
Raguz et al. Reproductive Health 2014, 11:19
http://www.reproductive-health-journal.com/content/11/1/19

RESEARCH Open Access

Mental health outcomes of mothers who
conceived using fertility treatment
Nikolett Raguz1, Sheila W McDonald2, Amy Metcalfe3, Candace O’Quinn1 and Suzanne C Tough2,4*

Abstract

Objective: To compare the proportion of women with self-reported depression and anxiety symptoms at four
months postpartum between mothers of singletons who conceived spontaneously and mothers who conceived
with the aid of fertility treatment.

Methods: The sample used for this study was drawn from The “All Our Babies Study”, a community-based prospective
cohort of 1654 pregnant women who received prenatal care in Calgary, Alberta. This analysis included women utilizing
fertility treatment and a randomly selected 1:2 comparison group. The data was collected via three questionnaires,
two of which were mailed to the participants during pregnancy and one at four months postpartum. Symptoms
of depression and anxiety at four months postpartum were measured using the Edinburg Postnatal Depression
Scale and the Spielberger State Anxiety Inventory. Secondary outcomes of parenting morale and perceived stress
were also evaluated. Descriptive statistics were used to characterize the population. Chi square tests and in cases
of small cell sizes, Fisher Exact Tests were used to assess differences in postpartum mental health symptomatology
between groups.

Results: Seventy-six participants (5.9%) conceived using a form of fertility treatment. At four months postpartum, no
significant differences were observed in the proportions reporting excessive depression symptoms (2.6% vs. 5.3%,
p = 0.50), anxiety (8.1% vs. 16.9%, p = 0.08) or high perceived stress scores (7.9% vs. 13.3%, p = 0.23). Women who
conceived with fertility treatment were less likely to score low on parenting morale compared to women who
conceived spontaneously and this was particularly evident in primiparous women (12.5% vs. 33.8%, p = 0.01).
There were no group differences in proportions reporting low parenting morale in multiparous women.

Conclusion: This study suggests that at four months postpartum, the proportion of women who experience elevated
symptoms of depression, anxiety or perceived stress do not differ between mothers who conceive using fertility
treatment and those who conceive spontaneously. Parenting morale at four months postpartum is significantly lower
in primiparous mothers conceiving spontaneously compared to those who conceive with fertility treatment.
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Introduction
The development of fertility treatments including fertility
enhancing drugs and assisted reproductive technology
(ART) has made parenthood possible for countless in
fertile couples. These couples have often undergone a
long period of stress and uncertainty before achieving
a successful pregnancy and live birth [1]. In women,
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symptoms of anxiety and depression are common during
infertility treatment [2,3].
There is conflicting evidence regarding the psychological

state following successful fertility treatment. Some studies
have found that symptoms of depression during preg
nancy were equivalent among parents of singletons after
successful fertility treatment and those conceiving spon
taneously [4,5]. Some studies suggest that the anxiety level
in the population utilizing ART is decreased compared
to controls during pregnancy [4,5]. However, Hjelmstedt
et al. demonstrated increased symptoms of anxiety among
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those who conceived using ART compared to those who 
conceived spontaneously [6]. 
Giving birth after a period of infertility may well be the 

realization of a long awaited ambition but it might not 
be as unproblematic as it seems. Prior to the successful 
pregnancy there may have been periods of waiting and 
frustration. One can extrapolate that these experiences 
may foster an idealized and unrealistic image of parent
hood. After the birth of the child, unmet expectations 
and beliefs may result in disenchantment and a climate 
conducive to mental health issues [7,8]. 
The information about the postpartum mental health 

of mothers who have undergone fertility treatments is 
controversial. In their systematic review, Ross et al. [9] 
indicate that there may be little or no increased risk of 
postpartum depression in mothers undergoing ART. 
However, they caution that most of the data on this 
topic comes from studies with small sample sizes and 
lack of appropriate comparison groups. They emphasize 
the need for further research in this area. 
This present study aims to evaluate whether the pro

portion of women who experienced elevated symptoms 
of depression and anxiety at four months postpartum 
differed between women who underwent medical in
terventions to conceive compared to women who con
ceived spontaneously. Secondary outcomes of parenting 
morale and perceived stress were also evaluated between 
the two groups. Finally, using parity as a stratification 
variable, we investigated whether there were differences 
in postpartum mental health between primiparous and 
multiparous women. 

Methods 
A total of 1654 women were recruited to take part in 
the “All Our Babies” (AOB) study in Calgary Alberta 
Canada. This was a prospective observational cohort study 
examining use of prenatal and postpartum services, social 
support and mental and physical health in pregnancy and 
the postpartum period. 
Information on recruitment, data collection and ques

tionnaires utilized in the AOB study is described in 
detail elsewhere [10,11]. In brief, women were recruited 
by posters and postcards in the community, at prenatal 
clinics in Calgary and by Calgary Laboratory Services 
(CLS) when they went for prenatal blood group serology 
testing. Women were then telephoned by a CLS represen
tative to enquire if her name and contact information 
could be released for research purposes. If the woman 
agreed, she was contacted by a representative of the 
research team to tell her about the study and to assess 
her eligibility and her willingness to participate. In order 
to enrol in the study, participants had to be less than 
24 weeks gestation at the time of recruitment, able to 
answer a written questionnaire in English and receiving 
prenatal care in Calgary. Three separate questionnaires 
were sent to participants during the perinatal period. 
The first questionnaire was mailed to the participants 
at 18–24 weeks gestation. A second questionnaire was 
completed by the participants at between 34 and 36 weeks 
gestations and a third was completed at four months 
postpartum. Data was collected from May 2008 to August 
2010. Overall, the AOB cohort had an 81% retention rate. 
Of the 1654 participants, we excluded individuals with 
multiple gestation pregnancies (n = 23), or who did not 
complete the first questionnaire (included data on method 
of conception) and the postpartum questionnaire (included 
data on postpartum mental health outcomes) (n = 335). 
Our final sample size for analysis was 1296 women. 
The first questionnaire collected demographic data, 

baseline psychosocial and pregnancy data, as well as 
information on prenatalmental health and experiences 
of abuse. Information such as age, parity, gravidity, SES, 
marital status, education, and method of conception was 
collected. From this data women who utilized medical 
interventions in order to achieve pregnancy were identi
fied and selected as the study group (n = 76). Medical 
interventions included fertility drugs (Clomid, Serophine, 
Gonal-F etc.), artificial insemination (AI), intrauterine in
semination (IUI), and assisted reproductive technologies 
(including in vitro fertilization (IVF), intracytoplasmic 
sperm injection (ICSI), fresh embryo transfer, donor 
embryo transfer, superovulation/IUI). The control group 
(n = 152) was randomly selected from the pool of women 
enrolled in the study (n = 1220) who did not receive 
medical interventions to achieve pregnancy. As only a 
small proportion of the cohort conceived with the help 
of medical interventions, controls were randomly selected 
from the AOB cohort on a 2:1 basis using a random 
number generator. 
Pregnancy and postpartum mental health symptoms 

were measured using standardized scales. Depressive 
symptoms were assessed using the Edinburgh Postnatal 
Depression Scale (EPDS). The EPDS is a 10 item self-report 
scale which was specifically developed as a tool for de
tecting depression in the perinatal period [12]. It is easily 
administered and takes about five minutes to complete 
(Cox et al., [13]). Each item on the scale is given a value 
between zero and three, with higher scores being consist
ent with greater depressive symptoms. The total score 
can range from zero to 30. A total score of 12 or 13 is 
indicative of a depressive illness [14] (Sensitivity: 84%, 
Specificity: 75% (Cox et al. [13])). This study utilized a 
cut-off total score value of 13 or more to identify women 
with high levels of depressive symptoms, consistent 
with a clinical diagnosis of major depression [12]. The 
Spielberger State Anxiety Inventory was employed in this 
study to evaluate symptoms of anxiety. The inventory 
contains 20 items which are scored between 1 and 4 
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with a higher total score indicating greater anxiety (range 
20–80) [15]. An established cut-off score of 40 or more 
was utilized to categorize women as reporting high levels 
of anxiety symptoms. To assess stress symptoms the 10
item Perceived Stress scale was used. Each item is rated 
on a five point Likert scales and higher scores indicate 
greater stress [16]. A cutoff at the 80th percentile was 
utilized to classify women experiencing high stress 
symptoms. To evaluate parenting morale, a measure of 
psychological parental coping resources [17], the Par
enting Morale Index was utilized in the postpartum 
period.  This is a  ten item questionnaire, with each item 
being rated on a five point Likert scale. Higher scores 
reflect better parenting morale [18]. Given no established 
cut-offs in the literature, we used the 30th percentile of 
the distribution to classify women as having low levels 
of parenting morale. 
Descriptive statistics were used to characterize the 

population. Chi square tests and in cases of small cell 
sizes, Fisher Exact Tests were used to assess differences 
in postpartum mental health symptomatology between 
groups. Stratified analysis was used to determine if pre
natal and postpartum mental health symptoms differed 
by parity. 
This study was approved by the Conjoint Health Re

search Ethics Board of the University of Calgary (Ethics 
ID 20821). Participants provided informed consent at 
the time of  recruitment  and were  provided copies for
their records. 

Results 
Of the cohort, 5.9% of women (n = 76) utilized a form of 
fertility treatment such as ART, fertility enhancing drugs 
or sperm manipulation techniques to conceive (Table 1). 
Women who conceived utilizing fertility treatments were 
significantly older than the population who conceived 
spontaneously (32.9 vs. 30.8 years of age, p = 0.001) 
(Table 2). Apart from age, the baseline demographic 
characteristics of the two groups were similar (Table 2). 
There were no statistically significant differences between 
the two groups in terms of previous history of abuse or 
history of mental disorders (Table 3). 
During pregnancy, there were no statistically significant 

differences in proportions of elevated depression symp
toms as scored on the EPDS (Table 3). Nor were there 
statistically significant differences in the proportions of 
Table 1 Type of fertility treatment used (n = 76) 

Type of intervention N (%, 95% CI) 

Fertility-enhancing drugs only 24 (31.6, 20.9–42.3) 

Fertility-enhancing drugs and invasive 27 (35.5, 24.5–46.5) 
procedure(s) (AI, IUI, IVF, ICSI, embryo transfer, etc.) 

Invasive procedure(s) (AI, IUI, IVF, ICSI, 25 (32.9, 22.1–43.7) 
embryo transfer, etc.) only 
anxiety symptoms as scored on the Spielberger State 
Anxiety Inventory between the two groups (Table 3). 
However, there was a statistically significant difference 
between the two groups in terms of Perceived Stress. 
Women who conceived using fertility treatments were 
significantly more likely to have lower levels of stress 
during pregnancy than women who conceived spontan
eously (10.7% vs. 21.9%, p = 0.04) (Table 3). 
Similar to the prenatal period, at four months postpar

tum, the proportion of women with elevated depression 
and anxiety scores were not significantly different between 
the two groups. In contrast to pregnancy, however, statisti
cally significant differences were not observed in the 
proportion of women with high perceived stress who 
conceived with fertility interventions and spontaneously 
(Table 4). Women who conceived with the aid of fertility 
treatment were less likely to report low parenting morale 
(19.7 vs. 33.3% p = 0.033) (Table 4). Stratified analysis by 
parity indicated that the difference in parenting morale 
between the two groups was only for primiparous women. 
Among primiparous women, women who conceived with 
fertility treatment were less likely to report low levels 
of parenting morale compared to women who conceived 
spontaneously (12.5% vs. 33.8%, p = 0.01). 

Discussion 
The adverse influence of maternal depression on child 
health and development has been well documented in 
the literature, impacting global, social, emotional and 
cognitive development ([19-22], Lyons-Ruth et al. [23-25]). 
Infertile women have often undergone a long period 
of stress before achieving a successful pregnancy and 
symptoms of depression and anxiety are common dur
ing infertility treatment [2,3]. Given the importance of 
maternal mental health on child health and the com
monality of anxiety and depression symptoms during 
fertility treatment we felt that it was important area of 
research to examine. In this paperwe examined prenatal 
and postpartum depression, anxiety, and stress symptoms 
and postpartum parenting morale between women utiliz
ing fertility treatments to conceive and those conceiving 
spontaneously. Women who conceived using interven
tions in our sample had lower levels of antenatal stress 
and higher levels of parenting morale at four months post
partum than those conceiving spontaneously. There were 
no differences in elevated depression and anxiety symp
toms either prenatally or at four months postpartum. 
The rate of excessive depression symptoms, consistent 

with a diagnosis of major clinical depression in the post
partum period, found in this study is somewhat lower 
than what has been previously reported in the literature. 
The range cited in the literature for postpartum depression 
is about 13–19% [26], whereas in our study the 5.3% of 
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Table 2 Participant demographics 

Variable Fertility treatment group N = 76 n (%) Spontaneous conception group N = 152 n (%) p-value 

Annual household income 0.068 

<$60,000 5 (6.9) 23 (15.8) 

≥$60,000 67 (93.1) 123 (84.2) 

Education level 0.428 

High school or less 9 (11.8) 13 (8.6) 

Some or completed post-secondary 67 (88.2) 139 (91.4) 

Maternal age at delivery 0.002* 

N 74 149 

Mean (Standard deviation) 33.39 (5.11) 31.28 (4.47) 

Time lived in Canada 0.119 

Born in Canada/≥5 years 71 (94.7) 134 (88.2) 

<5 years 4 (5.3) 18 (11.8) 

Ethnicity 0.177 

Caucasian 55 (72.4) 122 (80.3) 

Non-caucasian 21 (27.6) 30 (19.7) 

Marital status 0.721 

Single, separated, divorced, widowed 2 (2.6) 6 (4.0) 

Married, common-law 74 (97.4) 145 (96.0) 

Parity – birth to a fetus > 24 weeks 0.100 

No previous births 48 (63.2) 78 (51.7) 

Previous birth to a fetus (At least once) 28 (36.8) 73 (48.3) 

Parity category 0.910 

Nulliparous 31 (41.3) 58 (38.4) 

Primaparous 19 (25.3) 41 (27.2) 

Multiparous 25 (33.3) 52 (34.4) 

Delivery method 0.063 

Vaginal delivery 52 (68.4) 121 (79.6) 

C-section – planned or emergency 24 (31.6) 31 (20.4) 

Preterm birth 0.345 

<37 weeks of gestation 2 (2.7) 10 (6.6) 

37–43 weeks of gestation 72 (97.3) 141 (93.4) 

*Statistically significant. 

 

the control population met the criteria for postpartum 
depression. This difference may reflect the fact in our 
study the EPDS was administered at the four month 
postpartum data collection, which may have missed 
those who would have met the criteria for postpartum 
depression before or after that time point. Another 
possible explanation for this difference might  be  that  a
proportion of depressed women, due to the nature of 
the condition, might not have been capable of or willing 
to participate in the research. Further differences could 
also be due to methodological differences across studies in 
terms of assessment tools, cut-off scores, study designs, 
and sample characteristics. 
Anxiety disorders in the perinatal period are not as well 
studied as depression, yet both impact birth outcomes and 
child development; however, the prevalence of anxiety 
disorders during the postpartum period is higher than 
postpartum depression [27]. The prevalence of high levels 
of anxiety symptoms in our study population ranges from 
8.1% to 16.9% among assisted and spontaneous concep
tions respectively. Wenzel et al. [27] found that at eight 
weeks postpartum, 8.2% of mothers met the DSM-IV cri
teria for generalized anxiety disorder and 19.7% met most 
of the DSM-IV criteria. Our rate is in line with other lit
erature. However, our measure reflects excessive levels of 
anxiety symptoms and not anxiety disorder per se. 
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Table 3 Maternal prenatal psychosocial health (measured 
prior to 24 weeks of gestation) 

Variable Fertility Spontaneous p-
treatment group conception group value 
N = 76 n (%) N = 152 n (%) 

Depression 

Depression – 0.612 
categorized 
by 13 cut-off 

<13 69 (90.8) 140 (92.7) 

≥13 7 (8.2) 11 (7.3) 

Anxiety 

Anxiety 0.813 

No 63 (84.0) 121 (85.2) 

Yes 12 (16.0) 21 (14.8) 

Stress
 

Perceived stress score 0.040*
 
– 

Low 67 (89.3) 114 (78.1)
 

High 8 (10.7) 32 (21.9)
 

Other 

Ever experienced 0.843 
abuse 

No 54 (72.0) 99 (70.7) 

Yes 21 (28.0) 41 (29.3) 

Previous mental 0.840 
health 

Neither depressed 53 (69.7) 104 (68.4) 
nor mental disorder
 

Either depressed 23 (30.3) 48 (31.6)
 
or mental disorder
 

*Statistically significant. 
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Table 4 Postpartum psychosocial health 

Variable Fertility Spontaneous p-value 
treatment group conception group 
N = 76 n (%) N = 152 n (%) 

Parenting morale
 

Parenting morale 0.033*
 
score 

Low (<37) 15 (19.7) 50 (33.3) 

High (≥37) 61 (80.3) 100 (66.7) 

Depression 

Depression – 0.502 
categorized 
by 13 cut-off 

<13 74 (97.4) 144 (94.7) 

≥13 2 (2.6) 8 (5.3) 

Anxiety 

Anxiety at time 0.075 
3 – categorized 

No 68 (91.9) 123 (83.1) 

Yes 6 (8.1) 25 (16.9) 

Stress 

Perceived stress score 0.226 

Low 70 (92.1) 130 (86.7) 

High 6 (7.9) 20 (13.3) 

*Statistically significant. 
In terms of secondary outcomes, the study detected 
a significant difference in parenting morale, but not 
perceived stress in the postpartum period between the 
two groups. Parenting morale was significantly higher 
in the group that utilized interventions to conceive. 
Further analysis showed that this was the case only for 
primiparous women. A possible explanation for this 
finding might be that the group with the participants 
conceiving spontaneously for the first time included 
women who were not planning a pregnancy. In fact, 
18% of those conceiving spontaneously reported their 
pregnancy as being mis-timed in comparison to 5.3% 
of those using fertility treatments to conceive (p = 0.008). 
Having an unplanned or suboptimally timed pregnancy 
may influence preparedness and eagerness to parent, 
hence influencing enthusiasm for the parenting role, 
operationalized in this study as parenting morale. 
Interestingly, this study found a difference in perceived 

stress levels between the two groups antenatally but not 
in the postpartum period. One may speculate that this 
lower level of antenatal stress in the fertility treatment 
group may be due to a sense of relief following success
fully achieving a long awaited pregnancy. Further research 
following the trajectory of stress symptoms across time 
between the two groups, as well as delineation of factors 
impacting changes in stress would be beneficial. 
There are limitations to our study. The data measured 

in this study were obtained from maternal self-report 
and this may introduce error. Also, our study population 
may not be representative of the general pregnant popu
lation. The methods we utilized to recruit participants 
may have selected a highly motivated group, as many of 
the participants were recruited via posters and postcards. 
Our questionnaires, although fairly straightforward, were 
rather lengthy. This might have resulted in a population 
with a higher education to be more likely to complete 
the questionnaire. However in comparison with both 
local and provincial statistics, we have shown that the 
participants are representative of women giving birth in 
an urban Canadian centre [10]. Our study was also limited 
to those participants who could answer a questionnaire 
in English. This may be a limitation as Sword et al. [28] 
showed in a Canadian sample that foreign born women 
are at a higher risk of postpartum depression in comparison 
to Canadian born women. Furthermore, our study did not 
examine the effect of mode of conception on rates of high 
levels of postpartum maternal distress while controlling 

http://www.reproductive-health-journal.com/content/11/1/19


Raguz et al. Reproductive Health 2014, 11:19 
http://www.reproductive-health-journal.com/content/11/1/19 

Page 6 of 7 
for other known risk factors for poor mental health in the 
postpartum period, such as antenatal distress and history 
of adverse experiences. Another limitation of this study is 
that different forms of fertility treatment were combined 
in the analysis and perhaps there is a differential impact 
on mental health between the different types of treatment. 
Our sample size was too small for multivariable modelling, 
therefore further research with larger sample sizes is 
warranted. 

Conclusion 
This study suggests that during pregnancy, there were 
no statistically significant differences in the proportions 
of high depression and anxiety symptoms between 
women conceiving with fertility treatments and those 
conceiving spontaneously. Women who conceived using 
fertility treatments were significantly more likely to have 
lower levels of antepartum stress than women who 
conceived spontaneously. At four months postpartum, 
mothers who conceive with fertility treatment do not 
differ from those who conceived spontaneously in the 
proportion of elevated depression, anxiety or perceived 
stress symptoms. First time mothers utilizing fertility 
treatments to conceive were statistically significantly less 
likely to report low parenting morale at four months 
postpartum. 

Competing interests 
The authors declare that they have no competing interests. 

Authors’ contributions 
SCT is responsible for the overall integrity, progress and timely completion of 
the AOB study and participated in the design of the study. NLR drafted the 
manuscript, contributed to the development of the research question, study 
design and contributed to the interpretation of study results. SWM 
performed data linkage, and conducted all statistical analyses. NLR, SWM, 
AM, CO participated in meetings related to study issues and progress as 
needed. NLR, SWM, AM, CO and SCT were involved in the study design and 
providing advice on methodological issues. All authors have read and 
approved the final manuscript. 

Acknowledgments 
We are exceptionally grateful to the participants involved in the All Our Babies 
cohort, and to the All Our Babies staff and research team. We are tremendously 
appreciative of the investigators, co-ordinators, research assistants, graduate 
and undergraduate students, volunteers, clerical staff and managers. Alberta 
Innovates - Health Solutions, (formerly the Alberta Heritage Foundation for 
Medical Research), Three Cheers for the Early Years, Alberta Health Services and 
the Alberta Children’s Hospital Foundation have provided support for the All 
Our Babies study. The University of Calgary has provided trainee salary support. 
Amy Metcalfe holds a Canadian Institutes of Health Research fellowship award. 
Sheila McDonald holds a post-doctoral fellowship award from the Alberta 
Centre for Child Family and Youth. Suzanne Tough holds a Health Scholar 
Award from Alberta Innovates Health Solutions. 
We would like to gratefully acknowledge Calgary Laboratory Service for their 
support of recruitment, sample collection, and specimen banking. 

Author details 
1Department of Obstetrics and Gynecology, University of Calgary, Calgary, 
Alberta, Canada. 2Department of Pediatrics, University of Calgary, Calgary, 
Alberta, Canada. 3Department of Obstetrics and Gynecology, University of 
British Columbia, Vancouver, British Columbia, Canada. 4Department of 
Community Health Sciences, University of Calgary, Calgary, Alberta, Canada. 
Received: 14 June 2013 Accepted: 21 February 2014 
Published: 28 February 2014 

References 
1.	 Tarabusi M, Volpe A, Facchinetti F: Psychological group support 

attenuates distress of waiting in couples scheduled for assisted 
reproduction. J Psychosom Obstet Gynaecol 2004, 25(3/4):273–279. 

2.	 Beaurepaire J, Jones M, Thiering P, Saunders D, Tennant C: Psychosocial 
adjustment to infertility and its treatment: male and female responses at 
different stages of IVF/ET treatment. J Psychosom Res 1994, 38(3):229–240. 

3.	 Souter VL, Hopton JL, Penney GC, Templeton AA: Survey of psychological 
health in women with infertility. Psychosom Obstet Gynecol 2002, 23(1):41–49. 

4.	 Klock SC, Greenfeld DA: Psychological status of in vitro fertilization patients 
during pregnancy: a longitudinal study. Fertil Steril 2000, 73(6):1159–1164. 

5.	 Repokari L, Punamaki RL, Poikkeus P, Vilska S, Unkila-Kallio L, Sinkkonen J, 
Almqvist F, Tiitinen A, Tulppala M: The impact of successful assisted 
reproduction treatment on female and male mental health during transition 
to parenthood: a prospective controlled study. Hum Reprod 2005, 
20(11):3238–3247. 

6.	 Hjelmstedt A, Widstrom AM, Wramsby H, Matthiesen AS, Collins A: 
Personality factors and emotional responses to pregnancy among IVF 
couples in early pregnancy: a comparative study. Acta Obstet Gynecol 
Scand 2003, 82(2):152–161. 

7.	 Fisher JRW, Hammarberg K, Baker GHW: Antenatal mood and fetal 
attachment after assisted conception. Fertil Steril 2008, 89(5):1103–1112. 

8.	 Meager I, Milgrom J: Group treatment for postpartum depression: a pilot 
study. Aust N Z J Psychiatry 1996, 30:852–860. 

9.	 Ross LE, McQueen K, Vigod S, Dennis CL: Risk for postpartum depression 
associated with assisted reproductive technologies and multiple births: 
a systematic review. Hum Reprod 2011, 17(1):96–106. 

10.	 McDonald SW, Lyon AW, Benzies KM, McNeil DA, Lye SJ, Dolan SM, Pennell CE, 
Bocking AD, Tough SC: The all our babies cohort: design, methods and 
participant characteristics. BMC Pregnancy Childbirth 2013, 13(Suppl 1):S2. 

11.	 Gracie SK, Lyon AW, Kehler HL, Pennell CE, Dolan SM, McNeil DA, Siever JE, 
McDonald SW, Bocking AD, Lye SJ, Hegadoren KM, Olson DM, Tough SC: 
All our babies cohort study: recruitment of a cohort to predict women at 
risk of preterm birth through the examination of gene expression 
profiles and the environment. BMC Pregnancy Childbirth 2010, 10:87. 

12.	 Cox JL, Holden JM, Sagovsky R: Detection of postnatal depression. 
Development of the 10-item Edinburgh postnatal depression scale. 
Br J Psychiatry 1987, 150:782–786. 

13.	 Cox JL, Holden JM: Perinatal Psychiatry: Use and Misuse of the Edinburgh 
Postnatal Depression Scale. London: Gaskell; 1994. 

14.	 Sheard C, Cox S, Oates M, Ndukwe G, Glazebrook C: Impact of a multiple, IVF 
birth on post-partum mental health: a composite analysis. Hum Reprod 
2007, 22(7):2058–2065. 

15.	 Spielberger CD, Gorusch RL, Lushene RE: Manual for the state-trait anxiety 
inventory. Consulting psychologist press, Palo Alto, CA, USA. J Affect 
Disord 1970, 39(I 996):185–189. 

16.	 Cohen S, Kamarck T, Mermelstein R: A global measure of perceived stress. 
J Health Soc Behav 1983, 24:385–396. 

17.	 Benzies KM, Trute B, Worthington C, Reddon J, Keown L, Moore M: 
Assessing psychological well-being in mothers of children with disability: 
evaluation of the parenting morale index and family impact of childhood 
disability scale. J Pediatr Psychol 2011, 36(5):506–516. 

18.	 Trute B, Hiebert-Murphy D: Predicting family adjustment and parenting 
stress in childhood disability services using brief assessment tools. 
J Intellect Dev Disabil 2005, 30(217):225. 

19.	 Kingston D, Tough S, Whitfield H: Prenatal and postpartum maternal 
psychological distress and infant development: a systematic review. 
Child Psychiatry Hum Dev 2012, 43(5):683–714. 

20.	 Avan B, Richter LM, Ramchandani PG, Norris SA, Stein A: Maternal postnatal 
depression and children’s growth and behaviour during the early years 
of life: exploring the interaction between physical and mental health. 
Arch Dis Child 2010, 95(9):690–695. 

21.	 Tough SC, Siever JE, Leew S, Johnston DW, Benzies K, Clark D: Maternal 
mental health predicts risk of developmental problems at 3 years of age: 
follow up of a community based trial. BMC Pregnancy Childbirth 2008, 8:16. 

22.	 Grace SL, Evindar A, Stewart DE: The effect of postpartum depression on 
child cognitive development and behavior: a review and critical analysis 
of the literature. Arch Womens Ment Health 2003, 6(4):263–274. 

http://www.reproductive-health-journal.com/content/11/1/19


Raguz et al. Reproductive Health 2014, 11:19
http://www.reproductive-health-journal.com/content/11/1/19

23. Beck CT: The effects of postpartum depression on child development:
a meta-analysis. Arch Psychiatr Nurs 1998, 12(1):12–20.

24. Murray L, Cooper PJ: Postpartum depression and child development.
Psychol Med 1997, 27(2):253–260.

25. Lyons-Ruth K, Wolfe R, Lyubchik A: Depression and the parenting of
young children: making the case for early preventive mental health
services. Harv Rev Psychiatr 2000, 8(3):148–153.

26. O’Hara MW, McCabe JE: Postpartum depression: current status and future
directions. Annu Rev Clin Psychol 2013, 9:6.1–6.30.

27. Wenzel A, Haugen EN, Jackson LC, Brendle JR: Anxiety symptoms and
disorders at eight weeks postpartum. J Anxiety Disord 2005, 19(3):295–311.

28. Sword W, Watt S, Krueger P: Postpartum health, service needs, and access
to care experiences of immigrant and Canadian-born women. J Obstet
Gynecol Neonatal Nurs 2006, 35:717–727.

doi:10.1186/1742-4755-11-19
Cite this article as: Raguz et al.: Mental health outcomes of mothers
who conceived using fertility treatment. Reproductive Health 2014 11:19.

Page 7 of 7

Submit your next manuscript to BioMed Central 
and take full advantage of: 

• Convenient online submission 

• Thorough peer review 

• No space constraints or color figure charges 

• Immediate publication on acceptance 

• Inclusion in PubMed, CAS, Scopus and Google Scholar 

• Research which is freely available for redistribution 

Submit your manuscript at 
www.biomedcentral.com/submit 

http:9:6.1�6.30
http://www.reproductive-health-journal.com/content/11/1/19

	Methods
	Results
	Discussion
	Conclusion
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice




