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Synopsis 

For women, childbirth is a significant event in their lives and also a time of 

vulnerability for emotional disturbance such as stress, anxiety and depression. 

Although there has been increased attention given to prevalence rates and contributing 

factors for maternal depression there has been relatively little research on depression 

in women from different cultures and circumstances. Furthermore, there is little 

research on the prevalence of depressive symptoms and risk factors in Taiwanese 

women especially those living in rural areas. Of particular interest to this thesis are the 

experiences of these Taiwanese women and a subgroup of women recently 

immigrated to Taiwan. There has been a substantial increase in the number of 

South-east Asian women marrying Taiwanese men and giving birth soon after coming 

to Taiwan. In comparison to Taiwanese nationals, emotional well-being during 

pregnancy, childbirth and motherhood for recently immigrated women may be 

adversely affected due to issues such as language barriers, limited family support and 

lack of resources.  

 

This study surveyed a total of 236 Taiwanese and 44 foreign-born Vietnamese women 

in four antenatal clinics located in Pingtung County, the southern part of Taiwan. 

Participants provided demographic details and completed various standardized 

measures, including Difficult Life Circumstances (DLC), Social Support (SSA), 

Rosenberg Self-Esteem (RSE), General Health Questionnaire-12 (GHQ-12), 

Depression Anxiety Stress Scale-21 (DASS-21), and Edinburgh Depression Scale 

(EDS, a antenatal version of the Edinburgh Postnatal Depression Scale; EPDS). Six 

weeks after birth, all eligible participants completed follow-up questionnaires 

including the Child Care Stress Checklist (CCSC) and the same set of scales used 
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antenatally (SSA, GHQ-12, DASS-21, and EPDS). The Vietnamese and Chinese 

versions of each scale were provided as appropriate.  

 

Participating women with EPDS scores of 13 or more were classified as having 

probable depression. According to this classification, the prevalence rate of antenatal 

depression among foreign born Vietnamese women was higher (31.8%) than that 

observed in their Taiwanese counterparts (17.3%), the difference between the two 

cohorts was statistically significant (Mann-Whitney U test = 2574, Z = -2.84, p < .01). 

During the postnatal period, nearly 26% of Vietnamese mothers and 24% of 

Taiwanese mothers had probable postnatal depression (PND). The mean EPDS scores 

among postnatal Vietnamese mothers was slightly higher than that of Taiwanese 

mothers (9.96 ± 4.40 vs. 9.09 ± 5.60), but the difference was not significant 

(Mann-Whitney U test, p > .05).  

 

For Taiwanese women, several antenatal variables were found to contribute to the 

development of depressive symptoms. These included mixed feelings towards the 

pregnancy, Difficult Life Circumstances (DLC), social support (SSA), self-esteem 

(RSE), and psychological distress (DASS-21 & GHQ-12). At 6 weeks postpartum, 

positive statistical associations between antenatal and postnatal depressive symptoms 

were found. In addition, women experiencing more childcare stress (CCSC) and more 

psychological distress (DASS-21 & GHQ-12) were more likely to develop PND. 

There was a negative association between social support (SSA) and PND. Overall, 

these four variables; antenatal depressive symptoms, GHQ-12, CCSC, and SSA, 

explained 68% of variance of PND and similar results were found for Vietnamese 

women. In comparison with Taiwanese nationals, Vietnamese women showed lower 
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scores for social support (SSA) and higher scores on DLC, CCSC, DASS-21, and 

GHQ-12 both during pregnancy and the postpartum.  

 

This study provides valuable insights into the emotional well-being of childbearing 

Taiwanese women and a small cohort of new immigrant women in Taiwan. The thesis 

highlights the difficulties of recruiting and engaging minority groups in social 

research. Barriers related not only to language but their status in the community, 

dependence on their spouse, and difficulty accessing health care services. Results of 

the current study provide an understanding of the experiences and perceptions of 

contemporary birthing women in Taiwan and highlight the difficulties experienced by 

immigrant women in that country. The findings of this study should prompt health 

care providers to undertake careful assessments of expectant mothers for depression 

and related problems, as well as offering prevention and intervention activities to 

promote maternal psychological well-being. 
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Abbreviations and definition of terms used in this research 

 

AND: is the acronym for antenatal depression, which is defined as depressive 

symptoms occurring during the period of pregnancy.  

 

Antenatal: describes the period of time preceding the birth of a child, and is the same 

as prenatal. 

 

DGBAS: is the shortened title for the Directorate General of Budget, Accounting and 

Statistics, Executive Yuan of Taiwan, which provides census data in Taiwan. 

 

Doing the Month: also known as “ZuoYuezi”, is an integrated set of beliefs, rituals, 

and practices for Chinese postpartum women and their family (for example, avoiding 

drafts and staying indoors, taking nutritional diet, resting, and receiving help with 

child care). 

 

DSM-IV-TR: stands for “Diagnostic and Statistical Manual of Mental Disorders 

Fourth edition, Text revision” published in May, 2000 by the American Psychiatric 

Association. The DSM-IV-TR codifies psychiatric conditions and is used world-wide 

as a key guide to diagnosing disorders. 

 

Foreign Brides: a term used by local people to refer to Southeast Asian women 

married to Taiwanese men. Most migrants to Taiwan are from Vietnam, Indonesian, 

and China. 
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ICD-10: refers to the 10th revision of the International Classification of Diseases and 

related health problems. This is an internationally recognized diagnostic tool to 

identify individuals with mental disorders.   

 

MOI: refers to the Ministry of the Interior which administers the internal affairs of 

the Republic of China (Taiwan), such as domestic security and immigration. 

 

NHI: is a National Health Insurance program launched in 1995 by the Department of 

Health (DOH), Executive Yuan of Taiwan. 

 

Perinatal: is defined as the period of time during pregnancy, birth, and the first month 

after birth (5 months before and 1 month after). For the purpose of this study, 

perinatal is defined as the period from thirtieth week of gestation to six weeks 

postpartum.  

 

PND: is the acronym for postnatal depression (also called postpartum depression; 

PPD), which refers to a range of depressive symptoms occurring during the months 

following childbirth.   

 

Postnatal: is the period beginning immediately after the birth of a child and extending 

for about six weeks. The period is also known as postpartum period and, less 

commonly, puerperium.   

 

Postpartum rituals: are practised in various countries, especially non-Western 

countries. These rituals involve the structuring of a distinct postpartum period, with 

protective measures reflecting the presumed vulnerability of the new mother. Rituals 
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involve social seclusion, mandated rest, assistance in tasks from relatives or a midwife, 

and social recognition through rituals, gifts, and the like for the new mother.  

 

Taiwanese women: Taiwan’s population can be divided into five ethnic groups: the 

aborigines (or earliest inhabitants), three kinds of Han immigrants (Hakka, Fukienese, 

and post-1949 Mainlanders), and others (mainly from Southeast Asian nations). In 

this study women described as being “Taiwanese” were born in Taiwan and were 

either Fulienese or Mainlanders. 
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Chapter 1 

INTRODUCTION 

Background 

The national transformation of Taiwan over the past thirty years has included economic 

prosperity, political democratisation, liberal international migration and social 

diversification. As a result of these socio-political changes, Taiwan is seen as a 

desirable migrant destination and there has been a growing influx of people from 

mainland China and Southeast Asian countries in recent years.  

 

Of particular interest to the present study is the increasing number of single women 

immigrating to Taiwan. Over the past fifteen years, the number of immigrant women 

who marry Taiwanese men has increased substantially (Department of Statistics, 

Ministry of the Interior [MOI], Taiwan, 2003). The term “foreign bride” is a common 

phraseology which refers to a specific group of women, usually from Southeast Asian 

countries, such as Vietnam, Indonesia, Cambodia, Thailand, and the Philippines, who 

move to another country for the purpose of marriage (Wang & Chang, 2002; Wang, 

2005). 

 

Immigration to another country may be for a variety of advantageous reasons, but 

nevertheless is often deemed to be a stressful life event. In particular, women 

immigrating to a new country for the purposes of marriage and childbearing may 

experience a unique range of stressors. The stress of migration, marriage and childbirth 

may be compounded by language barriers, social isolation, inadequate access to 
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medical care, poor education and limited legal assistance related to settlement and 

citizenship in the new country. Despite the obvious difficulties confronting these 

women, there has been relatively little research on their experiences in Taiwan. 

 

This thesis examines the experiences of a cohort of Taiwanese childbearing women and 

Vietnamese foreign brides living in the southern part of Taiwan. It aims to explore the 

emotional well-being of these women during pregnancy and the postpartum, determine 

the extent of their general and obstetric health, as well as identify contributing factors 

to possible adverse outcomes in regards to childbearing. This chapter provides an 

overview of female immigration trends to Taiwan, as well as possible implications of 

immigration on childbearing women, society and the health care system.  

 

Immigration trends 

 

In 1999, the number of foreign brides in Taiwan was 20,000. This grew to 41,000 in 

2000, 60,000 in 2001, and 74,000 in 2002 (Wang, 2005). According to government 

statistics, the total number of foreign brides in Taiwan was around 287,500 in 2003 

(MOI, Taiwan, 2003). In terms of proportion of registered marriages, foreign brides 

accounted for 7.13% in 1998, a percentage that rose to 11.38% in 2001, and increased 

further to 11.65% in 2002 (“Foreign spouses”, 2003). Among foreign brides, women 

from Vietnam formed the largest group totalling 42,713 (accounting for 69% of 

foreign brides), followed by Indonesia at 10,662 (15%), Thailand (6.5%), Philippines 

(4.8%), and Cambodia (3.5%) (MOI, Taiwan, 2003). 
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Factors contributing to increasing immigration 
 

Research reveals several complex reasons for the increasing number of foreign brides 

in Taiwan. The following discussion will explore five main reasons for this trend 

including a disproportion of males in Taiwanese society compared to females, 

emancipation of Taiwanese women who are delaying motherhood, traditional views 

of marriage held by Taiwanese men, liberal immigration policies, and aspirations of 

immigrants. 

 

The need to encourage the immigration of women to Taiwan has been brought about 

in part by the higher proportion of men compared to women in Taiwan. According to 

the Taiwan Provincial Institute of Family Planning (2000), the proportion of male 

babies to female babies has gradually increased from 107 males per 100 females in 

1976 to 110 males per 100 females in 2000. The anomalous excess of males (159,000) 

to females (145,000) in Taiwan has resulted in too many men competing for too few 

women.   

 

The higher number of male babies compared to females may stem from a cultural 

tradition that considers sons more desirable than daughters and reflects the values of a 

patriarchal society (Slote & De Vos, 1998; Wang & Chang, 2002). Not surprisingly, 

Taiwan primipara women who give birth to a female child report greater stress than 

those who have a male child (Chen & Wang, 2002). The cultural preference for a 

male child may be further exacerbated through the use of technology such as 

chorionic villus sampling (CVS) to determine fetal gender rather than screening for 

genetic disorders (Chang, 1996). Consequently, some families may request a 

termination of the pregnancy if it is known that the neonate is a girl. Furthermore, in 
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Taiwanese culture, value is attributed to the choice of an auspicious birth date to 

enhance the likelihood of a prosperous destiny for the child. This claim is supported 

to some extent by research that found women having male babies tend to have a 

caesarean section so the date of delivery can be arranged (Chen & Wang, 2002). 

 

The second reason for increasing female immigration relates to the industrial 

modernization of Taiwan and subsequent changes to women’s lives. There are 

increasing economic opportunities for Taiwanese women to attain higher education 

qualifications and incomes, and thus become financially independent. Consequently, 

an increasing number of Taiwanese women are delaying marriage and childbearing. 

On average, first-time Taiwanese-born brides in 2002 were 27 years old, up from 25.8 

in 1990 (Government Information Office, 2002). The proportion of women aged 35 

years and over giving birth increased from 3.7% in 1976 to 8.8% in 2000 (MOI, 

Taiwan, 2000).   

 

Although Taiwan is highly industrialised, some sections of the island are rural and 

this disjuncture between regions has contributed to different views of marriage by 

urban women and rural men. Some poorly educated rural Taiwanese males in 

lacklustre jobs are more likely to hold conservative views on marriage (Wang & Shen, 

2003). These men are more likely to believe that a woman should practice filial piety 

to her parents-in-law and obey her husband (Kuo & Kavanagh, 1994). Taiwanese men 

living in rural areas, however, also report they have less chance of finding a mate in 

the pool of well-educated, urban Taiwanese women and often seek foreign wives 

from the coastal regions of Southeast Asian countries who are more likely to hold 

similar, traditional views of gender roles (Eyton, 2003; Tsay, 2004). 
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Government policies have also contributed to increased immigration by Southeast 

Asian women. In the mid-1990s, the then President Lee launched a 

politico-economical strategy called “No Haste, Be Patient” to prevent Taiwanese 

enterprises from over-focusing on the Mainland China market (Kuo, 2003). 

Furthermore, the “Turning South” policy toward Southeast Asia enhanced the 

development of relationships between Taiwan and Southeast Asian countries (Tsai, 

2001). This effectively meant that the government encouraged investment in 

Southeast Asia as a counterbalance to growing capital outflows to China. 

Simultaneously, the Taiwanese government abolished restrictions on migrant workers 

and migrant housemaids to address labour shortages (Wang, 2005). 

 

There has also been an increase in the number of international brokers who profit 

from arranging marriages with Southeast Asian women (Chang, 2004; Hsia, 2002; 

Tsai, 2001). Despite legal provisions and social norms that endorse the right to freely 

choose a marriage partner, marriages arranged for women through commercial 

transactions do not always emphasize equality of the sexes and harmonization 

between husband and wife. As likely as not, foreign women who meet their husbands 

through commercial matchmaking services tend to be considered a “less worthy” 

daughter-in-law in the eyes of their new parents-in-law, and even their husbands (Yiu, 

2004). Although measures have been taken by the Taiwanese and Vietnamese 

governments to regulate the activities of marriage brokers, regrettably, such 

regulations do not seem to be working well (Chang, 2004). The response from the 

Vietnamese government has been especially passive toward “marriage immigration” 

trends (Tsai, 2001), and increasing numbers of Southeast Asian women have migrated 

to Taiwan since 1994 (Hsia, 2000; Zhang, 2004).  
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Aspirations for better economic and living conditions have also encouraged some 

women to marry men from other countries (Chen, 2001; Chen-Lee, 2002). Lu (2001) 

found that foreign brides were motivated to marry Taiwanese males because they had 

an idealized image of life in Taiwan, compared with the prospect of a “hard life” if 

married in their homeland. 

 

Couple characteristics  
 

The following section explores characteristics of immigrant women and their martial 

relationships including nationality, age, education, fertility rates and employment 

compared to their Taiwanese national counterparts.  

 

Although brides of Chinese descent account for two thirds of all brides, the country of 

origin of foreign brides in descending order was Vietnam, Indonesia, and Thailand 

(MOI, Taiwan, 2003) as shown in Table 1.1. All of these countries are non-Chinese 

speaking. Accordingly, there are often language differences between husbands and 

wives in trans-national marriages. 

 

Table 1. 1 Number of foreign spouses by sex  
 

Sex %  
Nationality Both Male Female Female      

SE Asia (LDC1) 78,199 3,287 75,094 96.0 
Vietnam 52,173 107 52,066 99.8 
Indonesia 11,648 265 11,383 97.7 
Thailand 7,143 2,457 4,868 68.2 
Philippines 3,945 322 3,623 91.8 
Cambodia 2,654 5 2,649 99.8 
Myanmar 636 131 505 79.4 
SE Asia (MDC2) 1,564 636 928 59.3 
Malaysia 1,272 516 756 59.4 
Singapore 292 120 172 58.9 

LDC1 = Less developed countries; MDC2 = More developed countries  
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Brides from Southeast Asia are generally 5 years younger than brides born in Taiwan 

(MOI, Taiwan, 2003). The highest percentages of Southeast Asian brides were in the 

< 20 and 20~24 year age groups which constituted 66.1% of these women. 

Conversely, there has been a noticeable increase in the proportion of Taiwanese 

brides aged 25~29 years. This age group represents 42.5% (n = 124,665) of 

Taiwanese brides. The mean age for all grooms was 33.8 years old: five years older 

than brides (MOI, Taiwan, 2003).  

 

The majority of Taiwanese married couples (56.7%) had a 0~4 years age difference 

between partners (MOI, Taiwan, 2003). Comparatively, the proportion of Southeast 

Asian brides with a 0~4 years age difference to their partner was quite low at 9.1%, 

whereas 51% of immigrant women had a partner who was more than 10 years older 

(MOI, Taiwan, 2003).  

 

Taiwanese nationals tend to be well educated. Around one-third of Taiwanese 

husbands (34%) had obtained a tertiary level education (MOI, Taiwan, 2003). A 

higher proportion of Taiwanese brides (42.4%) had obtained university or college 

education. On the other hand, 45% of Southeast Asian wives only had a junior high 

school level of education.  

 

For several years the total fertility rate (TFR) in Taiwan has continued at a very low 

level of 1.24 children per family (MOI, Taiwan, 2003). However, foreign brides tend 

to bear more children and have two to three children on average (Yiu, 2005). By 

comparison the number of Taiwanese women planning to give birth to more than two 

children is rapidly falling (Peng, 2004). Over the same period, the percentage of 
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babies born to immigrant mothers increased from 7.6% to 13.4%. Currently, one out 

of every 7.5 births is to a migrant woman married to a Taiwanese man (MOI, Taiwan, 

2003). 

 

Although the majority of foreign brides live in the major cities, many live in rural or 

remote communities. If Taiwan is divided into regions (northern, central, southern and 

eastern), the proportion of international marriages is highest in the most remote and 

rural parts of Taiwan, with 9.1 % in the north, 11.4% in the middle, 9.9 % in the south, 

and 8.4% in the east (Tsay, 2004). As a consequence of their place of residence, 

foreign brides and their partners are more likely to be involved in manual and 

unskilled work. Taiwanese men who marry Southeast Asian women, predominantly 

work in farming, the fishing industry or as manual, unskilled or semi-skilled labourers 

and are therefore more likely to experience social disadvantage in attracting a bride 

due to their low household income (Hsia, 2004).  

 

Government statistics (DGBAS, Executive Yuan, Taiwan, 2001) reveal the majority 

of household incomes of foreign brides are low-to-middle class. The percentage of 

families with a monthly income of less than NT $20,000 was 11.59%; NT $20,001 ~ 

$30,000 was 25.72%; NT $30,001 ~ $40,000 was 30.43%; NT $40,001 ~ $50,000 

was 10.14%; NT $50,001 ~ $60,000 was 9.06%; and more than NT $60,001 was 

13.04%. That is, 67.8% of foreign brides live in households with a monthly income of 

less than NT $40,000, compared with an average of NT$ 88,700 for Taiwanese 

families.  

 

In summary, the number of female immigrants from Southeast Asian countries to 

Taiwan has increased every year for the last decade. Within this migration pattern, 
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Vietnamese brides constitute the largest proportion of all foreign brides. Southeast 

Asian brides in Taiwan are younger than Taiwanese national brides, and considerably 

younger than their husbands. Female immigrants in Taiwan are less well educated and 

the men they marry are usually poorly educated compared to Taiwanese urban men 

and be unskilled workers. These conditions may contribute to subsequent social 

disadvantage for these women and their families. 

 

Stress associated with immigration for foreign brides 
 

Immigration is a process by which individuals move from one country of residence to 

another. The reasons for immigration vary considerably, as do the processes of 

settlement. For example, the purposes of immigration may be to avoid political 

persecution, attempt to better their future prospects, or to marry (Bhugra, 2004; 

Tabora & Flaskerud, 1994). This movement from a home country to an immigrant 

community, however, can be a major life-changing event for individuals and entails 

many settlement challenges associated with adjustments in alien circumstances. Over 

the years, issues regarding immigration, resettlement, and subsequent impact on 

migrants’ mental health have been the subject of research (Bhugra, 2004; Bhugra & 

Jones, 2001). This process of migration can place foreign brides under considerable 

stress and contribute to adverse mental health consequences (Bhugra & Jones, 2001; 

Zelkowitz et al., 2004).  

 

According to government statistics (MOI, Taiwan, 2003), the majority of immigrant 

spouses, excluding Chinese women, were from Vietnam. Even though Vietnam is 

geographically close to Taiwan, Vietnamese women have a distinct culture, customs 

and language. Language barriers, cultural differences, lack of support systems and 
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economic dependence on their Taiwanese husbands are the greatest pressures faced 

by Southeast Asian women migrating to Taiwan (Hsia, 2004). 

 

Lee (2005), a Taiwanese scholar who has explored various issues concerning foreign 

women, their children, and society of the host nation, proposed that language skills of 

the mother are essential to the child’s success. Similarly, another study identified that 

if new foreign mothers cannot communicate in Mandarin (official language) or 

Fujianese (Minnanese; local language), they are easily isolated from the whole of 

society (Hsia, 2004). Language difficulties therefore may hinder the ability of foreign 

brides to acculturate and subsequently have adverse effects their children in regards to 

health care, educational success, and social support. 

 

Studies have shown that acculturative stress related to migration may lead to serious 

psychological disturbances, such as clinical depression and incapacitating anxiety 

(Jayasuriya, Sang, & Fielding, 1992). Of particular importance is vulnerability to 

poorer mental health outcomes if there are grossly inefficient resources or individuals 

are not competent to cope with the immensity, or speed of change in the cultural 

context (Berry & Kim, 1988; Jayasuriya et al., 1992). 

 

In fact, foreign brides, especially pregnant women, seem more likely to suffer mental 

health problems for the following reasons. Firstly, foreign brides have much less time 

to adjust to their new living environment before commencing a family. Taiwanese 

men often seek a foreign bride primarily to produce children (Wang & Chang, 2002). 

After arriving in Taiwan, these women usually become pregnant quickly. One survey 

noted that Taiwanese women typically give birth within two and half years of getting 

married, while Vietnamese women often become pregnant within six months of their 
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wedding day (Lin, 2005). It has been identified that immigrant women have little 

knowledge about family planning or how to acquire appropriate medical services in 

Taiwan (Wu & Tang, 2005). 

 

Secondly, childbearing can lead to significant changes in a woman’s life. During 

pregnancy and following birth, women need to learn new responsibilities, a new 

social role, as well as cope with dramatic physiological changes (Cutrona, 1983). The 

experience of pregnancy and childbirth for recently immigrated women is very 

different to that of general maternity populations, and can include concerns related to 

finances, social isolation from mainstream society and family of origin, and 

unfamiliarity with medical services and practices (Zelkowitz et al., 2004). 

 

Foreign brides are also more likely to live in rural parts of Taiwan where there are 

fewer health services than in urban areas (MOI, Taiwan, 2003). Nine regional areas 

have a high percentage of international marriages. The regional areas can be divided 

into two groups: (1) Keelung City, Kaohsiung City, and Kaohsiung, Taitung and 

Hualien Counties, and (2) Yunlin, Chiayi, Tainan, and Pintung Counties. Four 

counties of the second group are all in the southern half of Taiwan, with Pintung 

County in the deepest south being a major agricultural area that includes some remote 

places (Tsay, 2004). Therefore, immigrant brides who live in rural areas may face 

more challenges when they become pregnant, especially when needing to access 

maternity and child health care.  

 

In summary, foreign brides may experience particular social disadvantage that may 

stem from their poor level of education, lack of financial resources, their very status 

as a “foreigner” in the eyes of their spouse and their new extended family, language 
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barriers, deficiencies in the extent of their social support network and difficulties 

accessing health information and services. Acculturation is inevitably stressful but 

may be further compounded by childbearing soon after arrival in a new country. 

Rationale for the study 

Postnatal depression is a major health issue for many women from diverse cultures 

(Affonso, De, Horowitz, & Mayberry, 2000). Although there remains some 

controversy concerning the rate of depression and other psychiatric problems arising 

after childbirth, and the extent to which women are actually more susceptible to 

various levels of mood disturbance after childbirth (Gjerdingen & Yawn, 2007; 

O’Hara, Zekoski, Philipps, & Wright, 1990), it is possible to conclude that the 

puerperium is a vulnerable time for women. 

 

There has been extensive research examining factors associated with postnatal 

depression (PND). To date, published reports on the epidemiology of postnatal 

depression in Taiwanese women have been restricted to targeted populations living in 

urban areas (Chen, Tseng, Wang, & Lee, 1994; Huang & Mathers, 2001; Wang, Jiang, 

Jan, & Chen, 2003). Far less is known about the experiences of women in rural areas. 

Furthermore, little is known about the emotional well-being of Vietnamese immigrant 

women in Taiwan during their childbearing years.  

 

Recent studies with immigrant women from countries other than Taiwan suggest 

childbearing can be associated with vulnerability to mental illness or distress, 

especially if the woman has recently immigrated (Dennis, Janssen, & Singer, 2004; 

Zelkowitz et al., 2004). Women are also at increased risk for maternal depression if 

the pregnancy is unplanned (Beck, 2001; Patel, Rodrigues, & DeSouza, 2002; Warner, 
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Appleby, Whitton, & Faragher, 1996). An unplanned or untimely pregnancy may 

result in ambivalence towards the child antenatally, contribute to an overwhelming 

sense of difficulty in adjusting to parenthood, and engender feelings of entrapment 

following birth (Warner et al., 1996). If the baby is not planned, it could be 

distressing and contribute to the onset of depressive symptoms and other forms of 

psychological distress (Beck, 2001). The extent to which childbearing foreign brides 

experience emotional distress is relatively unknown and under-researched.  

 

Based on the epidemiological evidence from previous studies, it is generally accepted 

that the symptoms of depression in women are not more common or severe after 

childbirth than at other times in their lives. However, the incidence of depression in 

the first postnatal year does seem to be highest in the first three months, with the peak 

time of onset in the first four to six weeks (Cooper & Murray, 1997; Cox, Murray, & 

Chapman, 1993; Gavin et al., 2005; O’Hara et al., 1990; Troutman & Cutrona, 1990). 

Of significant note, the early puerperium is a time when the foundation of the 

mother-child relationship is established. Postnatal depression (PND) interferes with 

the mother-child relationship and may have adverse effects on infants. Mothers who 

are depressed tend to be insensitive or indifferent to their infant’s needs, and their 

infants are more likely to be less affectionate, less sociable towards others and have 

more behavioural problems (Beck, 1996; Murray & Cooper, 1997). Moreover, PND 

adversely effects not only the maternal-infant interaction during the first year after 

birth (Beck, 1995) but the cognitive and socio-behavioural development of the infant 

throughout early childhood (Murray & Cooper, 1997; Weinberg & Tronick, 1998). It 

has also been noted that PND affects the marital relationship and interactions among 

the family (Dennis et al., 2004). 
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Given the stress associated with immigration, the growing ratio of children mothered 

by foreign brides in Taiwan, and their possible social disadvantage, greater attention 

needs to be given to the experiences of these women in comparison to Taiwanese 

nationals. Emotional distress during pregnancy and the puerperium can have a 

deleterious effect on women’s parenting abilities, the development of their children 

and quality of their family life and requires further attention.   

 

Aims of the study 

The present study aims to compare the prevalence of depression before and after birth 

in women who are recently immigrated from Vietnam in comparison with Taiwanese 

nationals. The study will examine the putative risk factors of developing depression 

in both cohorts. In particular, the study aims to:  

 

1. determine the prevalence of depressive symptomatology before and after birth 

amongst Vietnamese immigrant women living in southern region of Taiwan, 

compared to Taiwanese nationals; 

2. identify demographic variables, psychosocial characteristics and previous 

psychiatric history associated with depressive symptomatology before and 

after birth among Vietnamese and Taiwanese women; and   

3. investigate possible predictors of depressive symptomatology before and after 

birth among Vietnamese and Taiwanese women.  
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Significance of the study 

There is little information about the maternal emotional health of migrant Vietnamese 

women in Taiwan. Recently, Wang et al. (2003) found that the prevalence of postnatal 

depression differed significantly amongst three ethnic groups in Taiwan. Studies from 

the USA and UK also confirmed that prevalence rates of depression among ethnic 

minorities were quite different compared to the dominant culture (Bhugra & 

Mastrogianni, 2004). Similarly, the prevalence rates of depression among Asian 

American groups have been variable, but influenced by ethnic minority status 

(culturally diversity), social class, social support, and circumstances (Sagrestano, 

Feldman, Rini, Woo, & Dunkel-Schetter, 1999). The present study aims to shed some 

light on the unique experiences of childbearing Vietnamese women in Taiwan.  

 

The experience of recent migration, culturally diversity and childbearing may 

culminate in a greater risk for antenatal and postnatal depression amongst migrant 

women. The present study attempts to identify factors that may place childbearing 

foreign women at particular risk for depression compared to their Taiwanese national 

counterparts. The outcomes of the present study should help inform services provided 

by health professionals, especially midwives and public health nurses about the early 

identification of women at risk for antenatal and postnatal depression and provide 

direction for areas of intervention. The identification of risk for depression in the 

perinatal period may prevent the devastating effects of depressed mothers on the 

women themselves, their children and entire families. 
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Structure of the thesis  

The thesis consists of six chapters. Chapter One introduces the study, provides 

background information, states the problem, explains the rationale for this study, and 

provides the aims and significance of the study. Chapter Two presents the literature 

review for the study. It is presented in two sections. Section I profiles postnatal 

affective disorders including the baby blues, PND, and psychosis and discusses the 

relationship between risk factors and PND in detail. Section II outlines health issues 

of migrant women. This section explores evidence of acculturative stress associated 

with migration, and problems with the provision of maternity care to foreign brides. 

A cross-cultural perspective of maternal depression is presented. This includes: (1) 

the international prevalence of PND; (2) postpartum rituals among Asian societies; (3) 

cultural perspectives on PND; and (4) barriers to understanding PND. At the end of 

Chapter Two the research framework will be presented. 

 

Chapter Three presents the methods used in the study. A prospective, longitudinal 

study design will be used to compare data before and after birth on relevant variables. 

The set of standardised measures used to identify and quantify the risks associated 

with maternal depression during pregnancy and the puerperium will be described. 

The measures were translated. The steps of the translation process for the study 

instruments (measures) are outlined. The sampling strategies including the selection 

of participating locations, the inclusion/exclusion criteria, and time periods for 

assessment were designed to capture as many eligible women as possible. Ethical 

considerations for the study will be addressed.  
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The results are presented in Chapter Four and include: (a) demographic and other 

characteristics of the samples; (b); reliability of measures at the two assessment 

periods; (c) descriptive statistics for each variable; (d) correlations between variables 

during pregnancy and the postnatal period; and (e) testing assumptions and results 

from the hierarchical multiple regression analyses.  

 

A discussion of the interpretation and significance of the findings will be presented in 

Chapter Five. Also, the limitations regarding the sample, measures, and design of the 

study will be discussed. Finally, in Chapter Six, the main findings related to the 

prevalence rates and risk factors associated to maternal depression will be 

summarized. The implications of the findings for clinical practice will be outlined, 

and suggestions for future research will be discussed. 
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Chapter 2 

LITERATURE REVIEW 

 

This chapter reviews the spectrum of postnatal affective disorders, as well as the 

experiences of maternal depression for Asian women. The review also includes 

several possible contributing factors for PND. The extent to which immigration may 

contribute to emotional distress and adverse health outcomes is discussed. 

Fundamental causes of acculturative stress explored in the present study will include 

different cultural norms, social support, self-adaptive functioning, and demographic 

characteristics. Supplementary information provides details on Taiwan’s health care 

system and reproductive health care services for childbearing women and foreign 

brides in particular.   

 

Postnatal affective disorders  

Affective disorders following childbirth range in severity from the early postnatal 

blues to puerperal psychosis. According to Brockington (1996), childbirth is “a period 

of rapid biological, social, and emotional transition,” a time of enormous personal and 

interpersonal adaptation, especially for first-time mothers. Brockington et al. (1981) 

also noted that childbirth should be seen as a general stressor, like any other “life 

event” which can trigger illness across the whole spectrum of psychiatric disorders. 

This point of view has been widely supported by subsequent research (Johanson, 

Chapman, Murray, Johnson, & Cox, 2000). Accumulating data suggest that some 

fluctuations in mood during either the antenatal or postnatal period is common, 

affecting an estimated 80% of women of reproductive age with up to 20% meeting the 
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criteria for an affective disorder (Bennett, Einarson, Koren, & Einarson, 2004; Born, 

Zinga, & Steiner, 2004; Jones & Venis, 2001).  

 

Table 2. 1 Characteristics of postnatal affective disorders 
 

Form  Blues Postnatal depression Puerperal psychosis
Feature  relatively mild, 

transient,   
time-limited 
 

moderate to severe, nonpsychotic,  
most common  

the most severe,  
extremely rare 

Prevalence 
 

 30~85% 
(incomplete 
consensus ) 
 

10~20% (incomplete consensus ) 0.1~0.2% 

Onset typically begins 3~4 
days after birth 

within the first 4 weeks of birth   
(DSM-IV, 1994); can emerge later 
in the first year 

usually starts within 
48~72 hours (abruptly); 
can develop within the 
first 2 weeks (majority)
 

Duration self-limited; 
rapidly remit; 
usually within 
7~14 days 
 

weeks to months weeks to months 

Symptom 
profile 

Labile mood  
crying spells 
generalized anxiety 
irritability 
insomnia 
appetite 
disturbance 
 

resembles major depression  
(DSM-IV-TR criteria for MDD 
including presence of 5 or more of 
the following symptoms for at least  
2 weeks): tearfulness, despondency, 
anhedonia, emotional lability, change 
in appetite; weight loss, insomnia or 
hypersomnia, poor concentration and 
memory, feeling of guilt 
(worthlessness), overanxious or 
worried about issues of child care 
and parenting, and suicidal or 
infanticidal ideation  
 

manifestation of 
bipolar disorder: 
elation; lability of mood 
(fluctuate rapidly) 
rambling speech 
disorganized behaviour 
hallucination with or 
without delusion 
delirium-like symptoms
 

Treatment No treatment 
required other than 
reassurance 

Treatment usually required  
 
Pharmacologic : 
Selective serotonin reuptake inhibitor 
(SSRI) antidepressants 
 
Non-medical: psychotherapeutic: 
Cognitive-behavioural therapy (CBT)
Interpersonal psychotherapy (IPT) 
Psychodynamic therapy 
Supportive psychotherapy 
Psycho-education 
 
Complementary: 
Hormonal (estrogen) 
Herb; massage; exercise etc.   
 

Aggressive treatment 
(Hospitalization) 
 
Pharmacologic : 
Mood stabilizer: 
e.g., Lithium and 
neuroleptics 
High-potency 
antipsychotics 
 
Alternative: 
Electroconvulsive 
therapy (ECT) 
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In general, postnatal affective disorders are divided into three categories: the blues 

(baby blues, maternity blues, and postnatal blues), postnatal (or postpartum) 

depression and puerperal psychosis each of which differs in prevalence, clinical 

presentation and treatment. Table 2.1 presents the characteristics of these three types 

of postnatal affective disorders as identified in the literature (Born et al., 2004; 

Brockington et al., 1981; Horowitz & Goodman, 2005; Nonacs & Cohen, 1998; 

Robertson, Grace, Wallington, & Stewart, 2004; Seyfried & Marcus, 2003).  

 

Postnatal blues 

Postnatal blues are by definition time-limited, mild and do not require treatment other 

than reassurance, and symptoms remit within days (Henshaw, 2003; Jones & Venis, 

2001). The blues have been described as “brief, benign and not a serious problem in 

clinical practice” (Seyfried & Marcus, 2003).  

 

Prevalence estimates for the “blues” range widely. In a study of North American 

women, the postnatal blues, the most common mood syndrome, may affect between   

40% to 60% of the mothers (Gonidakis, Rabavilas, Varsou, Kreatsas, & 

Christodoulou, 2007; Hau & Levy, 2003). The reported prevalence of maternity blues 

in Japan is comparatively lower (15.3%) than that of European and North American 

women (Murata, Nadaoka, Morioka, Oiji, & Saito, 1998). It is not clear the extent to 

which this is an effect of cultural differences or whether some cases were missed. 

Henshaw (2003) emphasized that variations in criteria used to establish a case of 

postnatal blues, timing and number of assessments, and sample differences may 

contribute to variable prevalence rates. 
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The aetiology of postnatal blues has yet to be determined and researchers have been 

unable to consistently identify biological or psychosocial predictive factors. The 

propensity to develop the blues seems to be unrelated to social class, marital status, 

parity, obstetric factors, or breastfeeding (Hapgood, Elkind, & Wright, 1988; O’Hara, 

Schlechte, Lewis, & Wright, 1991b). Other researchers, however, have found that 

women susceptible to develop the blues are more likely to report a personal or family 

history of depression among a first degree relative, a negative life event during 

pregnancy and have inadequate social support (Murata et al., 1998; O’Hara, Schlechte, 

Lewis, & Varner, 1991a).  

 

Biological correlates with depression are inconclusive. O’Hara et al. (1991b) 

suggested the blues may be a consequence of abrupt withdrawal of estrogens and 

progesterone levels at birth (Harris et al., 1994). However, one study with 26 new 

mothers during the first 5 days postpartum, found no significant difference concerning 

serum concentrations of oestradiol and progesterone between women with and 

without postnatal blues (Heidrich et al., 1994).  

 

Despite the fact that most women recover from postnatal blues within a few days, 

several studies have demonstrated a relationship between the blues and depression 

later in the postnatal period (Beck, Reynolds, & Rutowski, 1992; Campbell, Cohn, 

Flanagan, Popper, & Meyera, 1992; Fossey, Papiernik, & Bydlowski, 1997; Henshaw, 

2003; O’Hara et al., 1991b). O’Hara and Swain (1996) reported that 25% of women 

who had maternity blues subsequently experienced PND. Even though the prognosis 

of the blues is generally favourable and resolves spontaneously within the first two 

postnatal weeks, early detection of symptoms, educating women about postnatal blues 
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and tracing women who are under high stress or have inadequate support are 

important interventions in the prevention of PND (Gale & Harlow, 2003).  

 

Postnatal depression (PND) 

Postnatal depression affects approximately 13% of childbearing women, based on a 

meta-analysis by O’Hara and Swain (1996). Beck (1999, p.41) stated that PND is a 

“dangerous thief that robs mothers of the love and happiness they expected to feel 

toward their newborn babies”. 

 

Unfortunately, up to 50% of PND cases go undetected (Hanna, Jarman, & Savage, 

2004). It is likely that the incidence of PND is underestimated because of at least three 

reasons. Firstly, it can be confused with normal changes associated with pregnancy 

such as fatigue, appetite changes, and poor sleep which are similar to symptoms of 

mood disorder (Clay & Seehusen, 2004). Secondly, there is not yet a consensus in the 

literature as to the exact length of time that the term “postnatal” denotes (Born et al., 

2004). The two internationally recognized classification systems for psychiatric 

illness, the DSM-IV-TR and the International Classification of Diseases (and Related 

Problems), Tenth Revision (ICD-10), have differing approaches to the classification 

of postnatal mental disorders (Cox, 2002). Finally, the social stigma association with 

PND often hinders mothers from disclosing or seeking professional help (Beck & 

Gable, 2001a). 

 

There is dispute as to whether PND is part of the same syndrome as major depression, 

or a separate entity. According to DSM-IV-TR (see Table 2.2) PND is not a discrete 

nosological entity, but exists as part of the spectrum of major depression. That is to 
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say, the symptomatology for PND is not special, but influenced by the puerperal 

context. Major depression in the puerperium affects 10%~20% of women (Josefsson, 

Berg, Nordin, & Sydsjo, 2001), and is defined by the onset as an episode of 

depression beginning within four weeks of giving birth. Symptoms can include 

despondent mood, feelings of inadequacy as a parent, sleep and appetite disturbances, 

and impaired concentration.  

 

Table 2. 2 DSM-IV-TR criteria for a major depressive episode 
 

At least 5 of the following symptoms are present during the same period. Either depressed mood 
or loss of interest or pleasure must be present. Symptoms are present most of the day, nearly 
daily for at least 2 weeks: 

1. Depression mood (sometimes irritability in children and adolescents) most of the day, 
nearly every day. 

2.  Markedly diminished interest or pleasure in all or almost all activities  
3.  Significant weight loss/gain (e.g., a change of more than 5% of body weight in a month) 

or decrease/increase in appetite  
4.  Insomnia/ hypersomnia 
5.  Psychomotor agitation/retardation 
6.  Fatigue or loss of energy 
7.  Feeling of worthlessness or excessive inappropriate guilt 
8.  Impaired concentration or indecisiveness 
9.  Recurrent thoughts of death (not just fear of dying), suicidal ideation with or without   

a specific plan, or suicide attempt 
 
Adapted from American Psychiatric Association (2005)  

 

Regardless of how PND is defined or categorized, it is an important condition to 

identify and treat because of its negative consequences on the emotional and physical 

well-being of mothers. A metasynthesis of 18 qualitative studies conducted by Beck 

(2002a) identified that mothers suffering from PND experienced four overarching 

perspectives: (a) incongruity between expectations and the reality of motherhood; (b) 

spiralling downward; (c) pervasive loss; and (d) making gains.  
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An earlier meta-analysis of 19 studies conducted by Beck (1995) concluded that PND 

had a moderate to large adverse effect on maternal-infant interaction during the first 

year. Children older than one year whose mothers had PND, displayed more 

behavioural problems and cognitive deficits than children whose mother had not been 

depressed (Hay et al., 2001; O’Connor, Heron, & Glover, 2002; Sharp et al., 1995; 

Wrate, Rooney, Thomas, & Cox, 1985). Boys may be more vulnerable than girls to 

the effects of the mother’s depression (Murray, Hipwell, Hooper, Stein, & Cooper, 

1996; Murray et al., 1999). Further meta-analysis of nine studies confirmed that PND 

had a small but significant effect on children’s cognitive and emotional development 

(Beck, 1998). 

 

One study focusing on stress experienced by depressed Hong Kong Chinese women 

highlighted that participants had difficulty acquiring skills and techniques in childcare, 

and experienced conflict with culture and tradition (Leung, Martinson, & Arthur, 

2005b). Another study focusing on depression among women from minority ethnic 

groups in the UK, found these women encountered family/marital problems, violence, 

bereavement, financial difficulties, unemployment, and problems with raising other 

children (Templeton, Velleman, Persaud, & Milner, 2003).  

 

Even though PND occurs commonly in women, it is a treatable disorder (Altshuler et 

al., 2001; Andrews-Fike, 1999; Brockington, 2004). Effective treatments include 

psychotherapy (e.g., interpersonal therapy, short-term cognitive behavioural therapy) 

and pharmacotherapy (e.g., antidepressants). Marital counselling may be necessary 

when relationship problems are distressing and contributing to the woman’s 

depression symptoms. Other prophylactic treatments such as social support and 
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increased education are likely to benefit women who are at high risk for developing 

PND and should be offered appropriately (Dennis & Creedy, 2004; Miller, 2002).  

 

Puerperal psychosis 

Although rare, puerperal psychosis is the most severe postnatal affective disorder 

affecting approximately 1 to 2 women per 1000 births (Kendell, Chalmers, & Platz, 

1987). Mothers suffering this psychotic illness lose the ability to recognize reality, 

and experience delusions, hallucinations, and disorganized behaviour (Brockington et 

al., 1981). Puerperal psychosis represents a significant risk to both mother and infants. 

Compared with episodes of nonpsychotic depression (PND), women with puerperal 

psychosis who harbour thoughts of harming their infants are more likely to act on 

these thoughts (Jones & Venis, 2001; Spinelli, 2001).  

 

Although the aetiology of puerperal psychosis remains unclear, research findings 

suggest associations with antenatal depression, social stress and environmental stress 

(Brockington, Martin, Brown, Goldberg, & Margison, 1990; Kitamura, Shima, 

Sugawara, & Toda, 1991). Treatment options include antipsychotics, lithium and 

electroconvulsive therapy (ECT). Nevertheless, it is not the intention of the present 

study to review further literature on puerperal psychosis, or treatments. This task has 

been already carried out by others (Brockington, 2004; Ernst & Goldberg, 2002). 

 

The next section reviews the literature on postnatal depression. Four main issues will 

be discussed: (1) the international phenomenon of PND; (2) postpartum traditional 

rituals used by Asian women; (3) cultural perspectives and the expression of PND 



 26

among Asian women; and (4) barriers to understanding PND especially for Asian 

women. 

 

International phenomenon of PND  

Childbirth is a significant life event that permanently changes the role of women, and 

like marriage or immigration, is associated with various adjustments in women’s lives. 

Although there is a continuing debate about the aetiologies of maternal depression in 

the perinatal period, the cumulative adverse effects of postnatal depression can 

permeate the entire family (Hay & Kumar, 1995; Milgrom, Westley, & Gemmill, 

2004; Murray, 1992). 

 

Stern and Kruckman (1983) reviewed the anthropological literature and proposed that 

postnatal depression (PND) was either rare or nonexistent outside of Western 

countries. However, outcomes of current studies involving cross-cultural samples 

provide mounting evidence that PND is not a cultural-bound illness (Oates et al., 

2004). A comparative study of postnatal women in the United Kingdom and Taiwan 

found that the prevalence of postnatal depression was similar in both cultures; 18% in 

the UK and 19% in Taiwan, despite large differences in culture and the system of 

postnatal care (Huang & Mathers, 2001). Studies on the prevalence of the postnatal 

depression among Chinese women found the rates of PND are not unlike those 

reported in other Western populations. For example, Chen et al. (1994) reported a 

prevalence of PND as 40.3% using the 21-item Back Depression Inventory (BDI) 

with a cut-off score of 10 and above as an indication of depression in Taiwanese 

women at six weeks postpartum. Although the Chinese version of the BDI has been 

validated (Shek, 1990), women with normal postpartum somatic symptoms such as 



 27

sleep and appetite disturbances may have inflated scores (Moore, Moore, & Shaw, 

1998).  

 

Comparatively, Guo et al. (1993) found that 17.9% of Chinese women in Beijing were 

probably depressed at 6 ~12 months postpartum using the EPDS. Lee et al. (2001b) 

reported that 13.5% of Hong Kong women interviewed using the non-patient version 

of the Structural Clinical Interview for DSM-III-R (SCID) were depressed. Chen and 

colleagues (2004) found 20% of Singaporean women scored 4 or more on the 10-item 

Centre for Epidemiological Studies-Depression Scale (CES-D) in the antenatal phase; 

and 21% in the postnatal phase (see Table 2.3).   

 

Results of recent studies among contemporary Chinese samples confirm that the 

prevalence of depression among Chinese postnatal women is not different from rates 

found among women of childbearing age in Western societies (Cox et al., 1993; 

O’Hara & Swain, 1996; Posmontier & Horowitz, 2004). Importantly, recent studies 

have identified links between depression and other psychiatric symptoms. For 

example, one of the main findings of an investigation in Vietnam found an 

unexpectedly high ratio of suicidal ideas (19%) among women within 42 days 

postpartum (Fisher, Morrow, Ngoc, & Anh, 2004). A study of Vietnamese immigrants 

in Australia (Small, Lumley, & Yelland, 2003a) revealed that the incidence of 

perinatal depression had marked cross-cultural similarity. Nearly ten percent (9.7%) 

of Vietnamese women scored 13 and above on the EPDS, signifying a risk for 

depression. On the basis of studies conducted to date it appears that postnatal 

depression is not a culture-bound phenomenon limited to Western (industrialized) 

countries. 
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T
able 2. 3 Studies on postnatal depression am
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esign 
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(the prevalence of PN
D

) 

C
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an 
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I 
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C
hen, et al. (1996) 

Taiw
an 

D
escriptive 

151 adult m
others 

77 adolescent m
others 

21-item
 B

D
I 

(1961);  

cut off = (>) 10 

Purposive sam
ple 

6 w
eeks postpartum

 

37.7%
 adult &

 61%
 adolescent 

m
ildly to severely depressed 

H
uang, et al. (2001) 

U
K

 &
 Taiw

an  

C
om

parative 
53 B

ritish m
others  

(94%
 participated); 

122 Taiw
anese m

others 

(83%
 participated) 

EPD
S 

(English &
 C

hinese 

version) 

cut off =12/13 

R
andom

 sam
ple; 

W
ithin 3 m

onths 

postpartum
 

18%
 in the U

K
;  

19%
 in Taiw

an 

H
eh, et al. (2004) 
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G
uo, et al. (1993) 
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As previously mentioned, the incidence of postnatal depression among Asian women 

and that reported in samples of women in developed Western countries is not 

significantly different. However, some researchers argue that inherent differences 

between individuals’ cultural background and ethnic diversity should be taken into 

account to better understand this issue. Therefore, the following sections examine:  

 (1) postpartum rituals used by Asian women  

 (2) cultural perspectives and the expression of PND 

 (3) communication barriers associated with ethnic and cultural diversity 

 

Postpartum rituals used by Asian women 

Stern and Kruckamn (1983) drew attention to protective rituals that may aid mothers 

in Asian countries during the transition to motherhood. A commonly cited 

postpartum custom is the consolidation and formalization of support between 

experienced females and other family members in most Asian societies. These 

elaborate customs and rituals in regards to diet and actions aim to facilitate the 

physical and emotional recovery of new mothers after childbirth (Cox, 1999; Heh, Fu, 

& Chin, 2001; Pillsbury, 1978; Wong, 1993). For example, Chinese postpartum 

rituals include social seclusion, mandated rest, consumption of the restorative powers 

of food, and help with childcare and household duties (Heh et al., 2001; Holroyd, 

Twinn, & Yim, 2004). These rituals associated with childbirth are similar across 

many Eastern cultures and include practices such as, Taiwanese women Doing the 

Month (Zuo Yuezi) or Vietnamese women emphasising the balance of “cold” (yin or 

am) with “hot” (yang or duong). Such rituals aim to promote physical and emotional 

well-being and have been assumed to lower the occurrence of PND (Heh, Coombes, 

& Bartlett, 2004; Lee, Yip, Leung, & Chung, 2004).  
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These rituals are expected to give postnatal women more time to rest, provide 

practical and emotional assistance, and promote emotional strength. The availability 

and perception of social support is related to postnatal psychological health, whereas 

unmet needs contribute to postnatal depression (Collins, Dunkel-Schetter, Lobel, & 

Scrimshaw, 1993; Lee et al., 2004; Logsdon, Birkimer, & Usui, 2000; Martinez- 

Schallmoser, Telleen, & MacMullen, 2003; Takeda, Miyaji, Yamaguchi, & Nozaki, 

1998). 

 

Immigration from one country to another is likely to be stressful and might result in 

decreased social support and a disruption to traditional practices. Immigrant 

postpartum women may experience difficulties practising their accustomed rituals, 

and accessing friends and family of origin in the new country. These women may 

receive little assistance to reconstruct their sense of identity and well-being after birth; 

anxiety and fatigue levels may be unrelieved due to the lack of social support, and 

together contribute to the development of “postnatal mood disturbance” and 

subsequent prolonged duration of such disorders (Nahas, Hillege, & Amasheh, 1999; 

Stern & Kruckman, 1983). 

 

Cultural expressions of PND 

Understanding PND is complex in cross-cultural investigations, and requires an 

investigation of somatisation, stigmatization, problematical recognition and 

acculturation as complicating issues. 
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Over the past decade, studies have generally illustrated that many Asian mothers 

(Vietnamese, Japanese, Korean, and Chinese) express PND in the form of physical or 

somatic complaints rather than psychological or emotional manifestations (Lee, Yip, 

Chiu, Leung, & Chung, 2001a). According to Lien (1993), Vietnamese adults do not 

confide willingly and view mental problems as being shameful or punishment for the 

individual or the entire family from the previous incarnation. Vietnamese religious 

beliefs regarding mental illness are related to suffering and karma, which are rooted 

in Buddhism. These ideas explain the sufferer’s misfortune by linking it to misdeeds 

committed in a previous life (Anne, 2003). Yoshida et al. (1997) found that Japanese 

women were less likely to express emotional complaints and instead refer to physical 

problems. A more recent study identified that Japanese mothers were more reluctant 

to admit to depressive symptoms making detection of PND more difficult 

(Nishizono-Maher et al., 2004). It has been identified that feelings of guilt, shame, 

and weakness may inhibit Vietnamese people from admitting to mental health 

problems (Lien, 1993). As a result, psychiatric symptoms and psychological distress 

are under-reported (Matthey, Barnett, & Elliott, 1997; McKelvey, Webb, & Strobel, 

1996). 

 

In many Asian communities mental illness is associated with stigmatization (Chan & 

Parker, 2004; Kuo & Kavanagh, 1994; Ng, 1997; Nguyen & Anderson, 2005). It is 

not surprising that Hong Kong Chinese women experiencing depression perceived 

themselves as “failures” in meeting their roles as mothers, spouses, house-makers and 

workers. They reported experiencing loss of face and shame. Some mothers reported 

worrying that they would be labelled as mentally ill, and therefore be unfit to be 

mothers (Chan, Levy, Chung, & Lee, 2002). The lack of self-disclosure about 
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psychological distress may further exacerbate the experiences of at risk women by 

hindering early detection, treatment and prevention measures.   

 

Communication barriers 

In addition to the tendency of Asian women to report somatic rather than 

psychological symptoms, notions about PND may be further hindered by language 

difficulties among people from developing countries to recognize and express their 

feelings (Small, Lumley, & Yelland, 2003b; Templeton et al., 2003). For instance, 

Templeton et al. (2003) interviewed migrant women in the UK who came from a 

variety of ethnic backgrounds including Bangladeshi, Indian, and Asian countries. 

They reported having no knowledge about postnatal depression and therefore could 

not identify what was wrong with them or understand the illness with which they had 

been “labelled” (Templeton et al., 2003). 

 

Detection of PND 

Some authors argue that prevalence rates for PND among women can vary according 

to assessment methods used (Barnett, Matthey, & Gyaneshwar, 1999; Matthey et al., 

1997). Use of the structured psychiatric interview (such as the anxiety and depression 

modules of the Diagnostic Interview Schedule; DIS) may make women uneasy in 

discussing their feelings and hinder disclosure (Barnett et al., 1999; Matthey et al., 

1997). 

 

Numerous studies have investigated the effectiveness of available tools to detect 

PND (Austin & Lumley, 2003; Beck & Gable, 2000; Hanna et al., 2004; Lee et al., 

2003). One of the best known screening tools in the postnatal context, the Edinburgh 
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Postnatal Depression Scale (EPDS), is a reliable, valid, short 10-item self-report 

questionnaire by Cox, Holden, and Sagovsky (1987). The EPDS excludes symptoms 

that may merely suggest physical discomfort, and can be administered easily in about 

five minutes. The EPDS has been translated into various languages (Cox & Holden, 

2003) and tested with diverse samples including Chinese (Hawley & Gale, 1998), 

Vietnamese (Matthey et al., 1997) and Taiwanese women (Huang & Mathets, 2001). 

 

Although the limitations of the EPDS relate to it being a screening instrument rather 

than a diagnostic test, Beck and Gable (2001b) reported that the EPDS was found to 

have a moderate correlation (r = .59) with the structured clinical interview for 

DSM-IV mood disorder diagnosis. Georgiopoulos, Bryan, Wollan, and Yawn (2001) 

found an increasing diagnostic rate of PND from 3.7% to 10.7% with the institution 

of routine administration of the EPDS screening tool. A meta-analysis of 59 studies 

conducted in North America, Europe, Australasia and Japan (n = 12,810 participants) 

identified the rate of PND as 13% (O’Hara & Swain, 1996). The absolute difference 

in estimates between self-report assessments (14%) and diagnostic interviews (12%) 

was small.  

 

The EPDS has been widely employed in assessing women with depression; however, 

the results of the screening instrument should be cautiously interpreted. As certain 

scholars have noted, cultural and linguistic differences may hinder the detection and 

management of depression in the life of a women who is vulnerable. The difficulties 

of translation between languages, especially between unrelated language pairs, make 

it quite hard to interpret the meaning correctly (Seeley, 2001). Among diverse 

peoples and regions, the characteristic style of response and the cultural expression of 
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distress in shaping response to each item of the scale (i.e., EPDS) should also be 

carefully considered (Mallinson & Popay, 2007; Templeton et al., 2003). 

 

Risk factors associated with PND 

The occurrence of postnatal depressive symptomatology has been reported in most 

cultures and is recognized as a health concern in various parts of the world 

(Brockington, 1996; Josefsson et al., 2001). It is important to screen women at risk of 

developing postnatal depression since symptoms affect not only the mother, but also 

her family (Wrate et al., 1985). This section addresses risk factors for postnatal 

depression. Over the past decades, many researchers have engaged in several lines of 

investigation to identify possible contributing factors of PND. Although no clear 

cause of PND exists, several risk factors for PND have been identified. 

 

O’Hara and Swain (1996) and Beck (2001) conducted meta-analyses of multiple 

independent studies of contributing factors to PND. Findings from the meta-analysis 

of over 70 studies, and 12,000 research participants are reported in terms of effect 

sizes (see Tables 2.4, 2.5, 2.6, & 2.7). In meta-analyses, the effect size is a measure 

of the magnitude of the relationship between a particular risk factor and PND 

according to Cohen’s (1988) conventional operational definitions of large, medium, 

and small effect sizes for d (.80, .50, and .20), and for r (.50, .30, and .10) 

respectively. The 95% confidence interval (CI) index is calculated to help interpret 

the meaning of the effect size of the relationship between the risk factor and 

dependent variable, by which the calculated 95% CI excluding zero has statistical 

significance (Cooper, 1989). The following sections outline the main findings from 



 38

studies in regards to strong to moderate predictors (Table 2.4), moderate predictors 

(Table 2.5), low predictors (Table 2.6) and no prediction (Table 2.7) of PND. 

 

In terms of biological risk, there is inconsistent support for a single biological 

aetiology for PND. Hendrick, Altshuler, and Suri (1998) reviewed literature on 

potential hormonal aetiologies in PND, in particular for progesterone, estrogen, 

prolactin, cortisol, oxytocin, thyroid, and vasopressin and found inconsistent results. 

It is possible that no biological factors are specific to the postnatal period. 

 

Of the psychiatric and psychosocial constructs examined, pregnancy and childbirth 

clearly represent a stressful life event (Geller, 2004) that may precipitate a depressive 

episode. Accumulated research findings (as presented in Tables 2.4, 2.5, 2.6, & 2.7) 

demonstrate that psychiatric and psychosocial stressors contribute to the postnatal 

depressive syndrome in many women (Dennis, 2005). 

 

Antenatal depression 

Depression during pregnancy was found to be one of the strongest predictors of PND 

(O’Hara & Swain, 1996), even though pregnancy is a time of happiness and 

anticipation of a new baby. Studies of antenatal psychopathology and prevalence of 

depression have been undertaken by many researchers (Bennett et al., 2004; Da Costa, 

Larouche, Dritsa, & Brender, 2000; Dayan et al., 2002). For example, a recent study 

systemically reviewed the literature to estimate the combined point prevalence of 

major and minor depression and the meta-analysis showed the range of prevalence to 

be 6.5% to 12.9% at different trimesters of pregnancy and months in the first 

postpartum year (Gavin et al., 2005). Based on quantitative research included in the 
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synthesis of two meta-analyses conducted by O’Hara and Swain (1996) and Beck 

(2001), the results indicated that depressed mood during pregnancy is a 

strong-to-moderate predictor of PND. Subsequent studies reported that antenatal 

depression places women at an increased risk of developing PND (Johnstone, Boyce, 

Hickey, Morris-Yates, & Harris, 2001; Josefsson et al., 2002; Neter, Collins, Lobel, 

& Dunkel-Schetter, 1995; Nielsen, Videbech, Hedegaard, Dalby, & Secher, 2000). 

 

Antenatal anxiety 

Anxiety, a physiological state characterized by cognitive, somatic, emotional, and 

behavioral components (Seligman, Walker, & Rosenhan, 2001). These components 

combine to create the feelings that are typically recognized as fear, apprehension, or 

worry. The meaning of the word fear as per the dictionary is “an unpleasant feeling 

of perceived risk or danger, real or not” (Merriam Webster's collegiate dictionary, 

2003). Clinically, there is evidence that fear of childbirth is common and more 

intense in pregnant primiparous women than in pregnant multiparous women 

(Alehagen, Wijma, & Wijma, 2006). However, both pregnant and childbearing 

women have reported feelings of fear, uncertainty, a sense of being “at risk”, and 

anxiety about what the pregnancy, a possible painful delivery, birthing outcomes, and 

future may hold (Hofberg & Ward, 2003; Searle, 1996). 

 

Historically, most research has focused on depression during pregnancy and the 

puerperium; less is known about the connections between maternal anxiety and PND. 

This is despite the fact that anxiety is common and often occurs in conjunction with 

depressive symptoms (Kessler, Keller, & Wittchen, 2001; Ross, Gilbert Evans, 

Sellers, & Romach, 2003; Wenzel, Haugen, Jackson, & Brendle, 2005).  
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Table 2. 4 Strong to moderate predictors of postnatal depression 
 

Predictor 
variable 

Study reference Total number of  
participants (studies) 

Level of 
effect 

Effect sizes 

O'Hara & Swain (1996) > 1,000 participants 
(13 studies) 

Strong  d  = .75 

Beck (2001) 2,305 participants  
(21 studies) 

Moderate  r  = .44~.45 

Josefsson et al. (2002) Index group  
(132 participants) 
Control group 
(264 participants) 

Significant CI = 2.28~13.82 

Johnstone et al. (2001) 490 participants Significant CI = 1.29~6.15 
Neter et al. (1995) 108 participants Significant  
Nielsen et al. (2000) 5,252 participants Significant CI = 4.4~9.1 

Depression  
during 
pregnancy 

Lee et al. (2000b) 220 participants Significant CI = 2.1~87.8 
O'Hara & Swain (1996) > 586 participants 

 (5 studies) 
Strong d  = .68 

Beck (2001) 428 participants  
(4 studies) 

Moderate r  = .41~.45 

Johnstone et al. (2001) 490 participants Significant CI = 1.77~9.85 

Anxiety  
during 
pregnancy 

Neter et al. (1995) 108 participants Significant  
Strong d  = .60 O'Hara & Swain (1996) > 1,015 participants 

(15 studies) * Japanese studies showed a  
  non-significant association 

Beck (2001) 2,324 participants  
(16 studies) 

Moderate r  = .38~.40 

Johnstone et al. (2001) 490 participants Significant  
 * major health problem 

Lee et al. (2004) 220 participants Significant  
Neter (1995) 108 participants Significant  

Stressful 
recent live 
events 

Dennis et al. (2004) 594 participants  Significant CI = 1.01~1.24 
O'Hara & Swain (1996) > 521 participants  

(5 studies) 
Strong d  = -.63 

Beck (2001) 2,692 participants  
(27 studies) 

Moderate r  = .36~.41 

Seguin et al. (1999) 68 participants  Significant  
Neter et al. (1995) 108 participants  Significant  
Dennis et al. (2004) 594 participants  Significant CI = 0.93~0.99 

Lack of 
social support ; 
 
 
Isolation 

Nielsen et al. (2000) 5,252 participants Significant CI = 1.9~7.0     
O'Hara & Swain (1996) > 2,896 participants 

(14 studies) 
Strong d  = .57 

Beck (2001) 991 (11 studies) Moderate r  = .38~.39 
Josefsson et al. (2002) Index group 

 (132 participants) 
Control group   
(264 participants) 

Significant   
* sick leave: 
 mainly psychiatric disorders 

Johnstone et al. (2001) 490 participants Significant CI = 1.55~6.58 
Lee et al. (2000b) 220 participants Significant CI = 1.8~22.1 

Previous 
history of 
depression 
 

Nielsen et al. (2000) 5,252 participants Significant CI = 1.4~3.2 
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Table 2. 5 Moderate predictors of postnatal depression 
 

Predictor 
variable 

Study reference Total number of  
participants (studies) 

Level of 
effect 

 Effect sizes 

O'Hara & Swain (1996) > 552 participants  
(5 studies) 

Moderate d  = .39 

Lee et al. (2000b)  220 participants Significant  

Neuroticism 

Johnstone et al. (2001) 490 participants Significant  

Self-esteem Beck (2001) 570 participants  
(6 studies) 

Moderate r  = .45~.47 

Marital 
relationship 

Beck (2001) 1,554 participants 
 (14 studies) 

Moderate r  = .39 

 Patel et al. (2002) 270 participants Moderate CI = 0.8~2.0 
 O'Hara & Swain (1996) > 1,133 participants 

 (6 studies) 
Small  d  = -.13 

Beck (2001) 789 participants  
(7 studies) 

Moderate r  = .45~.46 Childcare 
stress 
Infant feeding Dennis et al. (2004) 594 participants  Significant CI = 1.54~4.5 

Infant 
temperament 

Beck (2001) 1,056 participants  
(10 studies) 

Moderate r  = .33~.34 
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Table 2. 6 Small predictors of postnatal depression 
 

Predictor 
variable 

Study reference Total number of  
participants (studies) 

Level of 
effect 

 Effect sizes 

Negative 
cognitive 
attributional 
style 

O'Hara & Swain (1996) > 1,318 participants 
(13 studies) 

Small d  = .24 

O'Hara & Swain (1996) > 1,366 participants 
(13 studies) 

Small d  = .26 

Dennis et al. (2004) 594 participants  Significant CI = 1.05~9.74 
Johnstone et al. (2001) 490 participants Not  

significant 
 

Obstetric & 
pregnancy 
complications 

Nielsen et al. (2000) 5,252 participants Not 
significant 

 

O'Hara & Swain (1996) > 1,668 participants 
(14 studies) 

Small d = -.14 

Patel et al. (2002) 270 participants Significant CI = 1.6~3.8 

Income 
 
Financial 
difficulties Lee et al. (2000b) 220 participants Significant CI = 1.3~11.4 

Immigration  
(< 5yrs) 

Dennis et al. (2004) 594 participants  Significant CI = 1.10~24.8 

Beck (2001) 1,732 participants 
(8 studies) 

Small r  = .19~.22 

Warner et al. (1996) 2,375 participants Significant  

Socioeconomic 
status  

Seguin et al. (1999) 68 participants Significant  
Beck (2001) 643 participants  

(5 studies) 
Small r  = .25~.31 Maternity 

blues 
Lee et al. (2000b) 220 participants Significant CI = 1.1~23.1 
Beck (2001) 1,199 participants 

 (6 studies) 
Small r  = .14~.17 

Warner et al. (1996) 2,375 participants Significant  

Unplanned / 
unwanted 
pregnancy ; 
 
planned 
pregnancy 

 
 
Patel (2002) 

 
 
270 participants 

 
 
Significant  

 
 
CI = 0.2~0.5 

Lee et al. (2000b) 220 participants Significant CI = 1.4~20.5 Gender of 
child Patel et al. (2002) 270 participants Significant CI = 0.8~2.0 
 O'Hara & Swain (1996)  No effect  

Beck et al. (2001) 580 participants  
(3 studies) 

Small r  = .21~.25 

O'Hara & Swain (1996)  No effect  

Marital status  

Josefsson et al. (2002) 490 participants  No effect  
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Table 2. 7 No effect on prediction of postnatal depression 
 

Predictor 
variable 

Study reference Total number of  
participants (studies) 

Level of 
effect 

 Effect sizes 

Family history 
of depression 

O'Hara & Swain (1996)  No effect  

Ethnicity O'Hara & Swain (1996)  No effect  

O'Hara & Swain (1996)  No effect  Maternal age 
Josefsson et al. (2002)  No effect  

O'Hara & Swain (1996)  No effect  Level of 
education Josefsson et al. (2002)  No effect  

O'Hara & Swain (1996)  No effect  
Josefsson et al. (2002)  No effect  

Parity 
 
High parity Nielsen et al. (2000) 5,252 participants Significant CI = 1.8~8.0 
     

 

 

One meta-analysis (Dobson & Cheung, 1990) concluded that around 67% of patients 

with depression also have an anxiety disorder currently or in the past, and around 

40% of patients with anxiety disorders also experience depression. This association 

between anxiety and depression was consequently confirmed by Heron et al. (2004), 

who studied 8323 women and found that antenatal anxiety occurs frequently, 

overlaps with depression and increases the likelihood of PND.   

 

Another meta-analysis of five studies carried out between 1968 and 1985 found that 

anxiety during pregnancy was a strong predictor of PND (O’Hara & Swain, 1996). 

More recently, Lee et al. (2007) published a longitudinal study of 357 women 

throughout the pregnancy and birth showing that anxiety symptoms at various stages 

of pregnancy were more prevalent than depressive symptoms (54% versus 37.1%). 

These authors also identified that the association between antenatal anxiety 

symptoms and PND increases as pregnancy progresses, with anxiety symptoms in 

late pregnancy being most strongly associated with PND. The results of accumulating 
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studies now demonstrate a positive link between antenatal anxiety and PND 

(Littleton, Breitkopf, & Berenson, 2007), even after controlling for antenatal 

depression (Heron, O'Connor, Evans, Golding, & Glover, 2004).   

 

Watson, Clark, and Carey (1988) observed however, that correlations between 

self-report anxiety and depression measures are high enough to suggest that they may 

measure a single underlying construct, negative affectivity. In 1991, these authors 

further revised this observation and elaborated the proposal into a “tripartite model” 

in which anxiety is characterized by elevated levels of hyper-arousal, depression is 

characterized by low levels of positive affect, and negative affect or generalized 

emotional distress is common to both (Clark & Watson, 1991). 

 

The typical co-morbidity of anxiety and depression in new mothers has been 

associated with both shorter gestational age and reduced birth weight (Glover, 

Teixeira, Gitau, & Fisk, 1999; Van den Bergh, Mulder, Mennes, & Glover, 2005). A 

highly anxious mother during pregnancy is more likely to experience postnatal 

complications and their newborns show disorganized sleep (Field et al., 2003). This 

effect was determined even if antenatal anxiety occurred in late pregnancy 

(O’Connor et al., 2002; Van den Bergh et al., 2005). Hence, just as postnatal 

depression is preceded by antenatal depression and is a robust predictor of 

behavioural/emotional problems in children, antenatal maternal anxiety can 

contribute to adverse maternal effects such as postnatal depression and adversely 

effect child development (Heron et al., 2004). 
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Life events 

Many different sources of stress have been associated with emotional disequilibrium 

during pregnancy and puerperium (Tilden, 1983). The prospect of additional stressful 

life events such as a strained marital relationship or losing a job will increase the 

likelihood of stress in new mothers. Stressors during pregnancy and puerperium 

include extra-familial factors (e.g., poverty and unemployment), and intra-familial 

factors (e.g., negative life events, isolation, alcohol and drug abuse, marital discord, 

and daily hassles), which have the potential to disrupt or alter parenting outcomes 

(Beck, 2001; Belsky, 1984; Dennis, Janssen, & Singer, 2004a; O’Hara & Swain, 

1996; Stowe & Nemeroff, 1995).  

 

Previous studies exploring the impact of life events on the onset of depression found 

that not all women developed depression following recent negative life events. For 

example, Brown and Harris (1978) in their seminal work in the United Kingdom 

identified women with at least one of four vulnerability factors were more likely to 

suffer depression than women without such vulnerability. Factors such as lack of 

employment outside the home, and lack of a confiding relationship were not the sole 

cause of depression. Mothers who not only experienced but also perceived their life 

as stressful were more likely to suffer from postnatal depressive symptomatology 

than those who did not perceive the experiences as adverse. 

 

An accumulation of negative life events during the preceding year to childbirth has 

also been associated with poor maternal outcomes (Geller, 2004; Mercer & Ferketich, 

1988). The process of migration and subsequent acculturation has been consistently 

associated with depression in migrant people, but there has been little exploration of 
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the experiences of migrant childbearing women. Additional stressors that affect 

immigrants relate to financial worries, separation from the extended family, lack of 

social support, unfamiliarity with medical practices, and difficulties with a new 

language (Hyman & Dussault, 1991; Zelkowitz et al., 2004). In addition to these 

factors, childbearing immigrant women are at risk of stress related to different 

cultural practices in regards to pregnancy, the puerperium, and child rearing as well 

as possible challenges in accessing appropriate health care services (Franks & Faux, 

1990; Zelkowitz et al., 2004). 

 

Social support 

The construct of social support is a multidimensional one. There are at least three 

broad categories of support: (a) emotional support, such as expressions of caring and 

esteem (Cobb, 1976; Thoits, 1982); (b) informational support, such as advice or 

guidance (Cohen & Wills, 1985); and (c) instrumental or practical support, such as 

tangible goods or assistance with tasks (Cohen & Wills, 1985). A taxonomy of social 

support is sometimes used and consists of three concepts: network support, perceived 

social support, and received social support (Barrera, 1986). Network support, refers 

to connections that individuals have with others in their environment (Mercer & 

Ferketich, 1988). More loosely knit support networks that consist of friends as well 

as family may actually be a more potent support system because of the increased 

likelihood of finding someone in the network who can respond to a need for a 

specific kind of support (Gottleib, 1981). Perceived support refers to a person’s belief 

that help or empathy is readily available if needed. In contrast, received support 

refers to supportive exchanges that have actually occurred within a specific context 

(Barrera, 1981). Both aspects of social support; perceived availability and support 
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actually received; are likely to be important in understanding the various ways in 

which social relationships may influence health and well-being (Collins et al., 1993). 

 

Many studies have consistently indicated that vulnerability to adverse physical and 

psychological conditions increases as social support decreases. That is, social support 

serves as a buffer against potentially adverse effects of stressful life events. For 

example, Beck (2002b) reported that social support was composed of receiving both 

instrumental support (e.g., babysitting, help with household chores) and emotional 

support. Poor social support networks, particularly if the network does not provide 

emotional support, places women at an increased risk of developing postnatal 

depression (Martinez-Schallmoser et al., 2003; O’Hara & Swain, 1996). Furthermore, 

women who receive more support had better labour progress and babies with higher 

Apgar scores (Collins et al., 1993). It is not surprising that inadequate social support 

(e.g., spousal support, dissatisfaction with a marital relationship, isolation from 

communities) was found to be significantly correlated with PND (Beck, 2001; 

Dennis et al., 2004; Lee, Yip, Leung, & Chung, 2000b; O’Hara & Swain, 1996; 

Robertson et al., 2004).  

 

Given the complexity of social support, it is necessary for research studies to 

investigate not only the extent of support received, but also, the extent to which such 

support matches expectations or desires of women. Although support from the 

intimate partner is optimal for childbearing women (Robertson, Celasun, & Stewart, 

2003), a variety of support types and providers can be used to increase feelings of 

being supported (Logsdon et al., 2000). 
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Psychological constructs: self-esteem 

Exploration of psychological factors such as self-esteem and negative cognitions has 

produced inconsistent findings in regards to PND. Self-esteem is known to be a vital 

construct in regards to mental health. Rosenberg (1979) defined self-esteem as the 

individual’s perception of how others view her or him and self-acceptance of this 

perception. Therefore, self-esteem includes cognitive, affective, and behavioural 

elements (Robert, 2004). Self-esteem emphasizes the ascription of outcomes to one’s 

own competencies and feelings of self-worth. From this viewpoint, low self-esteem 

reflects a negative self-evaluation and feelings about oneself and one’s capabilities 

(Beck, 2002b). It is possible therefore, that self-esteem may play a role in the 

development of depressive symptoms (Luxton & Wenzlaff, 2005; Matthey, 

Kavanagh, Howie, Barnett, & Charles, 2004).  

 

In recent times investigators have reported a negative correlation between self-esteem 

and depressive symptoms assessed during pregnancy or after childbirth (Logsdon, 

Birkimer, Simpson, & Looney, 2005; Logsdon & Usui, 2001; Srisaeng, 2003). For 

example, Lee and colleagues (2007) conducted a longitudinal study in Hong Kong 

and found that pregnant women with low self-esteem were prone to suffer from 

antenatal depression throughout pregnancy. Fontain and Jones (1997) assessed the 

predictive utility of self-esteem on PND and found self-esteem was a reliable 

contributing factor to the differential susceptibility to depression in the early 

puerperium. It has also been observed that Thai adolescent mothers with low 

self-esteem and experiences of high negative stressful life events were at increased 

risk for PND (Srisaeng, 2003). Meta-analyses (as presented in Table 2.5) identify that 



 49

self-esteem has a moderate effect (a mean r ranging from .45 to .47) effect on the 

development of PND (Beck & Gable, 2001a).  

 

Conversely, self-esteem as a predictor of PND was not found in O’Hara and Swain’s 

(1996) meta-analytic review. Neuroticism measured in women antenatally, however, 

was found to be a weak-to-moderate predictor of PND (Johnstone et al., 2001; Lee et 

al., 2000b; O’Hara & Swain, 1996). Neuroticism is a trait dimension that refers to 

emotional instability and maladjustment. Accordingly, some authors have reported 

neuroticism as an index of vulnerability to depression in women. Results from related 

empirical studies appear that a woman’s level of interpersonal sensitivity and 

neuroticism is significantly associated with developing depression mood disorders 

(Matthey et al., 2000; Roberts & Kendler, 1999; Verkerk, Denollet, Van Heck, Van 

Son, & Pop, 2005).  

 

O’Hara and Swain (1996) also identified that cognitive attribution style was 

associated with the development of depression. That is, women with a negative 

cognitive attribution style tend to report symptoms of PND. Attribution style, is 

viewed as a trait; that individuals exhibit as causal explanations for positive and 

negative events (Peterson & Seligman, 1984). A pessimistic attributional style is 

characterized by internal (relevant to self), stable (long-lasting) and global (relevant 

in many situations) attributions to negative events, or by external, unstable and 

specific attributions to positive events (Haugen & Lund, 2002). Several studies 

identified that women with pessimistic attributional style were more likely to develop 

PND (Barnett & Gotlib, 1988; Dent & Teasdale, 1988; O’Hara & Swain, 1996), yet it 
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has not been reported in more recent studies (Beck, 2002b; Dennis et al., 2004; Lee et 

al., 2000b). 

 

Obstetric factors 

Results of studies investigating the association between obstetric factors and PND 

have been inconsistent. Some studies report obstetric factors had no significant 

association with maternal PND. In a prospective study to examine the relationship 

between PND and a range of obstetric factors including obstetric history, 

complications of pregnancy, labour and birth, and infant details, Johnstone et al. 

(2001) found that none of the obstetric factors during pregnancy and birth were 

associated significantly with PND, while multiparity showed marginal, significant 

increases. Generally, non-significant results have also been found by research 

investigating obstetric risk factors (e.g., caesarean/forceps delivery, length of labour, 

use of pharmacological pain relief) for postnatal psychiatric morbidity (Carter, 

Frampton, & Mulder, 2006; Nielsen et al., 2000; Small et al., 2003a; Stowe & 

Nemeroff, 1995; Warner et al., 1996). 

 

Conversely, other research has shown that low birth weight is associated with a high 

EPDS score on the fifth day postpartum (Bergant, Heim, Ulmer, & Illmensee, 1999; 

Hannah, Adama, Lee, Glover, & Sandler, 1992). Mothers of preterm infants were 

significantly more depressed than mothers of term infants in the first week 

postpartum (Gennaro, 1988). Additionally, some studies have demonstrated positive 

links between obstetric variables and PND. For example, women with a severe 

complication during pregnancy had a small but significant risk of developing PND 

(Dennis et al., 2004; O’Hara & Swain, 1996; Robertson et al., 2004). Women who 



 51

had an emergency caesarean section or a diagnosis of pregnancy-induced 

hypertension were more likely to develop PND (Astbury, Brown, Lumley, & Small, 

1994; Boyce & Todd, 1992; Dennis et al., 2004).  

 

The impact of obstetric factors on the development of PND, however, should be 

carefully analysed. O’Hara and Swain (1996) noted that while higher levels of 

obstetric complications may be weakly associated with postnatal depression 

diagnosis; they are moderately associated with higher levels of self-reported 

depressive symptomatology. Similarly, Dennis et al. (2004) concluded that the use of 

self-report methods to assess risk factors are not as reliable as other methods such as 

clinical interviews. Therefore, the types of study designs used and methodological 

deficiencies of studies should be taken into account when identifying the etiological 

relationship between PND and obstetric variables (Robertson et al., 2004). 

 

Infant factors 

Factors and events concerning the infant have also been investigated in regards to 

PND. Relevant factors include: infant temperament, childcare arrangements, and 

gender of the infant. Chess and Thomas (1996) categorized infant temperament into 

three groups: easy, slow-to-warm-up, and difficult. Difficult babies often respond 

vigorously to hunger and discomfort that creates anxiety in parents. Similarly, 

irritable, inflexible, and fussy infants, have a persistent pattern of behaviour that is 

less amenable to parent intervention. The inability of parents to settle their infant has 

been associated with lower parental self-esteem, satisfaction as parents, and maternal 

mood (Carey, 1998). Indeed, previous studies of infant temperament demonstrated a 

consistent association with PND, both directly and indirectly (Beck, 1996; Hopkin, 
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Campbell, & Marcus, 1987). As noted by Sugawara, Kitamura, Toda, and Shima 

(1999), the relationship between babies with a difficult temperament and PND is not 

only unidirectional but also reciprocal. There is statistical evidence provided by Beck 

(1996; 2001b) that infant temperament was moderately related to PND with a mean r 

effect size ranging from .33 to .34. 

 

A second concern is that childcare-related stressors may play a contributing role in 

the development of PND. It is common for mothers of newly born babies, especially 

primiparous women, to lack practical childcare experience and worry about 

nutritional feeding issues, sleep and crying at night, body temperature, and minor 

illnesses (Hung, 2005). The demands of childcare can contribute to physical and 

mental stress in mothers particularly in the postnatal period (Leung, Arthur, & 

Martinson, 2005b). A number of studies have shown that childcare stress 

significantly influences maternal depressive symptoms (Beck, 2001; Dennis et al., 

2004; Fujita & Kanaoka, 2002; Leung, Arthur, & Martinson, 2005a; Merchant, 

Affonso, & Mayberry, 1995; Small et al., 2003a; 2003b). Furthermore, depressed 

mothers give more negative descriptions of infant behaviours than non-depressed 

mothers (Robertson et al., 2003). Therefore, infant factors associated with PND 

(difficult temperature, and childcare stress) are likely to be confounding factors 

(Robertson et al., 2003; Small et al., 2003b).  

 

Gender preference  

In many Asian countries, male children are more desirable than are female children. 

Preference for a son has deep social and cultural roots in many Asian countries, such 

as India, China, Taiwan, Korea, and Vietnam (Arnold, Choe, & Roy, 1998; Bélanger, 
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2006; Gu & Roy, 1995; Hesketh & Xing, 2006). Reasons why male children are 

preferred in some regions relate to several factors. Firstly, adult sons ultimately have 

a higher wage-earning capacity, especially in agrarian economies. Secondly, in some 

traditional patrilineal kinship systems women are removed from their families upon 

marriage. This creates the perception that daughters are of less value than sons. 

Furthermore, because girls live with their partner’s family they are not able provide 

long-term support to their family of origin. Thirdly, some social customs require the 

payment of large dowries by the family of the bride, so girls are often considered to 

be an economic liability. Finally, sons are viewed as being crucial to preserve the 

family line and worship the family's ancestors (Arnold et al., 1998; Chan, Yip, Ng, 

Ho, Chan, & Au, 2002; Das Gupta et al., 2002). Therefore, in countries where a male 

preference prevails, women's position in their families seems to depend heavily on 

producing a son (Gu & Roy, 1995; Safadi, 2005; Widge, 2002). Consequently, the 

social pressure placed on women who fail to give birth to sons could be immense, 

and may result in severe impairments of physical and psychological well-being.  

 

Preference for a son is manifest antenatally through demand for sex determination 

and sex selection abortion, all of which can be performed by use of chorionic villus 

sampling (CVS) and amniocentesis. Postnatally, the most typical demonstration of 

gender preference is the neglect and abandonment of female children (Song & 

Burgard, 2006). The overuse of medical techniques aimed at a particular child gender 

can consequently lead to the sex ratio of last-born children being much higher than 

the biologically natural sex ratio (Lawrence, 2006). In many Asian countries the 

preference for sons has caused a distortion in the sex ratio of infants at birth. Based 

on the national population census data, for example, the overall sex ratio at birth in 
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Taiwan is 109.4 males to 100 females in 2000 (MOI, Taiwan, 2001), in China the 

ratio was higher at 119.9 to 100 in 2000 (Hung, 2004), and in Vietnam the ratio was 

107 to 100 in 1999 (Dung, Le, Phuong, & Nyuyen, 2005). 

 

Many studies on PND in developing countries or with low socioeconomic women 

have shown consistent results with respect to the correlation between a child’s gender 

and PND (Chandran, Tharyan, Muliyil, & Abraham, 2002; Patel et al., 2002; Rahman, 

Iqbal, & Harrington, 2003; Zhang, Chen, & Li, 1999). For example, one study with 

South Asian women identified that infant gender was an important determinant of 

PND, especially if the infant was a girl (Patel et al., 2002). Another study identified 

that if the spouse was disappointed with the gender of the baby, Hong Kong Chinese 

women were at high risk of developing PND (Lee et al., 2000b). Similarly, Zhang et 

al. (1999) reported that a husband’s desire for a male child was significantly associated 

with PND in Chinese women. Moreover, a Taiwanese study also found that 

primiparous mothers who had a female child were more depressed, felt greater stress, 

and reported lower self-esteem than those who had a male child (Chen & Wang, 

2002). These findings are in contrast to studies in Western societies that have found 

no statistical association between the child’s gender and PND (Beck, 2001; O’Hara & 

Swain, 1996; Robertson et al., 2004). 

 

Socio-demographic factors 

Socio-demographic factors are likely to be important in understanding maternal 

physical and mental well-being; however, results of studies to date have been 

inconsistent in regards to age, employment status, parity, marital status, and 

education as being risk factors (Boyce, 2003; Clay & Seehusen, 2004; Deal & Holt, 
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1998; Small et al., 2003a). Such inconsistency may be related to the population used 

for a particular study. O’Hara and Swain (1996) examined 14 studies and reported a 

small but significant predictive relationship of low income, mother’s occupation, and 

lower social status to PND. Depressive symptoms among low socioeconomic status 

(SES) women were more frequent in the late postnatal period (Beck, 2001; Bergant et 

al., 1999; Bernazzani, Saucier, David, & Borgeat, 1997; Lee et al., 2000b; Patel et al., 

2002; Seguin, Potvin, St-Denis, & Loiselle, 1999; Shin, 1994; Warner et al., 1996). 

Conversely, other studies found no relationship between socioeconomic status and 

depressive symptoms (Boyce, 2003; Dennis et al., 2004; Johnstone et al., 2001; Small 

et al., 2003b). However, a notable significant predictor of depressive symptoms was 

recent immigration status among women (Dennis et al., 2004). 

 

Previous psychiatric history 

There is evidence that a personal history of affective illness is associated with an 

increased risk of developing PND (Beck, 2001; Bernazzani et al., 1997; Boyce, 2003; 

Lee et al., 2000b; O’Hara & Swain, 1996). A previous psychiatric history has a 

moderate effect on the development of PND (Beck, 2001; O’Hara & Swain, 1996). 

While a family history of depression may, to some extent, partially determine the 

development of PND, this effect may be influenced by a mothers’ willingness to 

report an awareness of relatives with psychiatric problems (Johnstone et al., 2001; 

Robertson et al., 2003). 

 

In summary, the specific aetiology of PND remains unclear; despite an abundance of 

research on predictive factors for PND. Therefore, a number of variables need to be 

unavoidably included such as, biological and obstetric factors (e.g., mode of birth, 
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parity, unplanned pregnancy, baby weight, and gender), psychiatric factors (e.g., 

antenatal depression and anxiety, previous psychiatric history), psychological 

(vulnerable personality), and socio-demographic factors (e.g., stressful life events, 

childcare skills, social support, marital relationship, socioeconomic status, and 

recency of immigration). 

 

Health of migrant women  

Acculturative stress associated with immigration 

Immigration is a stressful process as people adjust to a new society (Kim & Grant, 

1997; Murphy, 1977). Different cultural norms and social conditions pose problems 

for immigrants who may lack crucial information about their new society. Different 

cultural norms can cause distress, described as acculturative stress (Oh, Koeske, & 

Sales, 2002). Acculturative stress often results in a particular set of symptoms and 

behaviours that include anxiety, depression, feelings of marginalization and 

alienation, heightened psychosomatic symptoms, and identity confusion. 

Acculturative stress may underlie a reduction in the health status of individuals 

related to their physical, psychological, and social well-being (Williams & Berry, 

1991). 

 

Hovey and colleagues (1996; 2000a; 2000b) contend that acculturative stress is 

influenced by multiple factors including lack of family support, social support in the 

new community, socioeconomic status (SES), adaptive functioning (such as self- 

esteem, or coping ability), knowledge of a new language and culture, agreement with 

the decision to migrate (voluntary vs. involuntary), expectations for the future, 

religiosity, and degree of acceptance of cultural diversity in the new community. This 
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view is supported by Shin (1994) who found that depressive symptoms were 

positively related to acculturative stress and negatively to self-esteem. Social- 

economic status has been found to explain significant proportions of variability in 

acculturative stress (Link & Phelan, 1995). Furthermore, demographic variables such 

as age, education, income, and years of residence in the host country also contribute 

to acculturation (Sodowsky & Plake, 1991). 

 

It is interesting to note that gender has a significant main effect on depression, with 

immigrant women revealing higher overall depression scores (Hovey, 2000a; 2000b). 

According to the literature, the ratio of women to men for depression is about 2:1 in 

developed countries, but for developing countries, the ratios vary, with most 

reporting no gender difference in ratios (Culbertson, 1997). Therefore, even gender 

differences associated with the prevalence of depression remain unclear, but findings 

of studies demonstrate that socioeconomic, biological, and emotional variables may 

mediate depression in women (McGrath, Keita, Strickland, & Russo, 1990; Sprock & 

Yoder, 1997). Women who experience the impact of immigration and acculturation 

report a higher level of depression than those women without such conflicts (Hwang 

& Myers, 2007; O¨degaard, 1932; Vega, Kolody, & Valle, 1987). The extent of 

depression in women who migrate for the purpose of marriage in Taiwan is relatively 

under-researched.  

 

Association between acculturation and birth outcomes 

There is a link between acculturation and perinatal outcomes. Several studies have 

confirmed that acculturation is associated with negative birth outcomes among 

mothers in numerous immigrant populations, including countries such as the United 
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Kingdom (Yudkin, Harlap, & Baras, 1983), Latin America (Scribner & Dwyer, 1989), 

Sweden (Rasmussen, Oldenburg, Ericson, & Gunnarskog, 1995), and Canada 

(Hyman & Dussault, 1996). Evidence shows that migrant women experience higher 

rates of low birth weight (LBW) babies than their non-immigrant counterparts 

(Hyman & Dussault, 1996; Rasmussen et al., 1995). An exploratory study by Hyman 

and Dussault (2000) with a sample of Southeast Asian immigrant women in Canada 

found that respondents reported more unhealthy behaviours such as dieting during 

pregnancy, inadequate social support, and different types of acculturative stress 

(mainly from the lack of financial resources).   

 

In an attempt to explain good birth outcomes of some foreign brides in host countries, 

McGlade, Saha, and Dahlstrom (2004) identified that social and cultural factors can 

contribute to good maternity outcomes. Positive contributing factors included the 

presence of community networks, informal systems of antenatal care composed of 

family, friends, community members, and presence of lay health workers. In an 

integrated review of the published literature between 1989 and 2002, Page (2004) 

reported that Mexican immigrants had better birth outcomes than U.S.-born women, 

even though immigrant women experienced adverse socio-economic circumstances 

and had multiple maternal risk factors such as large families and late attendance for 

antenatal care. Page (2004) argued that social support, family networks, a healthy diet, 

and religion may have played a role in improved outcomes. 

 

The Health Report in a national Taiwanese newspaper (Nov 03, 2003, p.4) indicated 

that babies born to immigrant mothers from Vietnam were more likely to be 

underweight than those born to Taiwanese mothers. According to records collected 
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from 1998 to 2002, around 30% of babies born to Taiwanese mothers weighed less 

than 3kg, while the corresponding figure was more than 40% for babies born to 

Vietnamese mothers. Low birth weight can lead to serious complications in a baby’s 

development (Chang, 2003; Su, 2003). 

 

Maternity care for immigrant women in Taiwan 

Prior to March 1995, around 60 percent of Taiwan’s population (59%) had health 

insurance and were covered under 13 different public health insurance plans. In light 

of rapidly growing medical care costs and increasing number of elderly, the Taiwan 

government launched the National Health Insurance (NHI) program to provide 

universal medical care. Under the schedule for premiums and rates, approved 

employees pay 30 percent of the premium, employers 60 percent, and the government 

10 percent (Bureau of National Health Insurance, Department of Health, Executive 

Yuan, Taiwan, 2002).  

 

                  Co-payment 
 
                                           
    Medical service  
 

* Premiums     NHI cards 
 

Payments      Medical claims 
   
 
 

  

 
 

Figure 2. 1 Healthcare system under the NHI, Taiwan 
 

* Premium payments consist of 30% by the insured, 60% by employer, and 10% by government  
 

 

As outlined in Figure 2.1, there is a triangular relationship among the insured 

individuals, health care providers (i.e., medical institutions joined the NHI program) 

and the Bureau of NHI. That is, the Bureau collects premiums from the insured and 

Providers 
(i.e., hospitals or clinics) 

BNHI 

   Insured individuals 
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issues insurance cards; the NHI health care providers offer the insured medical 

services when such services are requested; the insured must pay a certain amount of 

co-payments when using services; and providers in turn claim medical expenses from 

the Bureau (NHI Acts, 2005). 

 

The coverage provided by NHI is comprehensive, including outpatient services, 

inpatient care and drugs provided by contracted medical care institutions in the case 

of illness, injury or childbearing with insured individuals paying a portion of medical 

charges. In addition, four preventive services are covered, namely adult health 

examinations (such as general physical screenings for cancer, hypertension, and 

diabetes), antenatal examinations (such as screening of high-risk mothers-to-be, 

genetic counselling), children’s services (such as screening of newborns for 

congenital metabolic disorders, paediatric immunization), and cervical smears for 

women.  

 

Insured pregnant women receive good preventive health services from NHI. They are 

provided with 10 free routine obstetric visits, including one ultrasound scan. 

Prospective mothers are able to have two visits within the first 17 weeks, two visits 

between 17 ~ 29 weeks periods, and six visits after 29 weeks to enable better 

monitoring and care as well as prevention of complications.  

 

According to the National Health Insurance Acts (Paragraph 2, Article 10; 全民健康

保險法), those who hold residence certificates in Taiwan can participate in the NHI 

program after residing in Taiwan for four months. However, these benefits cannot be 

accessed by foreign pregnant women who have lived in Taiwan for less than four 
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months. Foreign pregnant women who are not yet covered by NHI can apply for a 

government subsidy for costs incurred from antenatal checkups during that initial 

period – NT $600 per medical appointment, and up to five visits per pregnancy (the 

Ministry of the Interior promulgated the Foreign Spouse Care Fund Management 

Fund; 外籍配偶照顧輔導基金醫療補助作業要點; March 8, 2005).   

 

Although there are approaches to promote maternity care for foreign brides, many of 

these women are unaware of benefits and entitlements. The benefit program is not 

widely advertised and the application form is provided only in Chinese. MOI records 

for 2002 indicate only 1.7 percent of women’s educational outreach programs were 

geared towards foreign brides (Su, 2003). 

 

Foreign brides may not be aware of health services and medical knowledge. Wu and 

Tang (2005) reported that medical resources for most foreign brides are very limited. 

For example, their knowledge of “pregnant health examinations”, “genetic 

counselling”, “instructions about parenting”, and “fertility regulation services” can 

only be acquired from their Taiwanese husbands.  

 

The frequency of pregnancy checkups among foreign brides often depends on their 

husband’s economic status. For example, Taiwanese husbands have to bring their 

wives to visit health services because the women may not know their way to the 

health service or possess adequate language skills to seek assistance. Taiwanese 

husbands may be unwillingly to ask for leave from their employers to escort their 

wives to hospital knowing that they will receive no income during their absence from 
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work. These issues contribute fewer visits for antenatal examinations by these women 

(Wu & Tang, 2005). 

 

According to Lin (2004), Southeast Asian pregnant women in Kaohsiung County          

(Taiwan) had poorer antenatal attendance including antenatal examination initiation 

and actual number of antenatal examinations than Taiwanese pregnant women. 

Furthermore, pregnant Southeast Asian women scored lower on pregnancy related 

knowledge, poorer attitudes toward pregnancy, and had fewer medical services 

available to them compared to Taiwanese pregnant women.  

 

Liu (2004) distinguished between foreign immigrant and Taiwanese women and 

found the former obtained lower scores on childrearing knowledge including when to 

add solid food to the baby’s diet, bath safety, immunization, sickness care and 

infant’s growth and development. This evidence further underscores the need for 

early detection of women at risk of developing negative feelings after childbearing 

and intervening to ensure foreign immigrant women’s abilities for self and infant 

care.   

 

Conceptual framework 

Findings of the literature review identified that PND is a major health issue for many 

women, particularly those who have recently immigrated to a country where they 

may face various significant challenges involved in constructing a new maternal role 

and adapting to their new surroundings. The conceptual framework for the present 

study is drawn from the key predictors identified in the literature review and is 

presented in Figure 2.2. 
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Figure 2. 2 Conceptual framework 

 

The framework presents an interplay of variables that may influence an immigrant 

woman’s risk of depression. These variables are drawn from the psychiatric, 

psychological, and obstetric domains. As well, several socio-demographic variables 

which are likely to influence depressive symptomatology (before and after birth) are 

included such as age, education, employment status, household income, marital status, 

ethnicity and recency of immigration.  

 

In regards to social-demographic characteristics of maternal depressive symptoms 

three areas are likely to be of immediate concern. Unemployed women can face 

financial stress during the perinatal (i.e., antenatal and/or early postnatal) period. 

Similarly, the household income can be adversely affected by the ability of a woman 
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to work if self employed or working in a family business. Recently immigrated 

women will experience varying levels of stress as they attempt to assimilate into their 

new environment. These stressful life events will be influenced by available social 

support networks that may be difficult to establish in a new environment. Similarly, 

the circumstances associated with an “arranged” marriage may result in a lack of 

emotional and practical support.   

 

Psychiatric variables associated with maternal depressive symptomatology include 

anxiety (such as fear and worry) associated with the current pregnancy or other 

aspects of their lives. Levels of anxiety and depression during the antenatal and 

postnatal periods may reveal important interactions and predictors of longer-term 

adverse emotional outcomes for mothers and their infants.  

 

After birth, mothers’ experiences can be affected by their general health. Stress 

associated with perceived level of child care skills may be inevitable and 

overwhelming for some women due to a lack of child-rearing experience, lack of 

family support and advice, and fear of their inability to provide for the child’s needs.   

 

Obstetric variables associated with maternal depressive symptomatology include 

parity, mode of birth, and birth outcomes such as the baby’s weight and gender. 

These factors can increase the risk of new mothers developing postnatal depressive 

symptomatology, especially Asian women in a patriarchal society. 

 

Finally, maternal feelings about the pregnancy as well as concerns about the labour 

and birth may trigger adverse psychological responses which in turn may result in the 
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development of depressive symptoms. Other possible psychological variables related 

to maternal depressive symptomatology are reflective of self-esteem of mothers. A 

negative self-evaluation may be associated with a lowered sense of self worth and 

risk of depression, whereas positive self-esteem is more likely to be associated with 

positive maternal outcomes.  

 

This research framework will guide data collection to investigate the prevalence and 

contributing factors of maternal depressive symptomatology in newly immigrated 

women and Taiwanese nationals. 

 

Research questions 

1. What is the prevalence of depressive symptomatology before and after birth 

amongst Vietnamese immigrant women living in southern region of Taiwan, 

compared to Taiwanese nationals? 

2. To what extent are demographic variables, previous psychiatric history and 

psychosocial characteristics associated with depressive symptomatology before 

and after birth among Vietnamese and Taiwanese women?   

3. To what extent are these factors predictive of depressive symptomatology before 

and after birth among Vietnamese and Taiwanese women? 

 
Summary of literature review 

Depression is one of the most common emotional problems, affecting twice as many 

women as men. Women of childbearing age are particularly at risk for depression. 

There has been substantial evidence showing that women’s postnatal depression can 

have devastating and longstanding effects on their future well-being and that of their 

children, and families, if it goes undetected and untreated. While PND has been 
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proposed to be a “culture-bound syndrome” the accumulated findings from studies 

surveying prevalence rates in non-Western cultures and developing countries indicate 

that the prevalence of PND is broadly similar to or even higher than in Western 

countries.  

 

From an overview of the available literature, it appears that predictors of PND 

remains unclear, while research suggests a probable combination of biological, 

psychological and social factors may be responsible. Good quality meta-analyses 

have identified statistically significant associations between PND and 13 risk factors 

including social support, prenatal depression, life stress, marital relationship, 

depression history, infant temperament, socioeconomic status, childcare stress, self 

esteem, unplanned/unwanted pregnancy, maternity blue, prenatal anxiety, and marital 

status. Moreover, ethnicity, cultural issues and migration have received some 

consideration in the literature of PND, with one of the available studies, Dennis et al. 

(2004) identifying PND being associated with immigration with the last five years. 

 

As recent demographic statistics of Taiwan show, there are an increasing number of 

immigrant women married to Taiwanese men. Many of these immigrant women, 

mainly from Vietnam, settle in the southern part of Taiwan, where the majority of 

locals earn an income from agriculture and fishing. For women, childbearing is a 

potent event in their lives as well as a particularly vulnerable time for developing or 

exacerbating psychiatric illness. Immigrant pregnant women are likely to have 

special needs because of language barriers, limited social support, and difficulty 

accessing maternal health services. These factors may place them at greater risk for 

PND in comparison to Taiwanese women.  
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Chapter 3 

METHOD 
 

This chapter outlines the methods used in the present study. This chapter provides a 

description of the study design, phases of the survey methodology, recruitment 

procedures as well as inclusion/exclusion criteria, data collection approaches with the 

use of a standardized measures, and translation processes for the questionnaires. 

Ethical considerations for this particular study are described. Finally, the approach to 

statistical analysis will be presented. 

 

Design of the study 

This is a prospective longitudinal study with two points of measurement, an initial 

survey during the antenatal period and a follow-up postnatal survey. For the purposes 

of this study (to identify possible predictors of maternal depression), a longitudinal 

design will be used with the same cohort studied at several points in times (Powers & 

Knapp, 2005). Even though this design is costly in time, longitudinal research with 

the same individuals enables a comparison of data from participants in regards to 

changes between time points. Hence, longitudinal research can monitor the direction 

and magnitude of causal relationships between variables (Polit & Beck, 2004). The 

most common longitudinal designs are retrospective and prospective designs. 

Retrospective designs require participants to recall events that have happened in the 

past, while prospective designs refer to the study of current trends (Powers & Knapp, 

2005). As Dennis (2004) reported, preliminary longitudinal studies on the prevalence 

of postnatal depression have yielded varying rates. Low rates appeared to be related 

to retrospective designs compared with prospective designs. However, shortcomings 
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imposed by retrospective data sets, such as losing information, having the information 

distorted, or reconstructed by participants’ actual experiences, contribute to 

measurement errors (Koen, 1999; Michel, Quenon, de Sarasqueta, & Scemama, 2004). 

Accordingly, a prospective method of data collection will be applied in the present 

study. 

 

Sampling strategy 

Inclusion criteria  

The sampling strategy used for this study is purposive and non-random, as it attempts 

to include a representative sample of Vietnamese immigrant women and Taiwanese 

national women. The method of recruitment will not differ for the two groups. 

Inclusion criteria consists of the following: women have to be of Vietnamese descent 

and recently (1 year or less) immigrated to Taiwan or a Taiwanese national, at least 

18 years of age, expected to give birth to a live, single baby, are legal residents and 

able to converse in plain Chinese.  

 

Commonly, before Vietnamese women arrive in Taiwan, they complete a course (at 

least four weeks) on the Chinese language in their home country. The fees for the 

course are often paid by their Taiwanese husbands. Commonly most potential 

immigrant women had also resided in Taiwan for at least half year and were 

co-resident with their Taiwanese family. Therefore, the Vietnamese women could 

communicate in plain Chinese with the researcher who cannot understand Vietnamese, 

or be assisted by a Chinese family member or Vietnamese nursing assistants. 
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Exclusion criteria  

During the perinatal period, women under the age of 18 years, with a psychotic 

disorder, or a current chronic physical illness, late intrauterine death, stillbirth and 

neonatal death were excluded, as well mothers of babies who were malformed or had 

a congenital condition. 

 

Measures  

Self-administered questionnaires were used, including demographic details and a 

variety of psychological measures. Two versions of the research questionnaires were 

available to all eligible women (i.e., Vietnamese and Chinese). In general, those 

women consenting to participate were provided with a version of the questionnaires 

in accordance with their nationality.   

 

Demographic questions asked participants about their ethnicity and socio- 

demographic status (age, marital status, education, work status, gross household 

income, and length of residence in Taiwan). Also, items assessed the number of times 

women attended antenatal clinics, feelings about the pregnancy, parity, gender of 

baby (hopes and outcomes), and newborn birth weight. Standardized measures were 

implemented prior to and after birth, including Difficult Life Circumstances (DLC), 

Social Support (SSA), Rosenberg Self-Esteem (RSE), General Health Questionnaire 

-12 (GHQ-12), Depression Anxiety Stress Scale-21 (DASS-21), Edinburgh Postnatal 

Depression Scale (EPDS), and Child Care Stress Checklist (CCSC).  
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Difficult Life Circumstances scale  

The Difficult Life Circumstances scale (DLC) is a self-report, 28-item “yes” or “no” 

scale measuring life-events of individuals (Barnard, 1988). The scale contains 

questions about relationships, finances, employment, housing, family, neighbours, 

illness, and children. It was used as a screening tool to identify high-risk families 

during pregnancy and early infancy. The original DLC was found to have acceptable 

reliability and validity. Correlations with the Beck Depression score, a physical 

symptom checklist, and social support measures ranged from .20 to .59 and 

Cronbach’s alpha was 0.6 (Barnard, 1988; LeCuyer-Maus, 2003). Johnson, Booth, 

and Barnard (1989) suggest a total score of six or more is considered high and 

associated with poor parenting skills and poor child outcomes. That is, a high DLC 

score correlates with more depressive symptoms, more negative physical symptoms, 

and less support. Although some of the questions are sensitive in nature, the DLC 

instructs respondents that they do not have to answer the questions.  

 

Social Support APGAR Scale  

The Social Support APGAR Scale (SSA) was derived from the Smilkstein’s Family 

APGAR Scale (1978) designed to assess support dimensions of family functioning. 

The SSA consists of 25 items that measure situational satisfaction with five different 

support activities (Adaptation, Partnership, Growth, Affection, and Resolve/ 

Commitment) as provided by five different sources (husband, parents, other family, 

friends, and other acquaintances) with a 3-point scale (0 = hardly ever, 1 = some of 

the time, 2 = almost always). A score of 50 (2 points × 5 activities × 5 sources) can be 

obtained. Higher scores correspond to a higher level of satisfaction with current 

support; satisfaction is inferred to indicate the perceived adequacy of currently 
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available support. Scores can be classified as low (1 ~ 19), moderate (20 ~ 34), and 

high (35 ~ 50) based on Smilkstein’s (1978) criteria. The reported Cronbach’s alpha 

was .88 to .93 which is excellent (Norood, 1996).  

 

The SSA was developed as a brief, user-friendly tool to screen for pregnant women’s 

perceptions about the adequacy of social support (Norwood, 1996), and has been used 

in several studies in Taiwan (Hung, 2004; Hung, Chang, & Chin, 1993; Hung & 

Chung, 2001). 

 

Depression Anxiety Stress Scale 

The Depression Anxiety Stress Scale (DASS) is a self-report scale designed to 

measure symptoms of depression, anxiety, and stress. According to a research 

program spanning from 1979 to 1990 (Lovibond & Lovibond, 1995), several factor 

analytical studies on clinical and non-clinical samples have confirmed that the 

42-item DASS can be reliably grouped into three subscales, Depression (DASS-D), 

Anxiety (DASS-A), and Stress (DASS-S). DASS-D scale utilizes items that are 

characterized principally by a loss of self-esteem and incentive, and associated with a 

low perceived probability of attaining life goals of significance for the individual. 

DASS-A scale places emphasis on situational anxiety and fear-related symptoms, 

such as autonomic arousal, skeletal musculature effects, and subjective experience of 

anxious effects. DASS-S scale measures a state of persistent arousal and tension with 

a low threshold for becoming upset or frustrated.  

 

The three subscales comprising the DASS have been shown to have adequate 

convergent and discriminant validity. Reliability, assessed using Cronbach’s alpha, 
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was acceptable for the depression (.91), anxiety (.84), and stress (.90) scales 

(Lovibond & Lovibond, 1995). These values are similar to those obtained from 

normal and clinical populations (Antony, Bieling, Cox, Enns, & Swinson, 1998; 

Brown, Chorpita, Korotitsch, & Barlow, 1997). A recent published study that 

investigated the psychometric properties of the DASS showed that the reliability of 

the DASS was excellent, and the measure possessed adequate construct validity in a 

large sample drawn from the general adult population (Crawford & Henry, 2003). 

Similarly, Taouk, Lovibond, and Laube (2001) evaluated the psychometric properties 

of the Chinese DASS-21 among Australian immigrant sample. Results suggested the 

Chinese DASS-21 is sensitive to cultural and linguistic issues and has been shown to 

significantly differentiate between the negative emotional syndromes of depression, 

anxiety, and stress.    

 

DASS-21 has been used in busy maternal-child health settings (Bayer, Hiscock, 

Morton-Allen, Ukoumunne, & Wake, 2006; Gamble, 2003; Miller, Pallant, & Negri, 

2006; Wong, 1996) and is easy to interpret. The shortened DASS-21 is composed of 

seven items taken from each of the three subscales of the original and shows 

well-distinguished features of depression, physical arousal, and psychological tension 

and agitation. The internal consistency is excellent with Cronbach’s alpha for 

Depression (.94), Anxiety (.87), and Stress (.91) (Antony et al., 1998).  

 

The DASS-21 measure reflects the past 7 days using a 4-point Likert scale, ranging 

from 0 (Did not apply to me at all) to 3 (Applied to me very much, or most of the 

time). Scores for the Depression, Anxiety, and Stress scales are determined by 

summing the scores for the relevant 7 items. A sum of the scores is then evaluated as 
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per the severity-rating index below (Table 3.1), according to Lovibond and Lovibond 

(1995).  

 

Table 3. 1 Various cut-offs on the DASS-21 
 

 Depression Anxiety Stress 

Normal 0-9 0-7 1-14 
Mild 10-13 8-9 15-18 
Moderate 14-20 10-14 19-25 
Severe 21-27 15-19 26-33 
Extremely Severe 28 + 20+ 34+ 

 

 

Scores for each sub-scale of DASS-21 are multiplied by two to ensure consistent 

interpretation with the longer 42 item version, and enable a comparison of the 

converted scores with the clinical cut-offs established with the DASS-42.    

 

Rosenberg Self-Esteem Scale 

Self-esteem was measured using the 10-item Rosenberg Self-Esteem Scale (RSE). 

This self-report scale contains items measuring personal worth, self-confidence, 

self-satisfaction, self-respect, and self-depression. Items are answered on a four-point 

scale, ranging from 1 (strongly agree) to 4 (strongly disagree). The scoring for some 

items, such as 2, 5, 6, 8, 9, are reversed to minimise response bias. Scores range from 

10 to 40, with higher scores reflecting higher self-esteem. 

 

Rosenberg (1965) reported internal consistency reliabilities ranging from .85 to .88 

for several samples of college students. The RSE is correlated positively with many 

other self-esteem measures, including a correlation of .64 with the Coopersmith 

Self-Esteem Inventory (Crandal, 1973). Thus far, multiple studies have been 
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conducted to investigate the validity and reliability of the RSE, including a study in 

Taiwan (Lin, 2003) that reported a Cronbach’s alpha = .86. 

 

Edinburgh Postnatal Depression Scale  

The Edinburgh Postnatal Depression Scale (EPDS) is a 10-item self-report scale 

designed to assess postnatal depressive symptomatology and identify at-risk mothers 

(Cox et al., 1987). Due to the simplicity, economy, and ease of administration, the 

EPDS has become the preferred tool for screening mothers for depressive symptoms 

in the majority of studies. Also, the 10-item Edinburgh Postnatal Depression Scale 

has been validated for use in pregnancy (Murray & Cox, 1990). The scale is referred 

to as the EDS when used antenatally. For each item, respondents rate how they felt in 

the past week, on a four point scale such as, As much as I always have; Yes, some of 

the time; No, not much; No, not at all. A possible score on the EPDS ranges from 0 to 

30 with higher scores implying greater distress.  

 

While it is not a substitute for a diagnosis of postnatal depression, which is possible 

only through a psychiatric interview, the EPDS can give an indication of the 

likelihood of depression. One study examined the relationship between EPDS and 

diagnosis via clinical interview and found a moderate correlation of r = .59 (Beck & 

Gable, 2001b). 

 

The EPDS has well-documented reliability and validity in multiple languages 

including Chinese and Vietnamese. Cox and Holden (2003) offered 20 translations of 

the EPDS, noting that the Chinese translation was proposed to have a lower cut-off 

score (9/10) for optimum sensitivity than that found in English-speaking countries 
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(12/13) (Murray & Cox, 1990). Lee and colleagues (1998) reported that using a 

cut-off score of 9/10 was appropriate for screening at six weeks postpartum in a 

Chinese population in Hong Kong and resulted in a sensitivity of 82%, a specificity 

of 86%, and a positive predictive value of 44%. Among childbearing women in Japan, 

Yamashita, Yoshida, Nakano, and Tashiro (2000) suggested that the EPDS might 

used to detect postnatal depression with a cut-off point of 8/9 at one month 

postpartum. However, several scholars identified 12/13 as the optimal cut-off for the 

Taiwanese version of the EPDS, at which the sensitivity was 83% and specificity of 

89% for a cohort of Taiwanese women in their third trimester (Su et al., 2007). By 

using the ROC curve, Teng et al. (2005) also found that the 12/13 cut-off point was 

the best for screening PND among postnatal Taiwanese women, with a sensitivity of 

96% and specificity of 85%. 

 

General Health Questionnaire  

The General Health Questionnaire (GHQ) is a well-known generic rating scale that 

has been translated into 38 different languages including Chinese and Vietnamese 

(Goldberg & Williams, 1988). It is a self-report rating scale originally designed to 

detect psychiatric morbidity among general medical outpatients (Goldberg, 1978). 

The GHQ-12 is brief, simple, easy to complete, and its application in clinical or 

research settings as a screening tool is well documented (Goldberg & Williams, 1988). 

Moreover, simultaneous administration of the EPDS and GHQ-12 can substantially 

improve identification of women with postnatal depression (Lee, Yip, Chiu, & Chung, 

2000a). By using the EPDS-GHQ at their optimal cutoff scores (4.5 for the GHQ-12 

and 9 for the EPDS), the sensitivity and specificity were 82% and 97%, respectively, 

and the positive predictive value was 78% (95% CI, .71~.85) (Lee et al., 2000a).  
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The 12-item version of the GHQ has been shown to have good structural 

characteristics and is a reliable and valid instrument in general population samples. 

The Cronbach’s alpha values of internal consistency for GHQ-60, GHQ-30, and 

GHQ-12 range from .82 to .93 (Pevalin, 2000). 

 

Goldberg, Oldehinkel, and Ormel (1988) reviewed 17 validity studies using the 

GHQ-12 and revealed a wide range of best estimates of the threshold score ranging 

from 0/1 to 5/6 with a bi-modal fashion (0-0-1-1). Accordingly, a threshold score of > 

2 was generally used as a screening measure, a threshold score of > 5 was chosen for 

the analysis to select a group of more seriously distressed women (Romito, 

Saurel-Cubizolles, & Lelong, 1999). Based on the selected scoring methods, a 4-point 

Likert style (0-1-2-3) was used in the current study. Of the total score range of 0 ~ 36, 

scores > 15 are evidence of distress, and scores > 20 suggest severe problems and 

psychological distress (des Rivieres-Pigeon, Saurel-Cubizolles, & Lelong, 2004). 

 

Child Care Stress Checklist  

Childcare stress is related to the difficulty that a mother experiences in regards to the 

following childcare activities: problems feeding the baby; difficulty quieting the baby; 

trouble establishing regular sleep as well as health problems in the newborn baby 

(Beck, 1998). Additional adverse events include being overwhelmed by childcare 

demands, conflict with family members, lack of help from others, and the feeling of 

social isolation would more likely lead to childcare stress.  
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The Child Care Stress Checklist (CCSC) is a 23-item, self-report instrument 

developed to assess the occurrence of postnatal events related to childcare (e.g., 

“Difficulty quieting my baby’s cries”; “Having trouble establishing regular feeding 

times”) (Dennis, 2003). Item responses are on a yes-no scale and produce a 

summative score ranging from 0 to a maximum 23, with higher scores indicating 

higher levels of childcare stress. Higher childcare stress is associated with more 

depressive symptomatology in postnatal women (Beck, 2001; Honey, Bennett, & 

Morgan, 2003). 

 

The CCSC has been tested with 501 mothers at 4 and 8 weeks postpartum and 

demonstrated good reliability, with a Cronbach’s alpha = .81. The construct validity 

was supported through significant correlations between the CCSC and the EPDS and 

ranged from .61 to .60 (Dennis, 2003). 

 

Procedure 

Setting  

In order to optimise recruitment two preliminary steps were taken to identify the 

appropriate setting. Firstly, census figures relating to immigrant women were 

reviewed. In regards to location of residence, it was determined that 3,417 immigrant 

women lived in the southern part of Taiwan (May, 2005; Civil Affairs Pingtung 

County Government). The country of origin of immigrant women in descending order 

was Vietnam (2,080), Indonesia (811), Cambodia (153), Philippines (251), and 

Thailand (79). The vast majority of Vietnamese women were residents around the 

Pingtung City and Donggang Township. Secondly, the researcher interviewed the 
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superintendents of the relevant departments of nursing and confirmed the distribution 

of Vietnamese women and the health services used by them.   

 

Subsequently, the study was conducted in four hospitals located in the Southern part 

of Taiwan; one in a Fooyin-university-affiliated general hospital in Donggang, 

Pingtung County, and the other three were Obstetrics and Gynaecology Hospitals, 

Pingtung City. These clinical sites have birth-rates of more than one hundred per 

month, and the majority of Vietnamese immigrant women live in this area (see 

Appendix F).  

 

Recruitment   

Several strategies aimed to increase participation during the study (Figure 3.1). Firstly, 

the researcher attended hospital antenatal clinics between January and June 2006 

rotating between various hospitals clinics. The approach to recruitment aimed to 

obtain a representative sample of pregnant women residing in the southern part of 

Taiwan. For example, one hospital located in Donggang Township which is primarily 

a fishing and agriculture area had higher attendance rates at morning outpatient 

appointments. On the contrary, pregnant women residing in the Pingtung City were 

more likely to work full-time and they preferred an afternoon or night outpatient 

appointment. 

 

Secondly, pregnant women were offered helpful supervision when completing their 

self-report questionnaire (Time 1). The rationale for this support was to explain the 

aims of the research directly and give verbal instructions about completing each scale. 

For those women who needed assistance with reading the questionnaires, especially 
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for Vietnamese women with a low level of education, the researcher or a bilingual 

interpreter provided assistance reading items to them. In addition, the researcher 

checked questionnaires for completeness of responses and confirmed the telephone 

number and mailing address of women in order to facilitate contact during the 

postnatal period. These processes also helped to foster a trusting relationship between 

participants and researcher, which may increase responses during the postpartum.  

 

Phase 1 data collection occurred at the antenatal clinics of the participating hospitals. 

Women, in their last trimester who were attending the antenatal appointment were 

asked by clinic staff if they wished to participate in the study. Women were then 

approached by the researcher who provided information about the study, assessed for 

eligibility, and obtained informed consent. Women then completed the questionnaire 

while waiting for their appointment. 

 

Around 5 to 6 weeks after the estimated date of delivery (EDD), the researcher made 

a phone call to the recruited mothers, and reminded them about the appointment date 

of postnatal check-up. Normally, a postnatal check-up was arranged for a mother six 

weeks after her baby was born, and therefore during the attendance in the clinics the 

researcher administered the postnatal questionnaire to each mother for completion. 

Those who missed a scheduled postnatal health examination and could not be 

contacted personally would receive a set of postnatal questionnaires by mail. 
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Follow-up 
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Figure 3. 1 Data collection protocol design 

 

 

Furthermore, those mothers who were unable to be followed-up in person were 

contacted by phone before being sent the questionnaire in the mail. This process 

enabled the researcher to obtain the current mailing address of mothers and ensure 

delivery of the questionnaire. In the phone call, the researcher expressed appreciation 

for mothers’ cooperation while they were pregnant and requested participation in the 
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follow up phase. The researcher also emphasized by phone that the postal 

questionnaire originated from the university, not from commercial organizations or in 

any kind of fraudulent companies, and stressed the importance of their answers 

underpinning the knowledge and practice of midwifery. All completed questionnaires 

from the mothers were returned directly to the researcher in the envelope provided (a 

pre-adhesive, first-class mail, institution envelope imprinted with a return address).  

 

Eventually, a telephone reminder was made to mothers who had not responded after 

two-weeks. The initial intent of this effort was to achieve the maximum response rate 

possible, while asking for responses and provoking a feeling that, only with their help, 

would the study be successfully accomplished. 

 

Data collection  

There were two phases of data collection: during the last trimester of pregnancy 

(Time 1), and 6 weeks postpartum (Time 2). The researcher collected data from the 

Local Community Hospitals. At the antenatal clinic (Time 1), eligible women 

attending a booking-in appointment were asked if they wished to participate in the 

study and speak to the researcher. The researcher provided information about the 

study and obtained informed consent. Women then completed the research 

questionnaires including a brief demographic questionnaire, DLC-28, SSA-25, 

RSE-10, DASS-21, GHQ-12 and EDS-10. At the postnatal visit (Time 2), eligible 

women seeing the doctor for their maternity or well-baby checkups were requested to 

complete the EPDS-10, DASS-21, GHQ-12, CCSC-23, and SSA-25 questionnaires. 

Reminder telephone calls were conducted to women who did not attend the postnatal 

clinic. 
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Scale translation process  

The English versions of some questionnaires required translation. These scales 

included the Difficult Life Circumstances (DCL-28), Social Support APGAR 

(SSA-25), and Childcare Stress Checklist (CCSC-23). The scales were translated and 

culturally adapted to form new versions in Chinese and Vietnamese. The translation 

process followed the principles outlined by Brislin, Lonner, and Thorndike (1973) 

and Marin and Marin (1991) regarding cross-cultural research methods. 

 

Chinese version 

1.1. The English versions of the questionnaires were translated initially into Chinese 

by the researcher. Two individuals of Taiwanese descent (PhD students in 

nursing) and one co-worker who is a lecturer in nursing and are bilingual 

examined the essence of semantic equivalence.   

1.2. The back-translation was performed by an English teacher who is a tutor in 

Taiwan, has a PhD degree, and studied in English-speaking countries. The back 

translator and the researcher judged the meaning of items and altered the words 

with corresponding content.  

1.3. Piloting of the Chinese version of questionnaires with eight Taiwanese women 

was conducted to determine if each item was user-friendly and easy to 

understand. 

 

Vietnamese version 

2.1. The researcher approached three overseas students who are Vietnamese and had 

studied in an English-speaking country for a Master’s degree. All had been in 
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Australia more than one year. They completed the initial translation separately 

and then discussed each item as a group.  

2.2. Two meetings were held and the three translators were encouraged to ask about 

any items they found difficult to translate. After discussion, there was a single 

reconciled Vietnamese version that was deemed to be conceptually equivalent 

to the English version. 

2.3. Back-translation was performed by a lay bilingual who is a Vietnamese woman 

with Bachelor degree and married to a Taiwanese man for more than 3 years. 

The back-translation form reconciled the Vietnamese version. There was a 

key-informant dialogue between the researcher and the back-translator, with the 

aim of enhancing the cultural relevance of each item.  

2.4. Piloting of the Vietnamese version of questionnaires was conducted with eight 

Vietnamese immigrant women. If 20% or more of participants did not 

understand an item, the question was modified and tested again. Of the three 

scales translated, there were no concerns in regards to CCSC and SSA scales. 

Four items (item 6, 17, 18, and 19) on the DLC scale required modification and 

retesting. 

 

Ethical considerations  

After receiving approval from the Griffith University Human Research Ethics 

Committee and authorization from participating health regions in Taiwan (see 

Appendix D), participants were recruited. Participants were given information 

verbally and in writing about the nature of the questions and requirements of the 

study. Participants had the right to withdraw from the study at any time. Participants 

were encouraged to ask questions about this study and the researcher attempted to 
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answer their questions as simply and completely as possible. Participants were 

required to sign a consent form. Refusal to participate did not affect their access to 

the best available maternity health services.  

 

In this study, participants were required to write their names on the personal details 

form and a coding system was utilized. Any research findings published or presented 

in any public form will only use grouped data and the identity of participants will be 

maintained (see Appendix E).  

 

Data analysis 

The data was collected from the returned questionnaires and entered into the 

Statistical Package for Social Science (SPSS program 12.0 for Windows). The 

statistics were descriptive and inferential.  

 

The independent variables included demographic, obstetric, and other putative risk 

factors. The dependent variable was level of depression, as recorded by the EPDS. 

The EPDS scores within the data set were treated as both continuous and categorical 

variables according to the suitability and purpose of analysis. A published 

recommended cut-off score of 13 or above on EPDS was used to indicate the 

prevalence of maternal depression (Abbott & Williams, 2006; Bowen & Muhajarine, 

2006; Brown & Lumley, 2000; Teng et al., 2005; Su et al., 2007). 

 

All demographic and obstetric variables were analysed as categorical data. Means, 

frequencies, and percentages were calculated for quantitative data. The associations 

between demographic variables and depression were identified using ANOVA. 
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Pearson coefficients were used to assess the relationship among the continuous 

predictors (Difficult Life Circumstances, Social Support, Depression, Anxiety, Stress, 

Self-Esteem, General Health, and Childcare Stress) and maternal depressive 

symptoms. Nonparametric Mann-Whitney U test and Chi-square test were used to 

compare the differences between the two study groups. Significant predictors of 

maternal depressive symptoms were identified with hierarchical multiple regression 

analyses. Overall, the statistical significance was defined as two-tailed p values using 

a significance level of .05. In particular, when a Bonferroni adjustment was made to 

account for multiple significance testing for the seven tests and three subscales of the 

DASS-21 measure, p values of .005 or less (often approximated by α / n) was 

considered statistically significant (Aickin & Gensler, 1996).  

 

Summary 

This chapter outlined the method used to investigate the prevalence rates and 

associated factors of maternal depression between Vietnamese immigrant and 

Taiwanese women by employing self-report questionnaires to generate quantitative 

data. There were two phases of the prospective study design, an initial survey 

antenatally and a postnatal follow-up survey. Measures used to assess maternal 

demographic characteristics, outcome variables, and other important risk factors were 

identified. The translation and validation process included forward translation, back 

translation, cross-cultural adaptation and a pre-test. The sampling strategies were 

designed to produce an adequate and representative sample. Ethical considerations for 

the current study were identified. Statistical procedures aimed to measure changes 

over time and relationships between variables.   
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Chapter 4 

RESULTS 
 

This chapter reports on the analysis of data to answer the research questions. It 

discusses the response rates, socio-demographic and obstetric characteristics, 

descriptive statistics and results of a series of comparative tests. Initially, sample 

characteristics and study variables are examined and expressed as means and standard 

deviations. Correlations of all study variables before and after childbirth are shown 

separately for the two study cohorts (Vietnamese and Taiwanese women). The 

frequency distribution of scale items is described and compared between groups. 

Following the core set of analyses, hierarchical regression and tests of statistical 

significance are presented. Cronbach's alpha coefficients, calculated to examine 

internal consistency and reliability of study measures, are also reported in this 

chapter. 

 

Response rate 

In Pingtung County, four hospitals participated in the study (two urban centres, one 

on the edge, and one fishing village). From February to July 2006, 249 Taiwanese 

women attending the antenatal clinic during their last trimester (weeks of gestation: 

mean = 33.6; SD = 3.9) were invited to participate and complete the first/antenatal 

questionnaire. Of the women approached, 4 withdrew after responding to part of the 

questionnaires, one had suffered from psychological distress following the birth of 

her first child, and another 8 women were excluded because the baby’s birth occurred 

outside the study period. Overall, the participant rate was 95% (n = 236 completed 

antenatal questionnaires). 
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At six weeks postpartum, 162 out of 236 women returned adequately completed 

questionnaires (days after birth: mean = 44.2, SD = 19.3). Of the 74 non-respondents, 

11 were not allowed access either by phone, or permitted to host a home visit or 

attend a clinic visit. As a result, the response rate was 72.0% (162/225), with a 28% 

attrition rate.  

 

Table 4. 1 Number of births by month in Pingtung County 
 

Pingtung 
County 

 
Newborn Baby 

Unmarried  

 2006      
Gender 

   
TOTAL 

   
Married

   
Couple 

Adapt Non
adapt

  
Taiwanese

Mother 
from 
China 

 
Foreign 
brides 

 
Total 

 
Total 

 
635 

 
601 

 
34 

 
− 

 
544 

 
28 

 
63 

 
91 

Boy 347 330 17 − 296 20 31 51 

   
January 

Girl 288 271 17 − 248  8 32 40 
Total 683 645 37 1 586 32 65 97 
Boy 379 366 13 − 320 21 38 59 

  
February 

Girl 304 279 24 1 266 11 27 38 
Total 609 573 36 − 536 20 53 73 
Boy 316 296 20 − 277 12 27 39 

  
March 

Girl 293 277 16 − 259  8 26 34 
Total 578 532 46 − 489 31 58 89 
Boy 303 278 25 − 267 15 21 36 

  
April 

Girl 275 254 21 − 222 16 37 53 
Total 634 611 23 − 552 21 61 82 
Boy 346 332 14 − 306 11 29 40 

May 

Girl 288 279 9 − 246 10 32 42 
Total 569 536 33 − 490 25 54 79 
Boy 316 300 16 − 273 12 31 43 

June 

Girl 253 236 17 − 217 13 23 36 
Total 612 572 40 − 531 19 62 81 
Boy 327 309 18 − 279 10 38 48 

July 

Girl 285 263 22 − 252  9 24 33 
February~ June 2,653                291    420 

            8.9% (236/2653)   15.1% (44/291) 
                                                       http://www.ris.gov.tw/ch4/static/st1-3.html 

 

 

Compared with the Taiwanese sample, there were fewer foreign-born women 

recruited and retained in the study. Antenatally, 44 foreign-born women from 

Vietnam completed all antenatal questionnaires. During the first six weeks after 
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childbirth, 18 out of 44 Vietnamese women dropped out, 3 failed to report adequate 

information (omitted several items), and the remaining 23 women responded on all 

items of the scales. Overall, the response rate was 59.1% (26/44). Even though the 

sample size of foreign-born participants was relatively small and this necessarily 

limits the generalization of findings for these foreign-born women, the results reflect 

the opinions of 15.1% (44/291) of foreign-born Vietnamese women who gave birth at 

participating clinics in 2006 (see Table 4.1). 

 
Sample Characteristics 

Characteristics of Taiwanese sample 

As shown in Table 4.1, the total sample comprised 8.9% (236/2653) of Taiwanese 

women who gave birth during a five-month period in the Pingtung area. The 

participating women were aged between 18 and 39 years, with a mean age of 28.7 

years (SD = 4.5). The majority of them were married (n = 222, 94.1%), 4.6% (n = 11) 

were unmarried/divorced and 1.3% (n = 3) were separated. Around three-fifths (n = 

136, 57.6%) were primiparous while just over a third (n = 85, 36.0%) had one other 

child. Two-fifths (n = 92, 39.5%) were full-time employees, and all had more than 

one form of health insurance cover (i.e., National Heath Insurance; NHI). Participants, 

who were the beneficiaries of NHI and eligible to receive preventive healthcare 

services for maternity care, did not pay the fee for 10 antenatal visits, childbirth, and 

the infant’s health check-ups (NHI Acts, 2005).  

The socio-demographic and obstetric characteristics of Taiwanese respondents and 

those lost to follow-up had some similarities and differences (Table 4.2). The 74 

women lost to follow-up were more likely to have lower education, less monthly 
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family income, and be nulliparous, even though there were no statistically significant 

differences (Chi-Square test; p > .05) compared with 162 women who returned 

postnatal questionnaires. On the other hand, those lost to follow-up were significantly 

more likely to be a housewife (χ2 =. 01, df = 1, p = .02, Fischer’s exact test), younger 

(mean = 27.1 vs. 29.4; t = -3.74; p < .01), and have fewer months of marriage (mean 

= 19.0 vs. 32.4; t = -3.06; p < .01) than respondents. 

 

Around 89 (37.9%) out of 236 participants had graduated from high school and 132 

(56.2%) participants had graduated from junior college or a higher form of education. 

Of the 201 mothers who reported their age when married, the average age was 26.2 

years (SD = 6.9). Eighty-seven of 136 nulliparae with sufficient postnatal data gave 

birth to their first-child at the mean age of 28.0 years. The current finding is 

consistent with those reports released by the Directorate General of Budget (DGBAS) 

in 2004 that reported the average age of Taiwanese women at marriage was 26.8 

years and first-time mothers were 27.4 years; which reflects the national declining 

fertility rate (1.2 births per women). 
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Table 4. 2 Socio-demographic and obstetric characteristics of Taiwanese women  
Variables 

  Demographic & Obstetric    
Total 

(%) 
Respondents
(n1 = 162) 

Lost to *FU 
(n2 = 74) 

 
p (2-tailed) 

(n = 236)  
Maternal age in years 234 160 74 < .001** 
(1) Under 20 4 (1.7) 3 1 Mean1 = 29.4 y

  20~24 40 (17.1) 18 22 Mean2 = 27.1 y
(2) 25~29 88 (37.6) 59 29  
(3) 30~34 78 (33.3) 59 19  

  35~39 24 (10.2) 21 3  
Missing data 2 2 0  

Marital status 236 162 74 1.00 (ns) 
Married 222 (94.1) 152 70  
Unmarried  

(single, divorce, separate) 
14 (5.9) 10 4  

Duration of married life (Months)   206 145 61 < .001** 
Valid number 206  145 61 Mean1 = 32.4 m
Missing data  30  17 13 Mean2 = 19.0 m

Education level 235 161 74  
(1) 9-year schooling     14 (6.0) 10 4 .07 (ns) 
(2) 12-year school 89 (37.9) 53 36 Mean1 = 14.3 y
(3) > 12-year schooling 132 (56.2) 68 34 Mean2 = 13.8 y
Missing data  1 1   
Health insurance coverage 236 162 74 .30 (ns) 

One (NHI) 89 (37.7) 57 32  
More than one 147 (62.3) 105 42  

Occupation 233 131 72 .02 * 
(1) Home-based     
      Housewife (none)  124 (53.2) 77 47  
      Domestic Sidelines 2 (0.9) 2 0  
(2) Outside     
      Part-time job 6 (2.6) 5 1  
      Full-time job 92 (39.5) 71 21  
      Boss 9 (3.9) 6 3  
      Missing data 3 1 2  
Gross Family Income 220 153 67 .62 (ns) 

< 30,000  36 (16.4) 23 13  
30,000~50,000 93 (42.3) 64 29  

   > 50,000 91 (41.4) 66 25  
  Missing data 16 9 7  

      
Parity 236 162 74 .60 (ns) 

Nulliparous  136 (57.6) 91 45  
Multiparous 100 (42.4) 71 29  

No. of children  236 162 74 .57 (ns) 
None 136 (57.6) 91 45  
One 85 (36.0) 59 26  
More than one  15 (6.4) 12 3  

Feeling toward pregnancy 236 162 74 .76 (ns) 
(1) Negative (No special, very    12 (5.1) 

 unhappy, or not very unhappy) 
7 5  

(2) Mixed 37 (15.7) 27 10  
(3) Pleased 125 (53.0) 84 41  
(4) Overjoyed 62 (26.3) 44 18  
     
**  p  < .01;  *FU = follow-up 
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Table 4. 3 Psychosocial measures during late pregnancy (Taiwanese; n = 162) 
 

 
Variables 
       Time 1 

   
Total 

 n = 236 (%)

    
Respondents
 n = 162 (%)

 
Lost to *FU
 n = 74 (%)

 
   
χ 2 

 
df 

 
p-value 

      
DLC_28 < 6  222 (94.1) 156 (96.3) 66 (89.2) 4.60 1   .96 (ns)
 ≥ 6 14 (5.9) 6 (3.7) 8 (10.8) (Mann-Whitney)
 Mean (SD) 2.21 (1.78) 2.14 (1.60) 2.35 (2.21)    
        
SSA_25 Low (1~19) 4 (1.7) 3 (1.9) 1 (1.4) .33 2   .85 (ns)
 Moderate (20~34) 93 (39.4) 62 (38.3) 31 (41.9)    
 High (35~50) 139 (58.9) 97 (59.9) 42 (56.8)    
 Mean (SD) 38.3 (10.2) 38.7 (10.2) 37.2 (10.2)    
        
RSE_10 Low (< 15) 10 (4.2) 7 (4.3) 3 (4.1) .01 1  .93 (ns)
 Normal (15~25) 205 (86.9) 144 (88.9) 62 (83.8)   
 High (> 25) 21 (8.9) 11(6.8) 9 (12.2)    
 Mean (SD) 20.2 (3.58) 20.1(3.48)  20.3 (3.83)    
DASS_ 
Depression a 

 
Normal (0~9) 

 
201 (85.2) 

 
141 (87.0) 

 
60(81.1) 

 
4.83 

 
4 

 
  .31 (ns)

 Mild (10~13) 15 (6.4) 11 (6.8) 4 (5.4)    
 Moderate (14~20) 15 (6.4) 7 (4.3) 8 (10.8)    
 Severe (21~27) 4 (1.7) 2 (1.2) 2 (2.7)    
 Extremely Severe 

 (28+) 
1 (0.4) 1 (0.6) 0 (0.0)    

 Mean (SD) 3.69 (5.56) 3.57 (5.36) 3.94 (6.02)    
DASS_ 
Anxiety a 

 
Normal (0~7) 

 
156 (66.1) 

 
111 (68.5) 

 
45 (60.8) 

 
4.45 

 
4 

 
 .35 (ns) 

 Mild (8~9) 20 (8.5) 10 (6.2) 10 (13.5)    
 Moderate (10~14) 33 (14.0) 23 (14.2) 10 (13.5)    
 Severe (15~19) 12 (5.1) 9 (5.6) 3 (4.1)    
 Extremely Severe 

(20+) 
15 (6.4) 9 (5.6) 6 (8.1)    

 Mean (SD) 6.49 (6.70) 6.32 (6.62) 6.86 (6.92)    
DASS_ 
Stress a 

 
Normal (1~14) 

 
203 (86.0) 

 
141 (87.0) 

 
62 (83.8) 

 
3.01 

 
4 

 
  .56 (ns)

 Mild (15~18) 14 (5.9) 11 (6.8) 3 (4.1)    
 Moderate (19~25) 11 (4.7) 6 (3.7) 5 (6.8)    
 Severe (26~33) 6 (2.5) 3 (1.9) 3 (4.1)    
 Extremely Severe 

(34+) 
2 (0.8) 1 (0.6) 1 (1.4)    

 Mean (SD) 7.10 (7.51) 6.98 (6.90) 7.38 (8.76)    
       
GHQ_12 < 11 157 (66.5) 108 (66.7) 49 (66.2) 3.15 2  .21 (ns) 
 Typical (11~14) 40 (16.9) 31 (19.1) 9 (12.2)    
 Distress (> 15) 39 (16.5) 23 (14.2) 16 (21.6)    
 Mean (SD) 8.80 (5.83) 8.54 (5.72) 9.35(6.06)    
      
EDS_10 b < 13 192 (81.4) 134 (82.7) 58 (78.4) .63 1 .43 (ns) 

 ≥ 13 44 (18.6) 28 (17.3) 16 (21.6)    
 Mean (SD) 

 
8.33 (4.91) 8.30 (4.83) 8.42 (5.10)    

 
**  p  < .01;  *FU = follow-up 
a  score for each sub-scale of DASS-21 are multiplied by two to ensure consistent interpretation 

with the longer 42 item version  
b  EDS = EPDS when used antenatally  
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In addition, there were no significant differences between respondents and those lost 

to follow-up with regard to difficult life circumstances (DLC) (see Table 4.3). Mean 

DLC scores for all groups were 2.21. Examination of individual scores revealed that 

14 (5.9%) of the pregnant women had scores above 6 (range 6~11, mean = 7.43). For 

the other questionnaire variables, such as SSA, RSE, GHQ-12, EDS, and DASS-3 

subscales, no difference was found between respondents and those lost to follow-up. 

Therefore, this thesis will report results only for the 162 Taiwanese women who 

completed both antenatal and postnatal periods of assessment/measurement. 

 

Among the 162 Taiwanese participants (Table 4.2), the age range was between 18 

and 39 years, with a mean age of 29.4 years (SD = 4.42). The age of most women 

(72.8%) was between 25 and 34 years; 13 percent were under 25 years and 12.3 

percent were 35 years or more. The majority of women (93.8%) were married and 

nearly all women were living with the baby’s father. About one third (32.9%, n = 53) 

possessed a high school diploma and 60.9% (n = 98) had obtained a college diploma 

or university degree. More than half were first-time mothers, over one-third had one 

child and 6 percent (n = 15) had two or more children.  

 

In relation to gross family monthly income, 15% (n = 23) of participants had an 

income less than NT $30,000, 41.8% (n = 64) had incomes between NT $30,000 and 

NT $50,000, and 43.1% (n = 66) had incomes greater than NT $50,000. Nearly half 

of the women who took part in this study were working outside the home during 

pregnancy and all of them had at least National Health Insurance (NHI) coverage. 
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In regards to childbirth data, 60 percent (n = 97) of mothers had a vaginal birth and 

nearly 40 percent (n = 64) had a caesarean section (Table 4.10). The high caesarean 

birthrate was consistent with national statistical survey data (Department of Health 

[DOH], Taiwan, 2002). According to DOH, approximately one in three women (34%) 

who gave birth in Taiwan did so by caesarean section.  

 

Of the babies born to Taiwanese women, 56 percent were boys, and 44 percent were 

girls. The proportion of neonates weighing less than 2500 g, defined as low birth 

weight infants, was approximately 4.5% in the sample. The majority of births (70%) 

were of babies weighting 3000 g or more. Of all births, 84 babies or 52.2% weighted 

between 3000 and 3500 g. 

 

Characteristics of foreign brides 

For foreign brides residing in southern Taiwan, 44 expectant Vietnamese mothers 

were successfully contacted and completed the antenatal questionnaires. Based on the 

sample selection procedure, there were 84 eligible pregnant Vietnamese women 

identified during their antenatal appointments at the four participating hospitals; 9 

(11%) consented and fully participated in the follow-up postnatal survey. In addition 

to those approached in a hospital clinic, 35 pregnant Vietnamese women attending 

special Chinese classes (weekend/evening Chinese language/literacy classes) were 

approached and all agreed to be enrolled in the study. Demographic details of these 

Vietnamese mothers are shown in Table 4.4.  

 

The mean years of education for 44 Vietnamese participants were 7.82 years (SD = 

2.46). The majority (43.2%) of participants had attended secondary school, but only 
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nine participants (20.5%) had tertiary education. Over one-third of participants 

(36.4%) had only primary (elementary) education, or even uncompleted primary 

education (6 years). All of the foreign mothers participating in the study were married 

and lived with their Taiwanese husbands or with their husband’s family.  

 

Most Vietnamese participants had National Health Insurance (NHI), which 

reimbursed most of the costs for maternal and neonatal medical care under the 

benefits of Taiwan’s NHI scheme. However, as Table 4.4 indicates, 3 out of 44 

Vietnamese women had no health insurance during the recruitment period. They 

expressed the need to reapply for NHI coverage for pregnancy, childbirth and 

postpartum care. However, they were required to pay the retrospective premiums 

(NHI Acts, 2005) which would possibly be a heavy burden to their families.  

 

In regards to occupation, there were more unemployed women among foreign-born 

Vietnamese women than among Taiwanese women in the study. Approximately 86 

percent (n = 38) of Vietnamese women reported their occupation as a home-maker, 

compared to 53 percent of Taiwanese women. Meanwhile, three Vietnamese women 

worked at home on domestic sidelines such as producing handcrafts, and three 

Vietnamese women worked outside of the home (full-time or part-time employment). 

A comparison of the distribution of gross monthly family income (GFI) between 

foreign-born Vietnamese women and (native) Taiwanese women showed that 

foreign-born Vietnamese women reported monthly family incomes (GFI) lower than 

Taiwanese women. Approximately 44% of foreign-born Vietnamese women reported 

a GFI less than NT $30,000, and 51% reported a GFI between NT $30,000 and   
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NT $50,000, only 5% more than NT $50,000 while 42% of Taiwanese women 

reported the GFI higher than NT $50,000.  

For 52% (n = 23) of Vietnamese women, this birth was for their first child. The 

remaining participants (48%; n = 21) were multiparous, and the majority (19/44; 43%) 

already had one child, two women had two children. The self-report data regarding 

maternal feelings toward pregnancy presented in Table 4.4 indicates that two 

Vietnamese women reported negative feelings about their pregnancy (one felt 

nothing special, the other felt unhappy). Most foreign participants expressed positive 

feelings (i.e., pleased and overjoyed) in pregnancy. A comparison between the two 

cohorts revealed no differences for those who had feelings positively, negatively, or 

with mixed emotions about getting pregnancy (Fisher's exact test 1.91; p = .61).  

 

Results of the comparative analysis shown in Table 4.5, indicate no significant 

difference between the 23 women who completed the study and those lost to 

follow-up (n = 21) in terms of the demographics and self-report data. However, a 

significant difference can be seen for years of education. Among Vietnamese women 

recruited during their pregnancy, those who had lower education were more likely to 

drop out in the second phase of the study (i.e., postpartum).  
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Table 4. 4 Socio-demographic and obstetric characteristics of Vietnamese women 
 

Participants (n = 44) (n = 26) 
Variables Pregnancy Pregnancy & puerperium  
 
Demographic & Obstetric 

                     
Mean   

n (%)  Range   (SD)    

                     
Mean   

n (%)   Range   (SD)    
Maternal age in years 

 
18~34 

 
19 ~34 

(1) Under 20 2 (4.5) 23.6 
 (3.11)

1 (3.8)  24.5 
 (3.49) 

 20~24 29 (65.9) 14(53.8)   
(2) 25~29 10 (22.7) 8 (30.8)   
(3) 30~34 3 (6.8) 3 (11.5)   

 35~39 0    
Maternal years of education 3~12 6 ~12 
(1) Elementary School (6-year) : 3~6 16 (36.4)    7.82 

  (2.46)
5 (21.7)  9.00  

(2.36) 
(2) Junior High school (9-year) : 7~9 19 (43.2)  9 (39.1)   
(3) Senior High School (12-year): 10 ~12 9 (20.5)  9 (39.1)   

 Missing data  3   
Marital status     
 Married 44  26   
Unmarried (single, divorce, separate) 0  0   

Health insurance coverage     
None 3 (6.8)  0   
One (NHI) 41(93.2)  26   
More than one 0  0   
Occupation     
(1) Home-based: Housewife (none) 38 (86.4)  21 (80.8)   
              Domestic Sidelines 3 (6.8)  3 (11.5)   
(2) Outside: Part-time job 1 (2.3)  0   
          Full-time job 2 (4.5)  2 (7.7)   
Gross Family Income     

< 30,000  17 (43.6)  10 (43.5)   
 30,000~50,000 20 (51.3)  11 (47.8)   

  > 50,000 2 (5.1)  2 (8.7)   
  Missing data 5  3   

Parity     
Nulliparous  23 (52.3)  14 (60.9)   
Multiparous 21 (47.7)  9 (39.1)   

 Missing data  3   
No. of children      

None 23 (52.3)  14 (60.9)   
One 19 (43.2)  7 (30.4)   
More than one  2 (4.5)  2 (8.7)   

 Missing data  3   
Feeling toward pregnancy     
(1) Negative (No special, very unhappy,  

         or not very unhappy) 
2 (4.6)  0   

(2) Mixed 4 (9.1)  0   
(3) Pleased 28 (63.6)  18 (78.3)   
(4) Overjoyed 10 (22.7)  5 (21.7)   

 Missing data   3   
Mode of  birth      
  Normal Spontaneous Delivery (NSD)   22 (84.6)   
  Cesarean Section (C/S)   4 (15.4)   
Baby gender      
  Male   13 (50.0)   
  Female   13 (50.0)   
Neonatal weight         2200~3640 
  Less than 2500 g   2 (7.7)   3071.5
  2500 ~ 3000 g   9 (34.6)  (357.1)
  3000 ~ 3500 g   12 (46.2)   

3500 ~ 4000 g 
 

  3 (11.5)   

**p < .01 
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Table 4. 5 Comparison of participants and those lost to follow-up  
on demographics and study measures  

 
Vietnamese women   Participants 

(23/44) 
Lost to FU 
 (21/44) 

Analysis 

Variables   n   %   n   % χ 2   df   p 
Maternal Age: Range 

(1) Under 20 
        20~24 
(2) 25~29 
(3) 30~34 

(19~34)
  1 
 13 
  6 
  3 

 
  4.3 
 56.5 
 26.2 
 13.0 

(18~27) 
     1 
   16 
    4 
    0 

 
  4.8 
 76.2 
 19.0 

 
 3.63

 
   3 

 
  .31 

Education: Range 
(1) ≤ 6 Schooling 
(2) 7~9 Schooling 
(3) 10~12 Schooling 

(6~12) 
  5 
  9 
  9 

 
 21.7 
 39.1 
 39.1 

(3~9) 
    11 
    10 

      0 

 
 52.4 
 47.6 

 
11.24

    
   2 

  
 <  .001 **

Occupation 
(1) Home-based 
(2) Outside the home 

 
 21 
  2 

 
 91.3 
  8.7 

 
   20 

     1 

 
 95.2 
  4.8 

 
  .27

 
   1 

 
   .61 

Health insurance Coverage 
NHI 
none 

 
 23 
  0 

  
   18 

     3 

 
 85.7 
 14.3 

 
3.53  

 
   1 

 
   .06 
 

Gross Family Income 
(1) < 30,000 
(2) 30,000~50,000 
(3) 50,000~100,000 

 
 10 
 11 
  2 

 
 43.5 
 47.8 
  8.7 

 Miss: 5 
     7 
     9 

    0  

 
 43.8 
 56.3 

 
 1.52

 
  2 

 
   .47 

Parity 
Nulliparous 
Multiparous 

 
 14 
  9 

 
 60.9 
 39.1 

 
     9 
   12 

 
 42.9 
 57.1 

 
 1.43

 
  1 

 
   .23 
 

No. of Children 
None 
One 
More than one 

 
 14 
  7 
  2 

 
 60.9 
 30.4 
  8.7 

 
     9 
   12 

     0 

 
 42.9 
 57.1 

 
 4.32

 
  2 

 
   .12 

Feeling toward Pregnancy 
Negative 
 (no special; unhappy) 
Mixed 
Pleased 
Overjoyed      

 
  0 

 
 0 

 18 
  5 

 
 
 
 

 78.3 
 21.7 

 
    2 

 
 3 

   11 
    5 

 
  9.5 
  
 14.3 
 52.4 
 23.8 

 
 6.61

 
  3 

 
   .09 

        
  Mean SD   Mean SD   t   df    p 
 Maternal Age   24.3   3.60  22.8    2.32   2.64 42   .11 
 Education   9.0   2.36   6.5    1.89  14.63 42  <  .001 **

 Antenatal DLC   2.6   1.56 3.7    3.09   2.11 42   .15 
 SSA  34.0  13.21  30.7    13.01  .67 42   .42 
 RSE  19.5   3.63  18.6    5.08  .47 42   .50 
 DASS-21_ 

 Depression 
  5.4   6.00 8.0    7.96  1.32  42   .26 

 DASS-21_ 
 Anxiety 

  8.6   6.40 8.8    9.28  .01 42   .92 

 DASS-21_  
Stress 

  9.4   8.22 10.8    9.26  .35 42   .56 

 GHQ-12  11.4   3.73 12.1    4.50  .24 42   .62 
 EDS a  10.5   4.58 10.0   4.82  .11 42   .74 

 *  p  < .05;  **  p  < .01 
a  EDS = EPDS when used antenatally 
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An investigation of obstetric data (see Table 4.4) such as mode of birth, baby gender, 

and neonatal weight found that nearly 16 percent of mothers (4 out of 26 foreign-born 

Vietnamese mothers) reported a caesarean birth, which was slightly higher than the 

World Health Organization’s recommended limit of 15%. Among 26 Vietnamese 

mothers, fifty percent (n = 23) gave birth to a male infant, and mean birth weight of 

26 infants was 3071.5 g (SD = 357.1; range 2200~3640 g).   

 
Reliability of instruments  

Internal consistency reliability of instruments was estimated with Cronbach’s alpha 

coefficient shown in Table 4.6 and Table 4.7. Scores ranging from .70 to .90 

(Nunnally, 1978) are considered acceptable. Cronbach’s alpha coefficient measures 

the average inter-item correlation of a set of variables (i.e., how closely the items fit 

together to describe something). In the current study, the Cronbach’s alpha 

coefficients were well above the minimum recommended criterion of .70 for all 

instruments except Chinese version of DLC scale and Vietnamese version of RSE 

scale. 
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Table 4. 6 Reliability coefficients of Chinese version of instruments  

 
 

  
(n = 162) 
 Instrument 

  Number
of 

  items 

Reliability  
Coefficient 

Rosenberg Self-Esteem Scale (RSE);  Time 1 10 .82 
Difficult Life Circumstances Scale (DLC)  Time 1 23 a .62 
Social Support APGAR Scale (SSA) Time 1 25 .97 
 Time 2  .96 
Depression Anxiety Stress Scale (DASS) Time 1 21 .91 
 Time 2  .91 
Depression Anxiety Stress Scale  
-Depression (DASS-D) 

Time 1
Time 2

7 .81 
.82 

Depression Anxiety Stress Scale  
-Anxiety (DASS-A) 

Time 1
Time 2

7 .78 
.74 

Depression Anxiety Stress Scale 
-Stress (DASS-S) 

Time 1
Time 2

7 .79 
.79 

General Health Questionnaire (GHQ-12) Time 1
Time 2

12 .88 
.88 

Edinburgh Postnatal Depression Scale (EPDS) Time 1
Time 2

10 .81 
.86 

Child-Care Stress Checklist (CCSC) Time 2 23 .85 
    

        

  DLC Scale: a 5 items including item 3; 10; 21; 25; 26 were removed 
  Time 1: antenatally; Time 2: postnatally 

 
 

Table 4. 7 Reliability coefficients of Vietnamese version of instruments  
 
  

(n = 44) 
Instruments 

 Number 
of 

  items 

Reliability  
Coefficient 

Edinburgh Postnatal Depression Scale (EPDS) Time 1 
Time 2 

10 .73 
.71 

General Health Questionnaire (GHQ-12) Time 1 
Time 2 

12 .75 
.82 

Social Support APGAR Scale (SSA) Time 1a 25 .96 
 Time 2b  .96 
Depression Anxiety Stress Scale (DASS) Time 1 21 .90 
 Time 2  .90 
Depression Anxiety Stress Scale  
-Depression (DASS-D) 

Time 1 
Time 2 

7 .78 
.80 

Depression Anxiety Stress Scale  
-Anxiety (DASS-A) 

Time 1 
Time 2 

7 .76 
.78 

Depression Anxiety Stress Scale 
-Stress (DASS-S) 

Time 1 
Time 2 

7 .83 
.75 

Difficult Life Circumstances Scale (DLC)  Time 1 20 c .76 
 
Rosenberg Self-Esteem Scale (RSE)  

 
Time 1 

 
10 

 
.63 

Child-Care Stress Checklist (CCSC) Time 2 23 .85 
        

Sample: a  44 Vietnamese pregnant women ; b  26 Vietnamese postnatal women  
DLC Scale : c 8 items including item 2; 3; 10; 11; 20; 25; 26; 28 were removed 
Time 1: antenatally; Time 2: postnatally 
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Edinburgh Postnatal Depression Scale (EPDS)  

The Chinese version of EPDS was administered during the last trimester (Time 1) and 

six weeks postpartum (Time 2) to determine the occurrence of antenatal and postnatal 

depression. In the Taiwanese sample, the EPDS showed satisfactory internal 

consistency with Cronbach’s alpha coefficients of .81 and .86 during pregnancy and 

after birth, respectively. The split-half reliability coefficients (equal length 

Spearman-Brown test) for the two phases were .81 and .86, respectively. 

 

The Vietnamese version of EPDS produced a Cronbach’s alpha ranging from .71 

to .73, indicating acceptable reliability.  

 

Rosenberg Self-Esteem Scale (RSE)  

Maternal self-esteem was measured using the 10-item Rosenberg Self-Esteem (RSE) 

Scale. Positively and negatively worded items are included in this scale to reduce the 

likelihood of response set. Five items (item 2, 5, 6, 8, and 9) are reverse-scored. 

Higher scores indicate greater self-esteem. In the present study involving use of the 

Chinese version of RSE with pregnant Taiwanese women recruited in the last 

trimester, the Cronbach’s alpha coefficient was .82. The Cronbach’s alpha for the 

Vietnamese version of RSE was .63, indicating reasonable reliability. 

 

Difficult Life Circumstances Scale (DLC) 

The Difficult Life Circumstances Scale has 28 binary items that ask participants 

whether they have experienced problems associated with daily life events. 

Cronbach’s alpha coefficient for the DLC data obtained from the Taiwanese sample 

was .61. When the five items which were reported identically among participants 
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were removed, the 23 items remaining in the DLC scale received a small 

improvement in the reliability, from .61 to .62. The displacing items included item 3 

(if participants’ partners in jail), item 10 (an encounter with a landlord), item 21 

(suffering physical abuse by current partner), item 25 (access to a phone line at home), 

and item 26 (if children were abused sexually, emotionally, or physically). Norr et al. 

(2003), argues the reliability for the DLC cannot be assessed using internal 

consistency, because there is no reason to expect that different stressors are 

conceptually related. However, acceptable test-retest reliability and construct validity 

has been reported, ranging from .40 to .70 (Johnson et al., 1989; LeCuyer-Maus, 

2003). Therefore, to facilitate comparison with other studies all items were included 

in the analysis. The internal consistency of the DLC scale of Vietnamese version was 

considered satisfactory, with a Cronbach’s alpha coefficient of .76. 

 

Maternal Social Support (SSA)  

The Chinese version of 25-item Social Support APGAR Scale (SSA) was used to 

assess received availability and satisfaction with social support provided by the 

women’s parents, husbands, friends, parents-in-law, and significant others 

(acquaintances). The Cronbach’s alpha coefficient for the Chinese version of the SSA 

in the Taiwanese sample was .97 antenatally and .96 postpartum. Alpha coefficients 

that are too high (i.e., > .90) may raise the possibility of excessive item redundancy in 

a scale and it is possible that all 25 items are not required to adequately assess social 

support for mothers. Cronbach’s alpha coefficient is dependent upon the number of 

items. According to Cortina (1993), an instrument with more than 20 items would 

have a high Cronbach’s alpha (i.e., > .90) implying high correlation among items 

without necessarily having high inter-item correlation at all. The alpha for maternal 
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social support, measured with the Vietnamese version of SSA was .96 antenatally and 

postpartum. 

 

Depression, Anxiety, and Stress Scale (DASS-21) 

The short-form version of DASS-21 is a set of three self-report scales with seven 

items each and is designed to measure the negative emotional states of depression, 

anxiety, and stress symptoms experienced in the preceding week. Sub-scale items are 

summed to produce a score and multiplied by two to enable comparison with clinical 

parameters calculated for the DASS-42. No items are reverse scored (Lovibond & 

Lovibond, 1995).  

 

In the present study, the reliability coefficient was calculated for each subscale of the 

DASS-21 at two measurement points. As a result, Cronbach's alpha for the total 

DASS-21 scale (Chinese version) was .91. For the DASS subscales (i.e., DASS-21 

Depression, DASS-21 Anxiety, and DASS-21 Stress), the values of Cronbach’s alpha 

coefficient ranged from .78 to .81 antenatally and from .74 to .82 postpartum, which 

is well above the .70 recommended level.   

 

The Cronbach’s alpha coefficients for the Vietnamese version of DASS-21 subscales 

were as follows: DASS-21 Depression (range = .78 to .80), DASS-21 Anxiety (range 

= .76 to .78), and DASS-21 Stress (range = .75 to .83). 

 

Maternal Psychological Health (GHQ-12) 

The 12-item General Health Questionnaire (GHQ-12) is a short, simple, and 

easy-to-administer scale that is recommended as a reliable screening instrument for 
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psychological distress in various clinical groups (Martin & Newell, 2005). In this 

study, both Chinese and Vietnamese versions of GHQ-12 were scored on a 4-point 

Likert scale anchored from (0 = not at all) to (3 = much more than usual) and the 

overall GHQ-12 score was the sum of all item scores. The higher scores on GHQ-12 

represents more symptoms of psychological distress experienced by participants.   

 

For the Taiwanese sample, the Cronbach’s alpha for the GHQ-12 scale with women 

during pregnancy and six weeks postpartum was .88, denoting good internal 

consistency. Likewise, a high degree of internal consistency was observed for each of 

the 12 items with Cronbach’s alpha value of .86 ~ .88, indicating a high level of 

homogeneity among items in the GHQ-12.  

 

For the Vietnamese sample, the Cronbach’s alpha for the GHQ-12 scale with women 

during pregnancy and postpartum was .75 and .82, respectively. The Cronbach’s 

alphas exceed the recommended value of .70, and therefore the Vietnamese version of 

the GHQ-12 scale used in the study was deemed reliable. 

 

Child Care Stress Checklist (CCSC) 

During the postnatal period, each participating mother completed the 23-item, Child 

Care Stress Checklist (CCSC) to assess perceived stress related to childcare. Mothers 

with high CCSC scores perceived (reported) more stressful experiences resulting 

from engaging in childcare than those who had low CCSC scores.  

 

The Cronbach’s alpha for the Chinese version of CCSC-23 was .85 and for the 

Vietnamese version of CCSC-23 was .85, indicating satisfactory internal consistency. 
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Analysis of standardized measures  

The mean, standard deviation and range of scores for study measures are provided in 

the following section. In Table 4.8, the results of distribution of DLC scores shows 

that a high percentage (96%) of Taiwanese participants had an overall DLC score of 

less than six, and approximately 4% (n = 6) of women had scores of six or higher 

(defined as the cut-off value, and possibly contributing to poor maternal well-being 

and negative parenting behaviours). Around 2% (n = 3) of Taiwanese women 

reported low support from their family or others, and around 38% (n = 62) reported 

moderate support. However, 59.9% (n = 97) reported they received high assistance. 

Additionally, the majority of Taiwanese participants had RSE scores that were 

consistent either with normal (n = 144, 88.9%) or high (n = 11, 6.8%) self-esteem. 

According to three subscales of DASS-21, they had lower scores, considered to be 

reflective of normative symptoms of depression (87%), anxiety (68.5%), and stress 

(87%). In this sample, the proportion of women with a GHQ score > 15, indicating 

quite severe emotional distress, was 14.2% (n = 23), and those with an EDS score of 

≥ 13 was 17.3% (n = 28), revealing a high prevalence of probable depression during 

pregnancy.  
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Table 4. 8 Mean, standard deviation, and range of measures (Time 1) 
 

Variables Taiwanese Sample (n = 162) 
Time 1    No. (%) 

 
    Mean (SD) Range ANOVA 

  F 
df   p 

DLC_28 Total  162 2.14 (1.60) 1~9 111.11 1 < .001**
 < 6 156 (96.3) 1.94 (1.23) 1~5    
 ≥ 6 6 (3.7) 7.33 (1.21) 6~9    
SSA_25 Total 162 38.72 (10.15) 5~50 406.95 2 < .001**
 Low (1~19) 3 (1.9) 13.00 (6.93) 5~17    
 Moderate (20~34) 62 (38.3) 28.40 (3.55) 20~34    
 High (35~50) 97 (59.9) 46.11 (4.39) 36~50    
RSE_10 Total 162 20.14 (3.48) 10~30 78.40 2 < .001**
 Low (< 15) 7 (4.3) 12.71 (1.50) 10~14    
 Normal (15~25) 144 (88.9) 19.95 (2.57) 15~25    
 High (> 25) 11 (6.8) 27.36 (143) 26~30    
DASS- Total 162 3.57 (5.36) 0~34 164.00 4 < .001**
Depression a Normal ( 0~9) 141(87.0) 1.89 (2.48) 0~8    
 Mild (10~13) 11 (6.8 ) 10.91 (1.04) 10~12    
 Moderate (14~20) 7 (4.3) 16.29 (1.80) 14~18    
 Severe (21~27) 2 (1.2) 22.00 (--) 22~22    
 Extremely Severe 

(28+) 
1 (0.6) 34.00 (--) 34~34    

DASS- Total 162 6.32 (6.62) 0~38 262.30 4 < .001**
Anxiety a Normal ( 0~7) 111 (68.5) 2.76 (2.31) 0~6    
 Mild (8~9) 10 (6.2) 8.00 (--) 8~8    
 Moderate (10~14) 23(14.2) 11.30 (1.55) 10~14    
 Severe (15~19) 9 (5.6) 17.33 (1.00) 16~18    
 Extremely Severe 

(20+) 
9 (5.6) 24.67 (5.83) 20~38    

DASS- Total 162 6.98 (6.90) 0~38 71.98 4 < .001**
Stress a Normal (1~14) 141(87.0) 4.98 (4.37) 0~14    
 Mild (15~18) 11 (6.8) 16.55 (0.93) 16~18    
 Moderate (19~25) 6 (3.7) 21.00 (1.67) 20~24    
 Severe (26~33) 3 (1.9) 27.33 (1.16) 26~28    
 Extremely Severe 

(34+) 
1 (0.6) 38.00 (--) 38~38    

GHQ_12 Total  162 8.54 (5.72) 0~26 280.91 2 < .001**
 < 11 108 (66.7) 5.19 (2.84) 0~10    
 Typical (11~14) 31 (19.1) 12.77 (1.20) 11~14    
 Distress (> 15) 23 (14.2) 18.61 (3.39) 15~26    
EDS b_10  Total 162 8.30 (4.83) 0~24 203.13 1 < .001**

 < 13 134 (82.7) 6.65 (3.23) 0~12    
 ≥ 13 28 (17.3) 16.18 (3.16) 13~24    
        

 
**  p  < .001 (p =.005 after Bonferroni’s adjustment) 
a  Scores for each DASS-21 subscale are multiplied by two, in accordance with the DASS manual.       
b EDS = EPDS when used antenatally 
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Table 4. 9 Mean, standard deviation, and range of measures (Time 2) 
 

Variables Taiwanese Sample (n = 162) 

Time 2 No. (%) 
 

   Mean (SD) Range   ANOVA 
   F 

df  p 

DLC_28 Total  -- -- -- --  -- 
 < 6 -- -- -- --  -- 
  ≥ 6 -- -- -- --  -- 
SSA_25 Total 162 35.30 (10.74) 6~50 412.62 2 < .001** 
 Low (1~19) 7 (4.3) 15.43 (4.39) 6~18    
 Moderate (20~34) 75 (46.3) 26.85 (3.66) 20~34    
 High (35~50) 80 (49.4) 44.95 (4.89) 35~50    
RSE_10 Total -- -- -- --  -- 
 Low (< 15) -- -- -- --  -- 
 Normal (15~25) -- -- -- --  -- 
 High (> 25) -- -- -- --  -- 
DASS- Total 162 4.74 (5.89) 0~32 171.80  4 < .001** 
Depression a Normal ( 0~9) 134 (82.7) 2.52(2.70) 0~8    
 Mild (10~13) 10 (6.2) 10.60 (0.97) 10~12    
 Moderate (14~20) 15 (9.3) 16.00 (2.00) 14~20    
 Severe (21~27) 1 (0.6) 24.00 (--) 24~24    
 Extremely Severe 

(28+) 
2 (1.2) 30.00 (2.83) 28~32   

DASS- Total 162 6.31 (6.12) 0~28 330.99 4 < .001** 
Anxiety a Normal ( 0~7) 109 (67.3) 2.86(2.13) 0~6   
 Mild (8~9) 16 (9.9) 8.00 (--) 8~8   
 Moderate (10~14) 21(13.0) 12.19 (1.54) 10~14   
 Severe (15~19)    6 (3.7) 16.33 (0.82) 16~18   
 Extremely Severe 

(20+) 
  10 (6.2) 22.80 (3.29) 20~28   

DASS- Total 162 9.38 (7.65) 0~30 111.21 3 < .001** 
Stress a Normal (1~14) 134 (82.7) 6.63 (4.72) 0~14   
 Mild (15~18) 9 (5.6) 17.56 (0.88) 16~18   
 Moderate (19~25) 8 (4.9) 21.50 (1.77) 20~24   
 Severe (26~33) 11 (6.8) 27.45 (1.81) 26~30   
 Extremely Severe 

(34+) 
0 (--)     

GHQ_12 Total  162 10.25 (6.27) 0~27 351.31 2 < .001** 
 < 11 85 (52.5) 5.25 (3.05) 0~10   
 Typical (11~14) 33 (20.4) 12.33 (1.11) 11~14   
 Distress (> 15) 44 (27.2) 18.36 (2.86) 15~27   
EPDS_10 Total 162 9.09 (5.60) 0~24 241.37 1 < .001** 
 < 13 123 (75.9) 6.66 (3.72) 0~12   
 ≥ 13 39 (24.1) 16.77 (2.88) 13~24    
        
CCSC Total 162 5.94 (4.71) 0~22    

        
 

**  p  < .001 (p =.005 after Bonferroni’s adjustment) 
a  Scores for each DASS-21 subscale are multiplied by two, in accordance with the DASS manual.       
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In comparison with scale scores reported during pregnancy, at six weeks postpartum 

Taiwanese women reported a slight increase in reported levels of psychological 

distress (GHQ-12; DASS-21), reported less support from others (SSA), and more 

depressive symptoms (EPDS) after childbirth. In Table 4.9, it can be seen that the 

proportion of mothers who reported a GHQ-12 score of >15 was 27.2% (n = 44), 

while it was about 14.2% (n = 23) during pregnancy. The trend was similar for EPDS 

scores, that is, the proportion of mothers with an EDS score of ≥ 13 increased from 

17.3 % during pregnancy to 24.1% in the early puerperium. Six weeks after birth, 

Taiwanese women were less likely to report receiving social support from others. 

About fifty percent of mothers reported high levels of social support, compared with 

nearly 60 percent reporting good antenatal social support. 

 

For 23 Vietnamese women, the descriptive statistics for standardised test scores 

(mean and standard deviation scores as shown in Table 4.5) suggest that Vietnamese 

women are more likely to experience worse living conditions and report more 

psychological distress. For example, the mean scores of the SSA were 34.0 (SD = 

13.21) and for the RSE, the mean score was 19.5 (SD = 3.63). These scores are all 

lower than the mean score of the Taiwanese sample (mean = 38.7, SD = 10.2 for SSA, 

and mean = 20.1, SD = 3.48 for RSE; see Table 4.3). Vietnamese women encountered 

more events listed on the Difficult Life Circumstances (DLC) Scale and expressed 

more symptoms of psychological distress measured by the DASS-21 and GHQ-12. 

The mean score of the DLC was 2.6, indicating that they faced at least two to three 

different kinds of life difficulties. The mean scores for the three DASS subscales were 

5.4 (SD = 6.00) for depression, 8.6 (SD = 6.40) for anxiety, and 9.4 (SD = 8.22) for 

stress. The mean GHQ-12 score of 11.4 (SD = 3.73) is also higher than the mean 

values reported by Taiwanese mothers. All of the measures described above support 
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the prediction of the mean EDS scores (Edinburgh Depression Scale; mean = 10.5, 

SD = 4.58), which is higher than the mean scores reported by the Taiwanese sample 

(mean = 8.30, SD = 4.83).    

 

During the postnatal period, 23 Vietnamese mothers who could be contacted, 

completed all the study scales. Compared to Taiwanese women, postnatal Vietnamese 

women reported that they received less social support (mean = 30.83, SD = 13.24), 

experienced more symptoms of emotional distress (mean = 4.86, SD = 6.54 for DASS 

depression, mean = 8.08, SD = 7.64 for DASS anxiety, mean = 8.60, SD = 6.26 for 

DASS stress, and mean = 10.57, SD = 4.12 for GHQ-12 scale), and higher stress 

levels in regards to childcare (mean = 8.30, SD = 4.83). In addition, the mean EPDS 

scores of Vietnamese mothers were found to be higher than that of Taiwanese 

mothers (10.35 vs. 9.09; see Table 4.12).   

 

Relationship between demographic characteristics and 

depressive symptoms  

The distribution of demographic and obstetric variables among depressed (i.e., scores 

≥ 13) and non-depressed (i.e., scores ≤ 12) Taiwanese women is shown in Table 4.10 

and 4.11. Associations were examined using Pearson correlation coefficient (EPDS 

scores and maternal age, length of marriage, level of education, health insurance 

coverage, and feelings toward the pregnancy) and χ 2 cross tabulations employing 

Fisher’s Exact Test for small numbers (2-tailed, p < .05). Participants’ response 

categories to their marital status, “single”, “separated” and “divorced” were collapsed, 

and the variable was presented as dichotomous: married/unmarried. Occupation was 

classed as “paid jobs outside the home (regular salary)” and “home-based work 
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(non-regular salary or low-wage)”. Furthermore, multiple comparisons were made 

using one-way ANOVA with post hoc Scheffe test.  

 

The proportion of depressed Taiwanese pregnant women, based on a cut-off of 13 or 

above on the EDS, indicated a significant difference among the following variables: 

level of education, occupation, and feelings toward the pregnancy. Among the 162 

Taiwanese women, those who had only graduated from junior high school were 

significantly more likely to report depressive symptoms (i.e., EDS ≥ 13), compared 

with women who were senior high school graduates or above. A Pearson Chi-square 

analysis revealed that a significantly higher percentage of mothers with a low level of 

education had a high EDS score; 50% (5/10) of the group with 9-years of education, 

15.1% (8/53) of the group with 12-years of education, and 15.3 % (15/98) of the 

group with tertiary education qualifications (Pearson’s χ2 = 7.90, df = 2, p < .05). 

Participating Taiwanese women in home-based, low-paid or unpaid work were more 

likely than their counterparts to be suffering from depression: 21/79 compared with 

6/82 (26.6% vs. 7.3%, Fisher’s Exact Test p < .01).  

 

An analysis of feelings about the pregnancy and depression revealed a negative 

correlation (Pearson r = -.77; p < .001) indicating a consistent relationship. The group 

of overjoyed pregnant women reported the lowest rate of depressed symptoms. Also, 

there was a statistically significant difference between groups in relation to depressive 

symptoms (F [3, 3.9] = .01; p < .05). To test for this, a post hoc comparison of means by 

the Scheffe test showed that women with mixed feelings about being pregnant had 

significantly higher depression scores (mean = 10.8, SD =5.4) than did women with 

feelings of joy (mean = 7.2, SD = 4.2).  



 110

 

Short statements regarding mixed feelings about being pregnant were given by some 

Taiwanese participants. One participant described her feelings in this manner: “I was 

newly married. I became pregnant soon after the wedding and, although delighted, I 

felt very unprepared and doubtful about my mothering ability”. Some participants 

mentioned that they went through emotional indecision about getting pregnant. For 

example, a working mother reflected on her mixed feelings when she stated: “I am an 

independent employer, but having my first child will bound to change some of my 

priorities. However, as I am not young anymore, it would seem to be a good thing to 

be pregnant”. Other participants also expressed their worries. For example, a 

mother-to-be noted that, the more children she had, the higher the cost of raising them 

and providing education, because of cost of living increases in the intervening years.  

 

An analysis that controlled for education, occupation, and feelings toward the 

pregnancy, did not identify a difference with respect to the following variables 

considered to be associated with depressive symptoms: maternal age, marital status, 

length of marriage, income, the amount of health insurance coverage, and obstetric 

characteristics (i.e., parity, mode of birth, gender, and neonatal weight). Specifically, 

the analysis revealed a negative correlation between the maternal age among 

Taiwanese women, and EPDS score, but it did not reach the statistically significant 

threshold (r = -.11; p > .05).  
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Table 4. 10 Comparison of depressed and non-depressed Taiwanese women on 
demographic and obstetric characteristics (Time1 & Time 2)  

Variables EPDS a 
≥ 13 

EPDS  
≤ 12 

 Differences 

Demographic & Obstetric Total Depressed Non-depressed x2 df  p 
     Compared mean
Time 1 (n = 162) (n = 28)  (n = 134)   
Maternal age in years      

< 24 21 (13.0) 3 18 3.17 2 .21 
25~29 59 (36.4) 14 45    
30~39 80 (49.4) 10 70    

Marital status b     
Married 152 (93.8) 24 128 3.85 1 .07 
Unmarried  

(single, divorce, separate) 
10 (6.2) 4 6    

 Duration of married life (month) 
 (Mean ± SD = 32.4 ±31.5 ) 

   

More than 32.4 months 62 (42.8) 11 51 .01 1 1.00 
Less then 32.4 months 83 (57.2) 15 68    

Education level     
(1) 3~6 years schooling 10 (6.2) 5 5 7.90 2 .02* 
(2) 7~9 years schooling 53 (32.9) 8 45   (1) > (2)
(3) 10~12 years schooling 98 (60.9) 15 83   (1) > (3)
Health insurance coverage     

One (NHI) 57 (35.2) 12 45 .87 1 .35 
More than one 105 (64.8) 16 89    

Occupation     
(1) Home-based 79 (49.1) 21 58 10.70 1 .001** 
(2) Outside 82 (50.9) 6 76   (1) > (2)
Gross Family Income     

< 30,000  23 (15.0) 5 18 2.38 2 .31 
30,000~50,000 64 (41.8) 12 52    

 > 50,000 66 (43.1) 7 59    
      
Parity     

Nulliparous  91 (56.2) 15 76 .09 1 .84 
Multiparous 71 (43.8) 13 58    

No. of children      
None 91 (56.2) 15 76 .55 2 .76 
One 59 (36.4) 10 49    
More than one  12 (7.4) 3 9    

Feelings toward pregnancy     
(1) Negative  7 (4.3) 1 6 8.85 3 .03* 
(2) Mixed 27 (16.7) 10 17   (2) > (4)
(3) Pleased 83 (51.2) 11 72    
(4) Overjoyed 45 (27.8) 6 39    
     

Time 2 (n = 162)  (n = 39) (n = 123)    
Mode of birth      
Normal Spontaneous Delivery 98 (60.5) 27  71 1.64 1 .20 
Cesarean Section  64 (39.5)  12 52    
Baby gender     

Male 92 (56.8)  23  69   .10 1 .75 
Female 70 (43.2)  16 54    

Neonatal weight      
Less than 2500 g 7 (4.3)   0  7 2.84 3 .42 
2500~3000 g 42 (25.9)   9 33    
3000~3500 g 85 (52.5)   22 63    
More than 3500 g 28 (17.3)   8 20    

*  p  < .05;  **  p  < .01;   

 a EPDS = EDS when used antenatally;    b  Marital status: married (in code 1), unmarried (in code 0)   
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Table 4. 11 Comparison of depressed and non-depressed Vietnamese women                    
on demographic and obstetric characteristics (Time 1 & Time 2) 

 
Variables EPDS  

≥ 13 
EPDS  
≤ 12 

Differences 

Demographic & Obstetric Total Depressed Non-depressed x2 df  p 
     Compared mean

 Time 1 (n = 23)   (n = 8)   (n = 15)   
Maternal age in years      

< 24 14 60.9)  4  10 .83 2 .65 
25~29 6 (26.1)   3   3    
30~39 3 (13.0)   1   2    

Marital status      
Married     23   8   15    
Unmarried  

(single, divorce, separate) 
     0  0  0    

Education level       
(1) 3~6-year schooling 5 (21.7)  2  3 .08 2 .96 
(2) 7~9-year schooling 9 (39.1)  3   6    
(3) 10~12-year schooling 9 (39.1)   3   6    
Health insurance coverage      

None      0   0    0    
One (NHI)     23   8  15    

Occupation      
(1) Home-based 21 (91.8)   7  14 .22 1 .64 
(2) Outside 2 (8.7)  1   1    
Gross Family Income      

< 30,000  10 (43.5)  3   7 1.72 2 .42 
30,000~50,000 11 (47.8)   5   6    

  > 50,000 2 (8.7)  0   2    
Parity      

Nulliparous  14 (60.9)   3  11 2.81 1 .09 
Multiparous 9 (39.1)   5   4    

No. of children       
None 14 (60.9)   3  11 5.05 2 .08 
One 7 (30.4)   3   4    
More than one  2 (8.7)  2  0    

Feelings toward pregnancy      
(1) Negative       0  0  0 6.15 3 .43 
(2) Mixed      0   0   0    
(3) Pleased 18 (78.3)   7  11    
(4) Overjoyed 5 (21.7)  1   4    
     

Time 2    (n= 23)   (n = 6)   (n =17)    
Mode of birth      
Normal Spontaneous Delivery 19 (82.6) 5   14 .01 1 .96 
Cesarean Section 4 (17.4) 1   3    
Baby gender      

Male 12 (52.2)   3  9 .02 1 .90 
 Female 11 (47.8)    3  8    

Neonatal weight a      
(1)  Less than 2500 g 1 (4.3) 0  1 5.25 1 .02* 

  2500~3000 g 9 (39.1) 5  4   (1) > (2) 
(2)  3000~3500 g 10 (43.5) 1  9    

  More than 3500 g 3 (13.0) 0  3    

*  p  < .05;  **  p  < .01 
 a :  the mean birth weight of newborn ± SD: group (1) = 2866.67 (± 186.76) g;  
                      group (2) = 3160.00 (± 361.47) g 

the mean EPDS scores ± SD: group (1) = 15.83 (± 3.82); group (2) = 8.41 (± 2.65) 



 113

For Vietnamese women, results of the comparative analysis on a range of 

demographic and obstetric data are shown in Table 4.11. There was no difference 

between those women who had EPDS scores of 13 or above and those who scored 

less than 13 in terms of these characteristics. However, postnatal Vietnamese mothers 

whose baby had a lower birth weight were more likely to report more depressive 

symptoms (i.e., higher EPDS scores) than mothers who delivered infants weighting 

more than 3000 g. (Pearson’s χ2 = 5.25, df = 1, p < .05).         

 

Prevalence of maternal depression  

The principle measure of probable maternal depression was the Edinburgh Postnatal 

Depression Scale (EPDS; Cox et al., 1987; or EDS when used antenatally). The 

present study applied the recommended cut-off score of 13 (or above) for detecting 

probable depression amongst pregnant and postpartum women. In the current study, 

162 Taiwanese women completed the EPDS questionnaire in the last trimester of 

pregnancy and six weeks after childbirth.  

 

The EPDS mean for this sample was 8.30 (SD = 4.83, range 0~24) antenatally, and 

9.09 (SD = 5.60, range 0~24) after childbirth (Table 4.12). 
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Figure 4. 1  Prevalence of probable depression (EPDS ≥ 13) among 

162 Taiwanese women before and after birth  
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Of 162 Taiwanese women, 28 had suspected antenatal depression and 39 had 

postnatal depression. The prevalence of depression rose from 17.3% (28/162) before 

birth to 24.1% (39/162) postpartum. Figure 4.1 shows that the incidence of probable 

depression was 22/134 or 16.4% among postpartum women with no previous 

(antenatal) depression. Of the 28 women depressed before birth, 17 (60.7%) were still 

depressed at the postnatal assessment. In other words, 17 women (17/162; 10.5%) had 

EPDS scores ≥ 13 at both the antenatal and postnatal periods. Using Pearson’s 

correlation, a moderate yet significant positive correlation (r = .51, p = .01; see Table 

4.24) was found between the EPDS scores at two measurement points.  

 

The percentage of Vietnamese pregnant women with an EDS score of 13 or more 

(cut-off point) was 31.8 (14/44). Of these, 23 Vietnamese women completed the 

EPDS during the postnatal period. These women reported a mean depression score of 

10.48 (SD = 4.58) during pregnancy, and 10.35 (SD = 4.42) at six weeks postpartum 

(Table 4.12). Among them, 8 out of 23 women (34.8%) who scored above the cut-off 

antenatally, 4 (50%) also scored above cut-off postnatally, compared with 2 out of 15 

women (13.3%) who scored below antenatally and above postnatally (Figure 4.2). 

Therefore, it seems that high EDS scores during pregnancy is predictive of probable 

depressive symptoms following childbirth (EPDS). 
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Figure 4. 2 Foreign-born women identified as having probable depression  

 

Scoring and ranking of DLC items 

As demonstrated previously (Table 4.8), the mean DLC scores for the Taiwanese 

pregnant women was 2.14 (SD = 1.60). Examination of individual scores revealed 

that 6 (3.7%) of mothers had scores above 6 (mean = 7.33, range 6 ~ 9). 
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An examination of individual item scores on the DLC, revealed item 5, measuring 

long-term debts, scored highest in the samples. The other significant life events which 

mothers expressed more often were: partner away from home more than half of the 

time (item 4), experiencing illnesses frequently (item 16), lack of privacy (item 12), 

and regular arguments with partner (item 1). There was an association between DLC 

scores during pregnancy and high EDS scores (r = .26, p < .01; see Table 4.13). 

 

Table 4. 13 Correlations between variables and depression symptoms                     
during late pregnancy (Time 1) and 6-weeks postpartum (Time 2) 

 
 Taiwanese women   

(n = 162) 
Time 1 

   EDS total score 
Time 2  

  EPDS total score 
    

Difficult Life Circumstances Scale  
(DLC-28) 

.26 **    .19* 

Social Support APGAR Scale (SSA-25)  -.35 ** -.24 ** 
Depression Anxiety Stress Scale    
-Depression (DASS-D)  

.60 ** .33 ** 

Depression Anxiety Stress Scale   
-Anxiety (DASS-A) 

.59 ** .37 ** 

Depression Anxiety Stress Scale  
 -Stress (DASS-S) 

.57 ** .28 ** 

Rosenberg Self-Esteem Scale (RSE-10) -.33 ** -.39 ** 

Time1 

General Health Questionnaire (GHQ-12) .73 ** .46 ** 
 

Social Support APGAR Scale (SSA-25)   -.51 ** 
Depression Anxiety Stress Scale   
 -Depression (DASS-D)  

 .68 ** 

Depression Anxiety Stress Scale   
-Anxiety (DASS-A) 

 .59 ** 

Depression Anxiety Stress Scale   
-Stress (DASS-S) 

 .59 ** 

General Health Questionnaire (GHQ-12)  .82 ** 

Time2 

Child-Care Stress Checklist (CCSC) 
 

 .57 ** 

      *  p  < .05;   **  p  < .01 

 

In Table 4.14 the frequency of occurrence and rank-order of each DLC items are 

shown. For the 44 pregnant Vietnamese women, the five highest ranked items 

included individuals experiencing illness frequently (item 16), partner away from 
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home more than half of the time (item 4), regular arguments with partner (item 1), 

someone in the household having a long-term illness (item 15), and problems with 

alcohol / drugs among household members (item 19). As can be seen from the rank 

order, the results from foreign brides’ experiences differ from local Taiwanese 

women who reported difficult life events that occurred during pregnancy.  

 

Table 4. 14  The rank and frequency of DLC items among pregnant women                     
 

 
Antenatal period  

 Foreigner 
(n = 55 ) 

Vietnamese 
(n = 44 ) 

Taiwanese 
(n = 162 ) 

 
p value a 

 
  
Item 

     
Rank 

 

Frequency  
 (%) 

    
Rank 

 

Frequency 
 (%) 

    
Rank 

 

Frequency  
 (%) 

       
  (Vietnamese & Taiwanese)

 1 4 7 (12.7) 3 6 (13.6)  15 (9.3)   .40 
 2       0      0  3 (1.9) 1.00 
 3  —  —  — — 
 4 2 11 (20.0) 2 10 (22.7) 2 24 (14.8)   .25 
 5  2 (3.6)  1 (2.3) 1 28 (17.3)   .01 ** 
 6  1 (1.8)  1 (2.3)  5 (3.1) 1.00 
 7  4 (7.3)  3 (6.8)  3 (1.9)   .11 
 8  4 (7.3)  4 (9.1)  1 (0.6)   .01 ** 
 9  1 (1.8)  1 (2.3)  3 (1.9) 1.00 
10  —  —  — — 
11        0        0  11 (6.8)   .13 
12  5 (9.1)  5 (11.4)  16 (9.9)   .78 
13  3 (5.5)  3 (6.8)  6 (3.7)   .41 
14  3 (5.5)  3 (6.8)  4 (2.5)   .17 
15 3 9 (16.4)  5 (11.4)  10 (6.2)   .32 
16 1 22 (40.0) 1 17 (38.6) 3 19(11.7)   < .001 ** 
17  1 (2.3)  1 (2.3)  1 (0.6)  .38 
18  5 (9.1)  5 (11.4)  7 (4.3)   .14 
19 5 6 (10.9)  5 (11.4)  7 (4.3)   .14 
20       0      0  1 (0.6) 1.00 
21  5 (9.1)  5 (11.4)        0  < . 001 ** 
22  5 (9.1)  4 (9.1)  4 (2.5)   .07 
23  1 (1.8)  1 (2.3)  1 (0.6)   .38 
24  5 (9.1)  4 (9.3)  11 (6.8)   .53 
25  —  —  — — 
26  —  —  — — 
27  7 (12.7)  6 (13.6)  1 (0.6)  < .001 ** 
28  1 (1.8)       0  4 (2.5)  .58 

* p  < .05; **  p  < .01;  a Two-tailed values for Fisher's exact test 
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An analysis of the relative frequency (%) of DLC scores between foreign-born 

Vietnamese and Taiwanese women was undertaken using Fisher's exact test (Table 

4.14). As a result, there were significant differences on women’s reports in terms of 

five life events (item 5; 8; 16; 21; 27). For foreign-born Vietnamese women, they 

were significantly more likely to report having frequent minor illnesses than 

Taiwanese women (item 16; 38.6% vs. 11.7%; p < .001), experiencing physical abuse 

by current partner (item 21; 11.4% vs. zero; p <.001), and encountering the problems 

in children’s learning and in school practices (item 27; 13.6% vs. 0.6%; p < .001). For 

work interfering with family life (item 8), foreign-born Vietnamese women were 

more likely to emphasise the time conflicts between the paid-work and family life 

than Taiwanese women (9.1% vs. 0.6%; p = .01). In fact, the majority of Vietnamese 

women were homemakers. They often expressed their need to find a job which 

provided a steady income and could improve the financial status of their families. 

While most outside paid employment provides regular scheduled hours, this may not 

be feasible for most foreign-born Vietnamese women, especially for those who 

shouldered most of the responsibility for domestic chores. Therefore, foreign-born 

Vietnamese women (6.8%) reported they had been looking for a job and had not been 

able to find one (item 7).   

 

In addition, statistical significance was demonstrated in the life event regarding 

experiencing long-term debts (item 5) between the two groups of participants. 

Analysis of the Taiwanese sample indicated they were more likely to be suffering 

from a long-term debt burden than foreign-born Vietnamese women (17.3% vs. 2.3%; 

p = .01). The difference in frequencies of item responses (item 5) is highly significant 

between the two study cohorts (see Table 4.14). Of the 44 Vietnamese participants, 

most (93%) were unemployed, and therefore more financially dependent on their 
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husbands. Vietnamese participants rarely expressed a sense about how the family’s 

finances have been organised during the study period. They also perceived (reported) 

less burden and difficulty in regards to family financial concerns (n =1, 2.3%). 

 

Social support 

Over the past decades there have been an increasing number of studies suggesting a 

link between social support and health status including depression. Findings from 

previous studies demonstrated that women with little social support were more likely 

to have symptoms of depression during and after pregnancy. Conversely, those who 

received more social support had decreased risk of maternal depression (Webster et 

al., 2000).  

 

In the current study, the total mean of the Social Support APGAR Scale (SSA) for the 

antenatal Taiwanese women was 38.72 (SD = 10.15), with a median of 41.00 and 

range of 5 to 50 (Table 4.8), which is at the high levels of support from others 

(Smilkstein, 1978). In terms of Taiwanese mothers who received support, the top 

ranking significant people providing maternal support during pregnancy were their 

own parents. Other support resources available to mothers were in the following order: 

their husbands, friends, parents-in-law, and other person (acquaintances). The 

correlation of the antenatal EDS scores with SSA was examined using Pearson’s 

correlation coefficient. The result showed that high scores, reflecting high antenatal 

support from others were significantly negatively related to antenatal depression (r = 

-.35, p < .01; see Table 4.13). Thus, it seems more likely that depressed mothers 

received poor social support compared with non-depressed mothers.  
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In the puerperium, as with follow up, 162 women completed the Social Support 

APGAR Scale and the total mean SSA score was 35.30 (SD = 10.74, range 6~50; see 

Table 4.9). There was a slight decline in the total scores of SSA on this period. 

Mothers reported less social support and were more prone to postnatal depression 

measured by the EPDS (r = -.51, p < .01; see Table 4.13).  

 

Table 4. 15  Mean scores of the SSA among foreign brides and local women               
(Vietnamese & Taiwanese) 

 
 Vietnamese 

(n = 44)         (n = 26) 
Taiwanese  

(n = 162)           (n = 162) 
Rank Pregnancy  Postpartum Pregnancy Postpartum 

 Total 
(Mean) 

 
(1.30)   

 
(1.27)  

 
(1.55)  

 
(1.41)  

1 Husband  
(1.44) 

Own parents  
(1.41) 

Own parents  
(1.60) 

Own parents;       
Friends   
(1.46) 

2 Own parents 
(1.35) 

Husband  
(1.40) 

Husband; Friends 
(1.57) 

Husband 
(1.39) 

3 Parents-in-law 
(1.30) 

Parents-in-law 
(1.27) 

Parents-in-law 
(1.52) 

Significant other 
(1.38) 

4 Friends  
(1.25) 

Friends  
(1.17) 

  

5 Significant other 
(1.15) 

Significant other 
(1.09) 

Significant other 
(1.48) 

Parents-in-law  
(1.37)  

 

For Vietnamese women, their access to support resources and mean scores of social 

support (SSA) differed from Taiwanese women. As can be seen in Table 4.15, the 

source of primary support of Vietnamese women during pregnancy was their 

husbands, with a mean score of 1.44. The second most important support people were 

their own (maternal) parents (mean = 1.35). Friends and other acquaintances were 

reported last as a source of support, with the mean scores of 1.25 for friends and 1.15 

for others. On the other hand, Taiwanese women reported the most antenatal support 

from their own parents (mean = 1.60), friends (mean = 1.57), and husbands (mean = 

1.57), followed by their parents-in law (mean = 1.52) and lastly other acquaintances 

(mean = 1.48). Briefly, the support offered by husbands constituted the main resource 
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among foreign pregnant women, while their counterparts in the study (Taiwanese) felt 

their own parents were more supportive than their husbands. Also, friends who were 

intimate with participating Taiwanese women were viewed as the second most 

supportive group after their own parents.  

 

Regarding support from parents-in-law, Taiwanese mothers were rather less satisfied 

and reported the lowest mean score of 1.37 on the SSA scale. Conversely, 

foreign-born Vietnamese participants obtained more support from their parents-in-law, 

even though the mean SSA score (1.27) was lower than their Taiwanese counterparts. 

In fact, living with the husband’s parents was much more common for Vietnamese 

participants after their marriage than for their Taiwanese counterparts. As Vietnamese 

mothers reported, the majority of support was provided by parents-in-law, particularly 

help for them to quickly integrate and adapt to their new surroundings. However, 

from the descriptions of their experiences with their in-laws, it seems that 

communication was inefficient / difficult because of the language barrier. In the 

current study, mothers of Vietnamese participants who could obtain financial support 

from their husband’s family were invited to Taiwan to provide assistance to their 

daughters in the postpartum. Accordingly, some Vietnamese participants received the 

highest support from their own mothers (mean = 1.41) after birth. 

 

A comparison between the women’s experiences during the antenatal and postnatal 

periods indicates a significant decline in the mean SSA scores. As shown in Table 

4.15, the two cohorts of participants all reported less support from their husbands, 

mothers, friends, and other acquaintances than they did during pregnancy. For 

foreign-born Vietnamese mothers, they reported the mean scores for each item 

ranging from 1.30 antenatally to 1.27 postnatally. Taiwanese mothers reported 
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decreased scores from 1.55 antenatally to 1.41 postnatally. Vietnamese mothers in the 

study showed lower mean SSA scores before and after birth, which might reflect 

greater social loneliness of foreign brides and mean greater vulnerability to maternal 

well-being than their Taiwanese counterparts. 

 

Maternal psychological distress  

Depression 

In both antenatal and postnatal periods participating women were asked to complete 

the three subscales of DASS-21. As shown in Table 4.8 and 4.9, the mean DASS-21 

depression score for pregnant Taiwanese women was 3.57 (SD = 5.36, range 0~34), 

which slightly increased after birth (mean = 4.74, SD = 5.89, range 0~32). Of the 162 

pregnant women screened, 6.2% (n = 10) scored above mild on the DASS-21 

depression (i.e., > 13), and 50% of these women (5 out of 10) were still experiencing 

significant levels of depression after birth. However, a further 13 women within the 

normal range on the DASS-21 depression (i.e., 0~9) during pregnancy were found to 

score above mild (i.e., > 13) after birth. In other respects, there was significant 

association between DASS-21 depression scores and EDS/ EPDS scores (r = .60 vs. r 

= .68, p < .01; see Table 4.13). The evidence shows that 28 depressed women scoring 

EDS ≥ 13 antenatally had DASS-depression scores that were nearly five times the 

scores of the 134 nondepressed women (mean = 10.43 vs. 2.14). In addition, those 

Taiwanese participants with EPDS ≥ 13 at both antenatal and early postnatal stages 

had the highest mean score on the DASS-depression. 

 

There are significant differences in the mean DASS-21 depression scores across the 

four groups of women in the study. The mean DASS-21 depression score was 2.66 
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(SD = 3.70) for women (n = 112) who did not report depression symptoms during 

pregnancy and the postpartum. The mean DASS-21 depression score was 6.72 (SD = 

4.84) for women (n = 11) who reported depression symptoms prior to the birth. The 

mean DASS-21 depression score was 8.46 (SD = 7.20) for women (n = 22) who 

reported depression symptoms in the early postpartum period. The mean DASS-21 

depression was 12.36 (SD = 7.62) for women (n = 17) who reported depression 

symptoms both during pregnancy and the postpartum. 

 

During pregnancy and six weeks postpartum, Vietnamese women with suspected 

depression (EPDS ≥ 13) had higher scores on the DASS-depression scale than women 

scoring below the EPDS cut-off point (Table 4.16). For example, the mean score for 

14 Vietnamese participants with more depressive symptoms was 11.86 (SD = 8.17), 

which was much higher than the mean for the rest of 30 participants (mean = 4.20, 

SD = 4.91). The difference was significant (p < .001) and was unchanged when 

analysis was restricted to 23 Vietnamese women with completed questionnaires at the 

two study times. 

 

Anxiety 

During pregnancy, the mean DASS-21 anxiety score for Taiwanese women was 6.32 

(SD = 6.62, range 0~38; see Table 4.8), which was very similar to the mean score 

(6.31) for the postnatal period (SD = 6.12, range 0~28; see Table 4.9). Of the 162 

participants, 41 pregnant women had DASS-21 anxiety scores > 9 (above mild) and 

19 (46.3%) reported above mild (i.e., > 9) after childbirth. Excluding these 19 women 

with high levels of anxiety before and after birth, 18 women with low anxiety scores 

in the antenatal period reported a high level of anxiety after childbirth. Although 
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anxiety levels vary between situation (before-and-after birth) and individuals, there 

was a significant relationship between antenatal and postnatal DASS-21 anxiety 

(Pearson r = .48, p < .01). That is to say, women who had higher DASS-anxiety 

scores during pregnancy also tended to report more anxiety after birth. Moreover, a 

significant correlation was observed between DASS-21 anxiety scores and EDS 

scores (Pearson r = .59, p < .01; see Table 4.13). Suspected depressed women (EPDS 

scores ≥ 13), either during pregnancy or postpartum, had higher anxiety than 

undetected depressed women.  

 

As represented previously (Table 4.12), eight out of 23 Vietnamese pregnant women 

with EDS scores of ≥ 13 reported higher mean scores on DASS-anxiety scale (mean = 

9.75, SD = 9.29) compared with others who had EDS mean scores less than 13 (mean 

= 8.00, SD = 4.47). This relationship was also found in the postnatal Vietnamese 

reports (mean ± SD = 12.33 ± 8.62 vs. 2.24 ± 2.73). Therefore, the data provided 

evidence that anxiety and depression often co-exist. 

 

Stress 

During pregnancy, the mean DASS-21 stress score for Taiwanese women was 6.98 

(SD = 6.90, range 0~38). Again, there was a rise in the DASS-21 stress score after 

birth, with a mean of 9.38 (SD = 7.65, range 0~30). On examining the range of scores, 

6.2% (n = 10) of this sample had DASS-21 anxiety scores > 18 (above mild), 

indicating that most women (n = 152) experienced a normal to mild level of stress 

during pregnancy, however, four pregnant women were classed as having severe 

stress (i.e., > 25). Seven women with a normal stress level antenatally had DASS-21 
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stress scores above 25 after childbirth. The level of reported stress increased from 

pregnancy to the puerperium.  

 

Women with a high EPDS score had elevated DASS-21 stress scores. There was a 

significant positive correlation between EPDS and DASS-21 stress scores, both 

during pregnancy (r = .57 p < .01) and after childbirth (r = .59, p < .01). A similar 

association was found for Vietnamese women. Women with EPDS depression scores 

above 13 had higher DASS stress scores during pregnancy and postpartum (Table 

4.16). 
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Maternal GHQ-12 

Participating women completed the 12-item General Health Questionnaire (GHQ) at 

two time points. There was an increase in the proportion of postnatal Taiwanese 

mothers who scored >15 on the GHQ-12, indicating a higher probability of 

psychological disturbance or distress after giving birth. Twenty-three pregnant 

women (14.2%) scored above 15 and 44 postnatal mothers (27.2%) scored above 15 

(Table 4.8 & 4.9). The mean score on the GHQ-12 was 8.54 (SD = 5.72) antenatally, 

and 10.25 (SD = 6.27) postnatally.  

 

The current study reveals significant differences for women scoring high or low on 

the EPDS at the two study times (i.e., before and after birth) on the GHQ-12 mean 

scores. Taiwanese participants (n = 112) who were not depressed had a mean 

GHQ-12 score of 7.68 (SD = 4.88). Women who reported depressive symptoms 

during pregnancy but not in the postpartum (n = 11) had higher GHQ-12 scores 

(mean = 13.09, SD = 4.93). Women who met the EPDS cut-off at six weeks 

postpartum (n = 22) had higher GHQ-12 scores than the previous two groups (mean = 

15.41, SD = 5.63), and women with elevated EPDS scores at both times (n = 17) 

reporting the highest GHQ-12 scores (mean = 18.71, SD = 3.12). There was a strong 

correlation between women who had higher GHQ-12 scores and elevated EPDS 

antentally and postnatally (r = .73 and .82, p < .01; see Table 4.13). In other words, 

women with higher GHQ-12 scores were more vulnerable to maternal depression.   

 

Among Vietnamese pregnant women, eight out of 23 scored greater than 13 on the 

EDS and had higher mean scores on the GHQ-12 scale (mean = 12.63, SD = 3.85) 
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compared with others who had EDS mean scores less than 13 (mean = 10.80, SD = 

3.63). Similar results were found for the postnatal period as well (see Table 4.16). 

 

Maternal self-esteem  

Overall results of the Chinese version of Rosenberg Self-Esteem Scale (RSE) were 

20.14 (n = 162, SD = 3.48, range 10~30; see Table 4.8) antenatally. Taiwanese 

respondents were categorized into low (n = 7, mean = 12.71, SD = 1.50, range 10~14), 

medium (n = 144, mean = 19.95, SD = 2.57, range 15~25), and high self-esteem (n = 

11, mean = 27.36, SD = 1.43, range 26~30) RSE categories. Suspected depressed 

women reported an RSE mean score of 18.07 (SD = 3.49), while non-depressed 

women had a mean score of 20.57 (SD = 3.33) antenatally. The RSE scores were 

negatively and significantly associated with the EDS scores (Pearson r = -.33, p < .01; 

see Table 4.13). Therefore, it can be assumed that Taiwanese participants reporting 

low RSE are more likely to be vulnerable to antenatal depression (EDS ≥ 13).  

 

Four out of 23 Vietnamese women (18.4%) scored less than 15 on the RSE, indicating 

a relatively low level of self esteem. The mean RSE score of the Vietnamese women 

was lower than the Taiwanese mean (mean ± SD = 19.05 ± 4.35 vs. 20.14 ± 3.48).  

 

Child care stress 

Child Care Stress Checklist (CCSC) consists of 23-items rated on a yes-no scale. A 

higher score reveals higher levels of stress among mothers’ experiences of caring for 

their newborn baby. For the Taiwanese sample, the mean CCSC score was 5.94 (SD = 

4.71, range 0~22, see Table 4.9), indicating approximately six childcare events 

experienced by mothers were associated with perceived stress.  
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The item measuring “trouble establishing regular sleep” (item 15) scored highest in 

Taiwanese mothers. The other common sources of childcare stress included “absence 

from previous social activities” (item 19), “upset house more than usual” (item 7), and 

“difficulties quietening baby” (item 9). It is worth noting that mothers who had 

postnatal depression (EPDS score of 13 or above) were more likely to respond to the 

item “unsatisfied with the help from spouse” (item 5), followed by item 15 (i.e., 

trouble establishing regular sleep) and the item 19 (i.e., absence from previous social 

activities). To those postnatal depressed mothers, “conflict with family” (item1), “not 

knowing where to get help” (item 3), and “overwhelmed by demands” (item 6) 

yielded a considerable percentage of stress-related childcare. These items were not 

commonly experienced by undepressed mothers (Table 4.17).          

 

The level of childcare stress was found to be significantly and positively associated 

with the postnatal EPDS score. Those with higher CCSC scores had elevated EPDS 

scores than mothers with lower CCSC scores (r = .57, p < .01).  
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Table 4. 17 Frequency of CCSC among postnatal Taiwanese women  
 

    EPDS <13   EPDS ≥ 13     Total   Postpartum 
    (n = 125)    (n = 37)    (n = 162)  

 
 Item 

  Frequency  
(%) 

  
 Rank 

Frequency 
(%) 

  
 Rank 

Frequency 
(%) 

  
 Rank 

 

1 
 

35 (28.0) 
 

 
 

18 (48.6) 
  

53 (32.9) 
 

2 10 (8.0)  9 (24.3)  19 (11.8)  
3 18 (14.4)  18 (48.6)  36 (22.3)  
4 15 (12.0)  15 (40.5)  30 (18.6)  
5 34 (27.2)  21 (56.8) 3 55 (34.1)  
6 26 (20.8)  18 (48.6)  44 (27.3)  
7 47 (37.6) 3 16 (43.2)  63 (39.1) 3 
8 20 (16.0)  11 (29.7)  31(19.2)  
9 40 (32.0) 4 17 (45.9)  57 (35.4) 4 

10 12 (9.6)  15 (40.5)  27 (15.7)  
11 4 (3.2)  1 (2.7)  5 (3.1)  
12 8 (6.4)  7 (18.9)  15 (9.3)  
13 36 (28.8)  15 (40.5)  51(31.7)  
14 37 (29.6)  18 (48.6)  55 (34.1)  
15 59 (47.2) 1 25 (67.6) 1 84 (52.1) 1 
16 37 (29.6)  20 (54.1) 4 57 (35.4)  
17 9 (7.2)  6 (16.2)  15 (9.3)  
18 14 (11.2)  13 (35.1)  27 (16.7)  
19 56 (44..8) 2 23 (62.2) 2 79 (49.0) 2 
20 15 (12.0)  10 (27.0)  25 (15.5)  

 21 20 (16.0)  14 (37.8)  34 (21.1)  
22 18 (14.4)  17 (45.9)  35 (21.7)  
23 49 (39.2)  17 (45.9)  66 (41.0)  
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As shown in Table 4.18, Vietnamese mothers scored the item “taking longer to learn 

to love baby” (item 13) more often. Two individual items measuring “trouble 

establishing regular sleep” (item 15) and “upset house more than usual” (item 7) 

received the next highest response rates. “Unrecognized baby needs” (item 16) was 

frequently reported among Vietnamese mothers. The fourth ranking item in the 

CCSC was “lack of experienced mothers to consult” (item 20) and “conflict with 

family” (item 1). Next in order of frequency was “difficulties quietening the baby” 

(item 9).  

 

For a further analysis of individual item scores on the CCSC among the two groups of 

participating mothers, Fisher’s Exact Test was applied and the criterion for statistical 

significance was p < .05. There were significant differences in the percentage of 

mothers scoring items 11, 12, 13, 17, 19, and 20. Nearly 70 percent of Vietnamese 

mothers reported they might take longer to learn to love baby (item 13), while only 31 

percent of Taiwanese mothers were concerned with this issue (p < .01). In addition, 

Vietnamese mothers reported significantly more perceived stress related to lack of 

experienced mothers to consult (item 20) than Taiwanese mothers (p = .01). The 

results also showed that Vietnamese mothers who responded on the three items 

measuring baby health problems (item 11), maternal health problems associated with 

childbirth (item 12), and discontented baby (item 17), scored significantly higher than 

that of Taiwanese mothers. A significant difference on the item measuring “absence 

from the previous social activities” (item 19) was found between the two groups of 

participating mothers. Taiwanese mothers (48.8% vs. 11.5%; Pearson χ2 = 12.63 df = 

1; p = .01) were more likely to find the lack of social activities as stressful compared 

to the Vietnamese mothers. 
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Table 4. 18 The rank and frequency of CCSC among postnatal women 
(Vietnamese & Taiwanese) 

 

 
 

Postpartum 

 Vietnamese 
(n = 26) 

Taiwanese 
 (n = 162) 

 

Item   Rank 
 

Frequency  
 (%) 

    Rank
 

Frequency  
 (%) 

p 
value a 

 1 4 10 (38.5) 5 53 (32.7) .66 

 2  5 (19.2)  19 (11.7) .34 

 3  7 (26.9)  36 (22.2) .62 

 4  7 (26.9)  30 (18.5) .30 

 5  7 (26.9) 5 55 (34.0) .65 

 6  8 (30.8)  44 (27.2) .81 

 7 2 14 (53.8) 3 63 (38.9) .20 

 8  6 (23.1)  31 (19.1) .60 

 9 5 9 (34.6) 4 57 (35.2) 1.00 

10  3 (11.5)  27 (16.7) .77 

11  4 (15.4)  5 (3.1)   .02* 

12  6 (23.1)  15 (9.3)    .05* 

13 1 18 (69.2)  51 (31.5) < .01** 

14  8 (30.8)  55 (34.0) .83 

15 2 14 (53.8) 1 84 (51.9) 1.00 

16 3 13 (50.0) 4 57 (35.2) .19 

I7  6 (23.1)  15 (9.3)      .05* 

18  5 (19.2)   27 (16.7) .78 

19  3 (11.5) 2 79 (48.8) < .01** 

 20 4 10 (38.5)  25 (15.4) .01** 

21  6 (23.1)  34 (21.0) .80 

22  4 (15.4)  35 (21.6) .61 

23  13 (50.0)  66 (40.7) .40 
 

* p < .05; **  p  < .01;  a Two-tailed values for Fisher's exact test 
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Comparative analyses of maternal self-report measures (Time 1) 

This section reports on an examination of differences between Vietnamese and 

Taiwanese women on measures completed during pregnancy and after childbirth. All 

data obtained from participants are shown as mean ± standard deviation (range). The 

nonparametric Wilcoxon rank-sum test (Mann-Whitney U test) was performed to 

compare scores between groups, as histograms for most study variables did not show 

normal distributions. Significance level was set at .01 while marginal findings are 

reported with a more liberal p level (.05). 

 

As can be seen in Table 4.19, forty-four Vietnamese pregnant women had an EDS 

mean score of 10.25 (SD = 4.65). The overall mean EDS score for Taiwanese 

participants was 8.30 (SD = 4.83). The results of the Mann-Whitney U test 

demonstrated a highly significant difference in antenatal EDS scores between 

Vietnamese and Taiwanese women (U = 2574, Z = -2.83, p = .005). 

 

Table 4. 19 Descriptive statistics for Vietnamese & Taiwanese women (Time 1) 
 

Study measurements (Time 1; Pregnancy)  
                                      Two-tailed

Mean ± SD score; range  Vietnamese (n = 44) Taiwanese (n = 162) p value a

Edinburgh Depression Scale (EDS b) 10.25 ± 4.65 (0~19) 8.30 ± 4.83 (0~24) .005 ** 
Difficult Life Circumstances Scale (DLC) 3.11 ± 2.44 (1~15) 2.14 ± 1.60 (1~9) .001 ** 
Maternal Social Support (SSA) 32.41 ± 13.06 (0~50) 38.72 ± 10.15 (5~50) .006 ** 
Subscale of DASS; depression 6.64 ± 7.04 (0~26) 3.57 ± 5.36 (0~34) .001 ** 
Subscale of DASS; anxiety 8.72 ± 7.82 (0~32) 6.32 ± 6.62 (0~38) .041 * 
Subscale of DASS; stress 10.04 ± 8.66 (0~34) 6.98 ± 6.90 (0~38)  .024 * 
Maternal Psychological Health (GHQ-12) 11.73 ± 4.08 (3~21) 8.54 ± 5.72 (0~26) < .001 ** 
Rosenberg Self-Esteem Scale (RSE) 19.05 ± 4.35 (4~28) 20.14 ± 3.48 (10~30) .104 

 
a Statistical significance determined using the Mann-Whitney U  Test ;  *  p  < .05; **  p  < .01 
b EDS = EPDS; Edinburgh Postnatal Depression Scale 

 



 136

The mean number of difficult life events reported by 44 Vietnamese women was 3.11 

(SD = 2.44, range 1~15). In contrast, the average number of negative life events 

reported by Taiwanese women was 2.14 (SD = 1.60, range 1~9). Further, a 

comparison of the number of difficult life events showed a statistically significant 

difference between the two groups (U = 2489, Z = -3.24, p = .001). That is to say, 

Vietnamese participants had a higher likelihood of experiencing negative life events, 

compared with Taiwanese mothers.   

 

For social support, the mean overall SSA scores for the Vietnamese sample were 

significantly less than the mean overall SSA scores for the Taiwanese sample (32.41 

vs. 38.72, respectively; Mann-Whitney U test, p = .006). Unlike the Taiwanese 

women, as mentioned previously, the majority of foreign-born women (i.e., 

Vietnamese) received friendship support least frequently, and this was the case 

throughout pregnancy, childbirth, and the early weeks of motherhood. 

 

The Vietnamese sample had a mean DASS-21 depression score of 6.64 (SD = 7.04), a 

mean DASS-21 anxiety score of 8.72 (SD = 7.82), and a mean DASS-21 stress score 

of 10.04 (SD = 8.66) during pregnancy. Not surprisingly, the Vietnamese women 

scored higher than Taiwanese women (DASS-21 depression = 3.57, DASS-21 

anxiety = 6.32, and DASS-21 stress = 6.98). Furthermore, to explore the nature of 

group differences on the DASS-21, a series of Mann-Whitney U tests were conducted, 

and results of these comparative analyses revealed significant differences for 

DASS-21 depression (U = 2391, Z = -3.47, p = .001), DASS-21 anxiety (U = 2853, Z 

= -2.05, p = .041), and DASS-21 stress (U = 2779, Z = -2.26, p = .024). The data 

indicates that pregnant Vietnamese women have a strong probability of more 

symptoms of depression, anxiety, and stress than Taiwanese pregnant women.  
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In the current study, maternal mental health during pregnancy was also assessed with 

the General Health Questionnaire-12 (GHQ-12), which detects the inability to 

continue to perform the activities of a healthy individual and identifies the appearance 

of new, distressing symptoms (Goldberg, 1988). The mean GHQ-12 score for 

Vietnamese participants was 11.73 (SD = 4.08) which was higher than that of 

Taiwanese (mean = 8.54, SD = 5.72). Participants with a high GHQ-12 score had a 

greater likelihood of poorer mental health or heightened vulnerability to psychiatric 

distress. The result of the Mann-Whitney U test comparing mean GHQ-12 scores 

between two groups demonstrated a significant difference (U = 2195, Z = -3.91, p 

< .001) suggesting that Vietnamese women have a higher probability of experiencing 

mental distress.  

 

Maternal self-esteem was measured with the Rosenberg Self-Esteem Scale (RSE). 

During the study period the RSE was administered to each participant attending the 

antenatal clinic. The mean self-esteem score was 19.05 (SD = 4.35) for foreign-born 

(Vietnamese) women and 20.14 (SD = 3.48) for Taiwanese women. The 

Mann-Whitney U test showed no statistically significant difference between 

Vietnamese and Taiwanese women (U = 2996, Z = -1.63, p = .104). 

 

Comparative analyses of repeated-measures data (Time 2) 

At six weeks postpartum, 26 of 44 Vietnamese mothers (response rate = 59.1%) and 

162 of 236 Taiwanese mothers (response rate = 72.0%) were followed-up. They were 

requested to record their experiences over the past week when completing the 
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postnatal questionnaires, including CCSC, SSA, three subscales of the DASS-12, 

GHQ-12, and EPDS. 

 

As summarized in Table 4.20, foreign-born postnatal mothers showed a reduction in 

mean scores on each scale compared with the previous reports (Table 4.19). As an 

example, the mean (SD) scores on the EPDS scale during pregnancy and postpartum 

were 10.25 (4.65), 9.96 (4.40), respectively. This trend, however, is not evident in the 

results of Taiwanese mothers. Taiwanese postnatal mothers reported higher mean 

scores on all scales except the SSA when compared with the assessment conducted 

during pregnancy.  

 

Table 4. 20 Descriptive statistics for Vietnamese & Taiwanese women (Time 2)  
 

Study measurements (Time 2) Postpartum 

Mean ± SD score; range  Vietnamese 
(n = 26) 

Taiwanese 
(n = 162) 

two tailed 
p value a 

Edinburgh Postnatal Depression Scale (EPDS) 9.96 ± 4.40 
(3~23) 

9.09 ± 5.60 
(0~24) 

.367 
( NS) 

Difficult Life Circumstances Scale (DLC) — — — 
Maternal Social Support (SSA) 31.69 ± 12.92 

(1~50) 
35.30 ±10.74 

(6~50) 
.219 
( NS) 

Subscale of DASS; depression 5.08 ± 6.60  
(0~26) 

4.74 ± 5.89 
(0~32) 

.944 
( NS) 

Subscale of DASS; anxiety 7.85 ± 7.61  
(0~30) 

6.31 ± 6.12 
(0~28) 

.353 
( NS) 

Subscale of DASS; stress 8.69 ± 5.93  
(0~28) 

9.38 ± 7.65 
(0~30) 

.919 
( NS) 

Maternal Psychological Health (GHQ) 10.77 ± 4.71  
(0~23) 

10.25 ± 6.27 
(0~27) 

.539 
( NS) 

Rosenberg Self-Esteem Scale (RSE) — — — 
Child Care Stress Checklist (CCSC) 7.15 ± 4.90  

(0~17) 
5.94 ± 4.71 

(0~22) 
< .001 ** 

 
**  p  < .01; NS, not significant  
a Statistical significance determined using the Mann-Whitney U Test  
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In conclusion, there were no statistically significant differences between mean scores 

for Vietnamese and Taiwanese mothers on the EPDS, SSA, three subscales of 

DASS-21, and GHQ-12. The only statistically significant difference was for the mean 

CCSC scores. Vietnamese mothers reported higher childcare-related stress than their 

Taiwanese counterparts.  

 

Predictors of depression 

In the current study, the main effects of the predictor variables on maternal depressive 

symptoms were tested using multiple regression analysis. Maternal depressive 

symptoms measured by the 10-item EPDS (EDS when used antenatally), was the 

main outcome, while the predictor variables included maternal demographics of age, 

marital status, education, income, occupation, parity, feelings toward pregnancy, 

mode of birth, baby gender, and neonatal weight. Current contextual factors included 

the following: difficult life events (DLC), maternal social support (SSA), maternal 

self-esteem (RSE), measures of psychiatric symptoms including depression, anxiety, 

and stress (DASS-21), current mental health (GHQ-12), and the childcare stress 

(CCSC).   

 

Before conducting the regression analysis for the aforementioned variables, most 

independent (predictor) variables were found to be correlated in a statistically 

significant manner with the dependent (outcome) variable. 
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Table 4. 21 Correlation matrix of variables (antenatally; Taiwanese data) 
 

 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) 
(1) 1 .09 .02 .25** .17* .26** -.36** -.33** .60** .59** .56** .73** 
(2)  1 -.18* .02 .21** .15* -.21** -.14* .14* .07 .12 .15** 
(3)   1 -.03 .19**  .00  .02   -.19** .01 -.01    -.03    -.03 
(4)    1 .23**    .15* -.29** -.11 .29** .25** .29** .39** 
(5)     1    .07    -.15*   ..34**   .25** .16*     .14* .23** 
(6)     1 -.28** -.07 .29** .26** .34** .25** 
(7)     1  .22** -.28** -.16* -.28** -.36** 
(8)     1 -.46** -.39** -.34** -.45** 
(9)     1 .79** .80** .64** 

(10)     1 .79** .66** 
(11)     1 -.45** 
(12)      1 

* p < .05,   ** p < .01  

 (1) EDS;     (2) Education-9;   (3) Education-12;  (4) Mixed feeling toward pregnancy;  

 (5) Occupation;   (6) DLC-28;   (7) SSA-25;     (8) RSE-10;  

 (9) DASS-D;  (10) DASS-A;  (11) DASS-S;    (12) GHQ-12 

 

Results of the bivariate correlations analysis (Table 4.21) revealed nine factors 

associated with depressive symptoms during the antenatal period. Working outside 

the home was correlated positively with reported increases in EDS score (r = .17, p 

< .05). Among the psychosocial variables considered, mixed feelings toward the 

pregnancy were associated with depressive symptoms (r = .25, p < .01). Difficult life 

circumstances were significantly associated with antenatal depressive symptoms (r 

= .26, p < .01). There was also a significant positive association between current 

mental health (GHQ-12), negative emotional states of depression, anxiety, and stress 

(three subscales of DASS-21), and EDS antenatal depression (r = .73 for GHQ-12, .60 

for DASS depression, .59 for DASS anxiety, and .56 for DASS stress; p < .01). On 

the other hand, Taiwanese participants reporting less social support endorsed 

significantly more symptoms of depression (r = -.36, p < .01). There was a negative 

association between low self-esteem (RSE) and depression (r = -.33, p < .01).  
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Based on Phase 1 findings, all of the variables that were significantly associated with 

maternal depressive symptoms (EDS) were entered into each of the hierarchical 

multiple regression equations. In the current study, two hierarchical multiple 

regression analyses (enter method) were performed to determine predictors of 

depressed mood during pregnancy and the puerperium. The data used for this 

regression analysis were examined for violation of assumptions made by multiple 

regression analyses: multicollinearity, linearity, homoscedasticity of residuals, and 

outliers. 

 

Testing regression assumptions 

Multicollinearity  

Multicollinearity is defined as a set of independent (predictor) variables that are 

themselves correlated. A high level of multicollinearity could potentially decrease the 

estimation reliability of a partial correlation coefficient (increase standard error of 

estimates of the β’s), and thus a few changes in the data set (e.g., dropping several 

cases) may dramatically change the significance of several variables in regression 

analysis. In other words, the consequence of multicollinearity is when two or more 

predictors are correlated in a regression model that could cause great instability in the 

estimation of the regression coefficients. Moreover, a serious presence of 

multicollinearity (high level) could even mislead results and confound the 

interpretation of regression analysis models.  

 

Technically, tolerance values and the variance inflation factor (VIF) were 

conventionally used to detect multicollinearity among regression (predictor) variables. 

Tolerance values range from zero to one, with an acceptable level of tolerance values 
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above 0.40 and corresponding VIF values below 10 indicating no statistical problems 

with the regression model (Neter, Kutner, Nachtsheim, & Wasserman, 1996). In the 

current study, the tolerance values of model predictors ranged from 0.40 to 0.90 and 

VIF ranged from 1.12 to 3.93 revealed that multicollinearity did not exist in the 

overall regression equations.  
 

Linearity and Homoscedasticity  

One of the assumptions of regression analysis is that the relationship between 

dependent and independent variables is linear. It is essential to examine analyses for 

nonlinearity. Because, when this assumption is not met the regression results may not 

be trustworthy, yielding over- or under-estimation of significance or effect size(s).  

 

In case of multiple regression residual plots (plots of the standardized residuals as a 

function of standardized predicted values) can be used to check linearity assumption. 

That is, a standard diagnostic test of linearity assumption is to plot the standardized 

residuals from a regression of the dependent variable against standardized estimates 

(i.e., predicted values) of this variable. Under linearity, this plot should show a 

random pattern.  

 

Another secondary assumption of homoscedasticity (constant variance) means that the 

variance of errors is the same across all levels of each independent variable. In other 

words, when the variance of errors differs at different values of the independent 

variables, heteroscedasticity is indicated. If the requirement of homoscedasticity is not 

met, that can lead to serious distortion of findings and seriously weaken the analysis 

thus increasing the possibility of a Type I error.  
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To the context of examining assumptions in the regression analysis, there are many 

modern statistical packages (i.e., SPSS) support many of the standard statistical 

methods and provide very extensive, user-friendly capabilities by using indices. For 

example, the main way of checking the presence of heteroscedasticity is to plot the 

standardized residual on the y-axis (ZRESID) against the standardized predicted 

(ZPRED) values on the x-axis using the “plots” option in the Regression - Linear 

module. 

 

Outliers and Independence of Residuals  

An outlier is defined as a point which is very different from rest of data based on 

some similarity measure. The removal of outliers from the data set under analysis can 

at times dramatically affect the performance of a regression model. In general, Cook's 

distance (Cook, 1977) is used to assess the influence of single observations or sets of 

observations in the regression model. A less formal, rule-of-thumb is that a Cook's 

distance greater than one would cause concern (Cook & Weisberg, 1982). 

 

It is also important to note that regression analysis always assumes that the error 

(residual) satisfies: (i) normally distributed with mean 0, (ii) the variance is constant, 

and (iii) errors are independent. If not, the validity of a regression model can be in 

serious doubt by the autocorrelative properties of data (violation of independence). In 

most statistical software packages, Durbin-Watson tests can be computed to evaluate 

the possibility for autocorrelation to affect regression analyses. The value of 

Durbin-Watson ranges from zero to four. Values close to 0 indicate extreme positive 

autocorrelation; close to 4 indicates extreme negative autocorrelation; and close to 2 
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indicates no serial autocorrelation. As a rule of thumb, Durbin-Watson coefficient 

should be between 1.5 and 2.5 to indicate independence of observations. 

 

No outliers of participants (including Vietnamese and Taiwanese women) were 

detected during either periods (pregnancy and puerperium). When plotted against the 

dependent variable, maternal depressive symptoms, standardized residual values 

appeared a random scattering about zero, representing of a liner relationship with 

predictor variables. Therefore, the assumptions for multiple regression analysis were 

met in the current study.  

 

Dummy variables  

Dummy variables refer to the technique of using a dichotomous variable (coded 0 or 1) 

to represent the separate categories of a nominal or ordinal level measure. 

Accordingly, the initial regression model incorporated dummy variables and included 

all baseline demographic and obstetrics variables in the current study, such that 

“maternal age less than 24 years” was coded (1, 0), “maternal age range of 25 to 29 

years” was coded (0, 1), and “women older than 35 years of age” was coded (0, 0) as 

the reference (omitted) group. In terms of the decision as to which level is not coded, 

it is often arbitrary. The level which is not coded is the category to which all other 

categories will be compared. As such, often the biggest group will be the not-coded 

category.  

 

After creating the dummy variables and using the same coding scheme (Table 4.22), 

regression analyses were conducted to examine the effects of the predictor 

(independent) variables on maternal depressive symptoms. 
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Table 4. 22 Dummy independent variables in multiple regression  
 

Variables Category Dummy variable 
Demographic & Obstetric   
Time 1   
   
Maternal age in years < 24  1 0  

 25~29  0 1  
 (referred) 30~40  0 0  

Marital status      (referred) Married 0   
 Unmarried 

 (single, divorce, separate) 
1   

Duration of married life  
(mean ± SD = 32.4 ± 31.5 months) 

    

 More than 32.4 months 1   
(referred) Less than 32.4 months 0   

Education level 9-year schooling 1 0  
 12-year schooling 0 1  
(referred) > 12-year schooling 0 0  

No. of Health Insurance coverage     
 One (NHI) 1   

 (referred) More than one 0   
Occupation                     Home-based  1   

(referred) Outside 0   
Gross Family Income < NT $30,000 1 0  

(referred) NT $30,000~NT $50,000 0 0  
                               > NT $50,000 0 1  
     
Parity  

 (referred) 
Nulliparous 0   

 Multiparous 1   
No. of Children     (referred) None 0 0  
                               One 1 0  
 More than one 0 1  
Feeling toward pregnancy         Negative  1 0 0 
 Mixed  0 1 0 

(referred) Pleased  0 0 0 
 Overjoyed  0 0 1 
     

Time 2     
 

Mode of birth       (referred) NSD 0   
   C/S 1   

Baby gender male 1   
    (referred)   female 0   

Neonatal weight < 2500 g  1 0 0 
   2500~3000 g 0 1 0 

      (referred) 3000~3500 g 0 0 0 
 > 3500 g 0 0 1 
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Predictors of antenatal depression for Taiwanese women 

In the first hierarchical regression examining predictors of depressed mood during 

pregnancy, only variables that had statistically significant correlations with depression 

(high EDS score) were placed into regression equation and were independently 

associated with maternal antenatal depression. These predictive factors included 

mixed feelings toward the pregnancy, difficult life circumstances (DLC), maternal 

social support (SSA), maternal self-esteem (RSE), and maternal psychological 

distress (GHQ-12) (as seen in Table 4.23).  

 

In order to determine the major contributing factors of antenatal depression, a 

four-step hierarchical regression was performed. In the first step of the regression 

analysis, a variety of demographic variables and other characteristics (education level, 

occupation, mixed feelings towards pregnancy) were entered. In the second step, 

self-perception of difficulties in life (DLC scores) and maternal social support (SSA 

scores) were entered (i.e., frequent confrontation with difficult life events and 

insufficient social support can produce or exacerbate symptoms of depression or other 

mental disturbances). In the next step, maternal self-esteem (measured using the RSE 

scale) which was considered as a potential predictor of depression, was entered into 

the regression analysis (i.e., low self-esteem can be a result of current difficult and 

stressful life circumstances that have not been resolved yet or may persist for 

prolonged periods. A consistently low level of self-esteem can lead to a variety of 

psychological symptoms which can negatively affect emotional health and 

well-being). Finally, four standard self-report inventories measuring psychological 

distress (i.e., DASS-21 depression, DASS-21 anxiety, DASS-21 stress, and GHQ-12) 

were entered to determine their impact on maternal depression during pregnancy (i.e., 
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those who experienced major life events and had a low level of social support tend to 

view themselves as worthless which can lead to moodiness or depression).  

 

Once all the independent (predictor) variables were entered into the regression 

equation (model) in the hierarchical order, five variables including mixed feelings 

toward pregnancy, DLC scores, SSA scores, RSE scores, and GHQ-12 scores were 

found to be significant predictors in a model that accounted for 57% of the variance in 

EDS scores during pregnancy.  

 

As Table 4.23 shows, mixed feelings toward pregnancy accounted for only 5% of the 

unique variance in the first step. In step 2, both DLC scores and SSA scores resulted 

in a significant increment in R2 and explained 11% of unique variance in antenatal 

EDS scores. The DLC scores (β = .17, t (160) = 2.19, p < .05) were positive predictors 

of EDS scores, and SSA scores were negative predictors of the EDS scores (β = -.27, t 

(160) = -3.30, p < .01). In step 3, the measure of maternal self-esteem (RSE) was 

added, resulting in a small increase in R2 value, accounting for 6% of the variance in 

EDS scores. In step 4, the inclusion of self-report measures of maternal psychological 

distress (i.e., three subscales of DASS-21, GHQ-12) accounted for an additional 35% 

of the variance in the antenatal EDS cores, and GHQ-12 scores has an important 

positive effect (β = .57, t (160) = 7.03, p < .01) that remains significant in the final 

step of the model. 
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Table 4. 23 Hierarchical multiple regression of EDS on variables  
during antenatal period  
 

Taiwanese Data Unstandardized 
Coefficients 

Standardized 
Coefficients 

  
 

 
Time 1 (n = 160) 

Variables 

 
B 

 
SE(B)

 
β 

 
Adjusted

R2 

 
R2 change 

 
  T 

 
   p 

 
Step 1 

     
.05 

 
 

  
.02* 

Education level > 12-year reference category 
 12-year   .41   .84 .04   .48 .63 (ns)
 9-year  1.20 1.63 .06   .74 .46 (ns)
Occupation Outside reference category 
 Home-based 1.06 .81 .11   1.30 .19 (ns)
Feeling toward 
pregnancy 

Negative -2.06 1.90 -.09   -1.09 .28 (ns)

 Mixed 2.45 1.07 .19   2.28 .02* 
 Pleased reference category 
 Overjoyed -.83 .89 -.08   -.93  .35 (ns)
 

Step 2 
     

.15 
 

.11 
  

   
< .01**

Difficult Life 
Circumstances 

DLC .51 .23 .17   2.19 .03* 

Social Support 
APGAR Scale 

SSA -.13 .04 -.27   -3.30 < .01**

 
Step 3 

     
.21 

 
.06 

 < .01** 

Rosenberg 
Self-Esteem  
Scale 

RSE -.36 .11 -.26   -3.34  < .01** 

 
Step 4 

     
.57 

 
.35 

  < .01** 

Depression 
Anxiety Stress 
Scale-depression 

DASS-D .34 .19 .19   1.82 .07 (ns)

Depression 
Anxiety Stress 
Scale-anxiety 

DASS-A .21 .15 .15   1.45 .15 (ns)

Depression 
Anxiety Stress 
Scale-stress 

DASS-S -.09 .14 -.06   -.61 .54 (ns)

General Health 
Questionnaire 
 

GHQ-12 .48 .07 .57   7.03 < .01**

 
* p < .05;  **  p < .01 
Time 1: F = 17.17 ** Durbin-Watson = 1.93 
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Predictors of postnatal depression for Taiwanese women 

A similar four-step hierarchical regression was performed to assess whether maternal 

depressive symptoms during pregnancy and/or other psychosocial vulnerability 

factors predicted symptoms of depression at six weeks postpartum for Taiwanese 

women. 

 

Table 4. 24 Correlation matrix of variables (postnatally; Taiwanese data) 
 

Study Measurements Taiwanese Data 
EPDS CCSC SSA DASS-D DASS-A DASS-S GHQ Ante-EDS 

EPDS 1 .57 ** -.51** .66** .58** .59** .82** .51** 
CCSC  1 -.31** .67** .60** .65** .63** .35** 
SSA   1 -.32** -.27** -.36** -.55** -.29** 
DASS-D    1 .75** .81** .67** .48** 
DASS-A     1 .77** .55** .38** 
DASS-S      1 .58** .40** 
GHQ       1 .56** 
Ante-EDS        1 

 

   *p < .05,  **p < .01. 

 

In step 1 of the hierarchical multiple regression, obstetric and infant details (i.e., mode 

of birth, baby gender, and neonatal weight) were entered into the equation. In this 

sample, modes of birth and infant details were not correlated with maternal postnatal 

depression in the bivariate correlations. However, it is interesting to note that nearly 

40% of mothers had a caesarean delivery and 10 mothers gave birth to a 

low-birth-weight (< 2500 g) or a high-birth-weight (> 4000 g) infants, which had been 

reported to be inversely related to depressive symptomatology (O’Hara, Rehm, & 

Campbell, 1982; Patel, Rodrigues, & DeSouza, 2002), and therefore entered as an 

predictor variable. It is also known, based on numerous studies over the past years, 

that the presence of depression in the last trimester is a strong predictor of PND 

(Collins et al., 1993; Chandran, Tharyan, Muliyil, & Asraham, 2002), and 



 150

correspondingly, the antenatal EDS scores were entered at the second step. Variables 

included in step 3 were childcare stress (CCSC) and maternal social support (SSA). 

Finally, four standard self-report inventories measured psychological distress (i.e., 

DASS-21 depression, DASS-21 anxiety, DASS-21 stress, and GHQ-12) were entered 

into the regression at step 4.  

 

Overall, the regression equation yielded an R2 of .71 (adjusted R2 = .68), indicating 

that 68% of the variance in postnatal depression in this group of mothers was 

accounted for by four independent (predictor) variables, including antenatal 

depressive symptoms (the antenatal EDS scores), childcare stress (the CCSC scores), 

maternal social support (the SSA scores), and psychological distress (the GHQ-12 

scores).  

 

As shown in Table 4.25, obstetric factors as a whole did not reach statistical 

significance. Results indicated that R was significantly different from zero after step 1, 

with antenatal maternal depressive symptoms (antenatal EDS score) in the equation, 

R2 = .25, p < .01. In step 3, two independent variables after birth contributed 

significantly to predict postnatal depressive symptoms: childcare stress (β = .37, t (160) 

= 6.00, p < .01), and maternal social support (β = -.31, t (160) = -5.00, p < .01). Both 

the CCSC and SSA scores increased the postnatal EPDS score variance explained (R2 

change = .24, p < .01). In step 4, maternal psychological distress assessed via three 

subscales of DASS-21 did not significantly predict maternal postnatal depression, 

while adding the GHQ-12 scores was significant (R2 change = .19, p < .01).  
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Table 4. 25 Hierarchical multiple regression of EPDS on variables  
          at 6-weeks postpartum  
 

Taiwanese Data  Unstandardized
 Coefficients 

Standardized 
Coefficients 

  
 

 
Time 2 ( n = 160 ) 
Variables 

 
B  

 
SE(B)

   
β Adjusted

R2 

  
R2 change

 
T 

    
p 

 
Step 1 

     
-.00 

 
− 

  
.59 (ns)

 Mode of birth Natural labour reference category 
 Caesarean section -1.17 .91 -.10   -1.28 .20 (ns)
 Gender Boy reference category 

 Girl .78 .90 .07   .88 .39 (ns)
 Newborn’s  
 weight 

< 2500 g -1.83 2.22 -.07   -.83 .41 (ns)

 2500~3000 g -.58 1.07 -.05   -.55 .59 (ns)
 3000~3500 g reference category 
 > 3500 g .19 1.23 .01   .16 .88 (ns)
 
Step 2 

     
.25 

 
.25 

 < .01** 

Antenatal 
EDS-scores 

EDS  .59 .08 .51   7.42  < .01** 

 
Step 3 

     
.50 

 
.24 

 < .01** 

Child Care  
Checklist  
 

CCSC .44 .07 .37   6.00 < .01** 

Social 
Support  
APGAR 
Scale  

SSA -.16 .03 -.31   -5.00  < .01** 

 
Step 4 

     
.68 

 
.19 

 < .01** 

Depression 
Anxiety 
Stress 
Scale-depress
ion  

DASS-D .18 .17 .10   1.06 .29 (ns)

Depression 
Anxiety 
Stress 
Scale-anxiety  

DASS-A .19 .14 .11   1.40 .16 (ns)

Depression 
Anxiety 
Stress 
Scale-stress  

DASS-S .06 .13 .04   .48 .63 (ns)

General 
Health 
Questionnair
e  

GHQ-12 .53 .07 .60   7.74 < .01**  

 
*  p < .05;  **  p < .01 

Time 2: F = 29.60 **  Durbin-Watson = 2.02 
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In summary, the two hierarchical regression analyses identified that mixed feelings 

toward pregnancy, difficult life circumstances (DLC scores), social support (SSA 

scores), self-esteem (RSE scores), and psychological state (GHQ-12 scores) were 

significant predictors of antenatal depressive symptoms and accounted for 57% of 

variance in Taiwanese mothers.  

 

At six-weeks postpartum, maternal reports of antenatal depressive symptoms 

(antenatal EDS scores), childcare stress (CCSC scores), social support (SSA scores), 

and psychological state (GHQ-12 scores) explained a significant amount of variance 

in postnatal depressive symptoms (postnatal EPDS scores) with R2 = .68.        
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Results of correlation analyses (Vietnamese sample) 

Analysis of correlations between variables (Time 1) 

In the statistical analysis of the Vietnamese data, Pearson’s correlation coefficients 

between the explanatory variables / putative risk factors (being the eight demographic 

variables and the 7 (sub) scales described above) and the dependent variable (EDS 

total scores) were calculated. All tests were two-tailed, and the level of significance 

was p < .05. Results are summarized in the following Table 4.26. 

 

Demographic and other variables for foreign-born (i.e., Vietnamese) women such as 

maternal age, education level, health insurance coverage, occupation, GFI, parity, and 

feelings towards the pregnancy, were not related to maternal antenatal depression (p 

> .05). However, there was a significant negative correlation between number of 

children and maternal antenatal depression (r = -.31, p < .05). Therefore, participating 

Vietnamese women with fewer children were more likely to experience maternal 

depression.  

 

The results also show a significant and positive correlation between maternal 

occupation and maternal self-esteem (r = .48, p < .01). Vietnamese pregnant women 

working outside the home reported higher self-esteem than those who were 

unemployed or in unpaid work at home.  
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T
able 4. 26 C

orrelation m
atrix of variables (44 pregnant V

ietnam
ese w

om
en) 

 
 

Study M
easures 

 
 

 
(1) 

(2) 
(3) 

(4)  a 
(5)  b 

(6)  c 
(7) 

(8) 
(9) 

(10) 
(11) 

(12) 
(13) 

(14) 
(15) 

(16) 
   (1)

1 
.23 

.08 
.16 

.02 
.22 

.28 
.00 

-.06 
.01 

-.19 
1.18 

-.02 
-.09 

.11 
-.00 

   (2)
 

1 
.02 

-.13 
.21 

-.28 
-.25 

.31* 
.13 

.02 
.13 

-.05 
-.06 

.04 
.08 

-.01 
   (3)

 
 

1 
.07 

.17 
.26 

.24 
-.32*

.15 
.13 

.05 
.13 

.09 
-.08 

.21 
.07 

   (4)  a
 

 
 

1 
-.14 

.10 
.22 

-.11 
-.02 

.03 
.05 

.13 
.09 

.08 
.04 

.48** 
   (5)  b

 
 

 
 

1 
-.03 

-.12 
-.08 

-.23 
.09 

.20 
-.26 

-.38* 
-.40* 

-.27 
.15 

   (6)  c
 

 
 

 
 

1 
.94**

-.32*
.21 

-.03 
-.12 

-.01 
-.16 

-.02 
.07 

-.26 
   (7)

 
 

 
 

 
 

1 
-.27 

-.31* 
-.03 

-.19 
.13 

.02 
.18 

.13 
-.16 

   (8)
 

 
 

 
 

 
 

1 
-.04 

-.03 
-.04 

.02 
.04 

.21 
-.13 

-.09 
   (9)

 
 

 
 

 
 

 
 

1 
.12 

-.10 
.62**

.46**
.61**

.53**
-.16 

(10) 
 

 
 

 
 

 
 

 
 

1 
-.35*

-.03 
-.09 

-.02 
.24 

-.21 
(11) 

 
 

 
 

 
 

 
 

 
 

1 
-.16 

-.13 
-.29 

-.31* 
.19 

(12) 
 

 
 

 
 

 
 

 
 

 
 

1 
.62**

.81**
.46**

.07 
(13) 

 
 

 
 

 
 

 
 

 
 

 
 

1 
.71**

.46**
.22 

(14) 
 

 
 

 
 

 
 

 
 

 
 

 
 

1 
.50**.

.15 
(15) 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

1 
-.05 

(16) 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

1 
 

 
 

 
*  p  < .05;  **  p  < .01;   the Pearson correlation coefficients (Tw

o-tailed Test)  
a   O

ccupation: m
others w

orking outside the hom
e w

ere coded 1; "housew
ives" or "at-hom

e m
others" w

ere coded 0. 
b  G

ross Fam
ily Incom

e: less than N
T $30.000 (in code 1); N

T $30,000~N
T $50,000 (in code 2);  N

T $50,000~N
T $100,000 (in code 3)  

c  Parity: N
ulliparous m

others (in code 0); M
ultiparous m

others (in code 1)   
 (1) M

aternal age;   
 

(2) M
aternal years of education;  

(3) H
ealth Insurance C

overage;  
(4) a O

ccupation ;   
 

(5) bG
ross Fam

ily Incom
e;  

 
(6)  c Parity;  

(7) N
um

ber of children;  
(8) Feeling tow

ard pregnancy;   
(9) ED

S scores; 
(10) D

LC
 scores;   

 
(11) SSA

 scores;  
 

 
 

(12) D
A

SS-depression scores; 
(13) D

A
SS-anxiety scores;  

(14) D
A

SS-stress scores;   
 

(15) G
H

Q
-12 scores; 

(16) R
SE scores   
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Moreover, maternal depression measured by EDS scale was correlated with other 

variables during pregnancy, not merely with the “number of children”. Maternal 

depression had a statistically positive and significant correlation with psychological 

distress measured by GHQ-12 (r = .62, p < .01), DASS-21 depression (r = .46, p 

< .01), DASS-21 anxiety (r = .61, p < .01), and DASS-21stress (r = .53, p < .01). The 

results indicate a higher level of psychological distress (i.e., GHQ-12, three subscales 

of DASS-21). 

 

There was a minimal positive correlation between scores of DLC and EDS. Those 

Vietnamese women experiencing more difficult life circumstances reported higher 

level of depression in the antenatal period, however, no statistically significant 

difference was observed (r = .12, p > .05). Maternal social support (SSA) and 

maternal self-esteem (RSE) were negatively correlated with maternal depression 

(EDS). That is, participating Vietnamese women reporting low social support or poor 

self-esteem were more likely to experience antenatal depression, although this trend 

was not statistically significant (r = -.10 for SSA; r = -.16 for RSE, both p > .05).   

 

Analysis of correlations between variables (Time 2) 

As anticipated, the correlation results indicated that maternal postnatal depression 

(EPDS) among Vietnamese mothers was significantly and positively related to 

psychological distress scores on the GHQ-12 (r = .54, p < .01), DASS-21 depression 

(r = .79, p < .01), DASS-21 anxiety (r = .78, p < .01), and DASS-21 stress (r = .72, p 

< .01). Maternal postnatal depression was also correlated significantly with childcare 

stress (r = .61, p < .01). Maternal social support was negatively related to postnatal 
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depression, but the strength of the relationship was weak and not statistically 

significant (r = -.35, p > .05; see Table 4.27). 

 

Table 4. 27 Correlation matrix of variables (23 postnatal Vietnamese women) 
 

 Puerperium 
Variables EPDS CCSC SSA DASS-D DASS-A DASS-S GHQ-12 
Mode of birth a .17       
Baby gender a .19       
Baby weight b -.55**       
EPDS  1       
CCSC .61** 1      
SSA -.35 -.46* 1     
DASS-depression .79** .60** -.16 1    
DASS-anxiety .78** .62** -.32 .85** 1   
DASS-stress .72** .72** -.48* .75** .85** 1  
GHQ-12 .54** .62** -.57** .37 .56** .68** 1 

 
N’s =23 due to 3 missing value;    *  p  < .05;   * *p  < .01; 
 a Spearman's correlation coefficients (Vaginal delivery coded 1; Caesarean delivery coded 2); 
 b Pearson's correlation coefficient (Male coded 1; female coded 0) 
EPDS = Edinburgh Postnatal Depression Scale;  SSA= Social Support APGAR Scale;  
DASS = Depression, Anxiety, and Stress Scale;   GHQ-12 = General health Questionnaire;  
CCSC = Child Care Stress Checklist 

 

In terms of obstetric variables, the following including “mode of birth” (cesarean vs. 

vaginal birth; r = .17, p > .05) and “baby gender” (male vs. female; r = .19, p > .05) 

were not significantly associated with maternal postnatal depression. A significant, 

negative correlation was found between “neonatal birth weight” and maternal 

postnatal depression (r = -.55, p < .01). That is, Vietnamese mothers with a low birth 

weight baby were significantly more likely to report higher depression scores.  

 

Effect of risk factors on maternal antenatal depression  

A simultaneous regression analysis was conducted with the four predictor variables 

to determine whether the variables strongly predicted maternal depression. As 

indicated in the previous section, all four predictor variables including GHQ-12, three 
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subscales of DASS-21 had significant bivariate associations with maternal antenatal 

depression (EDS), and were entered in the regression formula.   

 

Assumptions for regression analyses (i.e., normality, linearity, and homoscedasticity 

of residuals) were conducted (Atkinson, 1985), and no violations were found. The 

results of regression analysis showed that in the case of Vietnamese women, there 

was statistically significant in the final regression equation which accounted for 42% 

of variance in maternal antenatal depression [F (4, 39) = 8.76, R2 = .42, p < .001] (as 

outlined in Table 4.28). 

 

Table 4. 28 Multiple regression analysis of maternal depression  
 (44 pregnant Vietnamese women) 

 

 

Variables 

  Standardized 

Coefficients 

  Correlation between each predictor 

and the levels of evaluation 

controlling for all other predictors

    β  T p value  

General Health Questionnaire .27 2.00 .05 * .31 * 

DASS-depression subscale .30 1.52 .14 .24 

DASS-anxiety subscale .03  .17 .87 .03 

DASS-stress subscale .25 1.14 .26 .18 

*  p  < .05; a Dubin-Watson test value = 1.92; F(4, 39) = 8.76, p < .001 

  Adjusted R 2  = .42 for the model 

 

The GHQ-12 score was the only significant predictor of maternal antenatal 

depression (measured by the EDS scale), with Vietnamese mothers who reported 

experiencing more psychological distress (measured by GHQ-12 scale) being at an 

increased risk for depression (high EDS scores). The standardized partial regression 

coefficient for GHQ-12 scores was .27, T = 2.00, and p = .05. The standardized 
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partial regression coefficients for each DASS-21 subscale were not statistically 

significant. 

 

Findings from testing showed that the four measures of psychological distress 

including GHQ-12, DASS-21 depression, DASS-21 anxiety, and DASS-21 stress 

were related to antenatal EDS. Scores on the DLC, SSA and RSE were not related to 

EDS. Subsequently, a simultaneous regression model was used to examine the 

predictive relationship between maternal antenatal depression and its psychological 

predictors. Predictors explained 42% of the total variance in maternal antenatal 

depression. Higher GHQ-12 scores (indicating greater psychological distress) was the 

largest predictor of increasing level of maternal antenatal depression (p = .05). 

 

Antenatal risk factors for postnatal depression 

Table 4.29 shows that postnatal depression (i.e., postnatal EPDS scores) was 

statistically and significantly correlated with maternal antenatal depression (i.e., 

antenatal EDS scores). The positive correlation coefficient was .47 (p < .05), which 

indicates that participating Vietnamese women scoring high on the EDS during 

pregnancy were more likely to report depression after childbirth. Moreover, postnatal 

depression (measured by the EPDS) had statistically positive and significantly 

correlation with difficult life circumstances (DLC) experienced by pregnant women 

(r = .42, p < .05). Postnatal depression was also significantly positively correlated 

with psychological distress (r = .53, p < .05 for DASS-21 depression, r = .65, p < .01 

for DASS-21anxiety, and r = .73, p < .01 for DASS-21stress), and poor antenatal 

mental well-being (GHQ-12; r = .53, p < .01). 
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As predicted, there was also a statistically significant correlation between postnatal 

depression and antenatal social support (r = -.45, p < .05). Pregnant women who 

reported lower levels of received social support were more likely to experience 

postnatal depression.   

 

Table 4. 29 Pearson r correlation coefficients for contextual variables 
         (23 Vietnamese women before and after birth) 

 

Pregnancy Puerperium  

Variables EPDS CCSC SSA DASS-D DASS-A DASS-S GHQ-12 

EDS .47* -.42 .09 .43* .38 .44* .30** 

DLC .42* .16 -.44* .23 .20 .26 .35 

SSA -.45* -.44* .29 -.42* -.49* -.35 -.04 

DASS-depression .53* .50* -.10 .55** .62** .72** .35 

DASS-anxiety .65** .53** -.08 .67** .61** .56** .37 

DASS-stress .73** .54** -.13 .74** .61** .56** .37 

GHQ-12 .53** .52* -.30 .33 .55** .44** .47* 

RSE -.30 -.42 .09 -.43* -.38 -.44* -.30** 
 

N’s =23 due to 3 missing value.       * p < .05;   * * p  < .01 

   EPDS = Edinburgh Postnatal Depression Scale; DLC = Difficult Life Circumstances Scale;  

   SSA = Social Support APGAR Scale;     DASS = Depression, Anxiety, and Stress Scale; 

GHQ-12 = General Health Questionnaire;  RSE = Rosenberg Self-Esteem Scale;  

CCSC = Child Care Stress Checklist 

 

Contrary to prediction, there was no evidence of a significant correlation between 

maternal self-esteem (RSE) and postnatal depression within the sample of foreign 

-born Vietnamese women (r = -.30, p > .05).  

 

In conclusion, Vietnamese women in the present study who experienced a range of 

antenatal psychosocial risk factors (as reported in the literature) were more likely to 
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experience postnatal depression. These psychosocial risk factors included adverse life 

events, poor social support, and elevated self-reported psychological symptoms.  

 

Summary of results  

From January through to July 2006, a total of 236 Taiwanese and 44 Vietnamese 

pregnant women attending one of four antenatal clinics were recruited into the study. 

At six weeks postpartum, 74 of the 236 Taiwanese women were lost to follow-up, 

resulting in a response rate of 72%. The 74 women lost to follow-up differed from 

completing participants in relation to age, marital duration and occupation, but not on 

other demographic, obstetric, or other antenatal measures. Participating Vietnamese 

women (n = 44) were younger (approximately 70% were under the age of 24 years) 

and less educated (nearly 80% had less than nine years of education) than Taiwanese 

participants. At six weeks postpartum, 26 of the 44 Vietnamese participants (response 

rate 59.1%) could be contacted. There were no statistically significant differences 

between those who left the study and those who completed. However, the 

Vietnamese women who dropped out after birth were significantly more likely to 

have lower educational levels. 

 

During the data collection period, the Vietnamese and Chinese versions of each scale 

were offered. With regard to internal consistency Cronbach’s alpha coefficients of 

each scale were almost above .70 showing acceptable reliability (range .62 ~ .97 for 

the Chinese versions, and range .63 ~ .96 for the Vietnamese versions).  

 

The prevalence of antenatal depression among Taiwanese women was 17.3%, which 

was influenced by some risk factors such as mixed feelings toward the current 
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pregnancy, difficult life circumstances, social support, self-esteem, and psychological 

distress. In the group of pregnant Vietnamese women, as many as 31.8% were 

depressed, this was higher than that of their Taiwanese counterparts. Moreover, 

compared with Taiwanese women, Vietnamese women had significantly lower scores 

in the Social Support (SSA), and significantly higher scores in the Difficult Life 

Circumstances (DLC), DASS-21, and GHQ-12 Scales.  

 

The study found that 24 percent of the Taiwanese mothers suffered postnatal 

depression (PND). Certain factors seemed to increase the likelihood of PND, which 

included the experience of antenatal depression (EDS), low levels of social support 

(SSA), higher levels of childcare stress (CCSC), and poor psychological health 

(GHQ-12). The results of the four-step hierarchical regression analyses indicated that 

the predictive model (including EDS, SSA, CCSC, and GHQ-12) accounted for 68% 

of variance of six-week EPDS depression scores.  

 

Of the retained Vietnamese mothers, 26 percent had probable depression. Postnatal 

Vietnamese mothers who had babies with a relatively low birth weight were 

significantly more likely to report higher depression scores. Also, Vietnamese 

mothers with suspected postnatal depression (i.e., EPDS ≥ 13) reported significantly 

higher levels of childcare stress (CCSC). There was no significant difference between 

Taiwanese and foreign-born Vietnamese mothers on the postnatal scales (i.e., EPDS, 

SSA, DASS-21, GHQ-12), with the exception of higher mean CCSC scores for 

Vietnamese mothers.    

 

Experiencing more difficult life events (DLC) during pregnancy was positively 

associated with PND (measured using the EPDS). Also, higher levels of 
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psychological distress (DASS-21 & GHQ-12) during pregnancy were associated with 

higher levels of postnatal depressive symptoms. Women with low social support 

during pregnancy were more likely to report higher EPDS scores than well-supported 

women. All correlations mentioned above were virtually identical for Taiwanese and 

foreign-born Vietnamese women separately. 
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Chapter 5 

DISCUSSION 
 

This study investigated the emotional well-being of Taiwanese childbearing women 

in comparison to a cohort of foreign brides recently immigrated to Taiwan. The 

prevalence and correlates of depressive symptoms were explored. Vulnerability 

factors and predictors of depressive symptoms (based on mothers’ EPDS scores) were 

investigated as well as demographic, psychosocial and obstetric factors.  

 

The following chapter first presents a brief comparison of sample characteristics with 

other surveys conducted in Taiwan, and then evaluates potential biases related to 

differential loss-to-follow-up of participants with certain characteristics. Afterwards, 

the major findings drawn from the analysis of data will be discussed in relation to 

relevant literature.  

 

Representative sample of the population   

In 2006, a total of 236 Taiwanese and 44 Vietnamese women were recruited from 

antenatal clinics. As the comparison of the demographic characteristics and 

self-report measures of maternal psychosocial well-being shows, the cohort of 

foreign-born immigrant women is heterogeneous and appears to be distinct from 

(native) Taiwanese women. Forty-four Vietnamese women were recruited in the 

study. In comparison with Taiwanese participants, they were more likely to be 

younger (mean = 23.6 vs. 28.7 years), have fewer years of education (mean years of 

education = 7.8 vs.14.0), and be unemployed (86% vs. 53%). Differences in the 

socio-demographic characteristics between childbearing women from other racial 



 164

groups and native (Taiwanese) women replicate previous literature. According to Ko 

and Chang (2005), Vietnamese immigrant females participating in their study were 

married at a younger age, with a mean age of 24.3 years; had a relatively low level of 

education (74% had elementary or junior high school education only); and were not 

employed outside the household because of language difficulties and/or child raising 

responsibilities. On the other hand, another study reported that the percentage of 

Taiwanese women achieving a high school or vocational school diploma (12 years) 

was 34% in 2003 and the average age at marriage was 27 years in 2002 (Peng, 2003). 

Therefore, even though the sample was not randomly selected it is sufficiently 

representative of the particular population (i.e., immigrant and native-born women) in 

Taiwan. 

 

The socio-demographic characteristics of the immigrant women had a particular 

influence on the current study. Their dependence on their working spouse meant that 

they were less likely to attend antenatal and postnatal clinics. The experience of 

immigrating and being unfamiliar with Taiwanese systems (Wu & Tang, 2005) also 

contributed to some hesitancy to participate in the study. Similarly, language proved 

to be a barrier to participation even though the surveys were translated and bilingual 

health professionals assisted with communication. 

 

Sample selection and non-response bias 

As with much clinical, epidemiological and nursing research, studies that aim to 

determine the prevalence rate and correlated factors for maternal depression typically 

suffer from “selection bias” making it much more difficult to identify clearly the 

extent of maternal depression. Sample selection bias occurs when there are 
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systematic differences in characteristics between persons who self-select for a study 

(i.e., participants) and those who do not (i.e., non-participants). Using non-random 

samples result in the loss of possibly valuable information from potential participants 

who decline to be involved in the study resulting in an underestimation or 

overestimation of the true measurement of depression (Barriball & While, 1999).  

 

Selection bias is a possible weakness of the current study. Taiwanese and Vietnamese 

pregnant women were chosen from those who attended one of four participating 

antenatal clinics. Instead of randomly selecting hospitals, most participants came 

from a convenient sample of hospitals where there are many births per month in the 

region (Pingtung, southern part of Taiwan). Along with the sampling frame used, 

pregnant antenatal clinic attendees who were eligible for assessment at the four sites 

were selected by consecutive sampling. Therefore, one source of selection bias would 

be the exclusion of women who were expected to be available, but attended another 

site for antenatal care. These excluded expectant mothers may have provided different 

data compared to women included in the study.       

 

In addition, limited participation and high attrition rate, especially of foreign-born 

women, may have resulted in a poor representation of women experiencing postnatal 

depression or those “at risk” of developing depression. This in turn would affect the 

calculation of the prevalence of postnatal depressive symptoms.  

 

In the current study, no data was collected about individual women’s decisions not to 

participate. Nevertheless, if husbands accompanied women to the antenatal clinics, 

the women were often forced to leave as soon as the doctors or midwives had carried 

out the routine pregnancy tests and check-ups. The main explanation provided related 
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to their husbands’ tiredness after work and impatience about waiting for 

“non-essential” assessment on their wives. As well, many women in the sample were 

conservative and even hesitant to give their answers, especially when there was not 

enough privacy for them to respond as they wished (i.e., husbands or family-in-law 

members hovered nearby).   

 

As existing literature suggests, timely contact by letter or telephone is essential to 

improving retention rates throughout the follow-up period (Kinard, 1994; McColl et 

al., 2002). Participants with a household telephone contact number had a greater 

chance of success with follow-up. In particular, obtaining the name, address, and 

telephone number of a contact person who usually knows the participant’s 

whereabouts was likely to reduce attrition. However, despite best efforts in 

implementing the tracking procedure it did not produce compelling results. 

Participants or their family were worried about the degree to which personal data 

could be held securely and confidentially. As a result, the refusal rate at telephone 

contact was also high for both Taiwanese and foreign-born Vietnamese women. 

 

The term “attrition bias” refers to differences between study groups in terms of the 

numbers of participants that drop out of a study (Jones & Evans, 2000). Bias due to 

attrition of participants poses a significant threat to the internal and external validity 

of research findings and to statistical power (Ahern & Brocque, 2005; Allott, Chanen, 

& Yuen, 2006). However, even if bias exists among the original participants, 

depending on specific analyses, certain estimates might be unbiased. Miller and 

Wright (1995) proposed several frequently used methods for detecting attrition bias. 

One way to check the differences between those who responded to data collection 

stages versus those who dropped out after the beginning of the second stage is to use 
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t-tests for comparison of the means of characteristics of those groups (i.e., age). A 

statistically significant difference in the mean scores of one or more variables 

indicates potential attrition bias. In the same way, differences in categorical variables, 

such as marital status, can be determined by using the chi-square statistic. 

 

As seen in the preceding chapter, there were no statistically significant differences in 

regards to most socio-demographic characteristics between retained participants and 

women lost to follow-up for the whole sample. However, significant differences were 

found between Taiwanese women who completed the study and those lost to 

follow-up for maternal age, employment status, and marital duration. Pregnant 

Taiwanese women who were comparatively younger, unemployed, and married for a 

shorter time were more likely to be lost from the study. Therefore, it remains unclear 

whether such characteristics in Taiwanese women can impact on their childbearing 

experiences and postnatal depression. However, according to previous reports, young 

maternal age (Rich-Edwards et al., 2006), unemployment (Chaaya, Campbell, Kak, 

Shaar, Harb, & Kaddour, 2002; Saurel- Cubizolles, Romito, Ancel, & Lelong, 2000; 

Zelkowitz & Milet, 1995), and short marital period (Inandi, Elci, Ozturk, Egri, Polat, 

& Sahin, 2002) are associated with greater risk of antenatal and postnatal depressive 

symptoms. Further research is needed to clarify relationships between socio- 

demographics and depressive symptoms, as well as investigating strategies to reduce 

attrition in such research. 

 

Of the foreign-born Vietnamese sample, those with a low level of education were 

especially prone to be lost to follow-up. One possible explanation for this poor 

participation rate may have been related to greater difficulty conveying information 

and answering questions in writing. Vietnamese nursing assistants who were bilingual 
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(Vietnamese and Chinese) and employed at the study sites (i.e., hospitals) assisted with 

communication. Even though these assistants were able to help the researcher interpret 

the idiomatic and literal meaning of each item of scales verbally, this task was very 

time consuming.    

 

Engaging minority groups in research continues to be a challenge and yet it is essential 

that researchers attempt to do so in order to understand and respond to the particular 

needs of such groups. Every effort needs to be made to access and retain diverse 

populations in research (Im & Chee, 2005; Keller, Gonzales, & Fleuriet, 2005; 

Kosoko-Lasaki et al., 2006; O’Brien et al., 2006). 

 

Prevalence of depressive symptoms  

Instead of a structured clinical interview for depression, a self-report depression 

screening instrument, the Edinburgh Postnatal Depression Scale (EPDS), was 

employed. The EPDS was originally designed to detect postnatal depression and was 

subsequently validated for use with antenatal women (Evans, Heron, Francomb, Oke, 

& Golding, 2001; Murray & Cox, 1990) and among non-pregnant women in the 

general population (Cox, Chapman, Murray, & Jones, 1996). Although the EPDS was 

originally designed as a one-dimensional instrument (Cox, Holden, & Sagovsky, 

1987), several investigators have proposed that the EPDS may actually be measuring 

both “depressive symptoms” and “cognitive anxiety” in late pregnancy and postpartum 

(Brouwers, van Baar, & Pop, 2001; Jomeen & Martin, 2005; Pop, Komproe, & van 

Son, 1992; Ross, Evans, Sellers, & Romach, 2003). 
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In general, results of validation studies have shown that the sensitivity estimates of 

the EPDS for postnatal depression are high (Eberhard-Gran, Eskild, Tambs, 

Opjordsmoen, & Samuelsen, 2001). While the EPDS cannot confirm a diagnosis of 

depressive illness, a cut-off point of 12/13 in two different studies has reported a 

sensitivity of 86% and 68%, a specificity of 78% and 96%, and a positive predictive 

value of 73% and 67% for postnatal depression (Cox et al., 1987; Murray & 

Carothers, 1990); and a sensitivity of 88% and a specificity of 80% for non-postnatal 

major depression (Cox, Chapman, Murray, & Jones, 1996). As recommended by Cox 

et al. (1987), a cut-off point of 9/10 may be appropriate if the scale is used in the first 

stage of screening in a community study. Therefore, a score of 10 or more is referred 

to as “possible” depression and a score of 13 or more is referred to as “probable” 

depression. Given the evidence indicating that scores of 13 or more on the EPDS are 

highly sensitive for correctly identifying true cases of depression, a cut-off point of   

≥ 13 was therefore used to identify postnatal depression.  

 

There are obvious differences in the prevalence of maternal depression in women of 

diverse nations (i.e., locals and immigrants) and also between pregnancy and 

postnatal period. It is worth noting that in contrast to (native) Taiwanese women, 

there is a trend towards higher rates of antenatal and postnatal depressive symptoms 

in women who immigrated from Vietnam (17.3% vs. 31.8% in pregnancy; 24.2% vs. 

26.1% in puerperium). The relatively high prevalence of depression in the 

Vietnamese sample probably reflects a response to the specific situation (i.e., 

socioeconomic adversity, lack of social support, or exposure to adverse experiences). 

Existing studies (Reading & Reynolds, 2001; Rich-Edwards et al., 2006) reported a 

substantially higher prevalence rate of depressive symptoms among socially 

disadvantaged individuals. 
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In addition, the prevalence of PND was higher in the present study (i.e., both 

Vietnamese and Taiwanese women) than has been reported in studies with Western 

women. As argued by Halbreich and Karkun (2006), the widely cited mean 

prevalence of PND -10~15% derived from studies by Beck (2001) and O’Hara and 

Swain (1996) might be not representative of the actual global prevalence. Based on 

the systemic review of 143 studies from 40 countries, Halbreich and Karkun (2006) 

found that the reported prevalence of postnatal depression ranged widely from almost 

0% to over 60%. The wide range of PND prevalence among women from different 

countries could possibly be explained by the following: (1) differences in timing of 

assessment; (2) heterogeneity of methods used to diagnose depression; (3) diversity 

of scales used to assess depressive symptoms; and (4) arbitrary cut-off points chosen 

(Da Costa et al., 2000; Georgiopoulos, Bryan, Yawn, Houston, Rummans, Therneau, 

1999; Najman, Andersen, Bor, O’Callaghan, & Williams, 2000). Also, the results of 

prevalence estimations should be interpreted cautiously, particularly in studies with 

small samples or cross-cultural studies that use the translated EPDS (Barnett et al., 

1999; Downe, Butler, & Hinder, 2006; Matthey, Henshaw, Elliott, & Barnett, 2006).  

 

The prevalence rates identified in the current study were higher than, but comparable 

to, those reported in recent Taiwan studies. Using a cut-off of 12/13 on the EPDS, 

10.3% of women had probable depression at 6 weeks postpartum (Teng et al., 2005). 

According to Teng and colleagues (2005), 12/13 was identified as the optimal EPDS 

cut-off for their study with 203 Taiwanese women residing in the capital city (Taipei) 

with a reported sensitivity of 96%, specificity 85%, positive predictive value 46%, and 

negative predictive value 99%. In a cross-sectional survey exploring experiences of 

postnatal depression among 506 Vietnamese women (in the capital city; Ho Chi Minh), 
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Fisher, Morrow, Ngoc, and Anh (2004) reported that 33 percent of women at 6 weeks 

postpartum had EPDS scores of 13 or above.  

 

PND prevalence estimates may also be influenced by several diverse sample 

characteristics within studies (i.e., Teng et al., Fisher et al., and the present study). 

There are demographic, social and economic differences between people from urban 

(capital city) and rural areas. For example, rural (Pingtung) residents are more likely, 

in comparison with urban people, to experience barriers in accessing appropriate 

information and healthcare services because of geographic isolation, centralisation of 

services, and livelihood constraints. Similarly, Roberts and Algert (2000) found the 

characteristics of childbearing women in rural areas are different from their urban 

counterparts and noted that socioeconomic disadvantage was common among rural 

women. Moreover, several studies have shown an association between residential 

environment and poor health outcomes (Wight, Botticello, & Aneshensel, 2006). 

Thus, in line with the work by Teng et al. (2005) and as shown in the present study, 

different locations used to recruit participants could be one possible reason for the 

varying prevalence of depressive symptoms in Taiwanese women (e.g., 10.3% vs. 

24.1%).  

 

It is also notable that the average age of Vietnamese participants in a study by Fisher 

et al. (2004) was 28 years, 57% had up to nine years of formal education, and 73% 

had employment to return to after having a baby. In contrast, immigrant Vietnamese 

women in the present study were younger (mean = 23.6), had lower education (mean 

= 7.8), and were unemployed (86%). These factors may have influenced a tendency to 

underreport their symptoms and associated maternal distress.  
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However, despite the discrepant findings concerning postnatal depression (PND), 

there is evidence that the prevalence of depressive symptoms and postnatal 

depression (PND) among women of childbearing age in Taiwan area is as high as or 

even higher than that of Western populations, and therefore the need for early 

detection and appropriate intervention for depressive mothers is clear. 

 

The experience of difficult life circumstances  

There have been many studies investigating the link between maternal psychiatric - 

mental health symptoms and negative environmental experiences. As concluded by 

Swendsen and Mazure (2000), both the prospective (e.g., Barnet et al., 1996) and 

retrospective studies (e.g., O’Hara et al., 1991), have provided important empirical 

evidence that proximal (recent) stressors (e.g., finance, housing, marital tensions) or 

specific events during the period of motherhood (e.g., childcare-related stressors), 

increase the risk of depressive symptoms following childbirth and diagnosis of 

postnatal depression. 

 

Results of the current study also confirm previous findings of a significant correlation 

between maternal depressive symptoms and difficult life circumstances. For example, 

Taiwanese women reporting more negative, difficult and possible undesirable life 

events during pregnancy, were more likely to have depressive symptoms. The 

correlation between the Difficult Life Circumstances (DLC) scores and antenatal EDS 

scores was .26 (p < .01) indicating a low but positive significant correlation. A weak 

significant correlation was also found between the DLC scores and postnatal EPDS 

scores (Pearson’s r = .19; p < .05). Similarly, follow-up of the 162 Taiwanese women 
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who scored high on the Child Care Stress Checklist (CCSC) found they were more 

prone to postnatal depression. There was a moderate significant correlation between 

CCSC scores and postnatal EPDS scores (Pearson’s r = .57; p < .01).  

 

For Vietnamese women, there was a small but not significant correlation between 

DLC and EDS. In other words, the data from foreign expectant mothers showed a 

weak and non-significant association between life stressors listed on the DLC scale 

and depressive symptoms (EDS) during pregnancy. However, those who reported a 

higher level of childcare-related stress on the CCSC, were more likely to report more 

postnatal depressive symptoms than those who reported rarely experiencing stress 

associated with mothering.  

 

Previous studies have shown no correlation between general life events and postnatal 

depression (O’Hara et al., 1991a). However, other researchers identified that 

depression among women is triggered by the occurrence of high and persistent levels 

of stress (Hammen, 2003; Herrick, 2000; Rahman, Iqbal, & Harrington, 2003). 

 

It is crucial to determine the methods used to assess significant life stress. In the 

current study, the use of a checklist for measuring the perceived stress (difficulties) of 

life events may influence the validity and comparability of results. A checklist limits 

individuals to a constricted range of other possible stressful life events. This could 

generate misleading results (Mazure, 1998; Paykel, 1983; Swendsen & Mazure, 

2000). For example, stressful acculturative experiences (such as difficulties in regards 

to food preferences or language competency) might make foreign-born individuals 

more vulnerable to depression but not be considered so egregious to local residents 

(Zelkowitz et al., 2004). As a consequence, the relative “stressfulness” of daily events 
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may have occurred among foreign-born pregnant participants but not be listed in the 

instrument (i.e., the DLC scale). For this reason, the findings of the present study 

warrant further consideration to accurately assess stressful life events and provide a 

more stringent analysis of life events associated with depressive symptoms for 

particular groups. This is not only in terms of participants’ interpretation of the 

specific nature of life events, but also by the appropriateness of instruments used to 

identify significant life stressors.  

 

The DLC scale measures difficulties from a specific set of life events and could be 

better improved by modifying or refining some of the existing items for different 

circumstances. Although the present study was restricted to a self-report scale, 

findings are corroborated by other investigators in regards to a positive association 

between the experience of stressful (difficult; adverse; negative) life events and 

development of postnatal depression (Beck, 2001; Robertson et al., 2004). Those 

women who experienced more stressful live events were also more likely to report 

depressive symptoms prior to and after childbirth.  

   

Furthermore, interesting results emerged when comparing the frequency rating of 

each item derived from the two groups of individuals (i.e., Taiwanese & Vietnamese). 

Most major difficulties encountered by both foreign-born and Taiwan-born women 

involved either the marital relationship (i.e., conflicts with partner; staying-home 

less), housing (i.e., insufficient privacy; suitable/affordable place for living); or health 

problems (i.e., a family or household illness; personal suffering from minor illness). 

Therefore, contemporary pregnant women in Taiwan experience stress chiefly related 

to marital conflicts, family-related problems, and personal physical aliments. Detailed 
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understanding about key sources of life stress and associated depressive symptoms 

would allow for targeted assessment and intervention in problematic areas.  

 

Taiwanese women were more likely to report financial strain (i.e., long-term debts) 

which was significantly different from the types of stress reported by Vietnamese 

women. It seems that participating Taiwanese women have a heightened awareness 

about their financial status, possibly because they are more involved in family 

financial management compared to immigrant women. Therefore, Taiwanese women 

might feel burdened or stressed by the financial implications associated with leaving 

the workforce because of childbirth or coping with the ongoing cost of raising 

children.  

 

On the other hand, children’s learning problems (6 out of 21; 28.6%, vs. 1 out of 71; 

1.4%, p < .01) were reported more frequently by multiparous Vietnamese than 

Taiwanese women. Previous studies demonstrate that children of foreign-born 

mothers are more likely to exhibit significant delays in communication and linguistic 

abilities (Lee, 2005; Su, 2005). Similarly, children from parents with lower 

socioeconomic status tend to obtain lower academic performances than children with 

higher socioeconomic status (Chen, 2005; Kuan, 2006; Robinson, 1997). Low 

parental education (often used as a proxy of human capital), the absence of material 

possessions (financial capital), the less consumption of high culture (cultural capital), 

and a rare expansion of social networks (social capital) can decrease the chances of 

better educational attainment of children (Wong, 1998). A meta-analysis of 53 

published Taiwanese studies by Xu (2002) confirmed statistically significant and 

medium effects sizes for various socioeconomic factors and different areas of family 

capital to children’s academic performance. 
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In the current study, multiparous Vietnamese women (21 out of 44) probably have 

more difficulty with new responsibilities of motherhood. They are often challenged 

by language barriers, which not only restrict the development of social networks (e.g., 

communication with health professionals, liaison with other parents etc) but also 

make it difficult to assist their children with homework (e.g., literacy-related 

activities in Chinese). Moreover, low household incomes are less able to meet 

educational or other related expenses, potentially impacting on children’s academic 

performance. Foreign-born Vietnamese women with lower levels of education may 

also have limited confidence in their abilities to meet their children’s learning needs. 

Therefore, the unfavourable conditions experienced by foreign-born Vietnamese 

women could lead to adverse social and educational outcomes for their children. 

 

The proportion of women who reported experiencing recent physical abuse (one form 

of intimate partner violence) was significantly higher among foreign-born 

Vietnamese women (5 out of 44; 11.4%, vs. 0 out of 162; 0%, p < .01). This seems to 

be consistent with other reports. According to a survey targeting foreign-born women 

who have ever asked for assistance from social workers and policemen (BSA, 2002), 

foreign-born women were much more likely to be the victims of domestic violence 

than their Taiwanese counterparts (Lee, 2005). In a review of the substantive 

literature involving domestic violence (family violence; wife abuse; or intimate 

partner violence), the following factors were found to be more prevalent in women 

experiencing battering: (a) husbands with more patriarchal beliefs; (b) imbalance of 

power in relationships; (c) prevalent social norms or cultural values; and (d) 

immigrant women of non-citizen status and being sponsored by their husbands 

(Murnen, Wright, & Kaluzny, 2002; Sheu, 2007; Xu, Campbell, & Zhu, 2001). Bui 
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and Morash (1999) investigated domestic violence in the Vietnamese immigrant 

community of North America, and found that a wife’s educational attainment was 

negatively correlated with physical abuse by a husband. Additionally, a previous 

study by Chen (1992) explored the nature, process, and effects of marital violence in 

Taiwan, and reported that battered women in relationships of shorter duration (i.e., 

less than three months) tend to experience more serious levels of violence than those 

in longer marital relationships.  

 

Most Vietnamese participants in the present study were more likely to be emotionally 

and economically dependent on their husbands; report difficulty establishing new 

support networks and be unemployed. Their partners were more likely to hold strong 

beliefs in Chinese translational culture, such as the obedience of wives to husbands, 

the dominance of husbands and the subordination of wives, and the cultural ideal of 

wives with a self-sacrificing and compromising character. These traditional and 

patriarchal gender role beliefs were identified by Tien and Wang (2006) in their 

report on the views of Taiwanese men marrying foreign brides. Furthermore, the 

present study also identified a short timeframe between marriage and conception, a 

lack of Chinese language skills, and a significant age gap between Taiwanese 

husbands and Vietnamese wives. Consequently, the characteristics of marriages 

among Vietnamese women may increase the likelihood of experiencing family 

conflict or intimate partner violence.  

 

Intimate partner violence is associated with negative health consequences among 

both women and men, while the negative effects of domestic violence on depression 

are significantly greater for women than for men (Anderson, 2002). Therefore, in the 

light of the current study, there is a need to further investigate domestic violence 
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(considered as a source of difficulties in life) and maternal well-being of immigrant 

women living in Taiwan.   

 

Childcare-related stressors  

The role of childcare stress in women susceptible to postnatal depression was identified 

in the present study. This result is similar to that of Beck (2001) who found that 

stressful events associated with the care a newborn baby contributed to postnatal 

depression. The present study revealed high levels of perceived childcare stress to be 

moderately related to the prevalence of postnatal depressive symptoms. The correlation 

coefficients between scores on the CCSC and EPDS were .56 (p < .01) for Taiwanese 

women and .61 (p < .01) for foreign-born women. 

 

In terms of individual items of the CCSC, participating mothers with high depression 

scores, either Taiwanese or Vietnamese, were more likely to report difficulty with the 

baby’s sleeping (item 15), difficulties in consoling the baby (item 9), recognizing 

baby’s needs (item 16), reported conflict with family members (item 1), as well as 

neglecting household chores (item 7). Dennis and Ross (2005) also found that mothers 

exhibiting major depressive symptoms (EPDS > 12) were significantly more likely to 

report their babies cried often, and they were woken frequently between 10pm and 6am. 

Consequently, mothers often felt tired or fatigued. Other previous studies have found 

an association between levels of maternal depression and infant sleep behaviour 

(Armstrong, O’Donnell, McCallum, & Dadds, 1998; Hiscock & Wake, 2001). In 

addition to sleep problems, key elements of childcare stress have been reported to 

include difficulties in consoling the infant, difficulties around feeding, and infant 

health problems (Tomasic, 2005). 



 179

 

Family conflict about childcare issues could also be associated with elevated 

depressive symptoms. There are at least two possible explanations. Firstly, according 

to a survey by the Ministry of Interior (1997), over one third of Taiwanese adults 

between the ages of 20 to 49 lived with their parents. Co-residence is quite common in 

contemporary Taiwan. As such, more than half of the foreign-born women married to 

Taiwanese men co-resided with their parents-in-law (Chen, 2006; Ko & Chang, 2005). 

It is reasonable to assume that there are both benefits and hazards of intergenerational 

co-residence that may influence maternal well-being. A potential area of difficulty 

may be related to inter-generational differences or different life styles, which may 

contribute to marital disharmony and conflict, especially around care of children 

(Leung, Arthur, & Martinson, 2005a; Leung, Kung, Lam, Leung, & Ho, 2002; Sandel, 

2004). Tensions between new mothers and their family or family-in-law could 

adversely affect their postnatal psychological well-being (Chan & Levy, 2004; 

Chandran et al., 2002; Lee et al., 2004).  

 

When examined closely, discrepancies in reported frequency of individual items on the 

CCSC among participating mothers were identified. More Taiwanese mothers during 

the postnatal period reported having missed social activities (item 19) than Vietnamese 

mothers. Perhaps, the most obvious explanation for this discrepancy is that 

foreign-born mothers immigrating to a new country have limited social contacts and 

lacked social involvement before and during pregnancy. Therefore, there is no 

significant change in the nature and extent of social contacts for Vietnamese women 

after birth or when caring for a newborn baby.  
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To Taiwanese mothers, social activities might be an important source of pleasure that 

impacts on their health and well-being. Curtailment or cancellation of significant 

social contacts has been associated with an increased risk of postnatal depression 

(Mauthner, 1995). More specifically, the transition from being a childless woman to 

becoming a mother can be considered a significant shift in lifestyle and broad 

domestic role expectations for Asian women. The majority of married women, even 

in the working class, are traditionally implicitly expected to take the lead in household 

work, providing care to family members, and looking after small children. Motherhood 

restricts women’s contacts and activities outside the home. Time constraints arising 

from more essential activities (e.g., childcare tasks) can sometimes create difficulties 

especially for mothers who have experienced a substantial shift in their career (Hayes, 

Roberts, & Davare, 2000; Mauthner, 1999; Nicolson, 1999). Several other scholars 

also noted that even if the employed mother returned to work following birth, some 

simply felt alienated from their workmates and their supervisors who disapproved of 

their new motherhood status (Edhborg, Friberg, Lundh, & Widstrom, 2005). 

Furthermore, working mothers can feel isolated from local networks of other mothers 

because of the restrictions of their working hours (Mauthner, 1995). Therefore, the 

considerable inaccessibility of many forms of social contacts, such as the diminished 

opportunity for social interactions, time constraints on childcare and/or disposal 

income, could trigger or predispose mothers to depression.  

 

A further difference between Vietnamese and Taiwanese mothers related to “not 

having other experienced mothers to talk to about my baby”. A statistical analysis of 

this item showed a large difference in frequency amongst the two groups. Nearly 40 

percent (10/26) of Vietnamese mothers reported that the connection with other 

experienced mothers to be unavailable or absent. This was much higher than the 15% 
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(25/162) of Taiwanese mothers. From the data, it seems likely that the Vietnamese 

mothers cannot access other experienced mothers to share child-rearing issues, discuss 

their concerns, or receive advice on matters related to mothering. The difficulties 

facing Vietnamese mothers might stem from language obstacles and various other 

barriers (e.g., literacy, transport) to accessing other professionals or lay-persons (Hsia, 

2004; Wu & Tang, 2005). Thus, there was an increased likelihood of a lack of 

interaction with experienced mothers and higher levels of depressive symptoms, 

especially among foreign-born Vietnamese mothers. 

 

Finally, another area of concern related to “taking longer than I expected to learn to 

love my baby”. The percentage responding “yes” to this item was 69% (18/26) for 

Vietnamese mothers and approximately 31% (51/162) for Taiwanese mothers. This 

difference was statistically significant. Previous studies have demonstrated that a 

loving relationship between mothers and their infants (maternal-infant bonding) is 

beneficial to the emotional well-being of both (Arney, 1980). By contrast, deficits in 

maternal behaviours or negative attitude can often profoundly influence infants in 

areas such as cognition, language, and general health (Davis, Edwards, & Mohay, 

2003; Murray, Fiori-Cowley, Hooper, & Cooper, 1996; Whitt & Casey, 1982). 

 

The establishment of the mother-infant bond is a developmental emotional process 

that is not limited to a certain time period after birth (Svejda, Campos, & Emde, 

1980). As Rubin (1984) noted, “binding-in” to the infant is one of the tasks in 

maternal role attainment that begins during pregnancy and extends through the six 

months following birth. According to Mercer (1995), “maternal role attainment” is a 

“process in which the mother achieves competence in the role and integrates the 

mothering behaviours into her established role set, so that she is comfortable with her 
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identity as a mother”. From this point of view, when a mother becomes attached to her 

baby, she becomes involved in the role, and expresses pleasure and gratification in 

the role. 

 

Failure of “maternal-infant bonding” refers to an extreme and persistent lack of 

emotional connection between a mother and her infant. Klaus and Kennell (1998) 

identified two major constraints in the process of bonding. First, the physical 

separation of mother and infant might be responsible for “bonding failure”, which 

may occur for various reasons such as physical incapacity following a caesarean 

delivery, or postnatal illness in the mother or infant. Secondly, emotional separation 

also seems linked to bonding difficulties, which can occur when the mother is 

experiencing some trauma that distracts her from her child (Madrid, 2006). Several 

authors suggest that depression can be one of many factors which affect a mother’s 

eventual acceptance and ability of her role as a mother (Beck, 1996; Hart, Field, del 

Valle, & Pelaez-Nogueras, 1998; Logsdon, Wisner, & Pinto-Foltz, 2006; Moehler, 

Brunner, Wiebel, Reck, & Resch, 2006). 

 

The present research identified the importance of understanding mothers’ experience 

of feelings of closeness with their children as well as the potential source of problems 

for “bonding”. The experience of many Vietnamese mothers related to social 

isolation, lack of peer-engagement and limited educational and financial resources 

may adversely affect their emotional bond with their baby and produce considerable 

stress related to childcare.   
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Social support  

Over the past twenty years, there have been numerous studies on social support and 

postnatal depression. Collectively, the findings from these studies identify an 

elevated risk of having depressive symptoms among women with low social support 

(Beck, 2001; Dennis & Ross, 2006; Heh, Coombes, & Bartlett, 2004; O’Hara, 1986; 

O’Hara & Swain, 1996; Rahman, Iqbal, & Harrington, 2003). More recently, a 

longitudinal investigation with a cohort of 476 childrearing mothers from their first 

trimester of pregnancy through to the tenth year postpartum, demonstrated that 

chronically depressed women reported more frequent arguments with close family 

members or friends, and less social support (Seto, Cornelius, Goldschmidt, Morimoto, 

& Day, 2005). Similarly, in a population-based study of antenatal and postnatal 

depression, those depressed mothers meeting the ICD-10 (International Statistical 

Classification of Diseases) criteria experienced significantly poorer social and family 

support than non-depressed mothers (Rahman et al., 2003). 

 

Consistent with recent findings in the literature, the present study found that 

participating women with lower scores on the SSA were more likely to have 

depressive symptoms before and after childbirth. Taiwanese women reported 

significant, moderate inverse relationships between scores on the SSA and EPDS 

scales. Moreover, the results of a hierarchical regression analysis showed that having 

a low level of social support independently increased the risk of developing a high 

level of depressive symptoms. 

 

For foreign-born Vietnamese women, however, the SSA scores showed an inverse 

correlation with the EPDS scores insignificantly. This result implies that other factors 



 184

or components of support should be considered. Social support can differ in regards 

to resources, frequency, types, and the extent of social and family support.  

 

Differences in terms of resources and levels of social support were observed between 

the two cohorts in the present study. Antenatally, Taiwanese women reported their 

main source of social support came from their own parents, husbands, and friends. 

On the other hand, support for the foreign-born Vietnamese women was provided by 

their husbands and rarely by friends. This could be expected as most immigrant 

women are physically separated from their original families and friends (Bashiri & 

Spielvogel, 1999). In particular, those who immigrated recently were more often 

handicapped by an inability to communicate with people and thereby be unable to 

develop friendships and access available support (Dennis et al., 2004; Zelkowitz et al., 

2004). As a result, it seems more likely that the support from husbands is especially 

crucial for these foreign-born women. 

 

At six weeks postpartum, both groups of women reported support from their own 

parents aside from their husbands. Interestingly, the Taiwanese postnatal women 

generally reported less support from their parents-in-law. The results corroborate 

findings from recent studies showing that postnatal Taiwanese women preferred to 

stay at their own parent’s home and be looked after by their own mothers rather than 

mothers-in-law (Heh, Coombes, & Barlett, 2004; Hung & Chung, 2001). According 

to Tien (2003), Taiwanese women feel more at ease and can comfortably ask their 

own mothers for help during the period of “doing the month”. Moreover, some 

postnatal women report that support from their mothers-in-law was associated with 

strain or conflict, and sometimes feelings of unpleasantness aroused by the differing 
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expectations as to how they should follow postnatal rituals or care for their baby 

(Chen, Wang, Tseng, Chou, & Wang, 1999; Leung et al., 2005a). 

 

There was a negative correlation between social support and depressive symptoms. It 

seems that the more support women perceived from their husbands the less likely they 

were to report depressive symptoms. This pattern of results is similar to that proposed 

by Dennis and Ross (2006), who documented that mothers’ perceptions of partner 

support and conflict are significant risk factors for PND. A recent longitudinal study 

involving 176 pregnant women found that those who appraised their partners’ 

support as more effective had lower mood disturbance scores (Rini, Schetter, Hobel, 

Glynn, & Sandman, 2006). Therefore, what women need and receive in relation to 

partner support during pregnancy, and the initial weeks/months of motherhood 

should be studied and clarified so that perceived variations can be understood in 

regards to maternal health and psychological well-being. 

 

In the current study, mean scores for Vietnamese women were relatively lower than 

those for Taiwanese women, regardless of whether the assessment was undertaken 

before (1.30 vs. 1.55) or after birth (1.27 vs. 1.41). Earlier studies have shown that 

immigrant women of childbearing age generally report less social support. Immigrant 

women, who are separated from family and friends and find themselves with little 

personal support, have poor mental health and psychological well-being (Brugha et 

al., 1998; Zelkowitz et al., 2004). Common situations and problems encountered by 

immigrant women include social (loss of social support, low social status), economic 

(financial uncertainties), political and cultural (barriers in accessing health services) 

aspects, and most of these problems were important contributors towards women’s 

compromised psychological health (Ahmad et al., 2004). 
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In a study by Stewart, Das and Seibold (1998), 30 immigrant Philipino women living 

in Brisbane, Australia were interviewed. The overwhelming majority of women 

reported problems with childbearing. Most reported that difficulties were related to 

discrimination, language difficulties, a lack of emotional and social support, and 

marked cultural differences with respect to pregnancy, childbirth and postnatal care of 

mother and newborn. In light of the findings of previous studies, it has been suggested 

that immigrant women are more likely to be vulnerable to depression because of access 

problems and limited or insufficient social support. 

 

Maternal self-esteem  

In the current study, maternal self-esteem was measured on the Rosenberg 

Self-Esteem Scale (RSE), the mean score being around 20.14 (SD = 3.48) for 

Taiwanese women and 19.05 (SD = 4.35) for Vietnamese women. Based on mean 

comparisons, Taiwanese women scored slightly higher on the RSE than Vietnamese, 

but there were no statistically significant differences. 

 

Information from Vietnamese participants was gathered soon after their arrival in 

Taiwan (because of the tendency to conceive soon after marriage). As such, it is 

difficult to establish conclusively whether this assessment accurately reflects their 

level of self-esteem. As previous research has demonstrated, the development of 

one’s self-esteem is strongly related to parental attitudes and exposure to the culture 

of origin. For example, a controlling and rigid parenting style may have negative 

effects on the development of self-esteem (Cheng & Furnham, 2004; Wu, 1997). 

Self-esteem can vary according to diverse cultural backgrounds. For example, those 
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from traditional collectivist cultures (e.g., China, Vietnam) tend to demonstrate lower 

levels of self-esteem than those from individualist cultures (e.g., Australia, United 

States) (Wang & Ollendick, 2001). Therefore, differences with regard to the RSE 

scores reported by participants (i.e., Vietnamese and Taiwanese women) might be 

explained by cultural background. 

 

Self-esteem is not only rooted in traditional culture, but is also affected and modified 

by the immigration process. Previously, researchers (Crocker, 1999; Martinez & 

Dukes, 1991) have argued that those from ethnic minorities have lower self-esteem as 

they are viewed negatively by the dominant groups of host societies. Moreover, 

according to Schnittker (2002), there are significantly positive effects of fluent 

bilingualism on self-esteem. That is, those immigrants with fluent host language 

skills may have more employment opportunities and better access to community 

resources, which may promote a sense of worthiness and therefore increase 

self-esteem. On the contrary, the lack of language proficiency may interfere with an 

immigrant’s ability to communicate with others. They have a tendency to seclude 

themselves from the larger society, which may lead to a greater sense of 

powerlessness, feelings of low self-esteem, and negative affective states. As for 

Vietnamese participants, language difficulties were the chief obstacles encountered, 

especially by those who were newly arrived and had perhaps not established a close 

relationship with their new family. Furthermore, social stigmatization and negative 

stereotypes about arranged marriage in this cohort may be another detriment to the 

self-esteem. 

 

There was a significantly negative correlation between self-esteem and depression. 

This association was evident during both pregnancy and postpartum. Those 
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Taiwanese women who reported low self-esteem tended to report higher levels of 

depressive symptoms during pregnancy and were at higher risk for the subsequent 

development of postnatal depressive symptoms. This finding corresponds to previous 

studies (Chen, 2001; Dennis, 2003; Logsdon & Usui, 2001; Logsdon, Birkimer, 

Simpson, & Looney, 2005) that found low self-esteem to be significantly associated 

with more depressive symptoms in postnatal women. 

 

For foreign-born Vietnamese women, a negative correlation was found between the 

scores of the RSE and EDS, however, it was not significant during pregnancy or 

postpartum. This finding may be due to the small cohort of Vietnamese participants 

and reduced statistical power to detect some associations. The result may have also 

been influenced by how the Vietnamese participants understood the meaning of items 

on the RSE scale (Chan, 2000). Self-esteem is a cultural concept (Wood, 1991) and 

while there are similar definitions of self-esteem across cultures there are differing 

connotative views and experiences (Chatham-Carpenter & DeFrancisco, 1998; Wang 

& Ollendick, 2001). For example, Schmitt (2005) found that negatively worded items 

on the RSE (e.g., item 2, 5, 6, 8, and 9) were interpreted differently across nations. Item 

8 of the RSE (i.e., I wish I could have more respect for myself) contains a degree of 

ambiguity, so that in some countries agreement with this reversed statement (such as 

Indonesia and Malaysia) was associated with high, not low, self-esteem. In light of 

this argument, the lack of difference between Vietnamese women who had lower 

RSE scores compared to those women who had higher RSE scores in regards to 

depressive symptoms needs to be interpreted with caution. The finding, however, was 

similar to that reported in a previous study (Ritter, Hobfoll, Lavin, Cameron, & 

Hulsizer, 2000) in which higher self-esteem among childbearing mothers was related 



 189

to lower antenatal depressed mood, but did not predict decreases in postnatal 

depression. 

 

In addition to the relationship between self-esteem and depressive symptoms, the data 

also showed that self-esteem was significantly correlated with maternal working 

status. Those women either Taiwanese (r = .34) or Vietnamese (r = .48) who were not 

employed outside the home tended to have lower RSE scores. Unemployed women 

displayed relatively lower self-esteem compared with employed women. Previous 

studies have reported inconsistent findings. For example, Arns and Linney (1993) 

found that work status was not related to self-esteem, while Mary and Good (2005) 

found higher self-esteem among employed women than unemployed women. More 

recently, Azar and Vasudeva (2006) reported that professionally employed women 

have significantly higher self-esteem than unemployed and non-professionally 

employed women. 

 

Employment may have both positive or negative and direct or indirect effects on 

women’s health. For some women, employment increases their risk for physical and 

mental health problems as a result of exposure to work stress or overload.  For others, 

employment may result in increased income, better access to health care, or an 

increased sense of well-being. One survey of 270 postnatal Taiwanese women 

regarding work status and maternal mental well-being found that unemployed mothers 

were at significant increased risk for depression in terms of prevalence and severity. 

They also found significantly lower self-esteem (Chen, 2001). Therefore, it seems 

more likely that employment has positive benefits for mental health and enhancing 

self-esteem in this culture. However, given the disparate findings of various studies, 

the exact relationship between employment status, self-esteem, and vulnerability to 
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depressive symptoms remains unclear and further research among women of 

childbearing age is warranted.   

 

Depression, anxiety and stress levels 

In the current study, participating women completed the Depression, Anxiety, and 

Stress Scale (DASS-21) following recruitment in the last trimester of pregnancy and 

in the early postnatal period. For Taiwanese women, each of the three DASS-21 

subscales and overall scale showed lower mean scores antenatally than postnatally 

(indicating more severe depression, anxiety, or stress after childbirth). However, 

when comparing mean DASS-21 scores of this sample with normative data from the 

Western or Chinese / Hong Kong populations (see Table 5.1), the means of this 

sample were generally low, indicating comparatively low rates of depression, anxiety, 

and stress symptoms. 

 

For Vietnamese pregnant women, the mean DASS-21 depression, anxiety, and stress 

scores were relatively high compared to their Taiwanese counterparts. At six-weeks 

postpartum, a similar feature was detected with Vietnamese women scoring higher on 

the DASS-depression and DASS-anxiety scales than postnatal Taiwanese women. 

Therefore, it seems reasonable to postulate that foreign-born Vietnamese women 

suffered greater depression, anxiety, and stress than local Taiwanese women before 

and after childbirth. 
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Table 5. 1 Mean depression, anxiety and stress scores (DASS-21) across studies 
 

  Period Sample size (DASS-21) 
 Subscale 

Mean SD 

Present study Taiwanese Antenatally 162 TOTAL 16.86 17.52
    Depression 3.57 5.36
    Anxiety 6.32 6.62
    Stress 6.98 6.90
  Postnatally  TOTAL 20.43 18.15
   Depression   4.74 5.89
   Anxiety   6.31 6.12
   Stress   9.38 7.65
 Vietnamese Antenatally 44 TOTAL 25.41 21.14
    Depression 6.64 7.03
    Anxiety 8.73 7.81
    Stress 10.05 8.66
  Postnatally 26 TOTAL 21.62 18.24
    Depression 5.08 6.60
    Anxiety 7.85 7.61
    Stress 8.69 5.93      

 Published studies Australian a 325 Depression 5.10 6.40
 Primiparous mothers   Anxiety 3.33 5.30

    Stress 10.00 8.10
 (non-clinical norms) Australian b 2,914 Depression 6.34 6.97
    Anxiety 4.70 4.91

    Stress 10.11 7.91
 U.K.c 1,771 Depression 5.55 7.48
   Anxiety 3.56 5.39
    Stress 9.27 8.04
 Hong Kong d 729 Depression 5.74 6.37
   Anxiety 6.56 5.34
   Stress 12.04 7.04

       a : Miller, Pallant & Negri (2006);    b :  Lovibond & Lovibond (1995) ;  
       c : Crawford & Henry (2003) ;       d : Wong (1996) 

 

Interestingly, within the Vietnamese cohort, the postnatal mean scores of three 

DASS-21 subscales were slightly lower than those reported during pregnancy. This 

was opposite to the results obtained from the Taiwanese women. While there was no 

clear evidence as to what specifically led to the changes in reports of emotional 

distress before and after birth, one possible explanation is that some traditional 

Taiwanese men marry foreign-born women with the expectation of having children 

and continuing their family line as soon as possible after marriage (Cheng, 2007). 

Accordingly, the transient joy of receiving a new baby and the father’s pleasure at the 

outcome may be potentially beneficial to maternal psychological well-being. 
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However, because of the relatively small sample size involved, these observations 

and the results reported above should be interpreted with caution. 

 

Assessment of emotional well-being 

The current study utilized a set of standardized questionnaires to capture a variety of 

data on women’s experiences during their late pregnancy and earlier postnatal period. 

Standardized measures included difficult life circumstances (DLC), social support 

(SSA), self-esteem (RSE), psychometric features (DASS-21 & GHQ-12), depressive 

symptoms (EPDS), childcare stress (CCSC), as well as obstetric and demographic 

characteristics. One of the aims of the study was to identify predictive risk factors for 

maternal depressive symptoms. 

 

As expected and consistent with previous studies, analysis of data from pregnant 

Taiwanese women confirmed that positive correlations do exist between antenatal 

depressive symptoms (EDS), difficult life circumstances (DLC), and psychometric 

properties of DASS-21 and GHQ-12. Pregnant Taiwanese women who expressed 

mixed feelings towards the current pregnancy also tended to have more depressive 

symptoms. On the other hand, increased levels of depressive symptoms (EDS) were 

associated with less social support (SSA) and lower self-esteem (RSE). The 

hierarchical multiple regression analysis revealed that approximately 57% of variance 

in EDS scores were explained by mixed feelings toward the pregnancy (5%), difficult 

life circumstances and social support (11%), self-esteem (6%), and psychological 

distress measured by GHQ-12 (35%). More specifically, when the measure of 

psychological distress (GHQ-12 scores) was entered into the regression model, the 

variance increased by 21% to 57% and this incremental R-square change was 
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statistically significant, suggesting this to be the strongest predictor of depressive 

symptoms. For Vietnamese women, only one predictor, psychological distress as 

measured by GHQ-12, reached statistical significance in the regression analysis. 

 

Around six weeks postpartum, those participants who reported more psychological 

distress (as measured using DASS-21 and GHQ-12), higher childcare stress (CCSC), 

and fewer social supports (SSA*) were more likely to have postnatal depressive 

symptoms. This finding was true for both Taiwanese and foreign-born Vietnamese 

mothers. Additionally, the presence of antenatal depressive symptoms in mothers was 

found to show a significant trend toward higher postnatal depression scores on the 

EPDS (r = .51, p < .01, for Taiwanese sample; r = .47, p < .01, for Vietnamese 

sample). 

 

Data from Taiwanese mothers revealed four study variables that predicted levels of 

postnatal depressive symptoms (EPDS scores). The presence of antenatal depressive 

symptoms accounted for 25 percent of variance in postnatal EPDS scores. Childcare 

stress and social support accounted for an additional 24 percent of the postnatal 

EPDS variance, and psychological distress (measured by GHQ-12 scale) accounted 

for 19 percent of variance, resulting in these variables accounting for 68 percent of 

total variance in EPDS scores. The present study confirms that women who 

experience significant levels of depressive symptoms during pregnancy are 

vulnerable to subsequent postnatal depressive symptoms. Findings also revealed that 

postnatal women with high GHQ-12 scores were more likely to show elevated scores 

on the EPDS. 
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These results suggest that the identification and screening of childbearing-aged 

women at risk for developing postnatal depressive symptoms can be done effectively 

and may even significantly improve accuracy, just by using EPDS and GHQ-12 

scales simultaneously. This approach appears reasonable, based on preliminary data 

reported here and other studies. For example, Navarro and colleagues (2007) used the 

EPDS and GHQ-12 to survey 1,453 postnatal mothers when their babies were about 

six weeks old. They found the concurrent validity between these two screening tools 

was satisfactory (0.80). At optimal cut-off scores, the EPDS and the GHQ-12 yielded 

very good sensitivity (80; 85.5) and specificity (80.4; 85.3) respectively. Similarly, 

Lee et al. (2000) found that Hong Kong women who scored high on the EPDS- 

GHQ-12 double test had both depressive symptoms and impaired psychological 

functioning and were very likely to meet the diagnostic criteria of postnatal 

depression. Two other studies in England (Nott & Cutts, 1982) and Japan (Kitamura, 

Shima, Sugawara, & Toda, 1994) also found the GHQ-12 was a useful instrument for 

detecting postnatal depression. 

 

In the light of the review of previous studies concerning the validity and effectiveness 

of screening, combined with the finding of the present study, the EPDS-GHQ-12 

double test as a means of identifying women at risk of postnatal depression seems to 

be a satisfactory approach. 

 

The advantage of using both the GHQ-12 and the EPDS is that these two measures 

are brief, simple, and easy to complete for women, which may enable busy health 

staff to undertake a quick initial assessment of women’s emotional state and general 

well-being. In addition, the benefit of self-report screening scales relates to implied 

“anonymity”. Some women may conceal their emotional distress from researchers or 
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staff in face-to-face interactions in order to “save face” (Passik et al., 2001). Studies 

by Matthey et al. (1997) and Barnett et al. (1999) with Vietnamese women found that 

few participants admitted to depressive symptoms on the DIS (the Diagnostic 

Interview Schedule), whereas they appeared more open to reporting these on the 

EPDS and GHQ-30. Therefore, it is possible that Vietnamese women in the present 

study were less constrained in responding to a self-report questionnaire. 

 

As for the GHQ scale, there are four different versions of this scale (12- 28-, 30-, and 

60- item). More recently, Boyd et al. (2005) reviewed the literature on screening 

instruments for postnatal depression, and the GHQ-12 was most recommended by 

authors. In comparison with the other three GHQ versions, the GHQ-12 has slightly 

higher sensitivity and positive predictive value and fewer items. 

 

Given the difficulty of tracing women after childbirth, it seems logical that antenatal 

screening for women at risk for postnatal depression is required. Using a predictive 

screening tool is crucial to capture accurately the presence of depressive symptoms. 

However, a systematic review (Austin & Lumley, 2003) revealed that no screening 

instrument met the criteria for routine application in the antenatal period. That might 

be because antenatal screening cannot include responses to events during childbirth 

and early postpartum (e.g., traumatic birth experience, unsettled baby, poor maternal 

physical health, and an absence of social support). The existence of postnatal risk 

factors sets limits to the sensitivity and specificity of antenatal screening. Even 

though Austin and Lumley (2003) identified issues associated with unacceptably low 

positive predictive values among the reviewed studies, it did not mean that antenatal 

screening was ineffective in preventing postnatal depression. Dennis (2006) identified 

that early identification of pregnant women who suffer from depression or other 
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mood disturbances, and provision of appropriate intervention and treatment during 

pregnancy, are essential to minimize the negative effects of postnatal depression on 

children and family. Therefore, the use of antenatal screening tools for the purpose of 

detecting current, rather than future depression, is strongly recommended. 

 

The results of regression analysis of Taiwanese and foreign-born Vietnamese data 

indicated that high scores on the EPDS and GHQ-12 scales, are indicative of possible 

“caseness” of depression during pregnancy. Pregnant women who scored high on the 

EPDS were more likely to report a high number of depressive symptoms after birth. 

Although, a high level of perceived stress-related childcare (CCSC) was predictive of 

elevated depressive symptoms, a high GHQ-12 score can be antecedent or as a 

consequence of high levels of depressive symptoms.  

 

The GHQ-12 scale, like the EPDS, has been translated into a variety of languages 

including Chinese and Vietnamese and is shown to have good reliability and validity. 

In the present study, the internal reliability of both GHQ-12 and EPDS was generally 

high (Cronbach’s alpha: range .75~.88 for Chinese and Vietnamese versions of 

GHQ-12, and range .71~.86 for Chinese and Vietnamese versions of EPDS). 

Therefore, with the addition of a few items, both the EPDS and GHQ-12 seem to 

deserve wider application in the routine screening of all women during pregnancy and 

the postpartum. 

 

Limitations 

This study explored the prevalence of postnatal depression and contributing factors 

for Taiwanese and Vietnamese immigrant women. This section outlines the 
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limitations associated with a community-based study. In addition to sampling issues 

discussed earlier, other limitations are apparent. 

 

A potential limitation of the study relates to the need to translate measures. As far as 

possible, the translated scales DCL-28, SSA-5, and CCSC-23 (Chinese and 

Vietnamese version) were in compliance with the procedures recommended for 

cross-cultural studies (Polit & Beck, 2004). The Vietnamese versions of the scales 

were developed in collaboration with three bilingual colleagues with tertiary 

qualifications. These three colleagues had a broad understanding of the dialects as 

two had lived in the northern part of Vietnam and the other had lived in the south but 

they were not accredited translators. Agreement was not always possible. For 

example, the translators viewed item 19 (CCSC-23) “social activities” in various 

ways. However, Marin and Marin (1991) acknowledged that a literal translation is not 

the desired end product, but the equivalent denotative meaning of the items used in 

the original version should be captured by word connotation instead. Future research 

should use a team of professional translators and multiple translation iterations may 

be necessary. 

 

The use of self-report methods to assess risk factors of postnatal depression is not as 

reliable as other methods such as clinical interviews. However, this limitation is 

minimised by predominantly using standardized scales. For example, the EPDS has 

already been identified as having good sensitivity and specificity and has been used in 

many countries as a screening tool for PND. The use of self-report measures is also 

justified given that Vietnamese participants are known to be more willing to answer 

in written format, without giving verbal response to a relative stranger/the interviewer 

(Matthey et al., 1997). 
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Another study limitation relates to the small sample size which is estimated at about 

100~150 per cohort. It is acknowledged that studies designed with statistical power, 

generally set at .8, are likely to use large samples (e.g., sample of 197, 88 for a power 

of .8 and a significance level of .05 in a bivariate correlation with an effect size of .20 

and .30) to provide precise estimates of population parameters (Polit & Beck, 2004). 

A small sample size causes higher sampling error than a large one and is prone to 

Type II error. 

 

The sample size was limited due to hesitancy on the part of potential participants and 

resources of the researcher. Census data for 2005 identified the number of Southeast 

Asian brides who had newborn babies in Pingtung County. From the census data, it 

appears that the maximum total number of newborns whose mothers were either 

Taiwanese or foreign-born changes per month. In August there were 746 births, 

compared to June when there were only 571. Significantly lower figures in June and 

July are related to cultural beliefs about Ghost Month Taboos. In accordance with 

traditional beliefs, many people in Taiwan believe that the Gates of Hell are opened 

during the thirty days of the Ghost Month on the Chinese lunar calendar. Potentially 

life-threatening activities, such as moving house, long-trip travel and even medical 

visits are avoided, at all costs, if possible. Therefore, the reasons for the small sample 

size may also include the number of births during this period of the Ghost Month hits 

a record low that directly influenced on the progress of the study. In addition, there 

are many scattered settlements of the target population in rural areas (Pingtung 

County; Appendix F). Follow-up data collection therefore posed many practical 

difficulties. It was difficult for the researcher to access women who did not visit the 

maternity clinic regularly, or those missed when attending the clinic. 
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Summary 

The experience of pregnancy and subsequent mothering is a time of transition in a 

women’s life, and for many women, this period can engender difficult emotions. 

Pregnant immigrant women may experience additional difficulties with regard to 

resettlement in a foreign country, adaptation to a new marriage, integration into a new 

extended family, coping with cultural conflict, and challenges in accessing maternal 

health services. These difficulties culminate in an increased propensity for 

foreign-born women to suffer from depression.  

 

The present study found that the social and demographic characteristics of 

foreign-born Vietnamese women are distinct from those of native Taiwanese women. 

They encountered more difficult life circumstances (e.g., family violence, lack of 

social support, and little guidance in regards to parenting) compared to Taiwanese 

women. These difficulties may result from social and economic tensions, gender 

disparities within marriage, and the limited individual (and family) resources.  

 

During pregnancy, foreign-born Vietnamese women are more reliant on their 

husbands as a result of their physical isolation from the family of origin and lack of 

social networks in the host country. For many, the Chinese language may be a 

substantial barrier to obtaining effective information or accessing benefits of antenatal 

(and postnatal) care. Accordingly, the scores of difficult life circumstances (DLC), 

psychological distress (GHQ-12 & DASS-21), and depressive symptoms (EDS) of 

Vietnamese women were significantly higher than those of Taiwanese. 

Correspondingly, scores of social support (SSA) were significantly lower than that of 

the Taiwanese.  
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In the early postpartum, the main problems that Vietnamese mothers faced with 

childrearing activities included limited opportunities to make social connections with 

experienced mothers and difficulties nurturing and bonding with their infants. 

Childcare stress reported by Vietnamese mothers was significantly higher than 

Taiwanese mothers. Although, the level of psychological distress decreased slightly 

in the postpartum period for Vietnamese women, the levels were relatively high 

compared with that of Taiwanese women.  

 

Only 44 pregnant Vietnamese women agreed to join the study. Approximately 26 

Vietnamese women provided additional information about the experience of being a 

mother. The study encountered a number of difficulties recruiting and retaining 

women from minority groups. Even though a relatively small sample was obtained, 

the correlations between antenatal scores of various measures and postnatal 

depressive symptoms (postnatal EPDS) were statistically significant for both samples.   

 

Finally, this study had several limitations including the use of translated scales, 

self-report methodology, and small sample size. Issues regarding these were 

discussed. The present study raises concerns about the maternal well-being of 

contemporary women in Taiwan (i.e., locals and immigrants) and identified potential 

risk factors for depression. 
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Chapter 6 

CONCLUSION 
 
This chapter is divided into three parts. In the first part the general conclusions of the 

study will be outlined, in the second part, implications of the study for clinicians and 

healthcare providers will be addressed, and finally the recommendations for further 

research will be presented. 

 

General conclusions 

1. There are relatively few studies on the emotional well-being of childbearing Asian 

women. The aim of the present study was to explore the prevalence of maternal 

depressive symptoms and related psychosocial and demographic factors in 

contemporary Taiwanese and Vietnamese childbearing women in Taiwan. The 

findings of this study contribute to our knowledge and appreciation of these 

women’s experiences throughout pregnancy and the puerperium. 

 

2. There was evidence of a high prevalence of depression in Taiwanese national 

women during pregnancy (17%) and in the postpartum (24%). Comparatively, the 

EPDS prevalence rates estimated for foreign-born Vietnamese women were 

remarkably higher than that of Taiwanese counterparts, with about 32% and 26% 

reporting elevated levels of depressive symptoms before and after childbirth. 

Childbearing immigrant women from Southeast Asian countries are at greater risk 

of adverse emotional health outcomes. Sources of individual stress stem from 

becoming pregnant soon after arrival, lack of time to adapt to the new 

environment, the lack of basic language skills used for communication, lack of 

social networks, and limited access to maternity services. The lack of childcare 



 202

knowledge and skills is also a cause of stress for these women. These stressors are 

associated with a range of emotional disorders for these women, both during 

pregnancy and puerperium. Accordingly, clinical health providers need to pay 

more attention to risk factors identification and reduction in these women facing 

barriers of language, culture, and social differences. 

 

3. Taiwanese women also suffer many psychological symptoms before and after 

childbirth. These symptoms relate to adverse experiences such as childcare stress, 

financial stress, and inadequate support received from the family. Consequently, 

Taiwanese women have a relatively high prevalence of postnatal symptoms 

compared with women from Western countries.  

 

4. The factors predictive of postnatal depressive symptoms included psychiatric 

variables (DASS-21, GHQ-12, & CCSC), psychological variables (RSE and 

feelings about the current pregnant), and social-demographic characteristics 

(immigration, DLC, & SSA). The predictive regression model for antenatal 

depression in Taiwanese women accounted for 57% of variance and 68% of 

variance in postnatal depressive symptoms (EPDS). The model can be used as a 

guide for health providers to efficiently assess women who are susceptible to 

depression during this period.  

 

5. The childbearing experiences of foreign brides in Taiwan are adversely affected by 

the status of women in rural society. The women recruited in the current study 

were younger, less educated, less likely to be employed outside the home, and 

have fewer financial and social resources compared to their Taiwanese national 

counterparts. The power imbalance between the Vietnamese bride and her older 
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husband may be reflected in the higher reported incidence of intimate partner 

violence, restricted access to health care services, and fewer relationships outside 

the family home. The high rates of emotional distress, parenting stress, and low 

self esteem and general health status are indicative of the need to assist these new 

mothers in their transition to motherhood in a new country.  

 

6. The comparative nature of the current study provided useful insights into the 

experiences of two different cohorts of women in the same country and the 

respective risk factors for depression and maternal well-being. There are 

relatively few resources provided for immigrants, and indeed, the health care 

insurance system requires a four months waiting period before full access to 

services are provided. The lack of culturally-specific services places such women 

of further risk in regards to their own well-being and that of their children. 

 

Implications for practice and care 

The principle aim of this study was to identify the prevalence of depressive 

symptomatology and predisposing factors in childbearing women in Pingtung County, 

the southern region of Taiwan. All participants were surveyed during their last 

trimester of pregnancy and six weeks after childbirth. The sample included 

foreign-born immigrant women, mainly Vietnamese, and the native Taiwanese 

women. The following recommendations are put forward based on the findings of 

this study. 
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Maternity services and practices   

Relatively high rates of reported depressive symptoms among childbearing women in 

Taiwan have been identified. In light of these results, routine psychosocial assessment 

of expectant mothers for depression or risks of developing depression is strongly 

recommended in clinical practice. Facilities/services are required to regularly monitor 

women’s health status, physically and psychologically. Given the high rate of 

depressive symptoms identified, it will be necessary for health care providers (such as 

nurse practitioners or midwives) who care for childbearing women are familiar with 

signs of depression during pregnancy and early mothering. Health professionals 

should receive training and achieve competency in psychosocial assessment, 

preventative strategies and interventions to care for women experiencing depressive 

symptoms.  

 

Clarification of risk factors will assist in planning treatment, education and support 

services for women with depressive symptoms. Addressing the range of identified 

risk factors could help ease the deleterious effects on maternal clinical outcomes. 

Elevated depressive symptoms (EDS) in pregnant Taiwanese women were 

significantly associated with the experience of difficult life circumstances (DLC), 

poor social support (SSA), low self-esteem (RSE), and the presence of psychological 

distress (GHQ-12 & DASS-21). Also, those women who had mixed feelings towards 

the current pregnancy were more likely to report depressive symptoms. More 

specifically, for foreign-born Vietnamese women, having a higher GHQ-12 score was 

identified as the best predictor of the development of antenatal depression. Therefore, 

these findings suggest that it is crucial for health care providers to efficiently 

recognize and detect women at risk or in need of additional psychosocial support. 
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Community interventions  

With regard to the risk factors for depression following childbirth, several variables 

were identified. These included depression during pregnancy (EDS), poor social 

support (SSA), high level of childcare stress (CCSC), and the presence of 

psychological distress (GHQ-12 & DASS-21). Among the foreign-born Vietnamese 

women, the mean scores for EDS, CCSC, GHQ-12 and DASS-21 tended to be higher 

compared with local Taiwanese women, and social support scores as measured by the 

SSA generally lower. The findings echo the findings of others (e.g., Zelkowitz, 1996) 

in that foreign-born women report higher levels of psychological symptoms (anxiety, 

depression, and somatic symptoms) than their national counterparts. The findings 

suggest that maternal mental health is a result of many factors and there is no single 

way to promote it. 

 

Community-based health promotion interventions should therefore reflect the 

diversity of needs and contexts. Examples of targeted interventions include 

establishment of foreign spouse family services, strengthening support systems, the 

provision of preventive education / counselling based on women’s history / risk 

assessment and need, as well as the development of a range of types of self-help 

strategies (e.g., soliciting assistance, self-care approaches). 

 

During the postpartum, there were significant differences among postnatal 

Vietnamese and Taiwanese mothers in terms of levels and sources of childcare stress 

which is a known risk factor for depression. According to the data presented, 

foreign-born Vietnamese mothers expressed higher levels of childcare stress and 

frequently lacked interaction with other experienced mothers who could offer 
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practical advice and tips for childcare. Therefore, education and support groups 

especially developed for foreign mothers (e.g., professionally-led support groups, 

peer support, lay home visiting) should be offered to address their specific social 

needs and offer assistance to those reporting difficulties with mothering. Providing 

referral information and links to other experienced mothers in the same region may 

benefit postnatal mothers. Such links can be provided in a variety of ways. For 

example, giving more opportunity to discuss the problems postnatal mothers face, as 

well as creating a safe, supportive, and non-threatening atmosphere during 

discussions are all effective ways for helping foreign-born mothers to overcome 

childcare-related problems, and thus avoid the possible detrimental effects of a 

mother failing to provide effective care for her child. 

 

Changes to the health care system  

The present study found that the high level of antenatal depressive symptoms was 

strongly related to depressive symptoms after childbirth. The findings largely agree 

with those of previous studies investigating the correlation between antenatal and 

postnatal depression (Beck, 2001; Chung, Lau, Yip, Chiu, & Lee, 2001; Josefsson et 

al., 2001; O’Hara & Swain, 1996). Thus, pregnant women with high EDS scores 

should receive more intensive assessment, monitoring and care throughout pregnancy 

and the puerperium. Health workers (especially nurse case managers) should be more 

sensitive to some mothers with potential exposure to risk factors, provide timely, 

continuous, and accessible referrals to mothers in need of additional services. 

 

The researcher made extensive efforts to recruit foreign-born participants and trace 

them over time. This required considerable effort compared with activities required 
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for the recruitment and follow-up of Taiwanese women. The difficulties with 

recruiting immigrant women may be a consequence of their limited literacy skills and 

lack of familiarity with questionnaires and the research process generally. Moreover, 

many foreign-born Vietnamese women were instructed by their Taiwanese family 

(i.e., husbands, parents-in-law) not to answer any questions (or complete any 

paperwork) unless they were permitted or accompanied by them. A substantial 

proportion of families of Vietnamese women expressed deep misgivings about the 

women’s competence to perform in situations requiring spoken or written Chinese, 

and hence they constantly fret themselves. They feared that the foreign wife (with 

poor language skills) might become a victim of crime, fraud, deceit, or other unlawful 

events. Occasionally, even if a foreign-born woman expressed interest in the project 

and agreed to take part, their Taiwanese family prevented them from participating. As 

presented earlier, the response rate among postnatal Vietnamese women was 

considerably lower than that observed in local Taiwanese women (59% vs. 72%, 

respectively). Therefore, it is critical to recognize those women struggling with the 

language and to develop practical strategies to facilitate the exchange of information 

and experiences related to maternal health. 

 

It is important for health care settings (i.e., hospitals, maternity clinics, and public 

health centres) to offer and provide language assistance services, including bilingual 

staff and interpreter services, at no cost to the expectant mother with limited Chinese 

proficiency at all points of contact and in a timely manner during antenatal and 

postnatal visits. 

 

Also, the early detection of high-risk mothers and appropriate intervention can be the 

key to preventing more serious problems. From the results of the present study, it was 
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confirmed that women’s antenatal experiences correlated positively with postnatal 

emotional status. Therefore, the early implementation of relevant measures is 

essential, especially when pregnant women are encouraged to attend clinics at regular 

intervals for health care. It was presumed that foreign pregnant women could be 

routinely contacted by clinical nurses and more importantly, when mothers attend 

antenatal clinics receive a routine assessment of psychosocial risk factors in major 

areas such as social support, adverse life events, and physical and mental suffering 

that are all important determinants of postnatal depression (Webster, Pritchard, 

Creedy, & East, 2003). 

 

In the present study, the measures used to assess different variables related to 

maternal depressive symptoms include EPDS, GHQ-12, DASS-21, RSE, SSA, DLC 

and CCSC. All are self-report instruments and the reliability of all scales was 

satisfactory, with Cronbach’s alphas ranging from .61 to .97. A significant advantage 

of using self-report scales is that they are relatively inexpensive and expeditious to 

administer, they do not need technical training, and data collected is easy to compare 

over time and between different populations. In particular, the EPDS and GHQ-12 

scales are quite brief, easy-to-complete, well established and empirically validated in 

previous studies. Similarly, both translated versions of EPDS and GHQ-12 presented 

less of a challenge for Vietnamese and Taiwanese women in term of reading level. 

Therefore, both EPDS and GHQ-12 may be good measures of maternal emotional 

well-being and should be widely recommended and implemented as initial screening 

tools for women who are pregnant or new mothers in routine practice. 
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Recommendations for further research 

On the basis of the findings and concerns raised in the context of this thesis, the 

following suggested areas for further research are presented. 

 

1. Given the high rate of self-reported depressive symptoms during pregnancy and 

postnatal period, a much larger sample size is required to draw a more solid 

conclusion regarding the antecedents and consequences of the psychosocial 

problems investigated in this study. In particular, the data was drawn from a 

rather homogenous sample of Vietnamese participants and a more diverse sample 

should be recruited. Further research is also required to replicate the findings 

obtained and examine the experiences of foreign-born (immigrant) women who 

are currently pregnant or with young children. 

 

2. Like earlier studies (Alami, Kadri, & Berrada, 2006; Josefsson et al., 2001), 

depression during pregnancy can increase the risk for depressive symptoms at two 

months postpartum and these women are at significant risk of continuing to 

experience high levels of depressive symptoms through the first 1 to 2 years after 

the birth (Beeghly, Weinberg, Olson, Kernan, Riley, & Tronick, 2002; Horowitz 

& Goodman, 2004). Consequently, mothers with depression may put their infants 

at higher risk of impaired development (Beck, 1998; Murray et al., 1999). 

Therefore, a long-term longitudinal study which follows women from the antenatal 

period until five years postpartum may provide a deeper understanding of the 

affects of postnatal depression over time and factors that contribute to the 

development of postnatal depression. 
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3. Modification of a social support measure (SSA) is needed to incorporate the 

frequency, the various forms of support, and perceived benefits from the support 

they receive. The development and modification of difficult life circumstances 

(DLC) needs to be modified to identify unique dimensions of women’s experiences 

specific to immigrant women, by including items related to the lived acculturative 

experiences.  

 

4. Evidence from a number of studies has confirmed the EPDS to be both reliable and 

sensitive in detecting depressive symptoms, and it has been validated for use during 

pregnancy and postnatal period. However, the EPDS cannot replace a structured 

diagnostic interview (Cox, Holden, & Sagovsky, 1987) and the difference in the 

validated antenatal and postnatal cut-offs as well as different cut-offs, may be 

warranted for different cultural groups (Matthey et al., 2006). Therefore, further 

studies should include a structured diagnostic interview to confirm findings and 

further refine standardized self-report instruments. 

 

5. There is a need to explore effective preventative interventions and improved 

availability of treatment programs designed to reduce the potentially devastating 

and long-standing effects of maternal depression. 

 

In conclusion, the current study provides valuable insights into the emotional 

well-being of childbearing Taiwanese women and a small cohort of immigrant 

women coming to Taiwan for the purpose of marriage. The thesis highlights the 

difficulties of recruiting and engaging minority groups in social research. These 

difficulties related not only to language barriers of immigrant women and difficulties 

accessing such women but also their low status in the community, dependence on 
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their spouse, and limited reach of health care services. Results of the current study 

provide an understanding of the experiences and perceptions of contemporary 

birthing women in Taiwan and highlighted the difficulties experienced by immigrant 

women in that country. The findings of this study should prompt health care 

professionals to provide careful assessment of expectant mothers for depression and 

related problems in the antenatal and postnatal periods, as well as the prevention and 

intervention activities to promote maternal psychological well-being. Outreach 

services provided in various languages are important in the provision of care to 

immigrant women. 
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Appendix A 

☞ English version of study questionnaires (Antenatally & Postnatally)  

Personal Details Sheet:        Code: ________ 

1. Name:___________________         
2. Mail Address: ___________________________________________________ 
3. Contact phone number:  
During the day: __________________;  During the night:  ________________ 
Mobile phone: ___________________ 
 
4. How old are you?  □□  □□   □□□□ 
              Day  Month   Year 
 
5. What is your age group? (please tick) 
□ (1) < 20  □ (2) 20~24   □ (3) 25~29  
□ (4) 30~34  □ (5) 35~39    □ (6) > 40  
 
6. What is your marital status? 
□ (1) Married  □ (2) Single 
□ (3) Widowed □ (4) Divorced or separated   
 
7. Which is your country of origin? (Please tick)  □ Taiwan □ Vietnam 
 
8. What year did you arrive in Taiwan?     20______  
□ (1) < 1 year  □ (2) 1~2year   □ (3) 2~3 year  □ (4) > 3year  
    

9. What is the highest level of education you have completed? 
□ (1) Primary School (6 years schooling) 
□ (2) Junior High School (9 years schooling) 
□ (3) Senior High school or Vocational School (12 year schooling)   
□ (4) college or University (16 years schooling) 
□ (5) postgraduate (>16 years schooling)  
    

10. What is your occupation?  
□ (1) at home, housewife   □ (2) employee (part-time or temporary) 
□ (3) employee (full time )  □ (4) boss  
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11. Which of the categories best describes your monthly combined household income 
from all sources?  □ (1) < 50,000 □(2) 50,000~100,000  □(3) >1000,000   
   

12. Have you needed to see psychiatrist in the past? 
□ Yes, I have;  □ No, I haven’t.  
 
13. Are you seeing a psychiatrist or have done in the past? 
□ Yes, I am ;  □ No, I am not.  
14. Is this your first baby? 
□ Yes, first baby ;  primiparous (go to Q16) 
□ No,      multiparous 
 
15. If NO, how many babies have you had before? 
□ (1) one baby  □ (2) two babies   
□ (3) three babies  □ (4) four babies or more   
 
16. Did you attend antenatal examination? 
□ No,  
□ Yes. This is my _____ times for antenatal examination    

□ (1) < 3   □ (2) 3~5   □ (3) > 5 
17. When you first knew you were pregnant, how did you feel?  
□  Overjoyed  
□ Pleased 
□ Mixed feelings 
□ Not very happy 
□ Very unhappy 
□ No particular feelings 
  
 
18. The way of delivery? 
□ (1) Normal  □ (2) Forceps or Caesarean Section   
□ (3) Breech  □ (4) Premature birth (baby born before 37 weeks pregnancy) 
 

19. What is your expected gender of baby? □ Boy  □ Girl  

20. The gender of baby (outcome)?     □ Boy  □ Girl 

21. What is your baby weight?  
□ (1) < 2,500   □ (2) 2,500~4,200  □ (3) > 4,200   
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Difficult Life Circumstances Form 
 

Name _________________   Marital Status _____________ Age_______ Race________  
Education _____ Occupation __________# of children _____ under 5 yrs ________5-19 yrs 
 
Below is a list of problems. You must decide if a particular one is a problem for you. Check which 
ones apply. If any of these questions make you uncomfortable you don't have to answer. 
We can help you the most by knowing the difficult circumstances you face in your life. 
[Participants were asked to check a box marked 'Yes' or 'No'] 
 
1. Are you having regular arguments or conflicts with your present partner /steady boy/girlfriend? 
2. Are you having some sort of problem with any one of your former spouses/partners? 
3. Is your partner in jail? 
4. Is your partner away from the home more than half of the time because of a job or other reason? 
5. Do you have long-term debts other than a house mortgage (2 years or more)? 
6. Do you have problems with your credit rating? Do you get hassled pretty often by bill collectors 

 or collection agencies? 
7. Have you been looking for a job and have not been able to find one?  
   (Score as a No if mother, is employed or not looking) 
8. Does your work interfere with your family life? (No if not working or no family) 
9. Does your partner's work interfere with your family life? (No if no partner) 
10. Do you have trouble with your landlord? (No if own home) 
11. Do you have trouble finding a place to live that is suitable and you can afford? 
12. Do you feel that you do not have enough privacy? 
13. Do you have people living with you ...relatives or friends - that you wish weren't there? 
14. Do you have neighbours who are really unfriendly or giving you problems? 
15. Do you or someone in your household have a long-term illness? 
16. Have you had frequent minor illnesses in the past year? 
I7. Do you have a problem with alcohol or drugs (prescription or street) 
18. Does your partner have a problem with alcohol or drugs? 
19. Does someone in your household other than you or your partner have a problem with alcohol or drugs? 
20. Have you been the victim of a crime in the past year? 
21. Has your current partner ever physically abused you? (No if no partner) 
22. Has your current partner ever verbally or emotionally abused you (put downs, or saying things 

that make you feel really bad or worthless)? 
23. Is someone other than your present partner presently abusing you sexually, physically or emotionally? 
24. Have you been hospitalized in the past year for any reason - accident or illness? 
25. Are you without a phone at your present home or apartment? 
26. Is one of your children being abused sexually, emotionally, or physically (by anyone)? 
27. Is one of your children experiencing learning problems or other school problems that require 

you to consult with the teacher or other school officials? 
28. Has one of your children been having serious emotional or behavioural problems at home  

  (e.g., repeated nightmares, repeated tantrums, repeated major aggressive outbursts, etc.)? 
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The Social Support APGAR (SSA-25) 
 

We would like to know how you satisfied about the support during the period of pregnancy. For the 
following five different support activities (1~5), with five different sources (baby’s father, parents, 
other family, friends, and other acquaintances) and a 3-point scale (0=hardly ever, 1=some of the time, 
2=almost always), please tick (√) one box among each source, which shows your answer.   

 

(1). You are (were) satisfied that you can (could) 
turn to this person for help when something is 
(was) troubling you during the period of 
pregnancy. 

 (2). You are (were) satisfied with the way this 
person talks(ed) things over with you and 
shares(ed) problems with you during the 
period of pregnancy.  

 Hardly  
 Ever 

   Some 
of the time

Almost 
Always

  Hardly  
 Ever 

   Some 
of the time

Almost 
Always

My baby’s father     My baby’s father    
My parents     My parents    
Other family     Other family    
My friends     My friends    
Other people I know     Other people I know    

 

(3). You are (were) satisfied that this person 
accepts(ed) and supports(ed) your wishes to 
take on new activities or make changes in your 
lifestyle during the period of pregnancy.   

  (4). You are (were) satisfied with the way this 
person expresses(ed) and responds(ed) to your 
emotions such as anger, sorrow, or love 
during the period of pregnancy.    

 Hardly  
 Ever 

   Some 
of the time

Almost 
Always

  Hardly  
 Ever 

   Some 
of the time

Almost 
Always

My baby’s father     My baby’s father    
My parents     My parents    
Other family     Other family    
My friends     My friends    
Other people I know     Other people I know    

 

(5). You are (were) satisfied with the way this 
person and you share(d) time together during 
the period of pregnancy. 
 Hardly  

 Ever 
   Some 
of the time

Almost 
Always

My baby’s father    
My parents    
Other family    
My friends    
Other people I know    
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Rosenberg Self Esteem Scale 

 

Circle the appropriate number for each statement depending on whether you strongly 

agree, agree, disagree, or strongly disagree with it. 

 

  Strongly

agree 

Agree Disagree Strongly

disagree

1. On the whole, I am satisfied with myself. 1 2 3 4 

2. At times I think I am no good at all. 1 2 3 4 

3. I feel that I have a number of good 

qualities.  

1 2 3 4 

4. I am able to do things as well as most 

other people. 

1 2 3 4 

5. I feel I do not have much to be proud of. 1 2 3 4 

6. I certainly feel useless at times.   1 2 3 4 

7. I feel that I’m a person of worth, at least 

on an equal plane with others. 

1 2 3 4 

8. I wish I could have more respect for 

myself. 

1 2 3 4 

9. All in all, I am inclined to feel that I am a 

failure. 

1 2 3 4 

10. I take a positive attitude toward myself. 1 2 3 4 
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DAS S 21 Name: Date: 

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement 
applied to you over the past week.  There are no right or wrong answers. Do not spend too much time on 
any statement. 

The rating scale is as follows: 

0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 

 

1 I found it hard to wind down 0      1      2      3 

2 I was aware of dryness of my mouth 0      1      2      3 

3 I couldn't seem to experience any positive feeling at all 0      1      2      3 

4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion) 

0      1      2      3 

5 I found it difficult to work up the initiative to do things 0      1      2      3 

6 I tended to over-react to situations 0      1      2      3 

7 I experienced trembling (eg, in the hands) 0      1      2      3 

8 I felt that I was using a lot of nervous energy 0      1      2      3 

9 I was worried about situations in which I might panic and make 
a fool of myself 

0      1      2      3 

10 I felt that I had nothing to look forward to 0      1      2      3 

11 I found myself getting agitated 0      1      2      3 

12 I found it difficult to relax 0      1      2      3 

13 I felt down-hearted and blue 0      1      2      3 

14 I was intolerant of anything that kept me from getting on with 
what I was doing 

0      1      2      3 

15 I felt I was close to panic 0      1      2      3 

16 I was unable to become enthusiastic about anything 0      1      2      3 

17 I felt I wasn't worth much as a person 0      1      2      3 

18 I felt that I was rather touchy 0      1      2      3 

19 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat) 

0      1      2      3 

20 I felt scared without any good reason 0      1      2      3 

21 I felt that life was meaningless 0      1      2      3 
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   General Health Questionnaire 
 

We want to know how your health has been in general over the last few weeks. Please 
read the questions below and each of the four possible answers. Circle the response that 
best applies to you. Thank you for answering all the questions.  

 
Have you recently: 

 
1.  been able to concentrate on what you’re doing? 

(0) Better than usual (1) Same as usual  
(2) Less than usual much (3) Less than usual 

2.  lost much sleep over worry?  
(0) Not at all (1) No more than usual 
(2) Rather more than usual  (3) Much more than usual 

3.  felt that you are playing a useful part in things? 
(0) More so than usual (1) Same as usual 
(2) Less so than usual (3) Mush less than usual 

4.  felt capable of making decisions about things?  
(0) More so than usual (1) Same as usual 
(2) Less so than usual (3) Mush less than usual 

5  felt constantly under strain? 
(0) Not at all (1) No more than usual 
(2) Rather more than usual (3) Much more than usual 

6.  felt you couldn’t overcome your difficulties? 
(0) Not at all (1) No more than usual 
(2) Rather more than usual (3) Much more than usual 

7.  been able to enjoy your normal day to day activities? 
(0) More so than usual (1) Same as usual 
(2) Less so than usual (3) Mush less than usual 

8.  been able to face up to your problems? 
(0) More so than usual (1) Same as usual 
(2) Less so than usual (3) Mush less than usual 

9.  been feeling unhappy or depressed?  
(0) Not at all (1) No more than usual 
(2) Rather more than usual (3) Much more than usual 

10.  been losing confidence in yourself? 
(0) Not at all (1) No more than usual 
(2) Rather more than usual (3) Much more than usual 

11.  been thinking of yourself as a worthless person? 
(0) Not at all (1) No more than usual 
(2) Rather more than usual (3) Much more than usual 

12.  been feeling reasonably happy, all things considered? 
(0) More so than usual (1) Same as usual 
(2) Less so than usual (3) Mush less than usual 
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The Edinburgh Postnatal Depression Scale 

How are you feeling? 

As you have recently had a baby, we would like to know how you are feeling now. Please 
tick the response that comes closest to how you have felt in the past 7 days, not just how 
you feel today. Here is an example, already completed: 

I have felt happy:  □ Yes, most of the time 
      □ Yes, some of the time   √ 

□ No, not very often 
□ No, not at all 

 

This would mean: “I have felt happy some of the time during the past week”. Please 

complete the other questions in the same way.   In the past 7 days………. 
 

1. I have been able to laugh and see the funny side of things: 
 □ As much as I always could    □ Not quite so much now   
 □ Definitely not so much now   □ Not at all 
2. I have looked forward with enjoyment to things: 
 □ As much as I ever did     □ Rather less than I used to    
 □ Definitely less than I used to   □ Hardly at all 
3. I have blamed myself unnecessarily when things went wrong: 
 □ Yes, most of the time    □ Yes, some of the time    
 □ Not, very often      □ No, never 
4. I have been anxious or worried for no good reason: 
 □ No, not at all      □ Hardly ever     
 □ Yes, sometime      □ Yes, very often 
5. I have felt scared or panicky for no very good reason: 
 □ Yes, quite a lot      □ Yes, sometimes    
 □ No, not much      □ No, not at all 
6. Things have been getting no top of me: 
 □ Yes, most of the time I haven’t been able to cope at all     
 □ Yes, sometimes I haven’t been coping as well as usual   
 □ No, most of the time I have coped quite well    
 □ No, I have been coping as well as ever 
7. I have been so unhappy that I have had difficulty sleeping: 
 □ Yes, most of the time    □ Yes, sometimes    
 □ Not very often      □ No, not at all 
8. I have felt sad or miserable: 
 □ Yes, most of the time    □ Yes, quite often    
 □ Not very often      □ No, not at all 
9. I have been so unhappy that I have been crying: 
 □ Yes, most of the time    □ Yes, quite often   
 □ Only occasionally     □ No, never 

10. The thought of harming myself has occurred to me: 
 □ Yes, quite often     □ Sometimes       
 □ Hardly ever      □ Never 
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Name………………………………………………….  

 

Childcare Stress Checklist 

Dr. Cindy-Lee Dennis 

 

Have you experienced any of the following events over the past 4 weeks? 
 

 
         

Yes 
    

No 

1    Conflict over child care with family or friends    1     2 
2  Strain in relationship with spouse/partner 1 2 
3  Don’t know where to get help for my concerns/difficulties 1 2 
4 Not receiving enough support or attention from spouse/partner 1 2 
5 Spouse/partner doesn’t help with work as much as I would like 1 2 
6 Overwhelmed by demands of infant care 1 2 
7 Upset house is more disorganised than usual 1 2 
8 Problems feeding my baby 1 2 
9 Difficulty quieting my baby’s cries 1 2 
10 Feel lonely 1 2 
11 My baby has serious health problems 1 2 
12 I have serious health problems related to childbirth 1 2 
13 Concern that it is taking longer than I expected to learn to love my baby 1 2 
14 Having trouble establishing regular feeding times 1 2 
15 Having trouble establishing regular nap and bed times for my baby 1 2 
16 Don’t know what my baby needs when he/she cries 1 2 
17 My baby rarely seems content 1 2 
18 Feel trapped or confined 1 2 
19 Miss previous social activities 1 2 
20 Have no other experienced mother to talk to about my baby 1 2 
21 Difficulty relaxing with my baby 1 2 
22 Feel as if I am not a good mother 1 2 
23 Miss work 1 2 
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Appendix B 
 

☞ Chinese version of study questionnaires (Antenatally & Postnatally)  

外籍、本國籍孕婦問卷 
 

親愛的媽媽：您好！ 
 

這份調查問卷是想了解您在懷孕期間的生活、一般健康狀況、個人感受以及有關

的情緒問題。盼望能得到您的寶貴資料，使我們護理人員更能了解孕期婦女的感受，

並做為日後護理指導的參考。 
 
問卷內容共分六部分，每個題目沒有是非、好壞的分別，請您花大約三十分鐘，

寫下您的經驗。同時，您所回答的資料僅供學術研究之用，絕對不公開。若有任何 

問題，也歡迎您隨時提出來，我將盡力為您解答。 
 
如果您願意協助這份問卷的填寫，請您在下面空白處簽名。  最後衷心的希望您

能仔細閱讀及填答每一個題目，使問卷完整。再次謝謝您寶貴的時間及提供的資料。 

敬祝  健康平安 

 

護理研究員：曹  英 敬上 

電話: 08-7624002; 0935867440 

e-mail: a84016@yahoo.com.tw 
屏東縣鹽埔鄉(907)新二村維新路 20 號 

 
 
參與者簽名：                                                 

 

問卷時間：    95  年      月       日 

 

□ 問卷完成 □ 問卷未完成 

訪員簽名：                                        .                 

 

醫院名稱： 屏東市  □ 基督教醫院  □ 安和醫院  □ 寶健醫院 

 屏東縣  □ 輔英附設醫院 □ 其他醫院 
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【基本資料】           編號：□□□□□ 

姓名：                      

連絡地址：                                                 （郵遞區號：        ）  

（產後）：                                                 （郵遞區號：        ） 

連絡電話：（日間）                 （夜間）                       .              

（行動電話）:                                                                   

年齡：民國       年       月       日 

□ 小於 20 歲   □ 20 歲~24 歲  □ 25 歲~29 歲 

□ 30 歲~34 歲   □ 35 歲~39 歲  □ 大於 40 歲 

 

婚姻狀況： □ 已婚且夫妻同住  □ 單身未婚     

□ 已婚但先生已去世  □ 離婚、分居或其他  

 

(原)國籍： □越南籍     □本國籍 

結婚年月：民國        年        月       日 

開始來台灣居住的時間：民國       年       月        日 （本國籍孕婦不需填寫） 

居住台灣時間： 

□ 少於 1 年 □ 1~2 年 □ 2~3 年 □ 3 年以上 

 

教育程度： □ 不識字    □ 小學畢業 (6 年)  

    □ 國中 (初中) 畢業 (9 年) □ 高中(職校)畢業(12 年)  

□ 大學或專科畢業(16 年) □ 研究所或研究所以上 

 

職業狀況： 

□ 無；家管 □ 兼職(或臨時) 雇員   

□ 全職雇員 □ 家庭代工（或副業） □ 老板 

 

家庭所得：近一年來，平均每一個月您的家庭總收入約有多少？ 

□ 少於台幣 3 萬元  □ 台幣 3 萬~5 萬元    

□ 台幣 5 萬~10 萬元 □ 10 萬元以上  

 

保險情形：（可複選） 

□ 沒有任何醫療保險 □ 健保 

□ 私人醫療保險  □ 其他 
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這是您第一胎小孩嗎？ □ 是  □不是 
 

這一胎若不是您的第一個小孩，目前您的子女數是： 

(男孩)      人；年齡：      (足)歲、     (足)歲、      (足)歲 

(女孩)      人；年齡：      (足)歲、      (足)歲、      (足)歲 
 

您希望這一胎的小孩性別是：  □ 男孩 □ 女孩 □ 男孩或女孩都好 

當醫師確定且告訴您懷孕了，您的心情是： 

□ 實在太高興了！  □ 高興       

□ 矛盾、複雜的心情 

(請說明：                                                    ) 

□ 不是很快樂      □ 非常不快樂       □ 沒有特別的心情 

產前檢查次數（包括這一次）： 

□ 少於 3 次    □ 3 次~5 次      □ 5 次以上 
 

您需要看診精神科或心理醫師嗎？ □需要 □不需要 

在過去或近來，您曾經實際就醫看診精神科或心理醫師嗎？ □ 有 □ 沒有 
 
 

（護理人員填寫）： 

胎次：(G)       (P)        .       

目前孕期：第       週 
例行產前檢查記錄： 
 

檢查次數 檢查日期 懷孕週數 

1   
2   
3   
4   
5   
6   
7   
8   
9   
10   
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【基本資料】           編號：□□□□□ 

 

姓名：                                                                     

(原)國籍：□ 越南籍  □本國籍 

年齡：民國       年      月       日 

□ 小於 20 歲    □ 20 歲~24 歲  □ 25 歲~29 歲 

□ 30 歲~34 歲   □ 35 歲~39 歲  □ 大於 40 歲 

新生兒出生日期：民國       年      月       日 

 

連絡地址：                                               （郵遞區號：        ）  

（產後）：                                                （郵遞區號：        ） 

連絡電話：（日間）             （夜間）                           .                     

（行動電話）:                                           .                         

 

產前檢查次數（由第一次至生產前，總共      次）： 

□ 少於 5 次   □ 6 次~8 次    □ 9 次以上 

 

您的新生兒是滿幾週出生？ 滿        週； 

□ 少於 28 週  □ 28~32 週    □ 32~37 週  □大於 38 週 

 

新生兒的性別是：  □ 男孩 □ 女孩 

 

新生兒的體重是多少公克？            公克 

□ 低於 2500 公克  □ 2500~3000 公克  □ 3000~3500 公克 

□ 3500~4000 公克  □ 4000 公克以上 

 

這一胎，您的生產方式是：□ 自然生產  □ 剖腹生產  
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一、 艱難生活事件 (Difficult Life Circumstances; DLC-28) 
 

以下問卷是想瞭解您的生活當中，是否有一些事件特別困擾著您？請在每一題目後方  
空格欄（「是」或「否」）勾選一項（打「√」）。研究者將提供儘可能的協助！ 

1
是 

0
否
 

□ □  1. 您與先生經常發生爭吵或衝突嗎？ 

□ □  2. 您與前任的先生或男友仍有尚未解決的問題嗎？ 

□ □  3. 您的先生正在坐牢嗎？ 

□ □  4. 您的先生因工作或其他原因時常不在家嗎？ 

□ □  5. 除了房子抵押貸款之外，您有長達兩年以上的債務嗎？ 

□ □ 6. 您的信用（譽）貸款出問題嗎？    或經常有討債人（公司）找麻煩嗎？ 

□ □  7. 您已經找工作一段時間卻都沒有找到嗎？ 

（已經有工作或是不要找工作的媽媽，請在「否」空格內「√」） 

□ □ 8. 您的工作干擾到您的家庭生活嗎？（沒有工作或沒有家庭的媽媽，請在「否」空格內「√」） 

□ □  9. 您先生的工作干擾到您的家庭生活嗎？ 

□ □ 10. 您與房東有紛爭嗎？            （住在自宅的媽媽，請在「否」空格內「√」） 

□ □ 11. 您很難找到一處適合居住且買（或租）得起的住所嗎？          
□ □ 12. 您感到沒有足夠的個人隱私嗎？ 

□ □ 13. 您與親戚或朋友同住，而你卻不希望她們住在這裡嗎？ 

□ □ 14. 您的鄰居對您不友善或給您帶來麻煩嗎？ 

□ □ 15. 您或同住的家人中有久病的人嗎？ 

□ □ 16. 在過去一年內，您經常患有小病痛嗎？ 

□ □ 17. 您有酒精或藥物方面的問題（處方用藥或藥房成藥）嗎？ 

□ □ 18. 您的先生有酒精或藥物方面的問題（處方用藥或藥房成藥）嗎？ 

□ □ 19. 除了您或是您的先生之外，同住的其他人有酒精或藥物方面的問題嗎？ 

□ □ 20. 在過去一年內，您曾經為罪犯的受害者嗎？ 

□ □ 21. 您的先生曾對您有身體上的傷害（虐待）嗎？       （單親的媽媽，請在「否」空格內「√」） 

□ □ 22. 您的先生曾對您有言語上或精神上的傷害（虐待）嗎？（貶損您或讓您感到自己不好、無價值） 

□ □ 23. 除了您的先生之外，有人正對您施予性、身體或精神上的傷害（虐待）嗎？ 

□ □ 24. 在過去一年內，您有因任何原因（意外事故或生病）住院過嗎？ 

□ □ 25. 您的家中有電話嗎？ 

□ □ 26. 您的小孩中，有人對他施予性、身體或精神上的傷害（虐待）嗎？ 

□ □ 27. 您的小孩中，有學習或學校方面的問題，需要您找老師或其他校方人員協商嗎？ 

□ □ 28. 您的小孩中，在家有嚴重的情緒或行為上的問題（如反覆做惡夢、發脾氣、攻擊性的衝動）嗎？ 
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二、社會支持簡表 (Social Support APGAR; SSA-25) 
 

在懷孕過程中，當面對下列五種情況，這些人的協助您所感覺的滿意程度是如何？     
（包括：先生、你的父母、其他家人、你的朋友、其他熟識的人)。請在三項空格 □中   
（幾乎不滿意，有時滿意，經常滿意）勾選一項（打「√」) 最能表達您的感覺。謝謝您!  

 
 
    
    

 
幾
乎
不
滿
意 

 
 
有
時
滿
意 

 
 
經
常
滿
意 

在懷孕過程中，您滿意於先生的協助及化解困擾……  □  □  □
在懷孕過程中，您滿意於妳的父母的協助及化解困擾……  □  □  □
在懷孕過程中，您滿意於其他家人的協助及化解困擾……  □  □  □
在懷孕過程中，您滿意於妳的朋友的協助及化解困擾……  □  □  □

1.

在懷孕過程中，您滿意於其他熟識的人的協助及化解困擾……  □  □  □
 

在懷孕過程中，您滿意於先生與您商量及分擔問題的方式…… □  □  □
在懷孕過程中，您滿意於妳的父母與您商量及分擔問題的方式…… □  □  □
在懷孕過程中，您滿意於其他家人與您商量及分擔問題的方式…… □  □  □
在懷孕過程中，您滿意於妳的朋友與您商量及分擔問題的方式…… □  □  □

2.

在懷孕過程中，您滿意於其他熟識的人與您商量及分擔問題的方式…… □  □  □
 

在懷孕過程中，您滿意於先生接受並支持您想有消遣性活動或在生活上做些改變…… □  □  □
在懷孕過程中，您滿意於妳的父母接受並支持您想有消遣性活動或在生活上做些改變…… □  □  □
在懷孕過程中，您滿意於其他家人接受並支持您想有消遣性活動或在生活上做些改變…… □  □  □
在懷孕過程中，您滿意於妳的朋友接受並支持您想有消遣性活動或在生活上做些改變…… □  □  □

3.

在懷孕過程中，您滿意於其他熟識的人接受並支持您想有消遣性活動或在生活上做些改變… □  □  □
 

在懷孕過程中，您滿意於先生回應妳情緒（如：生氣、傷心或喜愛）的表現方式…… □  □  □
在懷孕過程中，您滿意於妳的父母回應妳情緒（如：生氣、傷心或喜愛）的表現方式…… □  □  □
在懷孕過程中，您滿意於其他家人回應妳情緒（如：生氣、傷心或喜愛）的表現方式…… □  □  □
在懷孕過程中，您滿意於妳的朋友回應妳情緒（如：生氣、傷心或喜愛）的表現方式…… □  □  □

4.

在懷孕過程中，您滿意於其他熟識的人回應妳情緒（如：生氣、傷心或喜愛）的表現方式…… □  □  □
 

在懷孕過程中，您滿意於先生與您一起分享每個時刻的方式…… □  □  □
在懷孕過程中，您滿意於妳的父母與您一起分享每個時刻的方式…… □  □  □
在懷孕過程中，您滿意於其他家人與您一起分享每個時刻的方式…… □  □  □
在懷孕過程中，您滿意於妳的朋友與您一起分享每個時刻的方式…… □  □  □

5.

在懷孕過程中，您滿意於其他熟識的人與您一起分享每個時刻的方式…… □  □  □
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三、自尊量表 (Rosenberg Self-esteem Scale; RSE) 

說明： 

以下是一些句子形容你對自己的整體感受。如果句子能夠表達出你對自己的感受請

在 1（很同意）的 □ 格內作一個「√」號，如果你只是同意句子的形容便  

√ 2（同意）的空格，不同意便 √3（不同意）的空格，很不同意的話請你                         

√ 4（很不同意）的空格。 

※ 請照同樣方法完成以下各題。謝謝你! 

 

 

   1. 
 

很 
同 
意 

2. 
 
 

同 
意 

3. 
 

不 
同 
意 

4. 
很 
不 
同 
意 
 

 1. 整體而言，我對自己感到滿意。 □ □ □ □ 

 2. 有時我覺得自己一點可取之處也沒有。 □ □ □ □ 

 3. 我覺得自己有許多良好的特質。 □ □ □ □ 

 4. 我可以把事情作得如同大多數人一樣好。 □ □ □ □ 

 5. 我覺得自己沒有什麼值得驕傲的地方。 □ □ □ □ 

 6. 我有時候覺得自己一無用處。 □ □ □ □ 

 7. 我覺得自己是個有價值的人，至少和別人差不多。 □ □ □ □ 

 8. 我希望能夠更看重自己一些。 □ □ □ □ 

 9. 我傾向於覺得自己是個完全的失敗者。 □ □ □ □ 

10. 我對自己抱持著正向的態度。 □ □ □ □ 
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四、DAS S- 21 
  
 
填表說明： 
 

請小心閱讀以下每一個句子，並在右方勾選一個空格，表示「過往一個星期」如何適用於你。

答案並無對錯之分。請不要花太多時間在某一句子上。 

評估量表：  0＝不適用 
1＝頗適用，或間中適用 
2＝很適用，或經常適用 
3＝最適用，或常常適用 

                0     1    2     3 

   1 我覺得很難讓自己安靜下來 □   □   □   □ 

2 我感到口乾 □   □   □   □ 

3 我好像不能再有任何愉快、舒暢的感覺 □   □   □   □ 

4 我感到呼吸困難（例如不是做運動時也感到氣促或透不過氣來） □   □   □   □ 

5 我感到很難自動去開始工作 □   □   □   □ 

6 我對事情往往作出過敏反應 □   □   □   □ 

7 我感到顫抖（例如手震） □   □   □   □ 

8 我覺得自己消耗很多精神 □   □   □   □ 

9 我憂慮一些令自己恐慌或出醜的場合 □   □   □   □ 

10 我覺得自己對將來沒有甚麼可盼望 □   □   □   □ 

11 我感到忐忑不安 □   □   □   □ 

12 我感到很難放鬆自己 □   □   □   □ 

13 我感到憂鬱沮喪 □   □   □   □ 

14 我無法容忍任何阻礙我繼續工作的事情 □   □   □   □ 

15 我感到快要恐慌了 □   □   □   □ 

16 我對任何事也不能熱衷 □   □   □   □ 

17 我覺得自己不怎麼配做人 □   □   □   □ 

18 我發覺自己很容易被觸怒 □   □   □   □ 

19 我察覺自己在沒有明顯的體力勞動時，也感到心律不正常 □   □   □   □ 

20 我無緣無故地感到害怕 □   □   □   □ 

21 我感到生命毫無意義 

 

□   □   □   □ 



 229

五、一般健康問卷 (General Health Questionnaire; GHQ-12)  
 

以下問卷是瞭解你有否醫療方面的問題，以及你在最 近 幾 個 星 期 的 健 康 情 形 。 

請在以下每項問題的四種選項中勾選出你認為最能表達你健康情形的一項答案。 

請你以你目前和最近的情形來作答，並請答覆每個問題。 
   

你最近是不是............... 
 

1. 做事能集中精神？ 

□ 經常是  □ 間中有  □ 很少是  □ 完全不是 

2. 為擔憂而失眠？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

3. 覺得自己有用？ 

□ 經常有  □ 間中有  □ 很少有  □ 完全沒有 

4. 覺得處事可以拿定主意？ 

□ 經常有  □ 間中有  □ 很少有  □ 完全沒有 

5. 覺得時時有精神壓力？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

6. 覺得無法克服困難？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

7. 覺得日常生活有趣味？ 

□ 經常是  □ 間中有  □ 很少是  □ 完全不是 

8. 能夠勇敢面對問題？ 

□ 經常是  □ 間中有  □ 很少是  □ 完全不是 

9. 覺得不開心？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

10. 對自己失去信心？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

11. 覺得自己沒有用？ 

□ 完全沒有  □ 很少有  □ 間中有  □ 經常有 

12. 大致上覺得快樂？  

□ 經常是  □ 間中有  □ 很少是  □ 完全不是 
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六、愛丁堡抑鬱量表 (EPDS-10) 
 

以下問卷是想瞭解你孕期的感受，請在以下每項問題的四種選項中勾選出你認為最能 

表達你過去七天的感受 ( 注 意 ： 不 只 是 今 天 的 感 覺 ， 而 是 過 去 七 天 的 感 受 )。 

例如: 我感到愉快。   □ 1 所有時候這樣  □ 2 大部分時候這樣      

 □ 3 不經常這樣  □ 4 一點也沒有 

選擇答案(2)表明在上ㄧ週內你大部分時間都感到愉快。請照同樣方法完成以下各題。  

在過去七天內…............ 
 

1. 我會因為看到事物有趣一面而感到開心。 

  □ 0 如往常一樣   □ 1 比以前少了一些   

  □ 2 肯定比以前少   □ 3 完全沒有這種感受 
 

2. 我對未來的事物充滿喜悅期盼。 

 □ 0 如往常一樣   □ 1 比以前少了一些   

 □ 2 肯定比以前少  □ 3 完全沒有這種感受 
 

3. 每當不如意時，我會不經意地責怪自己。 

 □ 3 大部分時候這樣  □ 2 有時候這樣          

 □ 1 不經常這樣   □ 0 沒有這樣 
 

4. 我會無緣無故地感到焦慮和擔心。 

 □ 0 從來沒有這種感覺  □ 1 很少有這種感覺           

 □ 2 有時會有這種感覺  □ 3 經常有這種感覺 
 

5. 我會無緣無故地感到恐懼或震驚。 

 □ 3 經常有這種感覺  □ 2 有時會有這種感覺        

 □ 1 很少有這種感覺  □ 0 完全沒有 
 

6. 很多事情衝著我而來，使我透不過氣。 

 □ 3 我經常不能應付  □ 2 有時候我不能如往常一樣應付自如  

 □ 1 我經常能應付得很好 □ 0 跟往常一樣我能應付自如 
 

7. 我感到極不快樂以致難以入眠。 

 □ 3 經常有這種感覺  □ 2 有時會有這種感覺        

 □ 1 不經常這樣   □ 0 完全沒有這種感覺 
  

8. 我感到悲傷或痛苦。 

 □ 3 經常有這種感覺  □ 2 很多時候有這種感覺        

 □ 1 不經常這樣   □ 0 完全沒有這種感覺 
 

9. 我因不快樂而哭。 

 □ 3 大部分時候這樣  □ 2 有時候這樣         

 □ 1 不經常這樣   □ 0 沒有這樣 
 

10 我曾經有自我傷害的念頭。 

 □ 3 經常有這種感覺  □ 2 有時會有這種感覺        

 □ 1 很少有這種感覺  □ 0 完全沒有這種感覺 
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＃ 嬰兒照護壓力檢核表 (Childcare Stress Checklist) 
作答方式： 

在過去四個星期內，你是否經歷過以下的事情？如果有經歷過，請在 □ 

空格「有」打「√」，如果沒有經歷過，請在 □空格「沒有」打「√」。 

謝謝你!  

  
有 

沒
有 

 1. 我與家人或朋友在嬰兒照護上有衝突 □ □  

 2. 我與先生的關係緊張 □ □  

 3. 我的擔心或困難，不知在哪裡可以獲得幫助 □ □  

 4. 我沒有得到先生足夠的支持或關注 □ □  

 5. 先生的幫忙，比我期望的少 □ □  

 6. 面對嬰兒照護需要上，我感到不知所措 □ □  

 7. 我的房間比平常更混亂 □ □  

 8. 在嬰兒餵食上，我感到困難 □ □  

 9. 在安撫嬰兒哭鬧上，我感到困難 □ □  

10. 我感到孤單、寂寞 □ □  

11. 我的嬰兒有嚴重的健康問題 □ □  

12. 我因生產而導致嚴重的健康問題  □ □  

13. 我擔心需要花更長的時間來學習愛護這個嬰兒 □ □  

14. 在建立嬰兒規律的餵食時間，我感到困難 □ □  

15. 在建立嬰兒規律的睡眠時間，我感到困難 □ □  

16. 嬰兒哭鬧時，我不知道他(她)需要什麼 □ □  

17. 我的嬰兒好像很少感到滿足 □ □  

18. 我感到陷入「困境」中 □ □  

19. 我失去以往的社交活動 □ □  

20. 我無法與其他具有嬰兒照護經驗的媽媽一起討論 

（關於嬰兒的ㄧ些問題） 

□ □  

21. 我與嬰兒在一起時，很難放鬆 □ □  

22. 我感到自己(好像)不是ㄧ位好媽媽 □ □  

23. 我沒有工作 □ □  
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Appendix C 
 

☞ Vietnamese version of study questionnaires (Antenatally & Postnatally)  

                Bảng thăm dò quá trình mang thai và chăm sóc trẻ nhỏ 

 ( dành cho các bà mẹ Việt Nam ) 

 

Thân chào các bà mẹ ! 

Bảng thăm dò này là muốn hiểu thêm về những cảm giác buồn vui , về tình trạng sức khỏe của 

các bạn trong suốt quá trình mang thai . Rất mong được các bạn cung cấp những tư liệu sát 

thực , nhằm mục đích cho các nhân viên hộ lý có thể hiểu thêm về đời sống tinh thần ,cảm giác 

của phụ nữ trong thời kỳ mang thai , phần tư liệu này sẽ đem đến cho chúng tôi sự chỉ đạo và 

sẽ thành hồ sơ tham khảo quý giá sau này .  

 

Nội dung bảng thăm dò được chia làm 6 phần , mỗi câu hỏi không phân biệt đúng hay sai , Hay 

và dỡ , mời bạn dành khoảng 30 phút viết lại những kinh nghiệm của mình , đồng thời những tư 

liệu mà bạn cung cấp cho học viện nghiên cứu , chúng tôi sẽ bảo mật tuyệt đối . Nếu bạn có 

thắc mắc bất cứ vấn đề gì , hoan nghênh bạn đề xuất ra , chúng tôi sẽ hết lòng giải đáp cho 

bạn 

 

Và nếu bạn đồng ý hỗ trợ trả lời bảng thăm dò này , xin mời bạn hãy điền vào những ô  

trống và ký tên , mong bạn làm ơn đọc kỹ từng câu hỏi và trả lời thành thật cho bảng thăm dò  

được hoàn chỉnh hơn . Xin chân thành cám ơn các bạn đã dành chút thời gian cung cấp cho 

chúng tôi những tư liệu quý giá .  

    Chúc các bạn an khang , vui vẻ     Nghiên cứu viên : Tào Anh  

 

Chữ ký của bạn :                                      (參與者簽名) 
Thời gian :     ngày   tháng    năm                            (問卷時間) 
Bảng thăm dò đã được hoàn tất □ 問卷完成  
Bảng thăm dò chưa hoàn tất     □ 問卷未完成 
Chữ ký của nhân viên phỏng vấn :                                 (訪員簽名) 
 
Tên của bệnh viện :                                              (醫院名稱) 

Thành phố Bình đông (屏東市)      Huyện Bình đông  (屏東縣) 
□ Bệnh viện Cơ đốc  (基督教醫院)  □ Bệnh viện Bồ Anh  (輔英附設醫院) 
□ Bệnh viện An hòa  (安和醫院) 
□ Các bệnh viện khác  (其他醫院) 



 233

Tư liệu cơ bản cá nhân : 

Họ và tên :                          :                                   

Địa chỉ liên lạc                                                Số bưu điện                    

Địa chỉ liên lạc ( sau khi sinh xong )                                 Số bưu điện                    

Số điện thoại ( ban ngày )                    ( ban đêm )  

Điện thoại di động                                             
 

Tuổi tác ( Dân quốc               ngày ,                tháng ,               năm ) 

□ Bạn chưa tới 20 tuổi      □ Từ 20 đến 24 tuổi    □ Từ 25 đến 29 tuổi  

□ Từ 30 đến 34 tuổi        □ Từ 35 đến 39 tuổi    □ Bạn đã hơn 40 tuổi  
 

Tình trạng hôn nhân : 

□Đang sống với chồng  □Còn độc thân  □Chồng chết    □Đã li hôn   □Ly thân, Ngoài ra 
 

Quốc tịch :  □ Việt Nam           

Kết hôn năm mấy     (              ngày              tháng             năm   )  
 

Đến đài loan bao lâu :  

□ Chưa tới 1 năm    □1 đến 2 năm     □ 2 đến 3 năm   □ Hơn 3 năm      
 

Trình độ học vấn :          

□ Không biết chữ      □ Tốt nghiệp cấp một     ( lớp mấy:                 )  

□ Tốt nghiệp cấp 2     ( lớp mấy:       ) 

□ Tốt nghiệp cấp 3      ( lớp mấy:        )     

□ Đại học , chuyên khoa  ( hệ 16 năm:         )      

□ Khoa nghiên cứu hoặc cao hơn        
 

Nghề nghiệp :  

□ Nội trợ, Thất nghiệp □ Kiêm chức hoặc làm việc tạm thời □ Có công việc làm ổn định 

□ Gia công tại nhà    □ Tự mình làm chủ      
 

Thu nhập bình quân hàng tháng của gia đình bạn là bao nhiêu ? ( trong vòng một năm nay ) 

□ Ít hơn 30 ngàn đài tệ               □ Từ 30 ngàn tới 50 ngàn đài tệ          

□ Từ 50 ngàn tới 100 ngàn Đài tệ     □ Hơn 100 ngàn đài tệ  
 

Tình trạng bảo hiểm của gia đình bạn : 

□ Không có mua bảo hiểm gì hết       □ Mua bảo hiểm y tế nhà nước thôi  

□ Có mua bảo hiểm công ty tư nhân   □ Ngoài ra  
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Đây có phải là lần mang thai thứ nhất của bạn không ? 

□ Phải          □ Không phải  

Nếu đây không phải là lần mang thai đầu tiên , vậy bạn đã có bao nhiêu đứa con rồi ? 

□ Con trai mấy đứa   mấy tuổi :         ; mấy tuổi :          mấy tuổi :           

□ Con gái mấy đứa   mấy tuổi:          ; mấy tuổi :           mấy tuổi :            

Bạn hy vọng lần này mình sẽ sinh con trai hay con gái ? 

□ Trai           □ Gái              □ Trai gái gì cũng được hết 

Khi bác sĩ báo tin bạn đã mang thai , bạn có cảm giác như thế nào : 

□ Thật là vui quá  □  vui vẻ 

□ Mâu thuẩn , tôi không biết mình đang nghĩ gì  

 ( xin bạn làm ơn nói rõ                                         ) 

□ Không vui lắm   □ thật là không vui chút nào  □ Không có cảm giác đặc biệt gì hết  
 

Bạn đi xét nghiệm thai ( tính luôn lần này ) là bao nhiêu lần rồi : 

□ Chưa tới 3 lần   □ Từ 3 tới 5 lần      □ Hơn 5 lần 
 

Bạn có cần đi xét nghiệm về khoa tâm thần hay tâm lý không ? 

□ Cần            □ Không cần  

Hồi nào tới giờ , bạn có từng đi xét nghiệm về tâm thần và tâm lý không ? 

□ Có             □ Không có  
 

Phần dành cho nhân viên hộ lý  (Nhân viên hộ lý xin điền vào Ô này ) 

Số lần mang thai         胎次：(G)       (P)          .        

Thai đã được mấy tuần :        tuần    目前孕期：第       週 

Bảng liệt kê lần kiểm tra thai sản 
             

Số lần kiểm tra Ngày kiểm tra     Thai được mấy tuần tuổi  

1   
2   
3   
4   
5   
6   
7   
8   
9   

10   
       



 235

(Difficult Life Circumstances; DCL-28) 
Những vấn đề gian nan trong cuộc sống 

 

Dưới đây là 28 câu hỏi tìm hiểu thêm trong cuộc sống hằng ngày của bạn , bạn có gặp phải 

những sự việc đặc biệt  

Đã đem đến phiền phức cho bạn hay không ?nếu có bạn hãy đánh dấu vào ô số 1 , và nếu 

không thì xin bạn đánh dấu vào ô số 0 .Rất cám ơn sự hợp tác của bạn . tác giả sẽ cung c

ấp nhanh sự hỗ trợ cần thiết ( nếu có thể ) 

 
 

1.
 
Bạn và chồng có thường gây gỗ hoặc đánh nhau không ?                                 □ □

2.
 
Bạn còn vấn đề gì giữa chồng trước hoặc bạn trai cũ mà bạn chưa giải quyết hay không ?    □ □

3.
 
Chồng của bạn có đang bị ngồi tù không ?                                            □ □

4.
 
Chồng bạn có thường xuyên vắng nhà vì công việc hoặc những lý do khác không ?          □ □

5.Ngoài căn nhà đang phải trả góp ra, bạn có còn món nợ nào phải trả trong thời gian quá 2 năm

không ?                                                                             
□ □

6. Uy tín trong việc vay tiền của bạn có vấn đề , hoặc bạn thường xuyên bị người của công ty cho 

vay đến làm phiền ?                                                                   
□ □

7. .Bạn đã tìm việc một thời gian dài , nhưng vẫn chưa tìm được việc làm                      

( các bà mẹ đã có việc làm , hoặc không cần tìm việc thì đánh dấu vào cột không (0 )        
□ □

8. Công việc của bạn có ảnh hưởng cuộc sống gia đình bạn không ?                          

(các bà mẹ không có việc làm hoặc không có gia đình đánh dấu vào cột không (0 )          
□ □

9.
 
Công việc của chồng bạn có ảnh hưởng cuộc sống gia đình bạn không ?                    □ □

10. Bạn có tranh chấp với chủ nhà không ?                                                 

(không có ở nhà mướn thì xin đánh dấu vào ô số 0 )                                      
□ □

11. Bạn đã rất khó khăn mới tìm được nơi ở vừa ý và đủ khả năng để mua (hoặc để mướn ) 
phải không ?                                                                         

□ □

12.
 
Bạn có cảm thấy chuyện riêng tư của mình không được giữ bí mật một cách trọn vẹn không ? □ □

13. Bạn đang ở chung với người thân hoặc bạn bè , nhưng bạn không thích những người        

này ở chung không ?                                                                 
□ □

có (1)  không(0) 
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14. Những người hàng xóm đối xử với bạn không được thân thiện , và họ đã đem đến phiền phức 

cho bạn phải không ?                                                                   
□ □

15.
 
Bạn hoặc người thân ở chung nhà với bạn có ai bị bệnh đã kéo dài nhiều năm không ?        □ □

16.
 
Trong suốt thời gian năm ngoái , bạn có thường xuyên bị bệnh vặt hay không ?              □ □

17.
 
Bạn có rượu hoặc thành phần của thuốc do bác sĩ cho hay thuốc tự mua ở nhà thuốc không ? □ □

18.
 
Chồng bạn có với rượu hoặc thành phần của thuốc không ?                                 □ □

19.
 
Ngoài vợ chồng bạn ra , những người ở chung với bạn có ai với rượu và thuốc không ?       □ □

20.
 
Trong suốt thời gian năm ngoái , bạn có là nạn nhân của các vụ cướp hay phạm tội không ?   □ □

21. Chồng bạn có từng đánh đập bạn không ?                                              

 ( những bà mẹ không chồng thì xin mời đánh dấu vào ô số 0 )                           
□ □

22. Chồng bạn có từng chửi mắng bạn không ?                                               

( làm cho bạn cảm thấy mình không tốt , mình rất vô dụng )                                  
□ □

23. Ngoài chồng bạn ra ,có ai ngược đãi làm tổn thương về mặt tinh thần và thể xác của bạn 

không ?                                                                              
□ □

24. Trong suốt thời gian năm ngoái , bạn có nhậ p viện vì bất cứ lý do gì hay không ?            
(do bệnh hoặc tai nạn)                                                                  

□ □

25.
 
Nhà bạn có điện thoại không ?                                                         □ □

26.
 
Các con của bạn có bị người khác ngược đãi vể tinh thần cũng như thể xác không ?           □ □

27. Các con của bạn có gặp phải khó khăn cần tìm thầy giáo hoặc nhân viên của nhà trường   

giúp đỡ không?                                                                        
□ □

28. Các con của bạn có ai có những hành vi hay tình trạng bất thường không?                  

( ví dụ như hay nằm mơ thấy ác mộng ,hay nổi nơng, hay muốn đành ngùöi khác,  

tấn cộng ngùöi khác không)                                                           

□ □
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(Social Support APGAR; SSA-25) 
 

Chúng tôi muốn biết sau khi sinh con , đối với năm vấn đề sau đây , mức dộ hài lòng của bạn 
về sự giúp đỡ của chồng bạn , ba mẹ, người thân, bạn bè và những người quen biết ra sao ?  
xin bạn hãy đánh dấu vào câu hỏi nào mà bạn cho là phù hợp nhất với cảm giác của bạn ,  
( nếu không hài lòng thì bạn hãy đánh dấu vào ô số 1 ,có khi cảm thấy hài lòng thì mời bạn 
đánh dấu vào ô 2 ,  nếu thường xuyên cảm thấy hài lòng thì bạn hãy đánh dấu vào ô số 3 .  
xin cảm ơn sự hợp tác của bạn .     

 
 

 
 

Trong suốt thời kỳ mang thai , bạn có hài lòng với sự giúp đỡ của chồng khi giải quyết khó khăn không ?

                                                                 □  □  □ 
Trong suốt thời kỳ mang thai bạn có hài lòng với sự giúp đỡ của ba , mẹ khi giải quyết khó khăn không ?

                                                                        □  □  □ 

Trong suốt thời kỳ mang thai , bạn có hài lòng với sự giúp đỡ của người thân khi giải quyết khó khăn 

không ?                                 □  □  □ 

Trong suốt thời kỳ mang thai ,bạn có hài lòng với sự giúp đỡ của bạn bè khi giải quyết khó khăn  

không ?                                                                 □  □  □ 

1. 

Trong suốt thời kỳ mang thai ,bạn có hài lòng với sự trợ giúp của người quen biết khi giải quyết  

khó khăn không ?                             □  □  □ 
 

 

Trong suốt thời kỳ mang thai ,bạn có hài lòng với cách thức bàn bạc và chia xẻ vấn đề của  

chồng không ?                                 □  □  □ 
Trong suốt thời kỳ mang thai ,bạn có hài lòng với cách thức bàn bạc và chia xẻ vấn đề của ba mẹ  

không ?                             □  □  □        
Trong suốt thời kỳ mang thai ,bạn có hài lòng với cách thức bàn bạc và chia xẻ vấn đề của 

người thân không ?                            □  □  □        
Trong suốt thời kỳ mang thai , bạn có hài lòng với cách thức bàn bạc và chia xẻ vấn đề của       

bạn bè không ?                                                           □  □  □  

2. 

Trong suốt thời kỳ mang thai , bạn có hài lòng với cách thức bàn bạc và chia xẻ vấn đề của   

những người quen biết không ?                   □  □  □ 
 
3. 

 

Trong suốt thời kỳ mang thai ,  khi bạn muốn thay đổi ít nhiều cuộc sống hằng ngày ,để sinh hoạt       

được nhàn hạ hơn …bạn có hài lòng với sự đón nhận và khích lệ về việc này của chồng không ?……     

                                   □  □  □  

 

1    2   3 
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Trong suốt thời kỳ mang thai ,  khi bạn muốn thay đổi ít nhiều cuộc sống hằng ngày ,để sinh hoạt được  

nhàn hạ hơn … bạn có hài lòng với sự đón nhận khích lệ về việc này của ba mẹ không ?                   

                                     □  □  □  

 

Trong suốt thời kỳ mang thai ,  khi bạn muốn thay đổi ít nhiều cuộc sống hằng ngày ,để sinh hoạt  

được nhàn hạ hơn … bạn có hài lòng với sự đón nhận khích lệ về việc này của bạn bè không ?              

                                     □  □  □  
Trong suốt thời kỳ mang thai ,  khi bạn muốn thay đổi ít nhiều cuộc sống hằng ngày ,để sinh hoạt được  

nhàn hạ hơn … bạn có hài lòng với sự đón nhận khích lệ về việc này của người thân không ?               

                                     □  □  □  

 

Trong suốt thời kỳ mang thai ,  khi bạn muốn thay đổi ít nhiều cuộc sống hằng ngày ,để sinh hoạt được  

nhàn hạ hơn … bạn có hài lòng với sự đón nhận khích lệ về việc này của người quen biết không ?            

                                     □  □  □  
 

 

Trong suốt thời kỳ mang thai ,bạn có hài lòng với sự biểu hiện đồng tình của chồng khi bạn hờn giận,  

vui vẻ,buồnbã không ?                           □  □  □  
Trong suốt thời kỳ mang thai , bạn có hài lòng với sự biểu hiện đồng tình của ba mẹ khi bạn hờn giận , 

vui vẻ,buồn bã không ?                           □  □  □ 
Trong suốt thời kỳ mang thai ,bạn có hài lòng với sự biểu hiện đồng tình của người thân trong lúc bạn  

vui vẻ,buồn bã, giận hờn không ?                      □  □  □ 
Trong suốt thời kỳ mang thai ,bạn có hài lòng với sự biểu hiện đồng tình của bạn bè trong lúc giận hờn , 

buồn bã Vui vẻ không ?                             □  □  □  

4. 

Trong suốt thời kỳ mang thai , bạn có hài lòng với sự biểu hiện đồng tình của người quen biết trong lúc  

buồn bã, vui vẻ, giận hờn không ?                     □  □  □  
 

 

Trong suốt thời kỳ mang thai , bạn có nhận được sự chia xẻ của chồng trong từng giờ từng phút không ,  

và bạn có cảm thấy hài lòng với sự chia xẻ này không ?           □  □  □  
Trong suốt thời kỳ mang thai , bạn có nhận được sự chia xẻ của ba mẹ trong từng giờ từng phút không , 

và bạn có hài lòng với sự chia xẻ này không ?                 □  □  □  
Trong suốt thời kỳ mang thai , bạn có nhận được sự chia xẻ của người thân trong từng giờ từng phút không ,

bạn có hài lòng với sự chia xẻ này không ?                   □  □  □  
Trong suốt thời kỳ mang thai , bạn có nhận được sự chia xẻ của bạn bè trong từng giờ từng phút không ,  

và bạn có hài lòng với sự chia xẻ này không ?             □  □  □  

5. 

Trong suốt thời kỳ mang thai , bạn có nhận được sự chia xẻ của những người quen biết trong từng giờ  

từng phút không , và bạn có hài lòng với sự chia xẻ này không ?     □  □  □          
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Rosenberg Self-esteem Scale (RSE) 

Duới đây là 10 câu hỏi mà bạn hình dung về sự hài lòng của bạn đối với bản thân mình 

• Nếu bạn đồng ý với câu hỏi nào đó, thì xin mời đánh vào ô số 1  

• Nếu chỉ đồng ý một phần thì đánh vào ô số 2  

• Không đồng ý thì xin đánh vào ô sốố 3 

• Hoàn toàn không đồồng ý thì hãy đánh vào ô số 4  

Xin cám ơn sự hợp tác của bạn                1   2    3 4 

 
1. 

 
Xét toàn diện, tôi hài lòng về bản thân mình 

 

□ 

 

□ 

 

□ 

 

□ 

2. Có đôi khi, tôi cảm thấy mình không có chút ưu điểm nào □ □ □ □ 

3. Tôi cảm thấy mình có một số ưu điểm □ □ □ □ 

4. Tôi có thể làm tôt mọi việc như tất cả mọi người □ □ □ □ 

5. Tôi cảm thấy bản thân mình không có gì đáng để tự hào □ □ □ □ 

6. Có khi, tôi cảm thấy mình thật vô dụng □ □ □ □ 

7. Tôi cảm thấy mình là người có ích, ít nhất xét trên phương diện 

nào đó so với người khác 

□ □ □ □ 

8. Tôi hy vọng mình có thể tôn trọng bản thân mình thêm một chút □ □ □ □ 

9. Nhìn chung, tôi có khuynh hướng nghĩ rằng mình là kẻ thất bại □ □ □ □ 

10. Tôi có thái độ tích cực khi đánh giá bản thân □ □ □ □ 
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DASS 21 
( BẢNG ĐO LƯỜNG MỨC ĐỘ ƯU SẦU, LO SỢ, CĂNG THẲNG TINH THẦN ) 
 

 

Xin vui lòng đọc từng câu và khoanh tròn số 0, 1, 2, hay 3 để chỉ định xem câu nào 
thích hợp với những gì đã xảy ra cho mình trong tuần lễ vừa qua. Không có câu trả 
lời nào đúng hay sai. Không nên mất quá nhiều giờ để lựa chọn.  
 Cách phân loại như sau : 

0    Điều nầy hoàn toàn không xảy ra cho Tôi 
1    Xảy ra cho tôi một phần nào, hay thỉnh thoảng 
2    Thường xảy ra cho Tôi, hay nhiều lần 
3    Rất thường xảy ra, hay hầu hết lúc nào cũng có 

 
 
 
 
 
 

 
0   1   2   3 

  
1. Tôi nhận thấy khó mà nghỉ ngơi --------------------------------------------------- □ □ □ □

2. Tôi thấy mình bị khô miệng--------------------------------------------------------- □ □ □ □

3. Tôi không thấy có một cảm giác lạc quan nào cả-------------------------------- □ □ □ □

4. Tôi bị khó thở (thở nhanh, khó thở mà không do làm việc mệt)--------------- □ □ □ □

5. Tôi thấy khó mà bắt tay vào làm công việc--------------------------------------- □ □ □ □

6. Tôi đã phản ứng cách quá lố  khi có những sự việc xãy ra-------------------- □ □ □ □

7. Tay tôi bị run-------------------------------------------------------------------------- □ □ □ □

8. Tôi thấy mình đã dùng quá nhiều năng lực vào việc lo lắng-------------------- □ □ □ □

9. Tôi lo sợ sẽ gặp những trường hợp khiến cho tôi bị mất sĩ diện dẫn đến  

mức khẩn trương---------------------------------------------------------------------- 

 

□ 
 

□

 

□

 

□

10. Tôi thấy tương lai mình chả có gì để mong chờ cả------------------------------ □ □ □ □

11. Tôi thấy bồn chồn-------------------------------------------------------------------- □ □ □ □

12. Tôi thấy khó mà thư giãn----------------------------------------------------------- □ □ □ □

13. Tôi thấy mình xuống tinh thần và buồn rầu-------------------------------------- □ □ □ □

14. Tôi thấy thiếu kiên nhẫn với những điều cản trở việc tôi đang làm----------- □ □ □ □

15. Tôi thấy mình gần như bị hốt hoảng---------------------------------------------- □ □ □ □

16. Tôi không thấy hăng hái để làm bất cứ chuyện gì------------------------------- □ □ □ □

17. Tôi thấy mình là người kém giá trị------------------------------------------------ □ □ □ □

18. Tôi thấy mình rất dễ nhạy cảm----------------------------------------------------- □ □ □ □

19. Tôi thấy tim mình đập nhanh, đập hụt nhịp mà không do làm việc mệt----- □ □ □ □

20. Tôi cảm thấy sợ vô cớ--------------------------------------------------------------- □ □ □ □

21. Tôi cảm thấy cuộc sống mình không có ý nghĩa--------------------------------- 

 

□ □ □ □
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BẢNG THĂM DÒ TÌNH TRẠNG SỨC KHỎE TỔNG QUÁT 

(General Health Questionnaire; GHQ-12) 
Chúng tôi muốn biết về tình trạng sức khỏe của bạn trong mấy tuần vừa qua, xin mời 
bạn đánh dấu vào những câu trả lời mà bạn cho là thích hợp với tình hình sức khoẻ gần 
đây nhất của bạn 

1 - Gần đây có phải bạn đã không tập trung tinh thần khi làm việc?   
□ Khá hơn thường lệ  □ Vẫn bình thường  
 □ Kém hơn trước đây  □ Kém hơn trước nhiều 

2 - Dạo này bạn mất ngủ vì lo nghĩ?  
□ Hoàn toàn không bị mất ngủ □ Vẫn ngủ như bình thường   
 □ Ngủ ít hơn trước   □ Mất ngủ nhiều hơn trước  

3 - Gần đây có phải bạn cảm thấy mình đảm đương được nhiều việc quan trọng? 
□ Tốt hơn thường lệ  □ Vẫn bình thường   
 □ Kém hơn trước đây  □ Kém hơn trước nhiều  

4 - Dạo này có phải bạn cảm thấy mình đã quyết định được nhiều việc? 
□ Tốt hơn thường lệ  □ Vẫn bình thường    
 □ Kém hơn trước đây  □ Kém hơn trước nhiều  

5 - Gần đây bạn có cảm giác là mình bị áp lực về mặt tinh thần không? 
□ Hoàn toàn không có  □ Vẫn bình thường   
 □ Căng thẳng hơn một chút   □ Căng thẳng hơn nhiều  

6 - Dạo này bạn cảm thấy mình không thể khắc phục được mọi khó khăn? 
□ Không có khó khăn gì cả  □ Vẫn bình thường   
 □ Có khó khăn hơn trước   □ Khó khăn hơn nhiều  

7 - Gần đây bạn có cảm thấy cuộc sống của mình vui vẻ hơn bình thường không? 
□ Cũng không có gì vui nhiều □ Vẫn bình thường   
 □ Ít vui hơn trước  □ Không có gì vui cả  

8 - Dạo này có phải bạn cảm thấy mình có thể đối phó với mọi vấn đề? 
□ Tốt hơn thường lệ  □ Vẫn bình thường   
 □ Kém hơn trước đây  □ Kém hơn trước nhiều   

9 - Dạo này có phải bạn cảm thấy chán nản, buồn bã không? 
□ Hoàn toàn không chán nản □ Vẫn bình thường   
 □ Chán hơn trước đây  □ Chán hơn trước nhiều  

10 - Dạo này có phải bạn cảm thấy mất sự tự tin đối với bản thân mình? 
□ Cảm thấy luôn tự tin  □ Vẫn bình thường   
 □ Ít tự tin hơn trước  □ Mất tự tin hơn trước  

11 - Gần đây có phải bạn cảm thấy mình thật vô dụng? 
□ Hoàn toàn không  □ Vẫn bình thường  
 □ Cảm thấy tệ hơn trước   □ Cảm thấy tệ hơn trước nhiều 

12 - Lúc này bạn cảm thấy mình hài lòng và vui vẻ với mọi chuyện hơn trước? 
□ Khá hơn trước  □ Vẫn bình thường   
 □ Kém hơn trước đây  □ Hoàn toàn không hài lòng 
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VIETNAMESE ( EPDS – 10) 
 

Vì chị vừa sinh cháu bé nên chúng tôi muốn biết cảm giác của chị như thế nào .  
Xin hãy gạch dưới câu trả lời nào phù hợp với cảm giác của chị trong 7 ngày qua .  
Sau đây là câu thí dụ : 
Chị có cảm thấy vui vẻ không ? 

□ vâng , luôn vui vẻ     □ hầu như lúc nào cũng vui cả . 
□ Không , không thường được vui lắm  □ Không , tôi chả bao giờ được vui cả . 

 
Xin hoàn tất các câu hỏi theo cách chỉ dẫn trên đây . Trong 7 ngày qua . 
 
1.  Chị có vui khi coi những chương trình hay khi nghe những câu chuyện tếu lâm không ? 

□  Vẫn vui như ngày trước .    □  Cảm thấy ít vui hơn . 
□  Chắc chắn vui ít hơn nhiều .   □  Chả thấy vui chút nào . 

2.  Chị có vui khi nhìn vào tương lai không ? 
□  Vẫn vui như ngày trước .    □  Cảm thấy ít vui hơn . 
□  Chắc chắn vui ít hơn nhiều .    □  Chả thấy vui chút nào . 

3. Chị có đổ lỗi cho mình một cách quá đáng khi xảy ra chuyện không vừa ý không ? 
□  Rất thường xuyên đổ lỗi cho mình   □  Thỉnh thoảng . 
□  Rất hiếm khi .       □  Không bao giờ cả . 

4.  Chị có cảm thấy bất an hay lo sợ một cách vô lý không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả . 

5.  Chị có cảm thấy mình hay hoảng hốt hoặc thiếu trấn tỉnh một cách vô lý không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả . 

6. Chị có cảm thấy quá nhiều việc xảy ra đối với mình , khiến cho chị cảm giác 
 mình thở không ra hơi ? 

□  Tôi luôn cảm thấy mình quá tải vì nhiều việc , mệt thở không ra hơi . 
□  Chỉ thỉnh thoảng thôi . 
□  Hầu như lúc nào tôi cũng cảm thấy được thoải mái hết . 
□  Tôi thấy mình thật thoải mái . 

7.  Chị có bị buồn đến mức khó ngủ không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả 

8. Chị có cảm thấy buồn bã , khổ sở không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả 

9.  Chị có hay buồn bã đến độ phải khóc hoài không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả 

10. Chị có bao giờ nghĩ đến sẽ tự tử không ? 
□  Rất thường xuyên      □  Thỉnh thoảng . 
□  Rất hiếm khi .      □  Không bao giờ cả 

 
Xin cảm ơn chị đã dành chút thời gian trả lời những câu hỏi trên . 
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BẢNG THĂM DÒ ÁP LỰC TINH THẦN KHI CHĂM SÓC TRẺ SƠ SINH 

(Childcare Stress Checklist; CCSC-23) 
  
Họọ tên :.............................................Tuổi: ...........................Ngày, tháng năm sinh: ....................... 
Phương pháp trả lời những câu hỏi như sau: 
Trong vòng 4 tuần lễ, bạn có phải trải qua những sự việc như sau: Nếu có xin bạn vui lòng 
đánh dấu vào ô số 1, và nếu không thì xin bạn đánh dấu vào ô số 2.  
Xin chânthành cảm ơn sự hợp tác của bạn  

 

1. Tôi đã từng xảy ra mâu thuẫn với người thân trong gia đình hay bạn bè 
trong lúc chăm sóc bé ---------------------------------------------------------- 

□   □ 

2. Quan hệệ vợ chồng trở nên căng thẳng -------------------------------------- □   □ 

3. Tôi đã từng gặp lo lắng và khó khăn, mà không biết nhờ ai giúp đỡ ---- □   □ 

4. Tôi cảm thấy mình không nhận đủ sự giúp đỡ hay quan tâm từ  
chồng tôi ------------------------------------ ----------------------------------- 

□   □ 

5. Sự giúp đỡ của chồng ít hơn sự mong đợi của tôi ------------------------ □   □ 

6. Đối diện với vần đề cần thiết khi chăm sóc trẻ, tôi cảm thấy bất lực,  
không biết nhờ ai -------------------------------------------------------------- 

□   □ 

7. Căn phòng của tôi rối loạn, lung tung hơn thường ngày------------------ □   □ 

8. Tôi cảm thấy thật khó khăn trong việc đút thức ăn cho bé -------------- □   □ 

9. Khi bé khóc , tôi cảm thấy thật khó khăn trong việc dỗ dành---------- □   □ 

10. Tôi cãm thấy mình thật cô đơn, buồn bã ----------------------------------- □   □ 

11. Con tôi có vấn đề nghiêm trọng về sức khoẻ------------------------------ □   □ 

12. Vì sinh con mà tôi đã bị ảnh hưởng nghiêm trọọng vềề sứcc khỏỏe --- □   □ 

13. Tôi lo là sẽ cần nhiều thời gian trong việc học hỏi cách chăm  
sóc con ---------------------------------------------------------------------------- 

□   □ 

14. Tôi cảm thấy rất khó khăn trong việc cho con ăn đúng theo ý mình---- □   □ 

15. Tôi cảm thấy rất khó khăn trong việc cho con ngủ đúng giờ ------------ □   □ 

16. Khi con khóc la , tôi thật sự không biết nó muốn gì ---------------------- □   □ 

17. Con tôi hình như nó cảảm thấy nó không được mãn nguyện lắm------- □   □ 

18. Tôi cảm thấy mình đã lâm vào hoàn cảảnh khó khăn--------------------- □   □ 

19. Tôi mất hết mọi sự giao tế, hoạt động với mọi người xung quanh------ □   □ 

20. Tôi không có cơ hội nói chuyện với các bà mẹ có nhiều kinh nghiệm  
về vấn đề chăm sóc bé -------------------------------------------------------- 

□   □ 

21. Lúc chỉ có một mình với bé, tôi không thể nào thoải mái được--------- □   □ 

22. Tôi cảm thấy mình không phải là người mẹ tốt --------------------------- □   □ 

23. Do phải chăm sóc bé, tôi bị lỡ mất cơ hội kiếm việc làm ---------------- □   □ 

 

1      2  
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Appendix D 

Permission to use instrument 

 

Dear Professor Dennis   

 

I am seeking permission to carry out the 23-item instrument of Child-Care Stress 

Checklist (CCSC) that has been tested on number of mothers in British Columbia 

(Canadian Journal of Psychiatry. 48(2):115-24, 2003 Mar).    

 

I have been at Griffith University for doctoral research under the supervision of 

Professor Debra Creedy. The self-report instrument of CCSC will be translated into 

Chinese and Vietnamese versions for detecting women susceptible to develop the 

postnatal depression. I am looking forward to the acquisition of CCSC-23 with its 

reliability and validity of this instrument. Meanwhile, it is understood that the data 

returned by you will not be used for any other purpose other than research.  

 

I look forward to hearing from you  

Yours sincerely, 

 

 

Ying Tsao 

School of Nursing; Faculty of Health Sciences 

Gold Coast Campus, Griffith University 

117 Parkwood Boulevard Parkwood QLD 4214, Australia 

Home: 07-55717319; Mobile: 0431-732-613  

E-mail: a84016@yahoo.com.tw  
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GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

                         13-Apr-2006 

 

Dear Professor Creedy 

 

I write further to the additional information provided in relation to the provisional 

approval granted to your application for ethical clearance for your project 

"Postpartum Depression Symptomatology: Exploring Contributing Factors for 

Foreign Brides in Taiwan" (GU Ref No: NRS/36/05/HREC).   

 

The additional information was considered by Office for Research. 

This is to confirm that this response has addressed the comments and concerns of the 

HREC. Consequently, you are authorised to immediately commence this research on 

this basis. 

 

The standard conditions of approval attached to our previous correspondence about 

this protocol continue to apply. 

 

Regards 

 

 

Gary Allen 

Manager, Research Ethics, Office for Research 

Bray Centre, Nathan Campus, Griffith University 

ph: 3875 5585; fax: 3875 7994; email: g.allen@griffith.edu.au 
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Appendix E 

Consent form for prospective study 

 
Title:  

Postpartum depressive symptomatology: exploring the contributing factors for foreign brides 

in Taiwan  

 

Research teams:  
Chief Investigator:         Advisers: 

Ying Tsao          Professor Debra Creedy  

School of Nursing, Griffith University, Queensland 4214 Dean, Griffith Health  

Telephone: 07 5552 9191       Telephone: 07 5678 0786 

Email: Ying.Tsao@student.griffith.edu.au    Email: d.creedy@griffith.edu.au 

 

Dr. Jenny Gamble  

Convenor, Master of Midwifery  

Program, Griffith Health 

Telephone: 07 5552 9229 

Email: j.gamble@griffith.edu.au 

 
 
Background:  
The occurrence of postpartum depressive symptomatology (PPD) is recognized as a health concern 

in various parts of the world. Approximately 13% of new mothers experience postpartum mood 

disorders. Over the past several years, increasing evidence suggest such disorders have devastating 

effects not only on mothers themselves but also on their entire families. Attention to the number of 

“foreign brides” in Taiwan, mainly from Vietnam is on rise, exploring levels of depressive 

symptomatology and contributing factors among them seems more important than ever before. 
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What participation in this study involves  
Participation in this study asks that you complete a questionnaire that enquires about your 

experience of pregnancy, childbirth and motherhood. It is estimated that the questionnaire 

will take you approximately 30 minutes to complete.  

 

Consent to participate  
Your participation is voluntary and you are not under any obligation to consent to participate 

in this research. Non-participation will not involve any penalty, affect any current or future 

maternity care given, or in the case of participants it will not involve penalty or loss of 

benefits to which you might otherwise be entitled. If you chose to participate you may 

discontinue participation at any time without penalty or without providing an explanation. We 

hope that you will consider participation in this study, which while it may not benefit you 

directly it may have the potential to improve understanding of residents and to give 

guidelines for early detection of PPDS in women.  

 
Risk  
Participation in this research poses no risks as the research asks only that you identify your 

experience of pregnancy, childbirth and motherhood and does not seek to change existing 

care structures.  

 
Confidentiality  
Any information obtained from you will be kept strictly confidential; will be stored format 

and will available only to chief investigator’s office and Professor Debra Creedy and Dr. 

Jenny Gamble. A report of the general findings from the study will be made available to 

participants.  

 

You may contact Ying Thaou if you have any matter of concern regarding the research that 

you wish to discuss, or if you prefer an independent person you may contact the Manager, 

Research Ethics, Office for Research, Bray Centre, Griffith University, Kessels Road, Nathan, 

Qld 4111, telephone (07) 3875 5585 or email research-ethics@griffith.edu.au.  

 

Griffith University thanks you for your consent and participation in this research. 
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CONSENT FORM 

 

Postpartum depressive symptomatology:  

Exploring the contributing factors for foreign brides in Taiwan 

  

I have read the information form and understand that:  

• This research is to investigate experience of pregnancy, childbirth and motherhood 

• I am being asked to complete a questionnaire about my experience of pregnancy, 

childbirth and motherhood  

• The questionnaire will take me approximately 30 minutes to complete  

• My participation is voluntary and that I may discontinue my participation at 

anytime without penalty or explanation  

• Any reports or publications from this study will be reported in general terms and 

will not involve any identifying features  

• The data will be kept confidential at all times and in a locked filing cabinet in the 

chief investigator’s office for a period of 5 years before being destroyed  

• A report about the study findings will be made available to me.  

 

I have read the information sheet and the consent form. I agree to participate in this study 

and give my consent freely. I understand that the study will be carried out as described in 

the information statement, a copy of which I have retained. I realise that whether or not I 

decide to participate is my decision and will not affect their care. I also realise that I can 

withdraw from the study at any time and that I do not have to give any reasons for 

withdrawing. I have had all questions answered to my satisfaction.  

 

 

………………………… ……………………..   ……………………….…  

Signature of Participant    Signature Date      Printed Name   



 257

Appendix F 

Table: Vietnames women resided in Pingtumg County (May, 2005) 
 
  Code   Total 

屏   東 Pingtung City 900 198 71 269

三地門 Sandimen Township 901 3 2 5
霧   臺 Wutainsiang Township 902 0 0 0
瑪   家 Majiasiang Township 903 2 0 2
九   如 Jiuru Shiang (Township) 904 56 16 72
里   港 Ligang Shiang 905 54 9 63
高   樹 Gaushu Shiang 906 61 11 72
盬   埔 Yanpu Shiang 907 68 21 89
長   治 Changzhi Shiang 908 41 23 64
麟   洛 Linluo Shiang 909 8 5 13
竹   田 Zhutian Shiang 911 38 9 47
內   埔 Neipu Shiang 912 84 34 118

萬   丹 Wandan Shiang 913 109 18 127

潮   州 Chaozhou Cheng 920 69 24 93
泰   武 Taiwusiang Township 921 2 0 2
來   義 Laiyi Shiang 922 2 2 4
萬   巒 Wanluan Shiang 923 54 8 62
崁   頂 Kanding Township 924 38 9 47
新   埤 Xinpi Shiang 925 24 6 30
南   州 Nanzhou Shiang 926 23 6 29
林   邊 Linbian Shiang 927 59 17 76
東   港 Donggang Township 928 134 33 167

琉   球 Liuqiu Shiang 929 66 10 76
佳   冬 Jiadong Shiang 931 88 23 111

新   園 Xinyuan Shiang 932 115 75 190

枋   寮 Fangliao Shiang 940 67 13 80
枋   山 Fangshan Township 941 36 3 39
春   日 Chunri Shiang 942 0 2 2
獅   子 Shihzih Township 943 8 1 9
車   城 Cheeheng Shiang 944 30 7 37
牡   丹 Mudansiang Township 945 4 2 6
恆   春 Hengchun Township 946 70 29 99
滿   州 Manjhou Township 947 22 11 33
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