that 

depression was independently associated with spontaneous pre term births. Steer et al. (1992), 

conducted a study with inner city adolescents and adults from U.S. minority groups and found a 

5-7% rise in the risk of delivering pre-term or low birth weight infants for each point of increase 

in the Beck Depression Inventory Scale. Similarly, Hoffman and Hatch (2000) examined the 

relation between depression symptoms and fetal growth among 666 women using the CES-D 

scale. The sample included women from a diverse social background and noted that among 222 

women from lower occupational statuses, each unit increase on the CES-D at 28 weeks of 

gestation was associated with a decrease of 9.1 g. Although, Hoffman and Hatch (2000) analyzed 

a diverse sample of women, they still only found significant results amongst their low income 

participants. As can be seen, there is evidence that prenatal depression can have an effect on 

neonatal development, nevertheless, the studies above are limited to low-income populations.   

Other studies, using more diverse populations, have found little or no evidence of 

depression effects on birth outcomes. Andersson et al. (2004) used a population based sample to 

conduct a study in Switzerland on a sample of 1,495 women. Women were screened for 

depression with the Prime-MD patient health questionnaire between 16 and 18 weeks of 

gestation. The results of the study did not demonstrate any evidence of a significant association 

between neonatal outcomes and antenatal depressive disorders. Furthermore, according to an 



   

  

investigation carried out by Suri et al. (2007), maternal depression did not increase the risk of 

adverse birth outcomes, particularly, lower gestational age and preterm birth. The study sampled 

included a sample 90 women, with differing social backgrounds who were examined monthly for 

depression. The measures used were the structured clinical interview for DSM IV mood module 

for depression, the Beck Depression Inventory, and the Hamilton Depression rating scale. 

Additionally, an investigation carried out on ethnic differences in birth weight also revealed no 

significant association between neonatal birthweight and prenatal depression. A diverse sample 

of pregnant women from one of six ethnic groups (African-American, Chinese, Dominican, 

Puerto Rican, and Non-Hispanic White) was used and depression in patients was measured by 

the CES-D between 16 to 28 weeks of gestation (Shiono, Rauh, Park, Lederman, and Deborah 

1997). 

Collectively, literature has demonstrated inconclusive results towards the role of prenatal 

depression in affecting birth outcomes. Some studies have provided evidence for a relation, 

others have yet to find any significant differences between the neonatal health of depressed and 

non-depressed mothers. Moreover, the difference in measures used for neonatal outcomes and 

depression status add additional complexity towards understanding the association between 

mood symptoms and birth outcomes. Although, the role of poverty is an important predictor of 

major depression, there has been a dearth of information addressing the principle socio-

demographic variables that produce such a relation.  

 Consequently, the aim of this research project was to increase the existing knowledge 

related to the association between prenatal depression status, socioeconomic status, and birth 

outcomes. Specifically, the objective was to test the hypotheses that women from lower 



   

  

socioeconomic status are more likely to have adverse birth outcomes and that fetuses exposed to 

prenatal depression will have worse neonatal health outcomes.   

 The thesis project was conducted as a sub-study of a larger pilot study under the principal 

investigation of Dr. Flynn. The main objective of the larger pilot study was to establish the 

feasibility of research and intervention in the field of perinatal depression and increase the 

treatment of depression in obstetric clinics. 

Methods 

 As part of an ongoing cross-sectional pilot study on prenatal depression, data was 

collected from 611 women registered for prenatal care at two hospital-affiliated obstetric clinics 

located in Tallahassee and Pensacola, Florida. The criteria for eligibility were (1) being of age 18 

or older, (2) proficiency in the English language, (3) and receiving prenatal care at the 

participating clinics. This study and its procedures were approved by the Florida State University 

Institutional Review Board. 

Different methods of collecting data were employed at each clinic due to clinic system 

factors. At the clinic in Tallahassee, Florida, between July and August of 2012, a total of 271 

patients were recruited for the study. Trained research assistants approached patients in the 

waiting room of the clinic during a regularly scheduled prenatal care visit at various days per 

week. Prior to the beginning of each week, a list of eligible patients was produced using clinic 

records to guide the research assistants in their recruitment of subjects.  When approached, 

women were informed of the nature of the study, the confidentiality policies, and that their 

participation was independent of their care at the clinic. Women who agreed to participate 

completed an informed consent and a brief questionnaire. The questionnaire collected 

information on age, race/ethnicity, income, education background, insurance type, marital status, 



   

  

work status, and depression status.  To review medical record and birth outcome data, research 

assistants accessed an electronic medical record database during regularly scheduled shifts at the 

participant recruitment clinic site. Completed questionnaires, consent forms, and data extraction 

forms were all tracked and returned by research assistants to the FSU College of Medicine within 

48 hours of their collection. 

A retrospective medical record review was used to collect data at the Pensacola clinic 

site. Between February and June of 2013, trained research assistants extracted medical record 

data from 340 eligible registered prenatal care patients who delivered within the Sacred Hearth 

Health System. All data was collected from paper records and under the supervision of an on 

staff M.D.   

The following data was extracted from medical record review at both clinic sites:  1 

minute and 5 minute APGAR scores, birth weight, gestational age, delivery complications, 

medical/mental health history, documented use of substances, and medications taken during 

pregnancy. After collection of questionnaires and review of medical records, research assistants 

inputted the data into a SPSS14.0 (SPSS, Inc, Chicago, IL) database through the double data 

entry method. Confidentiality of all participants was maintained by applying code numbers to 

each participant and detaching any identifying information from screening or medical extraction 

forms.  

Measures  

Socioeconomic Status 

Socioeconomic status was defined by annual household income and educational 

attainment. Annual household income was measured by the following five income groups: less 

than 15,000, 15,000 to 30,000, 30,000 to 50,000, and 100,000 or more. Data on educational 



   

  

attainment was measured according to the level of degree awarded by an educational institution. 

The following five categories were included in the consideration of education attainment: below 

high school, high school or GED, some college, college graduate (2 or 4 year degree), and 

beyond college graduate. 

Depression Status 

The assessment used to test depression status was the patient health questionnaire (PHQ-

9), a self-administered version of the PRIME-MD diagnostic measurement for mental disorders. 

PHQ-9 has been used widely in clinical as well as non-clinical settings for detecting depression 

and has been evidenced to be a reliable and valid screening tool in measuring depression 

severity.  The PHQ-9 is a 9-item depression module that scores each of the 9 DSM-IV symptoms 

for Major Depressive Disorder as “0” (not at all), “1”  (several days), “2” (more than half the 

days), and  “3” (nearly every day). A total score is established by summing the ratings across the 

nine items. A score of 5, 10, 15, and 20 represent mild, moderate, moderately severe, and severe 

depression, respectively. The standard cutoff point of 10 or above was used in determining 

elevated depression status (Kroenke, Spitzer , Williams 2001).  The PHQ-9 was administered by 

the researchers in the Tallahassee clinic, and by the clinicians at the Pensacola clinic (thus was 

part of the medical record).  

Birth Outcomes 

Birth outcomes were defined according to the four following measures of delivery and 

infant health: Birth weight, gestational age at delivery, 1 minute and 5 minute APGAR scores, 

and delivery complications. Birth weight and gestational age were chosen as specific measures 

based on their recorded association with long term health implications. Low birth weight 

(defined as less than 2,500 grams) has been significantly associated with increased adverse 

http://www.ncbi.nlm.nih.gov/pubmed?term=Spitzer%20RL%5BAuthor%5D&cauthor=true&cauthor_uid=11556941


   

  

health conditions and mortality (Barker 1999;  McCormick 1985; Phillips 1998; Wahlbeck 

2001). Similarly, pre term delivery (defined as birth before 37 weeks of pregnancy) has been 

cited as a significant determinant of increased neonatal and infant morbidity. APGAR scores 

were chosen as they were indicative of the immediate health of the new born. Delivery 

complications were extracted based on a pre designed list. The complete extraction sheet is 

featured in appendix 1 and includes the full list of included and excluded complications. 

Statistical Analyses 

Descriptive information of the sample is presented in Table 1. Frequency and percentages 

were calculated for the following demographic variables: age, marital status, annual household 

income, race, education levels, the average sum of PHQ-9 scores. Means and standard deviations 

were computed for all obstetric data which include five minute APGAR scores, birth weight, 

gestational age at delivery, and delivery complications.  

The primary aim of the analysis was to understand the association between 

socioeconomic status, PHQ-9 scores, and obstetrical outcomes. To examine this aim, bivariate 

correlations were initially computed between the demographic and obstetric outcomes to 

determine which covariates would be best to include in the multivariate model. Subsequently, 

multivariate models were conducted to analyze the relation between the identified significant 

independent variables and obstetrical outcomes. Logistic regression was performed for 

dichotomous obstetric outcomes (Complications) and univariate analyses of variance (ANOVA) 

for continuous outcomes (birthweight, APGAR, and gestational age at delivery). According to 

the bivariate computations, the following variables were included in the multivariate models: 

income, education, and race/ethnicity. Due to the aims of this study, depression status was 

included in the final model regardless of bivariate correlations. Additionally, education and 



   

  

income were not included in the same models due to their high inter-correlation. Instead, two 

sets of four models were created to test the effect of each variable, income and education, 

alongside race and depression status. All analyses were conducted using SPSS14.0 (SPSS, Inc, 

Chicago, IL). 

Results 

 Sample Characteristics  

  Table 1 presents the characteristics and descriptive data of the final sample and 

specifies which demographic data was collected from which clinic.  Drawing from the data 

collected in the Tallahassee clinic, the average age of the women surveyed was 28, with a 

minimum and maximum age of 18 and 41, respectively. The majority of subjects reported to 

have a household income between 50,000 and 100,000.  Including data from the overall sample 

(subjects from both the Pensacola and Tallahassee clinics), approximately half of the women 

indicated having completed some college or more of education while 37.2% of women indicated 

having completed a high school education and 13.1% reported having less than a high school 

education.  Descriptive data on PHQ-9 scores along with obstetrical outcomes were reported for 

both the Pensacola and Tallahassee clinics. The mean score on the PHQ-9 was 4.6 with 11.3% 

(69) of women scoring a 10 or above.  Overall, half of the women reported having one or more 

complications during delivery. 

Association between PHQ-9 Scores, Socioeconomic Status, and Obstetric outcomes 

 Table 2 presents the bivariate correlations computed amongst demographic variables, 

PHQ-9 scores, and each obstetric outcome. There were significant correlations between annual 

household income and highest level of education completed with PHQ-9 score sums. Significant 

bivariate correlations were identified between education level, income, depression status, race, 



   

  

and birth outcomes. Birth weight was significantly correlated with income, education, and race. 

Gestational age at delivery was significantly associated with both income and education level 

while the measure, labor complications, only correlated with education level. Accordingly, the 

only additional demographic variable included in the regression models was race. Due to the 

high multicollinearity between income and education and the different populations from which 

income data was collected, two sets of regression models were run. The first set of four 

regression models tested the predictor variables race, education, and PHQ-9 score sums with 

each of the four obstetric measures. This regression model includes data collected from clinic 

sites in Pensacola and Tallahassee. The second set of four regression models tests the predictor 

variable income instead of education and only uses the sample from the Tallahassee clinic site. 

 Multivariate models corresponding to each obstetrical outcome are presented in tables 3 

and 4. The first set of multivariate models, presented in table 3, was computed with the variables 

education, race, and depression status. These models revealed that when considered with related 

demographic variables, education was significantly associated with three out of four obstetrical 

outcomes; specifically delivery complications (chi-square=18.3(3), p<0.01), birth 

weight(F(3)=5.7 p =.001), and gestational age (F(3)=3.39 p =.018). The fourth model, 5 min 

APGAR scores, was not significant.   

In the second set of models, the variable education was replaced with income. As can be 

seen when tested alongside other related variables, income only showed a significant correlation 

with the model predicting birth weight (F(3)=3.893 P=.01) . The regression model with delivery 

complications as an obstetric outcome (chi-square = 7.6(3) p<0.05) indicates race to be 

significantly correlated with experiencing at least one birth complication during delivery. The 



   

  

regression models including gestational age and APGAR scores, with income as a predictor 

variable, did not demonstrate any significance. 

Discussion  

 Literature has provided inconclusive results on the relation between socioeconomic 

status, prenatal depression and birth outcomes. Preliminary human and animal studies have 

found that depression symptoms can have significant effects on neonatal health. Replicated 

human studies have failed to provide consistent evidence of a relation between depression and 

neonatal outcomes. However, women reporting lower socioeconomic status have been shown to 

be at higher risk for prenatal depression and adverse birth outcomes.  Understanding these 

associations is of essence as neonatal measures, such as birth weight and pre term labor, have 

been shown to have long term deleterious health effects.  

The study conducted aimed to understand the association between socioeconomic status, 

prenatal depression, and birth outcomes. There was only partial evidence for the hypotheses 

tested, which were that women from lower socioeconomic statuses are likelier to have more 

adverse birth outcomes and that fetuses exposed to prenatal depression will exhibit lower 

outcomes in neonatal health. The data provided evidence to suggest a significant positive relation 

between socioeconomic status and birth outcomes. However, depression status did not 

demonstrate a significant relation with any of the four measured birth outcomes.  

The findings of this study were consistent with previous literature regarding 

socioeconomic status and birth outcomes. For instance, similar to the findings of Lou, Wilkins, 

and Kramer (2006) , the present study found that higher educational attainment had a significant 

association with healthier birth outcomes than income. Specifically, women who reported higher 

educational attainment were likelier to have infants with a higher birth weight, a greater 



   

  

gestational age at delivery, and no complications during delivery. Income was only found to be 

significantly associated with birth weight while gestational age at delivery demonstrated a 

significant association with race.    

Several limitations characterize the findings of this study. First, a self-reported measure 

of depression was used and not a diagnoses from a clinician. Additionally, depression symptoms 

were only screened once during pregnancy. This provides only a limited representation of 

depression status; greater understanding of Major Depressive Disorder would include use of a 

diagnostic interview and monitoring of the symptoms throughout the entire pregnancy. 

Furthermore, limited data was collected on income. Less than half of the subjects 

reported data on income and those who did sought healthcare at only one of the clinic sites.  

Inclusively, income was not adjusted for household size. The lack of data produced important 

constraints in providing an adequate representation of each subject’s economic circumstance. 

Also, data on birth outcomes was only limited to information found on maternal medical 

records which did not provide access to information regarding severe infant conditions or the 

status of admittance to neonatal intensive care unit. More access to data on neonatal health and 

neurodevelopmental status of the infants would provide greater insight towards birth outcomes. 

Despite these limitations, the results add to the growing amount of literature on the role 

of depression and socioeconomic status in prenatal development. This study suggests further 

investigation on the role of depression is needed to draw more conclusive results. Due to the 

complex nature of MDD, more precise reports of depressive symptoms and moods throughout 

the entire pregnancy are needed to accurately conclude any associations between depression and 

birth outcomes.    



   

  

Furthermore, the results indicate that social measures, particularly education, can have a 

significant effect on neonatal outcomes. To draw more conclusive results on such phenomena, 

qualitative research on lifestyle factors and their associations with birth outcomes should be 

conducted to understand the principal factors that associate social circumstances and birth 

outcomes. The findings also suggest that women of lower socioeconomic backgrounds may 

benefit from greater vigilance during prenatal care. Greater access to educational resources 

regarding prenatal and child development may also help in narrowing the socioeconomic gap of 

birth outcomes.  

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   

  

Table I. Descriptive Information on the sample (n=611) including demographic characteristics, 

PHQ-9 Scores, and obstetric complications 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Demographic 

Data collected 

only in 

Tallahassee 

Clinic (n=271) 

Variable Mean (s.d) %(n) 

Age 28 (5.50)  

Married or Live with partner 

 

 77.2(206) 

Household Income 
less than 15,000 

15,000 to 30,000 

30,000 to 50,000 

50,000 to 100,000 

100,000 or more 

  

16.9%(41) 

12.8%(31) 

13.6%(33) 

39.5%(96) 

17.3%(42) 

Race 
Caucasian 

African-American 

Latina/Hispanic 

Other 

  

49.1%(300) 

36%(220) 

7.2%(44) 

7.7%(47) 

Maternal Completed years of 

Education 
Below High School 

High school graduate or GED 

Some College 

College Graduate( 2 or 4 year 

degree) 

Beyond College Graduate  

  

 

13.1%(73) 

37.2%(207) 

18.5%(103) 

21.2%(118) 

 

9.9%(55) 

 

Demographic 

Data collected 

in both 

Pensacola and 

Tallahassee 

Clinics 

(n=611) 

Sum of PHQ-9 Scores 4.58 (4.19)  

Obstetrical Problems 
Birthweight(kg) 

Weeks Gestation 

Any Delivery Complications 

APGAR Scores ½ 

 

3.2 (.54) 

38.32(2.0) 

 

7.96(1.4)/8.87(.69) 

 

 

 

49.5%(286) 



   

  

 

 
Table II. Bivariate Correlations between Demographic Variables, PHQ-9 Scores, and Birth 

Outcomes 

 

 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Annual 

Household 

Income 

(n=271) 

Highest Level of 

Education (n=611) 

Race Relationship 

Status 

Age Sum of 

PHQ-9 

Scores 

Sum of PHQ9 

Scores 

-.223** -.199** -0.063 0.051 -0.044  

Labor 

Complications 

-.124 -.172** .079 -.053 -.081 .045 

5 minute 

Apgar Score 

.122 .041 .054 .137* .017 -.074 

Birth Weight .193** .164** -.122** .044 .158* -.019 

Weeks 

Gestation 

.166** .131** -.017 .056 .098 -.068 



   

  

 

 
 

 

 Table III. Multivariate Models for each obstetrical outcome on the total sample (n=611) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Outcome/Model Statistics Variable Wald 

Statistic 

Standardized 

Coefficient  

Beta 

Variable odds ratio or 

t statistic 

p 

value 

Complications 

 

X^2(3)=18.3, p<0.01 

Education 

 

11.3  .76 .001 

Race 1.4  1.2 .24 

Sum of PHQ9 

Scores 

1.0  1.0 .31 

5  Minute APGAR Scores   
 

 

 

F(3)=2.42, p =0.067 

Education  .03 

 

.67 .51 

 

Race 

 

 .05 1.13 .30 

Sum of PHQ9-

Scores 

 -.11 -.11 .02 

Weeks Gestation 
F(3)=3.39, p =.018 

Education 

 

 .13 2.69 .01 

Race 

 

 .000 .001 1.0 

Sum of PHQ9 

Scores 

 -.05 -1.04 .30 

Birthweight  
F(3)=5.7, p =.001 

Education 

 

 .14 3.01 .003 

Race 

 

 -.01 -2.1 .04 

Sum of PHQ9 

Scores 

 -.01 -.101 .92 



   

  

 

 
Table IV. Multivariate Models for each obstetric outcome on the Tallahassee sample (n=271) 

 

 

 

 

 
 

 

       

 

 

 

 

 

 

Outcome/Model Statistics Variable Wald 

Statistic 

Standardized 

Coefficient  

Beta 

Variable odds ratio 

or t statistic 

p value 

Delivery Complication 
X^2(3)=7.6, p<0.05 

Income 

 

.62  .91 .43 

Race 

 

4.93  1.66 .03 

Sum of PHQ-9 

Scores 

 

.003  1.0 .96 

 5 Minute APGAR Scores 
F(3)=2.28, p=.081 

Income 

 

 .15 -1.92 .06 

Race 

 

 .1 1.36 .18 

Sum of PHQ9-

Scores 

 

 -1.09 -1.09 .28 

Weeks Gestation 
F(3)=1.68, P=.173 

Income 

 

 .14 1.98 .05 

Race 

 

 -.02 -2.98 .77 

Sum of PHQ9-

Scores 

 

 .01 .16 .87 

Birthweight 
F(3)=3.90, P=.01 

Income 

 

 .198 2.80 .006 

Race 

 

 -.03 -.44 .66 

Sum of PHQ9-

Scores 

 .13 1.95 .05 
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Appendix 1 

 

Medical Record Extraction Form 
 

 
Section 1:  Obstetrical History  

 

S1_1. Gravida (Total # of pregnancies) ____                  S1_2. Para (Total # of births) ____          S1_3. EAB (Total # 

of elective abortions) ____ 

 

S1_4. SAB (Total # of spontaneous abortions) ____        S1_5. Weight ____ (lb)                             S1_6. Height ____ 
(in)  
 

S1_7. Former tobacco use?                                                          (0) No         (1) Yes         (2) Not Documented 

         If yes, indicate (S1_7_1) amount: _______________, (S1_7_2) duration: ________________, (S1_7_3) frequency 

of use: ______________   

   

S1_8. Current tobacco use ?                                                        (0) No         (1) Yes         (2) Not Documented 

         If yes, indicate (S1_8_1) amount: _______________, (S1_8_2) duration: ________________, (S1_8_3) frequency 

of use: ______________  

 

S1_9. Former alcohol use?                                                          (0) No         (1) Yes         (2) Not Documented 

         If yes, indicate (S1_9_1) amount: _______________, (S1_9_2) duration: ________________, (S1_9_3) frequency 

of use: ______________    

   

S1_10. Current alcohol use ?                                                       (0) No         (1) Yes         (2) Not Documented 

         If yes, indicate (S1_10_1) amount: ______________, (S1_10_2) duration: _______________, (S1_10_3) frequency 

of use: _____________   

 

 S1_11. Former street drug use (cocaine, marijuana, etc.)?        (0) No         (1) Yes         (2) Not Documented 

         If yes, (S1_11_1) which drug(s):______________________________, (S1_11_2) amount: 

______________________________________   

                    (S1_11_3) duration:__________________________________,  (S1_11_4) frequency of use: 

_______________________________ 

 

S1_12. Current street drug use (cocaine, marijuana, etc.)?        (0) No         (1) Yes         (2) Not Documented 

         If yes, (S1_12_1) which drug(s):______________________________, (S1_12_2) amount: 

______________________________________   

                    (S1_12_3) duration:__________________________________,  (S1_12_4) frequency of use: 

_______________________________ 

 

S1_13. Any depression related information documented?       (0) No         (1) Yes     

______________________________________________    
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________ 
 



   

  

S1_14. Any anxiety related information documented?             (0) No         (1) Yes    

_______________________________________________      
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________ 

 

S1_15. Any other mental health diagnosis documented?         (0) No         (1) Yes    

_______________________________________________    
___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________

__________________________ 
 

 

S1_16. Chronic Medical Conditions                                           (0) No          (1) Yes         If yes, circle or indicate other below: 

(S1_16_1) Diabetes                                

(S1_16_4) Asthma                                                 

(S1_16_7) Kidney problems                  

(S1_16_10) Cancer                                 

(S1_16_2) Heart Disease                                     

(S1_16_5) AIDS                                           

(S1_16_8) Autoimmune disorders                       

(S1_16_11) Chronic Infections                            

(S1_16_3) High blood pressure                                 

(S1_16_6) Sickle-cell Anemia                                   

(S1_16_9) Active sexually transmitted infections    

(S1_16_12) Other: ______________________ 

 

S1_17. Prescription Drugs Used During Pregnancy or Postpartum        (0) No         (1) Yes         (2) Not Documented 

 

Medication Period 

1. (1) During Pregnancy    (2) Postpartum    (3) Both 

2. (1) During Pregnancy    (2) Postpartum    (3) Both 

3. (1) During Pregnancy    (2) Postpartum    (3) Both 

4. (1) During Pregnancy    (2) Postpartum    (3) Both 

5. (1) During Pregnancy    (2) Postpartum    (3) Both 

* Do not include the following: birth control, over the counter medication, vitamins, antibiotics, pain medication 

 

Section 2:  Labor and Delivery  

                             

 S2_1. Induction               (0) No   (1) Yes             

 S2_2. Augmentation       (0) No   (1) Yes              

 S2_3. Epidural given      (0) No   (1) Yes            

 

S2_4. Type of delivery                    (1) Vaginal    (2) Cesarean   

      S2_4_1. If answer is (2) Cesarean, indication:____________________________________ 

__________________________________________________________________________ 

 

S2_5. Pregnancy, Labor, or Delivery Complications               (0) No          (1) Yes         If yes, circle or indicate other 

below: 

(S2_5_1) Non-reassuring fetal heart tracing (NRFHT)  

(S2_5_4) Respiratory distress                                 

(S2_5_7) Large for gestational age (LGA)                   

(S2_5_10) PPD Hemorrhage                                                   

(S2_5_13) Fetal tachycardia                                    

(S2_5_16) Cervical incompetence           

(S2_5_2) Pre-term labor                     

(S2_5_5) Forceps                                

(S2_5_8) Breech birth       

(S2_5_11) Preeclampsia (HTN)          

(S2_5_14) UTI                       

(S2_5_17) Cervical cerclage           

(S2_5_3) Dystocia                                       

(S2_5_6) Intrauterine Growth Restriction (IGR)         

(S2_5_9) Nucal cord                                

(S2_5_12) Eclampsia                                    

(S2_5_15) Thrombocytopenia                 

(S2_5_18) Other: _________________________    

  * Do not include the following: bacterial vaginosis, oligohydraminos, fetal arrhythmia, circumvallate placenta, adhesive disease, edema, group B streptococcus, 

lacerations during pregnancy, meconium 

 

 

 

 

 

 

 

 

 

 

 



   

  

 

 

 

 

 

 

 

Section 3:  Infant Information  (Only fill out information for Baby1, but fill out Baby1 and Baby2 if there are twins) 

  

S3_1. Infant Date of Birth                         
        S3_1_Baby1: _____/_____/_______      S3_1_Baby2: _____/_____/_______    
                            mm  /   dd   /     yyyy                                  mm /   dd   /     yyyy       

S3_2. GA (gestational age at delivery)       
          S3_2_Baby1:  ____Weeks ____Days      S3_2_Baby2:  ____Weeks ____Days   

S3_3. Live born        
        S3_3_Baby1:  (0) No     (1) Yes         S3_3_Baby2:  (0) No     (1) Yes 

S3_4. Gender                                            
        S3_4_Baby1: (1) Male  (2) Female         S3_4_Baby2:  (1) Male  (2) Female 

S3_5. Birth weight (circle the appropriate unit)                                    

        S3_5_Baby1:  _______   (grams) or ( kilograms) or (lb/oz) 

          S3_5_Baby2:  _______   (grams) or ( kilograms) or (lb/oz)        

S3_6. Discharge weight                            

        S3_6_Baby1: ______ grams                   S3_6_Baby2: ______ grams 

S3_7. Birth length                                    

        S3_7_Baby1: ______ cm                     S3_7_Baby2: ______ cm 

S3_8. Head circumference                       

          S3_8_Baby1: ______ cm                       S3_8_Baby2: ______ cm 

S3_9. 1 minute APGAR score                  

        S3_9_Baby1:   _____ /10                     S3_9_Baby2:   _____ /10     

S3_10. 5 minute APGAR score                 

        S3_10_Baby1:   _____ /10                      S3_10_Baby2:   _____ /10     

S3_11. Feeding status                                  
        S3_11_Baby1:  (1) Breast    (2) Bottle   (3) Both breast and bottle 

          S3_11_Baby1:  (1) Breast    (2) Bottle   (3) Both breast and bottle 

S3_12. NICU                   
          S3_12_Baby1:  (0) No     (1) Yes          S3_12_Baby2:  (0) No     (1) Yes 

   

Section 4: Additional Information 

 

S4_1. Ethnicity:      
a. Not Hispanic, Latino, or Spanish origin 

b. Mexican, Mexican American, Chicana 

c. Central American             

d. South American 

e. Puerto Rican                     

f. Cuban 

g. Spanish                            

h. Other Hispanic, Latino, or Spanish origin        

S4_2. Race: 
a. White or European American             b. Black or African American 

c. American Indian or Alaska Native     d. Asian Indian 

e. Chinese                                               f. Filipino               

g. Japanese                                              h. Korean                   

j. Vietnamese                                          k. Other Asian         

l. Native Hawaiian                                  m. Guamanian or Chamorro 

n. Samoan                                               o. Other Pacific Islander          

p. Other Race                                                       

S4_3. Highest education level:       
1. Grade school or elementary school 

2. High School or GED 

3. Some college 

4. 2 year college degree (associate level) 

5. 4 year college degree (BA, BS) 

6. Master’s degree 

7. Professional degree (e.g. MD, JD) 

8. PhD degree                                             

 S4_4. BMI:  S4_5. Centering patient:              (0) No     (1) Yes 

S4_6.  Pre PHQ-9 Date:         _____/_____/_______            
                                                    mm   /     dd   /      yyyy                  

 

Pre PHQ-9:  (a)____   (b)____   (c)____   (d)____   (e)____   (f)____   (g)____   (h)____   (i)____      Pre Sum: ____    # of Non-missing: ____ 
 

                    Pre PHQ-9 Difficulty:  (0) Not difficult at all          (1) Somewhat difficult          (2) Very difficult         (3) Extremely difficult 

S4_7.  Post PHQ-9 Date: :       _____/_____/_______            
                                                     mm   /     dd   /      yyyy                  

 

Post PHQ-9:  (a)____   (b)____   (c)____   (d)____   (e)____   (f)____   (g)____   (h)____   (i)____      Post Sum: ____    # of Non-missing: ____ 
 

                     Post PHQ-9 Difficulty:  (0) Not difficult at all          (1) Somewhat difficult          (2) Very difficult         (3) Extremely difficult 
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