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BACKGROUND: Antenatal depression affects approximately 1 of 7
pregnancies, with an increasing prevalence across gestation. Data
regarding the associations between antenatal depression and adverse
pregnancy outcomes yielded conflicting results. However, previous studies
evaluated the cross-sectional prevalence of depression at various time
points and not the depressive symptom trajectory across gestation.
OBJECTIVE: This study aimed to identify whether the trajectory of
antenatal depressive symptoms is associated with different risks of
adverse pregnancy outcomes.
STUDY DESIGN: This was a secondary analysis of a large multisite
prospective cohort of nulliparous women across the United States. The
Edinburgh Postpartum Depression Scale was administered at 2 study
visits: between 6 and 14 weeks’ gestation and between 22 and 30 weeks’
gestation. The Edinburgh Postpartum Depression Scale score trajectories
were categorized as improved, stable, or worsened based on whether the
scores changed by at least 1 standard deviation between the 2 visits. The
frequencies of adverse pregnancy outcomes (hypertensive disorders of
pregnancy, abruption, cesarean delivery, preterm birth [ie, <37 weeks’
gestation], small for gestational age neonates, neonatal intensive care unit
admission, and maternal readmission) were compared with depression
trajectories across gestation in bivariable and multivariable analyses.
Secondary analyses evaluated the frequencies of spontaneous and

medically indicated preterm births and frequencies of spontaneous and
medically indicated preterm births before 35, 32, and 28 weeks’
gestation.
RESULTS: Of the 8784 women who completed the 2 antenatal Edin-
burgh Postpartum Depression Scale screens, 1141 (13.0%) had
improved, 6663 (75.9%) had stable, and 980 (11.2%) had worsened
depressive symptom trajectories across gestation. Compared with women
with improved or stable depressive symptoms, those with worsened
symptoms were more likely to experience preterm birth (8.3% vs 7.4% vs
9.9%, respectively; P¼.018). After controlling for potential confounders,
worsened depressive symptoms remained associated with more frequent
preterm birth (adjusted odds ratio, 1.68; 95% confidence interval,
1.10e2.57).
CONCLUSION: Women with depression symptoms that worsen as
pregnancy progresses have increased odds of preterm birth. Future
research is warranted to optimize and implement effective prevention,
screening, and treatment protocols for antenatal depressive symptoms as
a strategy to prevent preterm birth.
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Introduction
Perinatal depression is one of the most
common complications of pregnancy,
affecting at least 1 of 7 American
women,1e3 with a disproportionate
impact on women with adverse social
determinants of health.4e6 Perinatal
depression can have debilitating effects
on the mother if left untreated.7

Depression not only does incur serious
maternal risks but also has been associ-
ated with adverse perinatal outcomes,
including preeclampsia,8 placental

abruption,9 cesarean delivery,10 preterm
birth,11e13 fetal growth restric-
tion,11,12,14,15 low Apgar scores,16

neonatal intensive care (NICU) admis-
sion,16 and maternal postpartum read-
mission.17 These complications are
responsible for most neonatal morbid-
ities and mortalities across the United
States and are an enormous economic
burden to the healthcare system. More-
over, untreated perinatal depression is
independently associated with long-
term adverse neurodevelopmental con-
sequences in offspring with effects
particularly pronounced in socioeco-
nomically disadvantaged populations.18

Data regarding the relationships be-
tween antenatal depression and adverse
pregnancy outcomes have yielded con-
flicting results. The inconsistent findings
were likely because of the pervasive use
of a cross-sectional design in these

studies. Growth curve mixture modeling
data demonstrated that antenatal
depressive symptoms are often not static
across gestation.19e23 Thus, results of
analyses assessing the exposure of
depression early in gestation may differ
from those assessing this same exposure
occurring in the third trimester of
pregnancy. Furthermore, depressive
sympto2m trajectories, rather than an
overt diagnostic categorization of
depression, may better reflect the evo-
lution of an underlying physiological
dysregulation. As this evolving patho-
physiology may contribute to the risk of
adverse pregnancy outcomes, the ana-
lyses of depressive symptom trajectories
may be a more biologically appropriate
framework for the analyses of adverse
pregnancy outcomes.

This study aimed to identify whether
differing antenatal depressive symptom
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trajectories are associated with adverse
pregnancy outcomes independent of
initial depression status. Based on extant
associations of perinatal depression in
the literature, we hypothesized that a
worsened antenatal depressive symptom
trajectory would be associated with an
increased risk of adverse pregnancy
outcomes, including hypertensive dis-
orders of pregnancy, placental abrup-
tion, cesarean delivery, preterm birth,
small-for-gestational-age (SGA) births,
low Apgar score, NICU admission, and
maternal postpartum readmission.

Materials and Methods
The Nulliparous Pregnancy Outcomes
Study: Monitoring Mothers-To-Be
(nuMoM2b) was a prospective cohort
study designed to identify maternal
characteristics predictive of adverse
pregnancy outcomes.24 Women were
enrolled from geographically diverse
hospitals affiliated with 8 clinical centers.
Womenwere eligible for inclusion if they
were nulliparous and had a singleton
gestation between 6 0/7 and 13 6/7
weeks’ gestation. Women were excluded
if they were <13 years of age, had "3
previous spontaneous abortions, had a
suspected fatal fetal malformation or
known aneuploidy, conceived using a
donor oocyte, had a multifetal reduc-
tion, or planned to terminate the
pregnancy.

The women underwent a series of
surveys and interviews at various time
points in pregnancy. Pertinent to this
analysis, sociodemographic characteris-
tics and an assessment of medical
comorbidities were assessed at visit 1
(between 6 0/7 and 13 6/7 weeks’ gesta-
tion). Antenatal depressive symptoms
were assessed using the Edinburgh
Postnatal Depression Scale (EPDS)25

administered at study visit 1 and again
at study visit 3 (between 22 0/7 and 29 6/
7 weeks’ gestation). Detailed interviews
to assess medication use were performed
at study visit 1, study visit 2 (between 16
0/7 and 21 6/7 weeks’ gestation; note that
the EPDS was not obtained at this study
visit), study visit 3, and after delivery.
Pregnancy outcomes were collected after
delivery via medical record abstraction.
For this analysis, women were classi-

fied into 3 groups by their depressive
symptom trajectory: “improved,” “sta-
ble,” or “worsened.” These groups were
defined by a change in the EPDS score
between visit 1 and visit 3 by at least 1
standard deviation (4 points, as defined
by a previous large epidemiologic cohort
study1). Adverse pregnancy outcomes
examined included gestational diabetes
mellitus, preeclampsia, placental abrup-
tion, cesarean delivery, preterm birth (ie,
<37 weeks’ gestation), etiology of pre-
term birth (ie, spontaneous or medically
indicated), SGA birthweight (<10th

percentile at delivery defined using
Alexander norms26), 5-minute Apgar
score of <7, NICU admission, and
postpartum maternal hospital read-
mission. Secondary analyses evaluated
the frequencies of spontaneous and
medically indicated preterm births and
frequencies of spontaneous and medi-
cally indicated preterm births before 35,
32, and 28 weeks’ gestation.

The frequency of each adverse preg-
nancy outcome was compared across
trajectory categories using Mann-
Whitney U and chi-square analyses for
continuous and categorical variables,
respectively. Multivariable logistic
regression analyses were performed to
assess whether various categories of
depressive symptom trajectory were
independently associated with each
adverse pregnancy outcome. For multi-
variable analyses, women with worsened
symptom trajectories were compared
with women with either improved or
stable symptom trajectories. Variables
that significantly (P<.05) differed by
trajectory in bivariable analyses were
included in multivariable regression
analyses. Multivariable analyses used a
generalized linear model using a bino-
mial distributional assumption and a
logit link to generate adjusted relative
risks (aRRs). These models controlled
for a positive baseline screen status for
depression (ie, an EPDS score of"13) to
allow the assessment of whether
depressive symptom trajectory was
associated with adverse pregnancy out-
comes independent of the overt catego-
rization of baseline depression.
Psychiatric medication use was consid-
ered a priori to be an important potential
confounder. Reported medications were
categorized on the basis of whether a
psychiatric indication for their use exists.
Sensitivity analyses were performed to
assess whether the reported indication
for use was a psychiatric diagnosis and to
include only psychiatric medications
taken throughout the pregnancy (ie,
initiated at visit 1 and continued through
delivery). A Breslow-Day test for ho-
mogeneity was used to identify whether
there were differences in the magnitude
of the association between depressive
symptom trajectory and preterm birth

AJOG at a Glance

Why was this study conducted?
Data examining the association between antenatal depressive symptoms and
adverse pregnancy outcomes are often cross-sectional and yielded conflicting
results. This study aimed to identify whether the trajectory of antenatal depressive
symptoms is associated with adverse pregnancy outcomes independent of
depression status.

Key findings
Women whose depressive symptoms worsened during pregnancy had an
increased odds of preterm birth (ie, <37 weeks’ gestation).

What does this add to what is known?
These findings indicated that depressive symptoms can change as pregnancy
progresses and that worsening symptoms may be associated with more frequent
adverse pregnancy outcomes. Future research is warranted to optimize and
implement effective prevention, screening, and treatment protocols for antenatal
depression as a strategy to prevent preterm birth.
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after stratification by depression screen
status at baseline.

All tests were 2 tailed, and a P value of
<.05 was used to define statistical sig-
nificance. Analyses were conducted us-
ing Stata (version 15.0; StataCorp LLC,
College Station, TX). Each site’s local
institutional review board approved the
parent study, and all participants gave
written informed consent for the use of
their data.

Results
Of the 10,038 women in the nuMoM2b
cohort, 9685 completed the EPDS screen
at visit 1, and 8784 (88% of the cohort)
completed the EPDS screen at 2 visits,
representing the analyzable sample. Of
women who completed EPDS screens at
2 time points, 1141 (13.0%) had
improved, 6663 (75.9%) had stable, and
980 (11.2%) had worsened depressive
symptoms. Of the 980 women with
worsened depressive symptoms, only
277 (28%) had an EPDS score of "13.

The sociodemographic and medical
characteristics of women, stratified by
depressive symptom trajectory, are
shown in Table 1. There were differences
in maternal age, race and ethnicity, ed-
ucation obtained, insurance, relation-
ship status, household income,
endorsement of the pregnancy as plan-
ned, body mass index at visit 1, and
substance use histories between depres-
sive symptom trajectory groups.
Notably, there was no difference in the
frequencies of psychiatric medication
use, psychiatric medication use for a re-
ported psychiatric indication, or use of a
psychiatric medication throughout
pregnancy among the depressive symp-
tom trajectory groups (Table 2). Women
who had improved symptom trajectories
had a higher median EPDS score and
were more likely to have a positive EPDS
screen at visit 1 than women who had
stable or worsened symptom
trajectories.

There was no difference in the inci-
dence of preeclampsia, abruption, ce-
sarean delivery, 5-minute Apgar score of
<7, NICU admission, or maternal
postpartum readmission among the
depressive symptom trajectory groups
(Table 3). However, women with

worsened depressive symptom trajec-
tories had more frequent preterm birth
and delivery of SGA neonates compared
with women with stable or improved
depressive symptom trajectories. When
analyzing the subtype of preterm birth,
there was no difference in the incidence
of spontaneous preterm birth among the
depressive symptom trajectory groups.
However, women with worsened
depressive symptom trajectories had
more frequent medically indicated pre-
term births. Additional subgroups of
preterm birth demonstrated similar
trends, although predominantly not
statistically significant because of small
sample sizes (Table 4).
After controlling for potential con-

founders, women with worsened
depressive symptom trajectories had
increased odds of preterm birth
compared with women with stable or
improved depressive symptom trajec-
tories (aRR, 1.61; 95% confidence in-
terval [CI], 1.10e2.34) (Table 5). The
association between depressive symp-
tom trajectory and medically indicated
preterm birth did not retain significance
after controlling for potential con-
founders (aRR, 1.63; 95% CI,
0.89e2.96). Similarly, the association
between depressive symptom trajectory
and delivery of an SGA infant was
nonsignificant after controlling for po-
tential confounders (aRR, 1.30; 95% CI,
0.92e1.84).
Sensitivity analyses, including only

medications whose reported indication
for use was a psychiatric diagnosis and
only psychiatric medications taken
throughout the pregnancy, did not
appreciably change the findings. The
magnitude of the increased risk of pre-
term birth did not significantly differed
between women with and without a
positive baseline screen for depression
(P¼.94).

Comment
Principal findings
In this analysis of prospectively collected
data from a diverse cohort of nulliparous
women, a worsened depressive symptom
trajectory across gestation was associated
with more than 60% increased risk of
preterm birth. This observed association

was independent of baseline depression
status and was not associated with
depression pharmacotherapy. As most
women with worsened depressive
symptoms never had a positive depres-
sion screen, these findings seemed to be
driven by the association of the trajec-
tory of symptoms rather than overt
depression itself. The association be-
tween worsened depressive symptoms
and preterm birth seemed to be attrib-
utable to medically indicated preterm
births rather than spontaneous preterm
births.

Results
Our findings of differences in patient
characteristics across antenatal depres-
sive symptom trajectories supported
those of Wikman et al,27 who demon-
strated clear distinctions in sociodemo-
graphic and clinical characteristics
associated with divergent trajectories of
perinatal depression. However, even af-
ter controlling for differences in these
underlying patient characteristics,
women with worsened depressive
symptom trajectories weremore likely to
deliver before term. Although pregnancy
complications may confound the
observed relationship between depres-
sive symptom trajectory and preterm
birth, these data raised the possibility
that the deterioration of depressive
symptoms itself might contribute to this
somatic outcome.

Clinical implications
These findings hold considerable public
health impact. Despite evidence-based
guidelines for both prevention28 and
treatment,29 an estimated 400,000
women are affected by depressive
symptoms during their pregnancy each
year in the United States. Unfortunately,
interventions to prevent perinatal
depression are rarely implemented, and
among womenwho experience perinatal
depression, only 15% receive adequate
treatment.30 Collectively, these data
suggested that a worsened depressive
symptom trajectory is not uncommon.
Our results supported these epidemio-
logic findings; in this cohort, 11% of
women experienced worsened depres-
sive symptoms throughout pregnancy.
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TABLE 1
Maternal characteristics stratified by depressive symptom trajectory category

Characteristic
Depressive symptoms
improved (n¼1141)

Depressive symptoms
remained stable (n¼6663)

Depressive symptoms
worsened (n¼980) P value

Sociodemographic characteristics

Maternal age (y) 25 (21e30) 28 (23e31) 26 (21e31) .012

Race and ethnicity .075

Non-Hispanic White 594 (52.1) 4347 (65.2) 534 (54.5)

Non-Hispanic Black 203 (17.8) 742 (11.1) 174 (17.8)

Hispanic 226 (19.8) 985 (14.8) 175 (17.9)

Asian 50 (4.4) 268 (4.0) 41 (4.2)

Other 68 (6.0) 321 (4.8) 56 (5.7)

Education <.001

Degree work beyond college 179 (15.1) 1689 (25.4) 196 (20.0)

Completed college 245 (21.5) 2028 (30.4) 232 (23.7)

Associates or technical degree 135 (11.8) 669 (10.0) 97 (9.9)

Some college 262 (23.0) 1193 (17.9) 196 (20.0)

High school or GED 176 (15.4) 683 (10.3) 135 (13.8)

Less than high school grad 144 (12.6) 400 (6.0) 124 (12.7)

Public insurance 430 (38.1) 1581 (23.9) 342 (35.2) .024

Current partner or significant other 113 (9.9) 285 (4.3) 66 (6.7) <.001

Household income .002

<100% FPL 215 (24.3) 746 (13.3) 148 (19.2)

100%e200% FPL 154 (17.4) 732 (13.1) 135 (17.5)

>200% FPL 515 (58.3) 4115 (73.6) 488 (63.3)

Clinical characteristics

Gravidity category .934

1 846 (74.2) 5029 (75.5) 727 (74.2)

2 214 (18.8) 1246 (18.7) 181 (18.5)

"3 81 (7.1) 388 (5.8) 72 (7.4)

Pregnancy planned 596 (52.3) 2428 (36.5) 473 (48.3) .008

BMI at visit 1 (kg/m2) 24.9 (21.8e29.3) 24.5 (21.9e28.8) 25.2 (22.3e30.1) .021

Obesity 252 (22.4) 1383 (21.1) 245 (25.3) .150

Tobacco use (3 mo before pregnancy) 296 (25.9) 1057 (15.9) 202 (20.6) <.001

Alcohol use (3 mo before pregnancy) 708 (72.2) 4382 (76.9) 624 (72.9) .585

Drug use

Any previous use of illegal drugs 450 (39.4) 2236 (33.6) 357 (36.4) .089

Problem use (n¼3400) 52 (11.7) 148 (6.7) 29 (8.2) .031

Medical comorbidities

Chronic hypertension 32 (2.9) 163 (2.5) 22 (2.3) .392

Diabetes mellitus 22 (2.0) 88 (1.4) 17 (1.8) .621

Data are presented as median (interquartile range) or number (percentage), unless otherwise indicated.

BMI, body mass index; FPL, federal poverty level; GED, general educational development.

Miller et al. Trajectories of antenatal depression. Am J Obstet Gynecol 2022.
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We observed a 2.4% absolute increase in
the chance of preterm birth associated
with a worsened depressive symptom
trajectory.

These data called into question the
current approach to depression
screening in pregnancy. Current clinical
practice29,31 includes screening for
depression at least once antenatally and
again after delivery. These data suggested
that repeated screening—coupled with
evidence-based interventions to prevent
worsening of symptoms—may be an
important opportunity to identify

women at risk of and potentially reduce
the chance of preterm birth. In addition,
these data supported the US Prevention
Health Services Task Force recommen-
dation for interventions to prevent
perinatal depression.28

Biologic plausibility for the observed
association between worsened symp-
toms and preterm birth exists. Marcus
et al19 identified that infants born to
women with worsened depressive
symptom trajectories, even in the
absence of an overt major depressive
disorder, had elevated cord blood

adrenocorticotrophic hormone. These
data pointed to an underlying dysregu-
lation in the hypothalamic-pituitary-
adrenal axis in the setting of antenatal
depression that may contribute to pre-
term birth. Specifically, stressful stimuli,
such as depressive symptoms, may in-
crease the synthesis and release of
corticotropin-releasing hormone (CRH)
from the hypothalamus. Precocious
elevation of CRH, in turn, has been
associated with an increased risk of
spontaneous preterm birth.32 Another
potential biologic pathway is

TABLE 2
Psychiatric characteristics stratified by depressive symptom trajectory category

Characteristic
Depressive symptoms
improved (n¼1141)

Depressive symptoms
remained stable (n¼6663)

Depressive symptoms
worsened (n¼980) P value

Psychiatric medications taken 149 (13.1) 596 (9.0) 111 (11.3) .102

For psychiatric indication 138 (12.1) 503 (7.6) 105 (10.7) .132

Used throughout pregnancy 68 (6.0) 249 (3.7) 53 (5.4) .374

EPDS score at visit 1 10 (8e14) 4 (2e7) 4 (2e7) <.001

EPDS screen positive at visit 1 361 (31.6) 234 (3.5) 31 (3.2) <.001

EPDS score at visit 3 4 (2e7) 4 (2e7) 10 (7e13) <.001

EPDS screen positive at visit 3 40 (3.5) 239 (3.6) 277 (28.3) <.001

Data are presented as number (percentage) or median (interquartile range), unless otherwise indicated.

EPDS, Edinburgh Postnatal Depression Scale.

Miller et al. Trajectories of antenatal depression. Am J Obstet Gynecol 2022.

TABLE 3
Bivariable analyses of the associations between depressive symptom trajectory category and adverse perinatal
outcomes

Variable
Depressive symptoms
improved (n¼1141)

Depressive symptoms
remained stable (n¼6663)

Depressive symptoms
worsened (n¼980) P value

Hypertensive disorder of pregnancy 265 (23.8) 1510 (23.1) 230 (23.9) .813

Placental abruption 5 (0.5) 57 (0.9) 10 (1.0) .271

Cesarean delivery 296 (26.5) 1767 (27.1) 292 (30.3) .083

Preterm birth (<37 wk) 95 (8.3) 492 (7.4) 97 (9.9) .018

Spontaneous preterm birth (<37 wk) 52 (4.6) 262 (3.9) 46 (4.7) .375

Medically indicated preterm birth (<37 wk) 43 (3.8) 230 (3.5) 51 (5.2) .025

Small for gestational age (<10th percentile) 114 (10.2) 659 (10.1) 131 (13.6) .005

5-min Apgar score of <7 19 (1.7) 119 (1.8) 21 (2.2) .697

Neonatal intensive care unit admission 190 (17.1) 1098 (16.9) 166 (17.3) .950

Maternal postpartum readmission 26 (2.3) 108 (1.7) 14 (1.5) .223

Data are presented as number (percentage), unless otherwise indicated.

Miller et al. Trajectories of antenatal depression. Am J Obstet Gynecol 2022.
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dysregulation of the immune system.
Inflammation has been causally related
to the development of subtypes of
depression,33e35 and individuals with
depression have exhibited elevated
plasma levels of C-reactive protein, tu-
mor necrosis factor, and interleukin
(IL)-1b and IL-6 compared with euthy-
mic controls.34e36 As these same in-
flammatory cytokines have been
associated with spontaneous preterm
birth,37 an activated immune system
may serve as the biologic underpinning
of both the evolution of depressive
symptoms and its connection to preterm
birth.

In addition to the pathophysiological
processes described above, there were
behavioral and social factors that also
have plausibility as mediators of the
relationship betweenworsened antenatal
depressive symptoms and preterm birth.
These included underutilization of
healthcare; use of alcohol, tobacco, or
other drugs; and loss of interpersonal
support.18,38,39

Research implications
The findings from this study under-
scored the adverse impact of the pro-
gression of antenatal depressive
symptoms on the maternal-fetal dyad.
Multiple evidence-based strategies for

the prevention, screening, and treat-
ment of antenatal depression exist but
are often underutilized by obstetrical
clinicians.30 Research focused on the
implementation of strategies to opti-
mize the utilization of these evidence-
based practices within obstetrics prac-
tices is essential. In addition, research
focused on the mechanistic un-
derpinnings of this association between
worsened depressive symptom and
preterm birth may uncover adjuvant
preterm birth prevention agents for
women identified to have worsened
depressive symptoms during pregnancy.
In the general psychiatry literature,
multiple trials of anti-inflammatory
agents as either monotherapy or adju-
vant therapy for the treatment of a
major depressive disorder have
demonstrated some promise for the
treatment of refractory depression.40

Whether these agents would have
benefit for preterm birth prevention
among women with worsening ante-
natal depressive symptoms has not been
examined in prospective trials.

Strengths and limitations
This study was strengthened by the
utilization of the nuMoM2b cohort, a
large nationally representative sample
of nulliparous women that maximized

external generalizability. In addition,
utilization of this cohort afforded a
relatively large sample size of women
with serial depressive symptom assess-
ments during pregnancy, which allowed
the detection of small but clinically
meaningful differences in adverse
pregnancy outcomes. Nevertheless,
there were limitations. For example,
although the overall sample size was
large, most women in this cohort, as
has been reported in other cohorts,41

had a stable symptom profile across
the antenatal period. Thus, the number
of women who experienced a worsened
depressive symptom trajectory was
relatively small, precluding the identi-
fication of smaller, but clinically sig-
nificant, differences in other adverse
perinatal outcomes. In addition,
nuMoM2b only assessed depressive
symptoms at 2 data points during
pregnancy, precluding the utilization of
more complex trajectory modeling. The
utilization of the simple categorical
metrics of change may mask other as-
sociations, such as the timing of the
depressive symptom inflection or other
heterogeneities in the symptom trajec-
tories. However, the simplicity of the
categorization of exposure in our anal-
ysis did not negate the observed sig-
nificant association between worsened

TABLE 4
Bivariable analyses of the associations between depressive symptom trajectory category and adverse perinatal
outcomes for subgroups of preterm births

Variable
Depressive symptoms
improved (n¼1141)

Depressive symptoms
remained stable (n¼6663)

Depressive symptoms
worsened (n¼980) P value

Preterm birth at <35 wk 29 (2.5) 195 (2.9) 41 (4.2) .06

Spontaneous preterm birth at <35 wk 12 (1.1) 100 (1.5) 14 (1.4) .54

Medically indicated preterm birth at <35 wk 17 (1.5) 95 (1.4) 27 (2.8) .01

Preterm birth at <32 wk 11 (1.0) 57 (0.9) 12 (1.2) .51

Spontaneous preterm birth at <32 wk 5 (0.4) 29 (0.4) 4 (0.4) 1.00

Medically indicated preterm birth at <32 wk 6 (0.5) 28 (0.4) 8 (0.8) .24

Preterm birth at <28 wk 1 (0.1) 8 (0.1) 2 (0.2) .68

Spontaneous preterm birth at <28 wk 0 (0.0) 6 (0.1) 1 (0.1) .67

Medically indicated preterm birth at <28 wk 1 (0.1) 2 (0.03) 1 (0.1) .25

Data are presented as number (percentage), unless otherwise indicated.

Miller et al. Trajectories of antenatal depression. Am J Obstet Gynecol 2022.
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depressive symptom trajectory and
preterm birth. Finally, temporality
could not be affirmed, and it was
possible that some of the observed
adverse perinatal outcomes (eg, hyper-
tensive disorders of pregnancy) could
have been diagnosed before the collec-
tion of the second EPDS screen (ie,
between 22 0/7 and 29 6/7 weeks’
gestation). However, given the epide-
miologic rarity of the diagnosis of a
hypertensive disorder of pregnancy
before 30 weeks’ gestation,42 this was an
unlikely source of bias.

Conclusions
This secondary analysis of data collected
prospectively from a large, multisite

cohort identified a statistically and clin-
ically significant association between
antenatal depressive symptom trajectory
and preterm birth. These findings
underscored the need to focus public
health interventions and clinical
research efforts within the field of
maternal mental health to optimize the
health of the maternal-infant dyad. n
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