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Abstract 

Background: Prior anxiety and depression have been identified as risk factors for 

maternal perinatal mental health problems, but other preconception mental disorders 

have not been prospectively examined. This study investigated prospectively whether 

women with preconception personality disorder have increased rates of antenatal 

anxiety and/or depressive symptoms. 

Methods: 244 women in a population cohort were assessed for personality disorder at 

age 24 using the Standardised Assessment of Personality. Five to twelve years later, 

women were screened with the Clinical Interview Schedule, Revised Anxiety 

Subscale and the Edinburgh Postnatal Depression Scale during the third trimester of 

328 pregnancies. 

Results: Preconception personality disorder was associated with a three-fold increase 

in the odds of antenatal anxiety symptoms, which remained with adjustment for 

preconception background factors and preconception common mental disorder 

(adjusted OR 2.84, 95% CI 1.31-6.15).  Preconception personality disorder was 

associated with doubled odds of antenatal depressive symptoms, however this was 

attenuated with adjustment for preconception background factors and preconception 

common mental disorder (adjusted OR 1.98, 95% CI 0.81-4.81). 

Limitations: Our findings are restricted to pregnant women aged 29-35 years. 

Anxiety and depression may have been under-identified because they were assessed at 

a single antenatal time point. Residual confounding of the associations by 

preconception common mental disorder at other time points may have occurred.  

Conclusions: Women with personality disorder are at heightened risk of anxiety 

symptoms in pregnancy, over and above risks associated with prior common mental 

disorder. This raises a possibility that pregnancy brings particular emotional 

challenges for women with personality disorders. 

 

Keywords: maternal health; mental disorders; personality disorders; epidemiology 
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Introduction 

Perinatal mental disorders are the commonest complication of childbearing and 

associated with a wide range of adverse offspring outcomes (Howard et al., 2014). 

The most frequent mental health problems seen antenatally are anxiety and depression 

- approximately one in six pregnant women have anxiety symptoms (Fairbrother et al., 

2016; Grant et al., 2008) and one in ten have depressive symptoms (Milgrom et al., 

2008). These symptoms affect maternal quality of life (Bauer et al., 2016; Highet et 

al., 2014), and have the potential to compromise maternal caregiving and maternal-

infant bonding (Stewart, 2011), with developmental consequences for offspring 

(Goodman et al., 2011; Kingston et al., 2012). These may include cognitive delays by 

middle childhood (Buss et al., 2010; Laplante et al., 2008), and behavioural and 

emotional difficulties through to adolescence (Betts et al., 2014; O'Donnell et al., 

2014; Van den Bergh et al., 2008).  Yet despite widespread acknowledgement of the 

significance of antenatal maternal depression and anxiety, many episodes are under-

identified and under-treated (Andersson et al., 2003; Woolhouse et al., 2009). There is 

strong case for early recognition and prevention. Ideally this would occur before  

pregnancy. However, knowledge about preconception risk factors for maternal 

anxiety and depression is scant and largely based on retrospective data (Hardt and 

Rutter, 2004; Moffitt et al., 2010).  

 Of the psychiatric preconception risk factors explored to date (Biaggi et al., 

2016; Martini et al., 2015; Micali et al., 2011), prior history of anxiety and depression 

are the only factors that have been rigorously investigated prospectively (Dietz et al., 

2007; Patton et al., 2015). One potential vulnerability factor for future anxiety and 

depressive symptoms is a preconception personality disorder.  Personality disorders 

are pervasive and problematic patterns of relating to the self and others that cause 

marked distress and impairment (American Psychiatric Association, 2000). They are 

associated with functional impairments that can persist even when diagnostic 

thresholds are no longer met (Skodol et al., 2005) and are linked to premature 

mortality (Fok et al., 2012). Rates of comorbid anxiety (Friborg et al., 2013) and 

depression (Friborg et al., 2014) are high in personality disorder, and comorbid 

personality disorder predicts poorer outcomes for these disorders (Ansell et al., 2011; 

Newton-Howes et al., 2014). Furthermore, our group has recently shown that the 

presence of personality disorder in young adulthood independently predicts future 
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anxiety and depression over a decade later (Moran et al., 2016).  Rates of personality 

disorder are highest among younger adults (Balsis et al., 2007; Samuels et al., 2002) 

rendering personality disorder a particularly important preconception risk factor to 

explore for future mental health problems in mothers. 

Aims of the Study  

Using prospective data from an Australian intergenerational cohort study of 

community-dwelling women, we investigated whether (1) preconception personality 

disorder assessed in young adulthood was associated with increased rates of anxiety 

and depressive symptoms during subsequent pregnancies, and (2) whether 

associations observed between preconception personality disorder and antenatal 

anxiety/depressive symptoms might be explained by the presence of preconception 

anxiety and depression.  

 

Materials and Method 

Sample 

We recruited eligible female participants from the Victorian Adolescent Health 

Cohort Study (VAHCS), a prospective cohort study of 1943 male and female 

participants assessed 10 times from adolescence to adulthood, which commenced in 

1992. Data collection protocols were approved by the Royal Children’s Hospital 

Human Research Ethics Committee. A representative sample of adolescents was 

selected with a two-stage cluster sampling procedure. In the first stage, 45 secondary 

schools were randomly selected from a stratified frame of government, private, and 

Catholic schools, with the probability of each school being selected proportional to 

the number of year nine students in each school type. In the second stage, two intact 

classes were randomly selected from each school, the first in the latter half of the 

ninth school year (wave 1) and the second six months later in the tenth school year 

(wave 2). School retention rates to year nine in the year of initial sampling were 98%. 

One school did not continue past the first wave, leaving 44 schools in the sample. 

Participants were followed up four more times during adolescence at six-monthly 

intervals (wave 3-6), three times in young adulthood at age 20-21 (wave 7), 24-25 

years (wave 8), and 28-29 years (wave 9). From the original sample of 2032 
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participants, 1943 (95.6%) participated in at least one of the adolescent waves. Of 

these, 1000 (51.5%) were female and are the focus for this particular study. Figure 1 

shows the flow of female participants through the study. At each wave participants 

completed a range of assessments of health and wellbeing (Moran et al., 2015).  

During the ninth wave of VAHCS, when women were aged 28-29 years, we 

commenced identification, recruitment, and assessment of participants and their 

offspring for the Victorian Intergenerational Health Cohort Study (VIHCS). Between 

November 2006 and July 2013 (i.e. when the women were between the ages of 

approximately 29-36 years) we contacted active VAHCS participants every six 

months to identify new pregnancies. Women who were pregnant or had an infant 

under one-year of age were invited to participate in computer assisted telephone 

interviews in the third trimester of pregnancy, eight weeks post-birth, and one-year 

post-birth. Women were invited to participate for every eligible pregnancy during the 

study period, thus some women completed assessments relating to more than one of 

their offspring. Assessments included a range of measures of maternal and child 

health, wellbeing, and development.  

From the range of assessments in both studies, the present study utilised the 

following VAHCS preconception and VIHCS antenatal measures.  

 

Preconception measures (VAHCS)  

Personality disorder. When women were aged 24-25 years (VAHCS wave 8) the 

Standardised Assessment of Personality Disorder (SAP) was used to assess for the 

presence of personality disorder (Mann et al., 1997). The SAP is a semi-structured 

informant interview that can be conducted in-person or via telephone to assess for the 

presence of ten DSM-IV-TR (American Psychiatric Association, 2000) defined 

categories of personality disorder. It has high inter-rater (kappa 0.76) and good 

temporal (kappa 0.65) reliability (Pilgrim et al., 1993). Women nominated a friend, 

partner, or family member to complete the SAP via computer assisted telephone 

interview with a trained research assistant. If the nominated contact was unavailable 

or declined involvement, women were asked to nominate a second contact. We 

selected informant-reports of personality rather than self-report as, in principle, this 
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enhances the validity of a diagnostic assessment for personality disorder (Klonsky et 

al., 2002) by removing the impact of current mental state on the description of 

personality (Zimmerman, 1994).  

Common mental disorder. Also while aged 24-25 years (VAHCS wave 8), women 

were assessed for common mental disorder using the General Health Questionnaire 

12-item version (GHQ-12), which screened for mixed anxiety/depression symptoms 

present in the past week (Goldberg and Williams, 1988). Responses were made using 

a four-point scale with binary scoring. Item scores were summed to give a total score 

ranging from 0-12, with higher scores representing more severe mental health 

concerns. A cut-off of three or more was used, which has been demonstrated to 

identify psychiatric illness in the general population with sensitivity 76.3% and 

specificity 83.4% (Goldberg et al., 1997).  

Parental divorce / separation. Women were asked if her own parents had divorced or 

separated by the time were she was aged 17 years during wave 6 of VAHCS.  

Demographics. Women’s country of birth, relationship, education and employment 

status were assessed at wave 8. Women’s parents’ educational attainment was also 

assessed at wave 8. 

Antenatal measures (VIHCS) 

Anxiety symptoms.  When women (mean age 33 years), were in their third trimester 

of pregnancy the Clinical Interview Schedule Revised (CIS-R) anxiety subscale 

assessed cognitive and physiological symptoms of anxiety present during the past 

week (Lewis and Pelosi, 1992; Lewis et al., 1992). The 10-item scale commenced 

with two screening items that determined whether the remaining eight-items were 

administered. Summed scores ranged from 0-8, with higher scores denoting higher 

levels of anxiety. A cut-off score of two or more identified 14% of the sample as 

anxious, a level comparable to exisiting community data (Fairbrother et al., 2016; 

Grant et al., 2008). 

Depressive symptoms. The Edinburgh Postnatal Depression Scale (EPDS) was used 

to assess depressive symptoms in pregnancy (Cox et al., 1987). This 10-item 

screening measure was designed for use in the postnatal period and has been validated 

for use in pregnancy (Murray and Cox, 1990). Responses on a four-point scale were 
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summed. A cut-off score of 10 or more was used to identify depressive symptoms due 

to its appropriateness for use during pregnancy in community samples (Gibson et al., 

2009) and method of administration via telephone (Figueiredo et al., 2012). This cut-

off has demonstrated sensitivity of 76 and specificity of 94 (Bergink et al., 2011).  

Parity. Women were asked whether or not it was their first pregnancy.  

Analysis 

We summarised the demographic and preconception mental health characteristics of 

the women. For the pregnancies, we estimated the prevalence of anxiety and 

depressive symptoms in the third trimester, overall and stratified by preconception 

personality disorder. We estimated the associations between preconception 

personality disorder with anxiety and depressive symptoms during pregnancy. We 

used logistic generalised estimating equations to account for possible correlations 

between the repeated outcome measures within women who participated in more than 

one pregnancy.  For each outcome we first estimated the effect of each preconception 

factor separately. We then estimated the effect of preconception personality disorder 

after (i) adjusting for parity and parental divorce/separation; and (ii) also adjusting for 

preconception common mental disorder. In a sensitivity analysis, we repeated the 

analyses using continuous measures of anxiety and depressive symptoms and 

modelled the associations with linear generalised estimating equations. All analyses 

were conducted using Stata version 14 (Statacorp, 2015).  

 

Results 

At the commencement of VIHCS in 2006, there were 872 women actively 

participating in VAHCS and eligible for our study. The 128 women who had 

previously participated but were no longer active participants comprised 87 women 

who had declined participation, 39 who were lost to follow up, and two who had died. 

Within the VIHCS study period (when the women were aged between 29-36 years), 

465 women gave birth to a total of 732 children (see Figure 2). This figure was 

consistent with expected birth rates for women of the same age, living in the state of 

Victoria, during this same period (724 expected births) (Australian Bureau of 

Statistics, 2013). Sixty-seven (14.4%) VAHCS women with 132 pregnancies in the 
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study period did not participate (95 children were identified retrospectively, and 

women declined participation for 37 pregnancies). Compared to women who 

participated in VIHCS, the 67 women who did not participate were significantly more 

likely to have been born overseas, attend a metropolitan rather than rural school, have 

different patterns of cannabis use, and higher rates of preconception common mental 

disorder (Patton et al., 2015). Of the 465 women eligible for VIHCS, 306 (65.8%) 

completed the antenatal interview covering 414 pregnancies. Sixty-two (20.3%) of 

these women with 86 pregnancies were then excluded from analyses due to missing 

preconception personality disorder data. Our analyses are based on complete case data 

for 244 women (52% of the eligible sample) with 328 pregnancies.  

At the antenatal assessment the mean age of women was 33 years (standard 

deviation [SD]=1.73 years, range 29-36 years). Antenatal interviews were completed 

in the third trimester of pregnancy (mean=34 weeks gestation, SD=2.1 weeks, range 

30-40 weeks). Half of the pregnancies in the sample (n=163; 49.7%) were the 

women’s first live (i.e. primiparous) birth. Approximately two-thirds of women in the 

sample participated for one pregnancy (n=160, 65.6%) and the remaining third of 

women participated more than once, for two (n=80, 32.8%) or three (n=4, 1.6%) 

pregnancies.  

Table 1 shows preconception demographic and mental health characteristics 

for the total sample of women at age 24. Three quarters of women had undertaken 

higher education or training after secondary school. Four of five women were in 

relationships (either married, de-facto, or boyfriend/girlfriend) and nearly all were in 

paid employment. 19.7% of women had parents who had divorced or separated before 

she was aged 18 years. 17.2% of women were categorised as having a preconception 

personality disorder and 23.1% as having a preconception common mental disorder at 

age 24.  

Table 2 displays the prevalence of antenatal anxiety and depressive symptoms 

among women with and without preconception personality disorder. Overall, maternal 

anxiety symptoms were present in 14.0% of pregnancies. Anxiety symptoms were 

more frequent in pregnancies of women who had a preconception personality disorder 

than those who did not (29.1% vs. 11.0%). Maternal depressive symptoms were 

present in 12.2% of pregnancies in the sample. Depressive symptoms were more 
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common in pregnancies to women with prior personality disorder (21.8%) than those 

without prior personality disorder (10.3%).  

Table 3 shows estimated associations between preconception factors and 

anxiety and depressive symptoms in pregnancy. In the unadjusted model, we observed 

a three-fold increase in the odds of self-reported anxiety in pregnancy for women with 

a preconception personality disorder (unadjusted odds ratio (OR) 3.36, 95% 

confidence interval (95%CI) 1.59-7.13) compared to those without a preconception 

personality disorder. This association remained with adjustment for preconception 

parental divorce/separation and pregnancy parity (adjusted OR 3.05, 95%CI 1.41-

6.57). In the final model, after also adjusting for preconception common mental 

disorder, the association between preconception personality disorder and anxiety 

during pregnancy remained (adjusted OR 2.84, 95% CI 1.31-6.15). Of the other 

background factors explored in the final model, preconception common mental 

disorder was also associated with increased odds of anxiety (adjusted OR 2.28, 95% 

CI 1.10-4.74)  

We further observed a doubling of the odds of depression in pregnancy in 

those with a preconception personality disorder (unadjusted OR 2.43, 95% CI 1.06-

5.59; table 3) compared to those without preconception personality disorder. However, 

this association was reduced when adjusted for preconception parental 

divorce/separation and pregnancy parity (adjusted OR 2.21, 95% CI 0.92-5.28). In the 

final model, the association between preconception personality disorder and 

depressive symptoms in pregnancy was further reduced when preconception common 

mental disorder was also adjusted for (adjusted OR 1.98, 95% CI 0.81-4.81). In the 

final model, two background factors were associated with increased odds of 

depression during pregnancy: preconception common mental disorder (adjusted OR 

2.82, 95% CI 1.27-6.26) and preconception parental divorce/separation (adjusted OR 

2.51, 95% CI 1.09-5.79). 

Sensitivity analyses using continuous anxiety and depression scores in 

pregnancy as outcomes showed a pattern of results consistent with these findings (see 

Table 4 in Appendix A and Table 5 in Appendix B). 
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Discussion 

In this community sample, preconception personality disorder was associated with 

increased odds for anxiety and depressive symptoms during pregnancy. Antenatal 

anxiety symptoms were approximately three times more likely in women with a prior 

diagnosis of personality disorder compared to women without prior personality 

disorder.  Adjustment for the presence of preconception background factors including 

common mental disorders had little effect on the association. The odds of antenatal 

depressive symptoms in women with preconception personality disorder were twice 

that of those without a prior history. Although this trend persisted after adjustment for 

preconception background factors including common mental disorders, the evidence 

for an independent association was weaker.  

The prevalence for personality disorder in our sample is within the range of 

estimates reported elsewhere. 17% of our participants were classified as having a 

preconception personality disorder at age 24, a figure that is a little higher than the 

11-12% estimated in a review of American epidemiological data (Torgersen, 2014), 

but lower than the 26% reported for an Australian population sample of 25-34 year-

old women (Quirk et al., 2016). We identified anxiety and depressive symptoms in 

14% and 12% of pregnancies in our sample, respectively, consistent with estimates 

for antenatal anxiety (Buist et al., 2008; Grant et al., 2008) and depression (Banti et 

al., 2011; Milgrom et al., 2008) in other community samples. 

Our present findings support and expand previous research demonstrating 

continuities between preconception mental health and that of the perinatal period 

(Biaggi et al., 2016; Dietz et al., 2007; Patton et al., 2015). To our knowledge, our 

finding that women with preconception personality disorder are at increased risk for 

anxiety and possible depressive symptoms during pregnancy has not been reported 

previously. The association may be understood in part with reference to broader 

literature concerning personality disorder, anxiety and depression, as well as other 

work showing that personality disorder is a risk factor for poor future mental health 

(Moran et al., 2016). High comorbidities between personality disorder and anxiety 

(Friborg et al., 2013) and depression (Friborg et al., 2014) are well documented, and 

coexisting personality disorder has been linked to poorer outcomes in anxiety (Ansell 

et al., 2011) and depression (Grilo et al., 2010). Our finding of an attenuated 
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association between personality disorder and antenatal depressive symptoms with the 

adjustment for preconception background factors including common mental disorder 

does not negate the possibility of an independent association between personality 

disorder and antenatal depression.  The adjusted point estimate was consistent with 

nearly doubled odds of depression and the comparatively wide confidence intervals 

around the estimate may indicate that our analyses are underpowered. 

The inherent difficulties that people with personality disorder experience in 

forming and maintaining relationships means that they may lack social buffering in 

responding to major life events. Pregnancy, childbirth and becoming a parent are 

therefore particularly challenging experiences for women with symptoms of 

personality disorder. Furthermore, women with personality disorder may be more 

likely to be parenting in a context of social isolation, financial problems and exposure 

to substance misuse (Coid et al., 2006; Moran et al., 2006). In addition these women 

experience difficulties engaging with maternity and mental health services as well as 

social services (Green et al., 2008). 

Some possible alternative explanations also need to be considered. The 

association between preconception personality disorder and antenatal anxiety and 

depression symptoms might be explained by residual confounding.  It is possible that 

we have not accounted for all previous common mental disorder. However, adjusting 

for concurrent symptoms of disorder did not bring a major change in the strength of 

association, suggesting that is an unlikely explanation. Of greater relevance might be 

the role of persisting social and economic disadvantage (e.g., intimate partner 

violence, lack of social support), comorbid substance use or physical health problems 

that were not controlled for in these analyses. Finally, it is possible that our findings 

reflect the presence of a causal link, whereby women with personality disorder are 

more vulnerable to biological and psycho-social changes associated with pregnancy, 

resulting in greater likelihood of anxiety and depression symptoms.  

Our study had strengths and limitations. The prospective longitudinal design 

was a strength with the prospective identification of mental health problems (Moffitt 

et al., 2010). However, we may have missed some anxiety and depressive symptoms 

as we assessed maternal mental health at a single antenatal time point. Second, 

selective attrition may have had some effect on the estimates of association as  
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women who did not participate in the perinatal phase of the study tended to have a 

greater history of previous common mental disorder. Thirdly, the VIHCS study period 

restricted the inclusion of pregnancies to those occurring when participants were aged 

29-36 years, missing pregnancies that occurred at other times. While we captured the 

peak fertility rate for Australian women (Australian Bureau of Statistics, 2013), it is 

possible that different patterns of maternal anxiety and depressive symptoms occur in 

pregnancies at younger or older maternal ages (Hudson et al., 2000; Quinlivan et al., 

2004). We found personality disorder in young adulthood to be independently 

associated with antenatal anxiety symptoms. This highlights personality and 

personality disorder specifically in understanding risks for mental health problems in 

pregnancy. The possibility of personality disorder, together with prior mental health 

problems and social adversity, deserve exploration when clinicians assess women’s 

wellbeing in pregnancy (NICE, 2014). For women with personality disorder, actions 

to promote social engagement and emotional regulation may have benefits for her 

own mental health and well as promoting healthy maternal-infant bonding after birth. 

Women identified as having a history of personality disorder may benefit from 

greater support and monitoring during the perinatal period. In recent years small trials 

have assessed psychosocial interventions for anxiety and depression delivered during 

pregnancy but with mixed results (Austin et al., 2008; Bittner et al., 2014; Goodman 

et al., 2014; Milgrom et al., 2011). There is, however, some evidence for prevention 

of children’s mental health problems via interventions directed to parents 

(Siegenthaler et al., 2012). The prospect of identifying and treating women at 

increased risk of antenatal anxiety and depression in the preconception years through 

to pregnancy holds the potential to improve the quality of life and mental health of 

mothers and their children..  
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Table 1: Preconception demographic and mental health characteristics of 

the sample (N=244) 

  Participants 

 

n (%) 

Participant characteristics  

  Maternal mental health  

  Any personality disorder1  42 (17.2) 

Cluster A 24 (9.84) 

Cluster B 16 (6.56) 

Cluster C 24 (9.84) 

Common mental disorder2 56 (23.1) 

Demographic factors 

  Relationship status  

  Married/de-facto  111 (45.5) 

Boyfriend/girlfriend  83 (34.0) 

Single 50 (20.5) 

Education / Employment 

  Did not complete secondary school3 14 (5.8) 

Post secondary school3 

  None or vocational training 115 (47.1) 

Degree 128 (52.5) 

Undertaking higher education or training  25 (10.2) 

In paid employment  221 (90.6) 

Born outside of Australia   24 (9.8) 

Participant's parents' characteristics 

  Parents divorced/separated4 48 (19.7) 

Parents' educational attainment5 

  Secondary school not completed 87 (35.7) 

Secondary school completed/vocational training 80 (32.8) 

Degree 77 (31.6) 

1Personality disorder measured using the Standardised Assessment of 

Personality (SAP) to derive DSM-IV diagnoses. 2Common mental disorder 

(anxiety/depression) measured using the General Health Questionnaire 10 item 

version (GHQ-10) with scores >2 defined as presence of common mental 

disorder. 3Data unavailable for 1 participant on measure, n=243. 4When 

participant was 17 years old her own parents were separated/divorced. 5Highest 

education obtained by either parent of participant.    
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Table 2:  Estimated prevalence of anxiety and depression in pregnancy among 

women overall and by preconception personality disorder1 

      
Anxiety2 

 
Depression3 

 
N 

 
% (95% CI)4 

 
% (95% CI)4 

                

All pregnancies 328 
 

14.0 (10.7 to 18.2) 
 

12.2 (09.1 to 16.2) 

 

Preconception personality  

disorder5 
       

Yes 55 
 

29.1 (18.8 to 42.1) 
 

21.8 (13.0 to 34.4) 

No 273 
 

11.0 (07.8 to 15.3) 
 

10.3 (07.2 to 14.4) 

1N=328 pregnancies to 244 women. 2Participants were classified as anxious in pregnancy 

if cut-off score of ≥2 on Clinical Interview Schedule, Revised (CIS-R) anxiety subscale 

score was reached. 3Participants were classified as depressed in pregnancy if cut-off score 

of ≥10 on Edinburgh Postnatal Depression Scale (EPDS) was met.  4Percentage of 

pregnancies for which particpants met defined cut-off and corresponding binomial Wilson 

confidence interval.  5Personality disorder defined as DSM-IV diagnosis using 

Standardised Assessment of Personality (SAP) administered at age 24 and prior to 

conception. 
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Table 3: Estimated associations between preconception factors with anxiety and depressive disorders during pregnancy1 

 
Anxiety2 

 
Unadjusted3 

 
Partially adjusted4 

 
Fully adjusted5 

 
OR  (95% CI) p 

 
OR  (95% CI) p 

 
OR  (95% CI) p 

Preconception mental health                             

Any personality disorder6 3.36 (1.59 , 7.13) 0.002 

 

3.05 (1.41 , 6.57) 0.004 

 

2.84 (1.31 , 6.15) 0.008 

Common mental disorder7 2.43 (1.19 , 4.95) 0.015 
 

     

2.28 (1.10 , 4.74) 0.028 

Pregnancy factors 
     

     
    

Woman’s first child (parity) 1.29 (0.71 , 2.36) 0.406 
 

1.37 (0.74 , 2.56) 0.316 

 

1.33 (0.70 , 2.52) 0.379 

Woman’s parents’ factors 
     

     
    

Parental divorce/separation8 1.69 (0.78 , 3.62) 0.181 
 

1.63 0.73 3.65 0.24 
 

1.65 (0.73 , 3.71) 0.226 

 
Depression9 

 
Unadjusted3 

 
Partially adjusted4 

 
Fully adjusted5 

 
OR  (95% CI) p 

 
OR  (95% CI) p 

 
OR  (95% CI) p 

Preconception mental health                             

Any personality disorder6 2.43 (1.06 , 5.59) 0.037 
 

2.21 (0.92 , 5.28) 0.075 
 

1.98 (0.81 , 4.81) 0.133 

Common mental disorder7 2.63 (1.22 , 5.67) 0.014 
      

2.82 (1.27 , 6.26) 0.011 

Pregnancy factors 
              

Woman’s first child (parity) 1.10 (0.63 , 1.93) 0.738 
 

1.18 (0.64 , 2.18) 0.597 
 

1.13 (0.59 , 2.15) 0.715 

Woman’s parents’ factors 
              

Parental divorce/separation8 2.34 (1.06 , 5.21) 0.036 
 

2.39 (1.03 , 5.53) 0.042 
 

2.51 (1.09 , 5.79) 0.031 
1N=328 pregnancies for 244 participants. 2Anxiety in pregnancy defined as Clinical Interview Schedule-Revised (CIS-R) anxiety subscale 

score ≥2. 3Univariate logistic regression analyses unadjusted for potential confounders. 4Multivariate logistic regression analyses using 

GEE estimation, adjusted for parity and parental divorce. 5Multivariate logistic regression analyses using GEE estimation, adjusted for 

parity, parental divorce and preconception common mental disorder. 6Personality disorder measured using the Standardised Assessment of 

Personality (SAP) to derive DSM-IV diagnoses at age 24 years. 7Common mental disorder defined as score of >2 on General Health 

Questionnaire 12-item version (GHQ-12) at age 24 years. 8Mothers’ parents’ divorce/separation measured when women aged 17 years. 
9Depression in pregnancy defined as Edinburgh Postnatal Depression Scale (EPDS) score ≥10.  
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Appendix A 

Table 4:  Anxiety and depression symptoms in pregnancy among women with versus 

without preconception personality disorder1: Mean raw scores and confidence intervals 

  
  Anxiety2 

 
Depression3 

 

N Mean SE4 (95% CI)5   Mean  
SE

4 
(95% CI)5 

All pregnancies  328 0.6 0.1 (0.5 , 0.8) 
 

4.9 0.2 (4.5 , 5.3) 

Preconception personality 

disorder6         

Yes 55 1.1 0.2 (0.7 , 1.5) 
 

5.6 0.6 (4.4 , 6.9) 

No 273 0.5 0.1 (0.4 , 0.7) 
 

4.7 0.2 (4.3 , 5.2) 

1N=328 pregnancies to 244 participants. 2Anxiety symptom raw score measured using the Clinical 

Interview Schedule-Revised (CIS-R) anxiety subscale (score range 0-8) during pregnancy at age 

29-32 years.  3Depressive symptom raw score measured using the Edinburgh Postnatal Depression 

Scale (EPDS) (score range 0-30) during pregnancy at age 29-32 years.  4Standard Error.  5 Mean 

raw score and 95% confidence interval.  6 Personality disorder defined as DSM-IV diagnosis using 

Standardised Assessment of Personality (SAP) administered at age 24. 
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Appendix B 

Table 5:  Prediction of anxious and depressive symptom scores during pregnancy from preconception factors1 

  Anxiety symptom scores2 

 
Unadjusted3 

 
Partially adjusted4 

 
Fully adjusted5 

 
β  (95% CI) p   β  (95% CI) p   β  (95% CI) p 

Preconception mental health 
              

Any personality disorder6 0.56 (0.06 , 1.05) 0.027 
 

0.52 (0.01 , 1.03) 0.046 
 

0.46 (-0.03 , 0.96) 0.066 

Common mental disorder7 0.54 (0.08 , 1.00) 0.022 
      

0.49 (0.03 , 0.95) 0.038 

Pregnancy factors 
              

Woman’s first child (parity) 0.18 (-0.09 , 0.44) 0.193 
 

0.19 (-0.07 , 0.46) 0.154 
 

0.17 (-0.10 , 0.44) 0.224 

Woman’s parents’ factors 
              

Parental divorce/separation8 0.22 (-0.17 , 0.60) 0.276 
 

0.21 (-0.19 , 0.62) 0.305 
 

0.21 (-0.18 , 0.61) 0.294 

  Depressive symptom scores9 

 

Unadjusted3 
 

Partially adjusted4 
 

Fully adjusted5 

 

β  (95% CI) p   β  (95% CI) p   β  (95% CI) p 

Preconception mental health 
              

Any personality disorder6 0.96 (-0.48 , 2.39) 0.191 

 

0.77 (-0.63 , 2.16) 0.281 
 

0.54 (-0.79 , 1.88) 0.425 

Common mental disorder7 2.05 (0.82 , 3.29) 0.001 

 
     

2.03 (0.82 , 3.24) 0.001 

Pregnancy factors 

     
         

Woman’s first child (parity) 0.04 (-0.59 , 0.67) 0.901 

 

0.10 (-0.53 , 0.74) 0.747 
 

0.02 (-0.62 , 0.66) 0.941 

Woman’s parents’ factors 

     
         

Parental divorce/separation8 1.46 (0.20 , 2.73) 0.023   1.46 (0.18 , 2.75) 0.026   1.46 (0.27 , 2.65) 0.016 

1 N=328 pregnancies for 244 participants. 2Pregnancy anxiety scores measured using Clinical Interview Schedule Revised (CIS-R), anxiety 

subscale (CIS-R, score range 0-8). 3Univariate linear regression analyses unadjusted for potential confounders. 4Multivariate linear regression 

analyses using Generalised Estimating Equations (GEE), adjusted for parity and parental divorce/separation. 5Multivariate linear regression 

analyses using GEE adjusted for parity, parental divorce/separation, and preconception common mental disorder. 6Personality disorder measured 

using the Standardised Assessment of Personality (SAP) to derive DSM-IV diagnoses at age 24 years. 7Common mental disorder defined as 

score of >2 on General Health Questionnaire 10 item version (GHQ-10) at age 24 years. 8Participant's own parents’ divorce/separation before 

she was 18 years old.  9Pregnancy depression symptoms measured using the Edinburgh Postnatal Depression Scale (EPDS; score range 0-30). 



Personality disorder and antenatal mental health  

 18 

 

References 

American Psychiatric Association, 2000. Diagnostic and Statistical Manual of Mental 

Disorders, Fourth edition, text revision, . American Psychiatric Assocation, Arlington, 

VA  

 

Andersson, L., Sundström-Poromaa, I., Bixo, M., Wulff, M., Bondestam, K., Åström, 

M., 2003. Point prevalence of psychiatric disorders during the second trimester of 

pregnancy: A population-based study. American journal of obstetrics and gynecology 

189, 148-154. 

 

Ansell, E.B., Pinto, A., Edelen, M.O., Markowitz, J.C., Sanislow, C.A., Yen, S., 

Zanarini, M., Skodol, A.E., Shea, M.T., Morey, L.C., Gunderson, J.G., McGlashan, 

T.H., Grilo, C.M., 2011. The association of personality disorders with the prospective 

7-year course of anxiety disorders. Psychological medicine 41, 1019-1028. 

 

Austin, M.P., Frilingos, M., Lumley, J., Hadzi-Pavlovic, D., Roncolato, W., Acland, 

S., Saint, K., Segal, N., Parker, G., 2008. Brief antenatal cognitive behaviour therapy 

group intervention for the prevention of postnatal depression and anxiety: a 

randomised controlled trial. Journal of affective disorders 105, 35-44. 

Australian Bureau of Statistics, 2013. 3301.0 - Births, Australia, 2013. 

 

Balsis, S., Gleason, M.E., Woods, C.M., Oltmanns, T.F., 2007. An item response 

theory analysis of DSM-IV personality disorder criteria across younger and older age 

groups. Psychology and aging 22, 171-185. 

 

Banti, S., Mauri, M., Oppo, A., Borri, C., Rambelli, C., Ramacciotti, D., Montagnani, 

M.S., Camilleri, V., Cortopassi, S., Rucci, P., Cassano, G.B., 2011. From the third 

month of pregnancy to 1 year postpartum. Prevalence, incidence, recurrence, and new 

onset of depression. Results from the perinatal depression-research & screening unit 

study. Comprehensive psychiatry 52, 343-351. 

 



Personality disorder and antenatal mental health  

 19 

Bauer, A., Knapp, M., Parsonage, M., 2016. Lifetime costs of perinatal anxiety and 

depression. Journal of affective disorders 192, 83-90. 

 

Bergink, V., Kooistra, L., Lambregtse-van den Berg, M.P., Wijnen, H., Bunevicius, 

R., van Baar, A., Pop, V., 2011. Validation of the Edinburgh Depression Scale during 

pregnancy. Journal of psychosomatic research 70, 385-389. 

 

Betts, K.S., Williams, G.M., Najman, J.M., Alati, R., 2014. Maternal depressive, 

anxious, and stress symptoms during pregnancy predict internalizing problems in 

adolescence. Depression and anxiety 31, 9-18. 

 

Biaggi, A., Conroy, S., Pawlby, S., Pariante, C.M., 2016. Identifying the women at 

risk of antenatal anxiety and depression: A systematic review. Journal of affective 

disorders 191, 62-77. 

 

Bittner, A., Peukert, J., Zimmermann, C., Junge-Hoffmeister, J., Parker, L.S., Stobel-

Richter, Y., Weidner, K., 2014. Early intervention in pregnant women with elevated 

anxiety and depressive symptoms: efficacy of a cognitive-behavioral group program. 

The Journal of perinatal & neonatal nursing 28, 185-195. 

 

Buist, A.E., Austin, M.P., Hayes, B.A., Speelman, C., Bilszta, J.L., Gemmill, A.W., 

Brooks, J., Ellwood, D., Milgrom, J., 2008. Postnatal mental health of women giving 

birth in Australia 2002-2004: Findings from the Beyondblue National Postnatal 

Depression Program. Australian and New Zealand Journal of Psychiatry 42, 66-73. 

 

Buss, C., Davis, E.P., Muftuler, L.T., Head, K., Sandman, C.A., 2010. High 

pregnancy anxiety during mid-gestation is associated with decreased gray matter 

density in 6-9-year-old children. Psychoneuroendocrinology 35, 141-153. 

 

Coid, J., Yang, M., Tyrer, P., Roberts, A., Ullrich, S., 2006. Prevalence and correlates 

of personality disorder in Great Britain. British Journal of Psychiatry 186, 423-431. 

 



Personality disorder and antenatal mental health  

 20 

Cox, J.L., Holden, J.M., Sagovsky, R., 1987. Detection of postnatal depression. 

Development of the 10-item Edinburgh Postnatal Depression Scale. The British 

Journal of Psychiatry 150, 782-786. 

 

Dietz, P.M., Wiliams, S.B., Callaghan, W.M., Bachman, D.J., Whitlock, E.P., 

Hornbrook, M.C., 2007. Clinically identified maternal depression before, during, and 

after pregnancies ending in live births. The American Journal of Psychiatry 164, 

1515-1520. 

 

Fairbrother, N., Janssen, P., Antony, M.M., Tucker, E., Young, A.H., 2016. Perinatal 

anxiety disorder prevalence and incidence. Journal of affective disorders 200, 148-

155. 

 

Figueiredo, F.P., Balarini, F.B., Silva, A.P.C., Cavalli, R.C., Silva, A.A.M., Bettiol, 

H., Barbieri, M.A., Del-Ben, C.M., 2012. P-1465 - EPDS by telephone: What cutoff 

point to use. European Psychiatry 27, supplement 1, 1. 

 

Fok, M.L., Hayes, R.D., Chang, C.K., Stewart, R., Callard, F.J., Moran, P., 2012. Life 

expectancy at birth and all-cause mortality among people with personality disorder. 

Journal of psychosomatic research 73, 104-107. 

 

Friborg, O., Martinsen, E.W., Martinussen, M., Kaiser, S., Overgard, K.T., 

Rosenvinge, J.H., 2014. Comorbidity of personality disorders in mood disorders: a 

meta-analytic review of 122 studies from 1988 to 2010. Journal of affective disorders 

152-154, 1-11. 

 

Friborg, O., Martinussen, M., Kaiser, S., Overgard, K.T., Rosenvinge, J.H., 2013. 

Comorbidity of personality disorders in anxiety disorders: a meta-analysis of 30 years 

of research. Journal of affective disorders 145, 143-155. 

 

Gibson, J., McKenzie-McHarg, K., Shakespeare, J., Price, J., Gray, R., 2009. A 

systematic review of studies validating the Edinburgh Postnatal Depression Scale in 

antepartum and postpartum women. Acta Psychiatrica Scandinavica 119, 350-364. 

 



Personality disorder and antenatal mental health  

 21 

Goldberg, D., Williams, P.A., 1988. A user's guide to the General Health 

Questionnaire. NFER-Nelson, Windsor, UK. 

 

Goldberg, D.P., Gater, R., Sartorius, N., Ustun, T.B., Piccinelli, M., Gureje, O., Rutter, 

C., 1997. The validity of two versions of the GHQ in the WHO study of mental illness 

in general health care. Psychological medicine 27, 191-197. 

 

Goodman, J.H., Guarino, A., Chenausky, K., Klein, L., Prager, J., Petersen, R., Forget, 

A., Freeman, M., 2014. CALM Pregnancy: results of a pilot study of mindfulness-

based cognitive therapy for perinatal anxiety. Archives of women's mental health 17, 

373-387. 

 

Goodman, S.H., Rouse, M.H., Connell, A.M., Broth, M.R., Hall, C.M., Heyward, D., 

2011. Maternal depression and child psychopathology: a meta-analytic review. 

Clinical child and family psychology review 14, 1-27. 

 

Grant, K.A., McMahon, C., Austin, M.P., 2008. Maternal anxiety during the transition 

to parenthood: a prospective study. Journal of affective disorders 108, 101-111. 

 

Green, L., Elliott, S., Anwar, L., Best, E., Tero, M., Sarkar, A., Ross-Davie, M., 

Hodgkiss, A., Hunter, M., Boocock, A., 2008. An audit of pregnant women with 

severe mental illness referred during the first 2 years of a new perinatal mental health 

service. Archives of Womens Mental Health 11, 149-158. 

 

Grilo, C.M., Stout, R.L., Markowitz, J.C., Sanislow, C.A., Ansell, E.B., Skodol, A.E., 

Bender, D.S., Pinto, A., Shea, M.T., Yen, S., Gunderson, J.G., Morey, L.C., Hopwood, 

C.J., McGlashan, T.H., 2010. Personality disorders predict relapse after remission 

from an episode of major depressive disorder: a 6-year prospective study. The Journal 

of clinical psychiatry 71, 1629-1635. 

 

Hardt, J., Rutter, M., 2004. Validity of adult retrospective reports of adverse 

childhood experiences: review of the evidence. Journal of Child Psychology and 

Psychiatry 45, 260-273. 

 



Personality disorder and antenatal mental health  

 22 

 

Highet, N., Stevenson, A.L., Purtell, C., Coo, S., 2014. Qualitative insights into 

women's personal experiences of perinatal depression and anxiety. Women and birth : 

journal of the Australian College of Midwives 27, 179-184. 

 

Howard, L.M., Molyneaux, E., Dennis, C.-L., Rochat, T., Stein, A., Milgrom, J., 2014. 

Non-psychotic mental disorders in the perinatal period. The Lancet 384, 1775-1788. 

 

Hudson, D.B., Elek, S.M., Campbell-Grossman, C., 2000. Depression, self-esteem, 

loneliness, and social support among adolescent mothers participating in the new 

parents project. Adolescence 35, 445-453. 

 

Kingston, D., Tough, S., Whitfield, H., 2012. Prenatal and postpartum maternal 

psychological distress and infant development: a systematic review. Child psychiatry 

and human development 43, 683-714. 

 

Klonsky, E.D., Oltmanns, T.F., Turkenheimer, E., 2002. Informant-reports of 

personality disorder: relation to self-reports and future research directions. Clinical 

Psychology: Science and Practice 9, 300-311. 

 

Laplante, D.P., Brunet, A., Schmitz, N., Ciampi, A., King, S., 2008. Project Ice 

Storm: prenatal maternal stress affects cognitive and linguistic functioning in 5 1/2-

year-old children. Journal of the American Academy of Child and Adolescent 

Psychiatry 47, 1063-1072. 

 

Lewis, G., Pelosi, A.J., 1992. The manual of the CIS-R. Institute of Psychiatry, 

London. 

 

Lewis, G., Pelosi, A.J., Araya, R., Dunn, G., 1992. Measuring psychiatric disorder in 

the community: A standardized assessment for use by lay interviewers. Psychological 

medicine 22, 465-486. 

 



Personality disorder and antenatal mental health  

 23 

Mann, A.H., Raven, P., Pilgrim, J., Ling, C.-H., Moran, P., 1997. Standardised 

Assessment of Personality: ICD-10 & DSM-IV Version. Institute of Psychiatry, 

London. 

 

Martini, J., Petzoldt, J., Einsle, F., Beesdo-Baum, K., Hofler, M., Wittchen, H.U., 

2015. Risk factors and course patterns of anxiety and depressive disorders during 

pregnancy and after delivery: a prospective-longitudinal study. Journal of affective 

disorders 175, 385-395. 

 

Micali, N., Simonoff, E., Treasure, J., 2011. Pregnancy and post-partum depression 

and anxiety in a longitudinal general population cohort: the effect of eating disorders 

and past depression. Journal of affective disorders 131, 150-157. 

 

Milgrom, J., Gemmill, A.W., Bilszta, J.L., Hayes, B., Barnett, B., Brooks, J., Ericksen, 

J., Ellwood, D., Buist, A., 2008. Antenatal risk factors for postnatal depression: a 

large prospective study. Journal of affective disorders 108, 147-157. 

 

Milgrom, J., Schembri, C., Ericksen, J., Ross, J., Gemmill, A.W., 2011. Towards 

parenthood: an antenatal intervention to reduce depression, anxiety and parenting 

difficulties. Journal of affective disorders 130, 385-394. 

 

Moffitt, T.E., Caspi, A., Taylor, A., Kokaua, J., Milne, B.J., Polanczyk, G., Poulton, 

R., 2010. How common are common mental disorders? Evidence that lifetime 

prevalence rates are doubled by prospective versus retrospective ascertainment. 

Psychological medicine 40, 899-909. 

 

Moran, P., Coffey, C., Mann, A., Carlin, J.B., Patton, G.C., 2006. Personality and 

substance use disorders in young adults. British Journal of Psychiatry 188, 374-379. 

 

Moran, P., Coffey, C., Romaniuk, H., Degenhardt, L., Borschmann, R., Patton, G.C., 

2015. Substance use in adulthood following adolescent self-harm: a population-based 

cohort study. Acta Psychiatrica Scandinavica 131, 61-68. 

 



Personality disorder and antenatal mental health  

 24 

Moran, P., Romaniuk, H., Coffey, C., Chanen, A., Degenhardt, L., Borschmann, R., 

Patton, G.C., 2016. The influence of personality disorder on the future mental health 

and social adjustment of young adults: a population-based, longitudinal cohort study. 

The Lancet Psychiatry, 1-10. 

 

Murray, D., Cox, J.L., 1990. Screening for depression during pregnancy with the 

Edinburgh Depression Scale (EPDS). Journal of Reproductive and Infant Psychology 

8, 99-107. 

 

National Institute for Health and Care Excellence (NICE), 2014. Antenatal and 

postnatal mental health: clinical management and service guidance (CG192), pp.1-57 

 

Newton-Howes, G., Tyrer, P., Johnson, T., Mulder, R., Kool, S., Dekker, J., 

Schoevers, R., 2014. Influence of personality on the outcome of treatment in 

depression: systematic review and meta-analysis. Journal of Personality Disorders 28, 

577-593. 

 

O'Donnell, K.J., Glover, V., Barker, E.D., O'Connor, T.G., 2014. The persisting effect 

of maternal mood in pregnancy on childhood psychopathology. Developmental 

Psychopathology 26, 393-403. 

 

Patton, G.C., Romaniuk, H., Spry, E., Coffey, C., Olsson, C., Doyle, L.W., Oats, J., 

Hearps, S., Carlin, J.B., Brown, S., 2015. Prediction of perinatal depression from 

adolescence and before conception (VIHCS): 20-year prospective cohort study. The 

Lancet. 

 

Pilgrim, J.A., Mellers, J.D., Boothby, H.A., Mann, A.H., 1993. Inter-rater and 

temporal reliability of the Standardised Assessment of Personality and the influence 

of informant characteristics. Psychological medicine 23, 779-786. 

 

Quinlivan, J.A., Tan, L.H., Steele, A., Black, K., 2004. Impact of demographic factors, 

early family relationships and depressive symptomatology in teenage pregnancy. 

Australian & New Zealand Journal of Psychiatry 38, 197-203. 

 



Personality disorder and antenatal mental health  

 25 

Quirk, S.E., Berk, M., Pasco, J.A., Brennan-Olsen, S.L., Chanen, A.M., Koivumaa-

Honkanen, H., Burke, L.M., Jackson, H.J., Hulbert, C., C, A.O., Moran, P., Stuart, 

A.L., Williams, L.J., 2016. The prevalence, age distribution and comorbidity of 

personality disorders in Australian women. The Australian and New Zealand journal 

of psychiatry. 

 

Samuels, J., Eaton, W.W., Bienvenu, J., Brown, C.H., Costa, P.T., Nestadt, G., 2002. 

Prevalence and correlates of personality disorders in a community sample. British 

Journal of Psychiatry 180, 536-542. 

 

Siegenthaler, E., Munder, T., Egger, M., 2012. Effect of preventive interventions in 

mentally ill parents on the mental health of the offspring: systematic review and meta-

analysis. Journal of the American Academy of Child & Adolescent Psychiatry 51, 8-

17 e18. 

 

Skodol, A.E., Pagano, M.E., Bender, D.S., Tracie Shea, M., Gunderson, J.G., Yen, S., 

Stout, R.L., Morey, L.C., Sanislow, C.A., Grilo, C.M., Zanarini, M.C., McGlashan, 

T.H., 2005. Stability of functional impairment in patients with schizotypal, borderline, 

avoidant, or obsessive–compulsive personality disorder over two years. Psychological 

medicine 35, 443-451. 

 

Statacorp, 2015. Stata Statistical Software: Release 14, in: Station, C. (Ed.). Stata 

Corporation, TX. 

 

Stewart, D.E., 2011. Depression during pregnancy. The New England Journal of 

Medicine 365, 1605-1611. 

 

Torgersen, S., 2014. Prevalence, sociodemographics, and functional impairment, In: 

Oldham, J.M., Skodol, A.E., Bender, D.S. (Eds.), Textbook of personality disorders, 

Second ed. The American Psychiatric Publishing, Washington, DC, pp. 109-130. 

 

Van den Bergh, B.R., Van Calster, B., Smits, T., Van Huffel, S., Lagae, L., 2008. 

Antenatal maternal anxiety is related to HPA-axis dysregulation and self-reported 

depressive symptoms in adolescence: a prospective study on the fetal origins of 



Personality disorder and antenatal mental health  

 26 

depressed mood. Neuropsychopharmacology : official publication of the American 

College of Neuropsychopharmacology 33, 536-545. 

 

Woolhouse, H., Brown, S., Krastev, A., Perlen, S., Gunn, J., 2009. Seeking help for 

anxiety and depression after childbirth: results of the maternal health study. Archives 

of Womens Mental Health 12, 75-83. 

 

Zimmerman, M., 1994. Diagnosing personality disorders: A review of issues and 

research methods. Archives of General Psychiatry 51, 225-245. 

 

 


