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ABSTRACT

Introduction. Mental distress can have consequences for the health of women and children. Objective. To 
estimate the prevalence of mental distress and to identify its association with socioeconomic, demographic, 
health-related behaviors, obstetrics, and health status in pregnant women. Method. Cross-sectional study 
carried out with women undergoing prenatal care at the Unified Health System in Colombo-Paraná. The 
prevalence of mental distress was investigated using the Self-Reporting Questionnaire. Results. Among preg-
nant women (n = 605), the prevalence of mental distress was 47.9% (95% CI [44.0, 51.9]). After an adjusted 
analysis, the following was associated with the outcome: living without a partner (PR 1.27; 95% CI [1.06, 
1.52]), having up to seven years of schooling (PR 1.30; 95% CI [1.04, 1.63]), performing moderate or intense 
physical activity (PR 1.47; 95% CI [1.02, 2.12]), consuming alcohol in the last 12 months (PR 1.29; 95% CI 
[1.08, 1.54]), being in the third pregnancy (PR 1.33; 95% CI [1.06, 1.67]), in the last trimester of pregnancy (PR 
1.43; 95% CI [1.06, 1.94]), and the presence of a common pregnancy symptom (PR 1.56; 95% CI [1.15, 2.11]). 
Discussion and conclusion. Comprehensive mental health care during pregnancy is necessary especially 
for women in social vulnerability, at the end of pregnancy, and with worse health.
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RESUMEN

Introducción. El distrés mental puede afectar la salud de mujeres y niños. Objetivo. Estimar la prevalencia 
de distrés mental e identificar su asociación con comportamientos socioeconómicos, demográficos, relacio-
nados con la salud, obstetricia y estado de salud en mujeres embarazadas. Método. Estudio transversal 
realizado con mujeres sometidas a atención prenatal en el Sistema Único de Salud de Colombo-Paraná. La 
prevalencia del distrés mental se investigó mediante el cuestionario de autoinforme. Resultados. Entre las 
mujeres embarazadas (n = 605) la prevalencia de distrés mental fue de 47.9% (IC 95% [44.0, 51.9]). Después 
del análisis ajustado, lo siguiente se asoció con el resultado: vivir sin pareja (RP 1.27; IC 95% [1.06, 1.52]), 
tener hasta siete años de escolaridad (RP 1.30; IC 95% [1.04, 1.63]), desempeño moderado o actividad física 
intensa (RP 1.47; IC 95% [1.02, 2.12]), consumo de alcohol en los últimos 12 meses (RP 1.29; IC 95% [1.08, 
1.54]), estar en el tercer embarazo (RP 1.33; IC 95% [1.06, 1.67]) , en el último trimestre del embarazo (PR 
1.43; IC 95% [1.06, 1.94]) y la presencia de un síntoma común del embarazo (RP 1.56; IC 95% [1.15, 2.11]). 
Discusión y conclusión. La atención integral en salud mental durante el embarazo es necesaria especial-
mente para mujeres en situación de vulnerabilidad social, al final del embarazo y con peor salud.

Palabras clave: Embarazo, salud mental, la salud de la mujer, estudios transversales.
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INTRODUCTION

Pregnancy is a period marked by significant changes in wom-
en’s life that go beyond the physiological part, and influence 
physical, hormonal, and emotional aspects. These changes 
can have significant repercussions in daily life, and lead to 
worsening mental health conditions. Sometimes pregnant 
women have feelings like anguish, fear, and doubt about the 
future, and they feel more fragile and sensitive (Costa et al., 
2010; Alves & Bezerra, 2020). Problems with mental health 
during pregnancy, such as depression, can arise from a mul-
tifactorial and complex etiology. The dysregulation between 
the neuroimmune communication network during pregnan-
cy, modifies the maternal environment, thus causing an in-
crease in the appearance of depressive symptoms, as well as 
unfavourable obstetric outcomes (Leff-Gelman et al., 2016).

During pregnancy, women may have feelings that in-
clude anxiety, sadness, discouragement, guilt, and insecu-
rity. These feelings are associated not only with a child’s 
birth, but with other factors, such as the lack of affection 
and support from both a partner and the family, and con-
cerns about the future (Leite, Rodrigues, de Sousa, de Melo, 
& de Melo Fialho, 2014).

The difficulties that arise during this period are often 
expressed as distress and nuisance, which suggest feelings 
of discomfort. Nausea and vomiting are frequent during 
pregnancy, and refer to the etiology of hormonal, biochem-
ical, and physiological changes, as well as psychological 
factors, which include changes in the emotional aspects of 
each pregnant woman, in addition to increased responsibil-
ity for the birth of a child (Silva & Silva, 2009; Gonçalves 
Camacho, da Costa Vargens, Progianti, & Spíndola, 2010). 
Althogh several changes occur during pregnancy in the fe-
male body in the third trimester depressive symptoms may 
increase due to body changes, which include swelling of the 
legs and feet, greater difficulty in breathing and increased 
tiredness (Gonçalves Camacho et al., 2010). The interac-
tions that occur between external and internal transforma-
tions in the body of each pregnant woman emit different 
feelings, which come about in a particular way (Gonçalves 
Camacho et al., 2010). Common symptoms may appear, 
such as alternating between increased and decreased appe-
tite, nausea, vomiting, drowsiness, and tiredness (Sarmento 
& Setúbal, 2003; Burti, Andrade, Caromano, & Ide, 2006).

Maternal mental health may influence a child’s health, 
and ranges from the period of pregnancy up to one year 
after delivery. The development of a child’s health begins 
long before birth, in early life experiences, which occur in 
the womb and already influence later development. Condi-
tions related to depression, stress, and anxiety during preg-
nancy can have negative consequences such as premature 
birth, low birth weight, increased risk of cognitive and be-
havioral emotional problems in childhood and adolescence, 
in addition to depression in adulthood (Lenze, 2017).

Mental distress can be characterized by a set of symp-
toms sometimes called common mental disorders (CMD) 
that can not be classifiable by standard diagnostic criteria 
and involve tiredness, irritability, lack of memory, somatic 
complaints, insomnia, and difficulty concentrating (Gold-
berg & Huxley, 1992; Jebena et al., 2015).

Brazilian studies carried out with pregnant women, who 
used the Self Reporting Questionnaire (SRQ-20) as a means 
of tracking mental distress, showed a prevalence between 
41.4% to 57.1% (Silva et al., 2010; Lucchese et al., 2017). 
National and international surveys point to a consensus in 
the literature that low education, low income, being a wom-
an, not having a partner, using controlled medication, and 
having several children increase the chance of indications 
for CMD (Lucchese et al., 2017; Guimarães et al., 2019; 
Furtado, Saldanha, Moleiro, & Silva, 2019; Gomes, Mi-
guel, & Miasso, 2013; Senicato, Azevedo, & Barros, 2018).

Higher income is directly related to better access to 
economic conditions during life, and the lack or reduction 
of it often leads to stressful and insecure situations, mech-
anisms that may trigger CMD (Ludermir & Melo Filho, 
2002). Concerns, doubts about the increase in expenses with 
the arrival of a child and increasing responsibility for their 
own support and that of the child tend to increase during the 
gestational period, and can negatively affect mental health 
(Leite et al., 2014).

Investigating the factors that contribute to increasing 
the prevalence of mental distress in more vulnerable social 
groups, such as pregnant women, is essential. Prenatal care 
must include all social, anthropological, economic and cul-
tural aspects, while never being restricted to obstetric and 
clinical actions (Leite et al., 2014). Given the above, the ob-
jective of this study was to estimate the prevalence of mental 
distress and to identify its association with socioeconomic, 
demographic variables, health-related behaviors, obstetric 
characteristics and health status in pregnant women attended 
by the Unified Health System (SUS) in Colombo, Paraná.

METHOD

Design of the study/description of the sample

This is a cross-sectional study in a prospective cohort, part 
of a larger project entitled “Study of life and health con-
ditions during pregnancy and the puerperium,” carried out 
with pregnant women who were undergoing prenatal care at 
SUS in the city’s Basic Health Units of Colombo, Paraná, 
between March 2018 and September 2019. The study in-
cluded pregnant women independent of gestational age, 
previous obstetric outcomes, number of fetus, previous dis-
ease, and gestational risk classification.

The study population was estimated based on the num-
ber of SisPrenatal (Pregnant Women Monitoring System) 



Mental distress in pregnant women

13Salud Mental, Vol. 45, Issue 1, January-February 2022

registrations in 2016 (3,807). Sample calculations were es-
timated, considering a 50% prevalence of the outcome, a 
margin of error of four percentage points, and a 95% confi-
dence level, totaling 520 pregnant women to be evaluated. 
Once added, the percentage of 30% for losses and refusals 
in longitudinal studies resulted in 676 pregnant women to be 
invited to participate in the study. During the consolidation 
of the fieldwork, incomplete questionnaires were observed 
for some variables, and in order to increase the power of 
the study, another 59 (11.3%) more pregnant women were 
selected to participate in the study (N = 735). The estimates 
were made using the OpenEpi application.

Measurements

The variables were investigated through a questionnaire 
composed by the following variables: Demographic: age 
group (in years, less than or equal to 19, 20 to 29 and 30 or 
more), self-declared color/race (white and yellow, or black 
and mixed race), marital status (with partner, without part-
ner), education in years of study (0-7, 8-10, 11, or more). 
Health-related behaviors: physical activity in which the 
Physical Activity Questionnaire for Pregnant Women was 
used in its translated and validated version (Silva, Santana, 
Lima, Cecchino, & FD, 2015). This investigates the level 
of daily physical activity in five dimensions of daily life: 
household chores and caring for others; paid work, sport/
exercise, commuting and physical inactivity, classified as 
sedentary, light, moderate and intense; current smoking 
(yes, no); consumption of alcoholic beverages in the last 12 
months (consumed, not consumed); Obstetric: number of 
pregnancies (one, two, or three), pregnancy planning (yes, 
no), gestational trimester, divided by weeks (0-13, 14-26, 
27, or more). Health condition during pregnancy: morbid-
ity (without disease, diagnosed before or during), presence 
of symptoms since the pregnancy was discovered (yes, no). 
The diseases and/or health problems were listed: as follows 
urinary tract infection, diabetes mellitus, systemic arterial 
hypertension, pre-eclampsia, eclampsia, anemia, and others.

To track mental distress, the Self-Reporting Ques-
tionnaire (SRQ-20) was used, recommended by the World 
Health Organization (WHO) for studies carried out in pri-
mary health care. It is considered to be quick, easy to apply, 
and low cost, composed of 20 dichotomous questions (yes or 
no), where each affirmative answer is equivalent to one point 
(Gonçalves, Stein, & Kapczinski, 2008). The cut-off point 
used to diagnose mental distress was equal to or greater than 
seven points, a value similar to other studies carried out with 
pregnant women (Jebena et al., 2015; Silva et al., 2010; Luc-
chese et al., 2017; Silva & Cavalcante Neto, 2015).

Procedure

The data collection team was composed by trained inter-
viewers, who were undergraduate, had residency, and 

were master’s students at the Federal University of Paraná 
(UFPR). Quality control was carried out by telephone con-
tact with 11.6% (n = 64) women, which consisted in check-
ing the data reported by the pregnant women at the time of 
the interviews.

Statistical analysis

For data entry, a spreadsheet based on a programming lan-
guage was created. All questionnaires were double typed for 
conference. The data were analyzed using the Stata 14 Pro-
gram (STATA Corp. College Station, Texas, USA). Descrip-
tive analyzes were performed by calculating the absolute (n), 
relative (%) frequencies and the respective 95% confidence 
interval (CI). Prevalence Ratios (PR) were estimated using 
Poisson Regression with robust adjustment of variance.

Adjusted analyzes of the data were performed, in 
which the order of the variables considered the hierarchi-
cal model presented in Figure 1. Thus, the demographic 
and socioeconomic variables were first introduced, fol-
lowed by the health-related, obstetric and health conditions 
during pregnancy. For the entry of variables in the adjusted 
model, p ≤ .20 was considered, and considered significant 
when p < .05. The age group variable was maintained in the 
model regardless of the p-value in the unadjusted analysis. 
The fit of the model was verified using the Akaike (AIC) 
and Bayesian (BIC) information criteria, and the deviance 
goodness of fit test. To analyze the collinearity between the 
variables, the variance inflation factor (VIF) was estimated.

Demographic and Socioeconomic Data
- Age bracket

- Marital status
- Self-declared color/race

- Education

Health-related behaviors
- Smoking

- Alcohol consumption
- Physical activity

Obstetric Data
- Number of pregnancies

- Planned pregnancy
- Gestational trimester

Health Condition during Pregnancy
- Gestational morbidity

- Symptom related to pregnancy

Mental Distress

Figure 1. Hierarchical model of multivariable analysis of the associa-
tion between mental distress and variables in pregnant women during 
prenatal care at health units in colombo (PR). 2018-2019.
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Ethical considerations

This research was approved by the UFPR Human Research 
Ethics Committee under the opinion number 2405347 
(11/29/2017). All pregnant women over 18 years old signed 
the Free and Informed Consent Term (FICT) and those un-
der 18 years old signed the Free and Informed Agreement 
Term (FIAT) and their legal guardians signed the FICT.

RESULTS

Seven hundred thirty-five pregnant women were invited to 
participate in the research, and 605 accepted (82.3%). The 
mean age of the pregnant women was 25.9 years (95% CI 
[25.5, 26.4]), and did not differ from those who refused to 
participate (26.6 years, 95% CI [25.7, 27.5]). Most pregnant 
women lived with a partner (79.7%) and self-declared their 
skin color/race as white or yellow (54.2%); 43.9% had 11 or 
more years of study; 44.8% said they did some kind of light 
physical activity, 7.6% were smokers, and 23.8% reported 
having consumed alcoholic beverages in the last 12 months.

With regard to obstetric characteristics, 40.9% were 
primiparous, 66.2% did not plan the pregnancy, and 49.8% 
were in the third trimester; 71.4% stated that they had no di-
agnosed disease. Among those that had one, the most com-
mon were: systemic arterial hypertension (6.6%), urinary 
tract infection (6.5%), and anemia (5.3%); 81.3% reported 
a common pregnancy symptom: nausea (66.3%), heartburn 
(51.7%), and vomiting (50.3%). The prevalence of mental 
distress was 47.9% (95% CI [44.0, 51.9]). (Table 1).

In the unadjusted analysis, the prevalence of mental 
distress was significantly higher among pregnant women 
who had no partner (PR 1.32; 95% CI [1.10, 1.61]), with 
up to seven years of schooling (PR 1.33; 95% CI [1.07, 
1.67]), who practiced moderate or intense physical activity 
(PR 1.32; 95% CI [1.03, 1.70]), smoked (PR 1.35; 95% CI 
[1.07, 1.70]), consumed alcoholic beverages in the last 12 
months (PR 1.37; 95% CI [1.15, 1.63]), were in their third 
pregnancy (RP 1.31; 95% CI [1.09, 1.58]), in the third tri-
mester of pregnancy (PR 1.34; 95% CI [1.02, 1.76]), with 
some disease diagnosed during pregnancy (PR 1.31; 95% 
CI [1.10, 1.56]), and who reported a common symptom 
during pregnancy (PR 1.48; 95% CI [1.13, 1.93]). (Table 2).

After the adjusted analysis, it was observed that preg-
nant women who had no partner (PR 1.27; 95% CI [1.06, 
1.52]), and with less education, with up to seven years of 
study (PR 1.30 CI 95% [1,04, 1.63]) remained with a high-
er prevalence of mental distress. The association between 
mental distress and physical activity and alcohol consump-
tion in the last 12 months remained significant. Among the 
obstetric variables, the pregnant women who were in their 
third pregnancy (PR 1.33; 95% CI [1.06, 1.67]) and in the 
third gestational trimester maintained statistical signifi-

Table 1
Distribution of demographic, socioeconomic characteristics, 
health-related behaviors, obstetric and health conditions 
during pregnancy and mental distress in pregnant women 
during prenatal care at health units in colombo (PR). 2018-
2019 (N = 605)

Variable N %

Demographic and Socioeconomic Data
Age Bracket (years)

≤ 19 99 16.4
20-29 377 62.3
≥ 30 129 21.3

Marital Status
Living with a partner 472 79.7
Living without a partner 120 20.3

Self-declared color/race
White/yellow 328 54.2
Black/mixed race 277 45.8

Education (years of study)
0-7 109 18.1
8-10 229 38.0
≥ 11 264 43.9

Health-related behaviors
Physical Activity

Sedentary 126 20.8
Light 271 44.8
Moderate or intense 208 34.4

Smoking
Didn’t smoke 546 92.4
Smoked 45 7.6

Alcoholic beverage in the last 12 months
Didn’t consume 410 76.2
Consumed 128 23.8

Obstetric Data
Number of pregnancies

1 239 40.9
2 184 31.5
3 161 27.6

Planned pregnancy
No 394 66.2
Yes 201 33.8

Gestational trimester
0-13 weeks 97 16.1
14-26 weeks 206 34.1
27 or more weeks 301 49.8

Health Condition during Pregnancy
Gestational morbidity

Without disease 422 71.4
Before pregnancy 22 3.7
During pregnancy 147 24.9

Symptom related to pregnancy
No 113 18.7
Yes 492 81.3

Mental Distress
No 315 52.1
Yes 290 47.9
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Table 2
Prevalence of mental distress in relation to demographic, socio-economic characteristics, health-related behaviors, obstet-
rics and health conditions in pregnant women during prenatal care at health units in colombo (PR). 2018-2019 (N = 605) 

Variable n (%) PR (95% CI) P-value* Adjusted PR P-value

Demographic and Socioeconomic Data
Age Bracket (years) .212 .505a

≤ 19  54 (54.6)  1.00  1.00
20-29  177 (47.0)  .86 (.70; 1.06)  .94 (.75; 1.17)
≥ 30  59 (45.7)  .84 (.65; 1.09)  .93 (.72; 1.22)

Marital Status .002 .010a

Living with a partner  214 (45.3)  1.00  1.00
Living without a partner  72 (60)  1.32 (1.11; 1.58)  1.27 (1.06; 1.52)

Self-declared color/race .598
White/yellow  154 (46.9)  1.00
Black/mixed race  136 (49.1)  1.05 (.89; 1.23)

Education (years of study) .004 .009a

0-7  60 (55.0)  1.33 (1.07; 1.67)  1.30 (1.04; 1.63)
8-10  121 (52.8)  1.28 (1.06; 1.55)  1.25 (1.03; 1.52)
≥ 11  109 (41.3)  1.00   1.00  

Health-related behaviors
Physical Activity .029 .031b

Sedentary  50 (39.7)  1.00  1.00
Light  131 (48.3)  1.22 (.95; 1.56)  1.34 (.93; 1.92)
Moderate or intense  109 (52.4)  1.32 (1.03; 1.70)  1.47 (1.02; 2.12)

Smoking .012 .192b

Didn’t smoke  261 (47.8)  1.00  1.00
Smoked  29 (64.4)  1.35 (1.07; 1.70)  1.20 (.91; 1.57)

Alcoholic beverage in the last 12 months .001  .004b

Didn’t consume  183 (44.6)  1.00  1.00
Consumed  78 (60.9)  1.37 (1.15; 1.63)   1.29 (1.08; 1.54)  

Obstetric Data
Number of pregnancies .011 .021c

1  110 (46)  1.00  1.00
2  77 (41.9)  .91 (.73; 1.13)  .95 (.75; 1.20)
3  97 (60.3)  1.31 (1.09; 1.58)  1.33 (1.06; 1.67)

Planned pregnancy .058 .182c

No  202 (51.3)  1.00  1.00
Yes  86 (42.8)  .83 (.69; 1.00)  .88 (.72; 1.08)

Gestational trimester .017 .008c

0-13 weeks  38 (39.2)  1.00  1.00
14-26 weeks  93 (45.2)  1.15 (.86; 1.54)  1.21 (.89; 1.66)
27 or more weeks  158 (52.5)  1.34 (1.02; 1.76)  1.43 (1.06; 1.94)

Health Condition during Pregnancy   
Gestational morbidity .003 .112d

Without disease  186 (44.1)  1.00  1.00
Before pregnancy  9 (40.9)  .93 (.56; 1.55)  .90 (.51; 1.58)
During pregnancy  85 (57.8)  1.31 (1.10; 1.56)  1.17 (.97; 1.40)

Symptom related to pregnancy .004 .004d

No  39 (34.5)  1.00  1.00
Yes  251 (51)  1.48 (1.13; 1.93)   1.56 (1.15; 2.11)  

Notes: Caption: PR = Prevalence Ratio, CI = Confidence Interval.
* Poisson Regression with robust adjustment of the variance.
a adjusted for socioeconomic and demographic variables; b adjusted for socioeconomic, demographic and health-related behaviors; c adjusted for socioeco-
nomic and demographic characteristics, health-related and obstetric behaviors; d adjusted for socioeconomic and demographic characteristics, health-relat-
ed, obstetric and health-related behaviors.
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cance (PR 1.43; 95% CI [1.06, 1.94]). After adjusting for 
variables in the other blocks, the reference to a symptom 
common to pregnancy (PR 1.56; 95% CI [1.15, 2.11]) re-
mained associated with a higher prevalence of mental dis-
tress. The variables smoking, planned pregnancy and gesta-
tional morbidity are no longer statistically significant after 
adjusting for other variables in the model (Table 2).

The AIC and BIC values of the adjusted model were 
825.9 and 880.6, respectively, while the value of the de-
viance goodness of fit test was 317.9 (p value = 1,000), 
indicating good quality of the final model adjustment. The 
mean value of VIF was 1.11, and ranged from 1.02 for the 
presence of any symptoms common to pregnancy, to 1.26 
for the age group, and 1.37 for the number of pregnancies.

DISCUSSION AND CONCLUSION

Among the findings of the present study, the high preva-
lence of mental distress among pregnant women stands out, 
especially among those who lived without a partner, with 
less education, who did moderate or intense physical activ-
ity, who consumed alcohol in the last 12 months, who were 
in their gestation, in the last gestational trimestre, and who 
had some symptoms common to pregnancy.

The prevalence of mental distress among the pregnant 
women evaluated was 47.9%. In national studies carried out 
with pregnant women undergoing prenatal care and using 
the same screening instrument, the prevalence found was 
41.4%, in Pelotas in Rio Grande do Sul (Silva et al., 2010) 
and 57.1% in a medium-sized municipality in Central Bra-
zil (Lucchese et al., 2017).

The high prevalence of mental distress in the pregnant 
women in this study can be explained by their low socio-
economic conditions, as well as the suffering caused by the 
lack of a partner to assist them in the activities and the low 
level of education, which brings as less years of study con-
tribute to worse socioeconomic condition.

The highest prevalence of mental distress in the women 
who had no partner was found in other studies (Lucchese 
et al., 2017; Guimarães et al., 2019; Furtado et al., 2019). 
In a relationship with good coexistence, individuals share 
domestic tasks, care for children and financial management, 
which can mitigate psychological stress (Robles, Slatcher, 
Trombello, & McGinn, 2014). Concerns, doubts about the 
increase in expenses with the arrival of a child and responsi-
bility tend to increase during pregnancy, and can negatively 
affect mental health (Leite et al., 2014).

The association between low education and mental 
distress has been previously reported. (Silva et al., 2010; 
Guimarães et al., 2019; Furtado et al., 2019; Senicato et al., 
2018). Higher education brings about a greater capacity to 
make decisions, cognitive skills, and assertiveness, factors 
that lead to greater financial independence, control of fer-

tility, and care with food, factors directly related to mental 
health (Senicato et al., 2018).

For pregnant women, the benefits of physical activity 
include weight gain control, decreased musculoskeletal dis-
comfort, improved cardiovascular system, mood stability, 
and greater control of gestational hypertension and diabetes 
mellitus (Melzer, Schutz, Boulvain, & Kayser, 2010). How-
ever, among the pregnant women evaluated in this study, 
those who were classified as having moderate or intense 
physical activity had a higher prevalence of mental distress 
than those who were sedentary. This result was also found 
by other authors (Silva & Cavalcante Neto, 2015; Takahasi 
et al., 2013) who used instruments to measure physical ac-
tivity that incorporated dimensions of energy expenditure, 
including daily activities, such as household chores and 
care for other people. Among the women evaluated, those 
with mental distress had higher averages for the domains of 
care for other people and physical inactivity, with no signif-
icant differences in the other domains.

Thus, it is possible that most of the activities performed 
by pregnant women are related to stressful tasks, such as 
domestic overload, childcare and manual occupational ac-
tivities, which may be related to a greater mental distress 
(Silva & Cavalcante Neto, 2015; Takahasi et al., 2013). 
Women who have an increase in the burden of domestic 
work, mainly due to a greater number of children, and who 
do not receive help in domestic tasks, often reach higher 
levels of CMD (Araújo, Pinho, & Almeida, 2005).

Among the women evaluated, those who were in their 
third pregnancy had a higher prevalence of mental distress. 
In another study, the average number of children among 
women with CMD was 2.9 children (SD = 1.6), and those 
whithout CMD 2.3 children (SD = 1.3) (Parreira et al., 
2017). Social, psychological, and emotional demands, such 
as caring for a newborn or other child at the same time and 
with low support, can lead to constant concerns and conse-
quently be an important stress factor for women (Almeida, 
Nunes, Camey, Pinheiro, & Schmidt, 2012).

Having consumed alcoholic beverages in the last 12 
months was also associated with a higher prevalence of 
mental distress. There are still few studies that address 
this association in pregnant women. A study in Pelotas, 
Rio Grande do Sul, carried out with 1,267 pregnant wom-
en between 2006 and 2008, found that the prevalence of 
CMD was higher (58.6%) in those who consumed alcohol 
(Silva et al., 2010). Pregnant women who consume more 
alcohol are more likely to have depressive symptoms, but 
the reverse association is also possible, in which alcohol 
consumption is used to alleviate these symptoms (Parreira 
et al., 2017; Almeida et al., 2012).

Pregnant women who were in the third trimester of 
pregnancy had a higher prevalence of mental distress. The 
bodily relationship can play an important role in this result, 
since it is at the end of the second trimester that the body 
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changes become more expressive with an increase in the 
indisposition caused by the swelling of the legs and feet, 
increased tiredness and feelings such as body dissatisfac-
tion, low self-esteem, insecurity with physical changes, 
weight gain, unregulated sleep, pain, discomfort, and hor-
monal changes that can result in less willingness to do work 
and daily tasks (Gonçalves Camacho et al., 2010; Piccinini, 
Lopes, Gomes, & De Nardi, 2008; Rezende Filho & Mon-
tenegro, 2008).

Pregnant women who reported common pregnancy 
symptoms, such as nausea, heartburn, and vomiting, had a 
higher prevalence of mental distress. The high prevalence 
of the symptoms would be related to the recall period be-
cause we asked about the symptoms in the whole pregnancy 
until we recruited them. Autonomous and hormonal chang-
es during pregnancy can intensify signs and symptoms of 
psychological distress (Lucchese et al., 2017). Symptoms 
such as nausea and vomiting can decrease quality of life, 
have a significant impact on the social life of pregnant 
women, and interfere with the ability to perform daily and 
social activities (Kuo, Wang, Tseng, Jian, & Chou, 2007). 
Previous studies indicate a relationship between hyperem-
esis gravidarum and psychological aspects, for example, 
depressive symptoms and anxiety disorder (Mitchell-Jones 
et al., 2017; Kjeldgaard, Eberhard-Gran, Benth, & Vikanes, 
2017). The results suggest that the increased risk of devel-
oping emotional distress may primarily be a consequence of 
hyperemesis gravidarum, which can be a cause or effect of 
mental distress (Mitchell-Jones et al., 2017).

It is noteworthy that the SRQ-20 is a validated ques-
tionnaire, recommended for tracking cases of CMD, and 
should not be used to diagnose mental illness (Gonçalves et 
al., 2008). The present study has some limitations. As this 
is a cross-sectional research, it is not possible to offer an 
opinion about the causal relationship between the variables, 
such as whether the worst socioeconomic condition led to 
a higher prevalence of mental distress, or whether having 
mental distress led to a worse socioeconomic condition. It 
is also noteworthy that the information was questioned by 
the interviewer, and there may have been missing answers 
or an underestimation of the reports.

The sample was also composed only by users who per-
formed prenatal care exclusively at SUS, and this could re-
sult in a similarity in the socioeconomic profile. In addition, 
the challenge of incorporating women who do not perform 
prenatal care in research that takes place in the health unit 
environment is recognized. Despite this, the research team 
was present at different dates and times at the health units, in 
addition to having collected samples at the Women’s Health 
Unit, while waiting for an ultrasound procedure, which tends 
to increase the chances of participation of pregnant women.

There was a high prevalence of mental distress among 
pregnant women, especially among those who lived with-
out a partner, with less education, who practiced moderate 

or intense physical activity, who consumed alcohol in the 
last 12 months, were in the third pregnancy, in the third ges-
tational trimester, and who had some symptoms common to 
pregnancy.

These results highlight the importance of comprehen-
sive health care during pregnancy. The vulnerability and low 
socioeconomic conditions in the studied public highlight 
the contribution of this study to society, and the importance 
of investigating these conditions in vulnerable population, 
as is the case of pregnant women. Furthermore, few studies 
have investigated specific aspects of pregnancy in relation 
to mental distress, such as the presence of symptoms. Preg-
nancy is a special opportunity to consider mental suffering 
questions in prenatal care, considering the high prevalence, 
and potential impact for women and children’s outcomes. 
The presence of pregnant women in primary care during 
this period opens a window of opportunities for health care 
that goes beyond the reproductive cycle and reinforces the 
importance of intersectoral actions in preventing and un-
derstanding solutions to mental distress. Future studies can 
investigate in depth the ways in which mental health is as-
sociated with other variables and thus bring benefits to both 
the health of pregnant women and the children’s, as well as 
for the whole society.
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