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Abstract: Pregnancy is a period of great complexity and potential psychological vulnerabil-
ity which may increase in unfavorable conditions, such as hospitalization. Therefore, early
identification of emotional, anxious, or depressive difficulties is important in terms of ma-
ternal and fetal well-being. International guidelines recommend the use of brief screening
tools to identify perinatal women for further investigation, but which of the measures is
optimal remains to be clarified. The objective of this study was to compare the Whooley
depression questions used together with the Generalized Anxiety Disorder-2 (GAD-2),
versus the Matthey Generic Mood Questionnaire (MGMQ), to evaluate their concordance
in screening results and their clinical usefulness in the hospital setting. Hospitalized
pregnant women, numbering 228, and 55 male partners completed both questionnaires.
The women’s results showed high similar screen positive rates on both measures, but the
screen positive concordance between the two instruments was low (around 50%). The
Whooley/GAD-2 missed a significant percentage of women who, on the MGMQ), wished
to talk with a professional, or who expressed moderate to high distress. The data from male
partners were too few to be interpretable. Findings suggest that screening is important
in hospitalized women, and clinicians should consider the respective merits and possible
weaknesses of different screening tools.
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1. Introduction

Motherhood is a phase of great complexity, and it is recognized that under unfavorable
conditions it can lead to potential psychological vulnerability (O’Hara, 2024). The preva-
lence of probable distress (depression or anxiety) in women during pregnancy is estimated
to be around 20% (Falah-Hassani et al., 2017; Fawcett et al., 2019; Woody et al., 2017) with
a noteworthy increase in the post-COVID-19 period especially in low-income population
(Al-abri et al., 2023; Nielsen-Scott et al., 2022). Furthermore, the risk of experiencing peri-
natal emotional difficulty may increase under particular unfavorable conditions, such as
psychosocial and economic fragility, educational poverty, isolation, health problems, or
risky pregnancy (Dagher et al., 2021; Louis-Jacques et al., 2020). To date, the consequences
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of perinatal maternal distress on the woman’s and fetus health and the newborn’s de-
velopment have been widely documented (Bauer et al., 2016; Stein et al., 2014), drawing
attention to the importance of prevention. The literature also shows that approximately
10% of men report symptoms of perinatal depression or anxiety (Glasser & Lerner-Geva,
2019; Leiferman et al., 2021) with important consequences on the well-being of couples and
on child development (Gutierrez-Galve et al., 2019).

For all these reasons, the importance of carrying out a screening for maternal emotional
distress, anxiety, or depression in the perinatal period is now shared in a large number of
countries and is recommended by the National Institute for Health and Care Excellence
(NICE) guidelines (NICE, 2014) and by the American Academy of Pediatrics (Earls et al.,
2019). Recently the World Health Organization (2022) (Guide for integration of perinatal
mental health in maternal and child health services., 2022) emphasized the importance of
screening within a stepped-care model, which represents the best approach for perinatal
mental health. In some countries, for the same reasons, screening for emotional distress
is now starting to be implemented in fathers-to-be and new fathers (Della Vedova et al,,
2023a; Walsh et al., 2020).

When considering conditions of specific vulnerability of the woman or the family,
being able to identify emotional distress in time becomes even more important. Among
the conditions of increased psychological vulnerability is that of an event that requires
the hospitalization of the woman during pregnancy. A recent meta-analysis highlighted
that in hospitalized pregnant women the percentage of depression and anxiety doubles
compared to the general population (Toscano et al., 2021), and a further study found a
higher percentage of suicidal thoughts (Hines et al., 2018).

Health problems that require hospitalization can affect the woman’s emotional well-
being and cause concerns about the progress of the pregnancy or the health of the unborn
child, significantly threatening the sense of continuity in the psychological process of
transition to parenthood, as well as hindering the development of the maternal attachment
to the fetus (Pisoni et al., 2014; Smorti et al., 2023). An abrupt and unexpected admission to
the hospital can increase anxiety levels in pregnant women (Zych-Krekora et al., 2024) and
furthermore, the presence of distress can also affect men, who fear possible consequences
for the health of their partner and the fetus, and experience their and their children’s
distress due to the woman'’s absence from home. For all these reasons, carrying out a
screening of the emotional distress that hospitalized pregnant women (and their partners)
experience can be important so that timely management of perinatal distress is possible
(Beretta et al., 2023; Capretti et al., 2022; Masserdotti et al., 2022). Furthermore, this study is
grounded on the theoretical framework of psychoanalytic psychology, where becoming a
parent constitutes a moment of great biopsychosocial complexity (Della Vedova, 2014; Della
Vedova et al., 2023b; Matthey & Della Vedova, 2020). For women this delicate moment
of maturational crisis (Bibring, 1959; Bydlowski, 2020), in unfavorable conditions such
as hospitalization, can result in specific vulnerability and stress. Therefore, having the
possibility of clinical listening in the hospital environment can help in containing a possible
emerging psychological difficulty.

1.1. What Tools Are Available for Screening in the Perinatal Period and Which One Can Be the
Most Suitable in a Hospital Context?

When talking about screening, a broad discussion opens up which inevitably leads to
the choice of a specific instrument and the reasons underlying this choice—a very complex
issue. A recent literature review on screening tools for perinatal depression and anxiety
highlighted that there is a need for systematic research examining which screening tools to
use and also a lack of screening for perinatal anxiety (Bhat et al., 2022). A further study
examined the effectiveness of validated screening tools, highlighting the complexity and
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multiple aspects to consider in implementing a screening program (Sambrook Smith et al.,
2022). The results of a large systematic review and meta-analysis on the effects of screening
programs which employed different screening measures (Waqas et al., 2022), found that it
is effective in reducing perinatal depression and anxiety. In recent years, routine universal
screening for perinatal anxiety and depression symptoms have been put in place in several
countries (e.g., England, Australia, Italy), with international guidelines recommending
different measures. The National Institute for Health and Care Excellence (NICE) guidelines
(NICE, 2014), currently recommend the two Whooley depression questions (Whooley et al.,
1997), together with the GAD-2 anxiety questions (Kroenke et al., 2007; Spitzer et al., 2006),
as the first step in perinatal mental health screening. These ultra-short instruments are
particularly suitable for very busy primary and secondary care settings, where staff do not
have time to administer longer instruments and score them. These screening measures take
a symptomatic approach to detecting possible distress, and use a ‘cut-off score” on each
to determine if a woman needs further assessment. However, as is known, investigating
specific symptoms with self-report can have advantages and disadvantages: in a short
instrument not all symptoms can be investigated, the cut-offs can vary greatly in different
populations, and the questions can be misunderstood, thereby generating false positives or
negatives (Matthey & Agostini, 2017).

In this regard, recent research (Matthey et al., 2023) has detected several problems
with some of the most used brief screening measures. For instance, when completing
the Whooley questions, about 15% of English-speaking women completely misinterpret
the Whooley question number two (from now on called ‘Anhedonia Question”) which
investigates the anhedonia symptom (namely the inability to experience joy or interest due
to low mood), and approximately 17% admit that they have difficulty understanding it. It
has also been discovered that endorsement of the anhedonia symptom is often due to the
normal physical changes in pregnancy, and not due to low mood (about 65%) (Matthey
et al., 2023; Matthey & Ross-Hamid, 2011). This means that a significant percentage of
women do not understand Whooley’s Anhedonia Question and respond positively, when
instead their lack of interest is related to the normal focus on pregnancy, generating false
positive screenings.

Furthermore, given that different measures often do not enquire about identical symp-
toms for the same construct, it is not surprising that concordance between various validated
perinatal emotional health screening measures can be quite low (Affonso et al., 2000; Con-
don & Corkindale, 1997; Hanna et al., 2004). Condon and Corkindale (1997), for example,
found that only between 28% and 56% of women who screened positive on one measure,
based on depression symptoms and their frequency, also screened positive on another
measuring the same construct. This poses a significant problem for clinicians, namely that
depending on the tool chosen, some women who may have emotional difficulties may not
be identified.

One way to try to overcome these problems might be to use tools that use broader and
more clinical in nature questions, rather than a symptomatic approach. This approach is
the basis of a different type of emotional health screening measure, the Matthey Generic
Mood Questionnaire (MGMQ) (Matthey et al., 2013, 2019).

The MGMQ differs from the Whooley questions plus GAD-2 (from now on called
Whooley/GAD-2) in that it enquires about the construct of feeling ‘distressed’, rather than
asking about specific symptoms. It asks a woman directly how much she is “bothered” by
her feelings, and also whether she wishes to talk to a health professional about how she is
feeling. It is the answers to these latter two questions that determine if a further assessment
is required.
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Considering the importance of early identification of possible distress in hospitalized
pregnant women, a research project with the aim to evaluate the relative merits of the
Whooley/GAD-2 and MGMQ was implemented in the clinical setting of the Obstetrics
Department of Spedali Civili di Brescia, a public hospital in a medium-sized city in the
Lombardia region in northern Italy. In this hospital, the perinatal psychologist (the last
author) and her team as well as the principal investigator of this study (the first author),
share a psychodynamic, psychoanalytic vision of parenthood. For this reason, they favor
a targeted approach to offering listening and containment to women in addition to a
diagnostic investigation in view of treatment where necessary. They are therefore interested
in a screening that is more oriented towards the general well-being of the woman rather
than a screening based only on a quantification of symptoms.

Thus, the overall objective of the study was to understand the comparative perfor-
mance of the Whooley/GAD-2 and MGMQ in Italian speaking women hospitalized during
their pregnancy to understand which tool has the best clinical usefulness in this setting.
Where possible, the women'’s partners were also offered the opportunity to participate, in
order to assess their level of distress.

1.2. Research Questions

The research questions concerned the comparative performances between the
Whooley/GAD-2 and the MGMQ for Italian women in this particular clinical setting,
with respect to the following: (a) satisfaction with, and preference for, the two measures;
(b) interpretation of Whooley’s Anhedonia Question (equivocal or exact); (c) attribution
of the anhedonia symptom to low mood or physical changes in pregnancy; (d) screen
positive concordance between the two instruments, Whooley /GAD-2 and the MGMQ, in
hospitalized women and their partners, respectively.

2. Materials and Methods
2.1. Procedure

Ethics approval was obtained from the Ethics Committee of the Brescia’s public
hospital (Spedali Civili di Brescia). All participating women and men signed the ethic’s
approved consent form. Women admitted to the Obstetric Department with pregnancy
complications or other medical conditions, from September 2022 to March 2023 were
recruited consecutively on the mornings of non-holiday Mondays through to Fridays.
Eligible women were pre-selected by the head nurse of the ward if they met the following
criteria: Italian speaking; the admission was for pregnancy complications or other medical
reasons, but not for an emergency requiring an immediate surgical or similar intervention.

Eligible participants were recruited within 2 days of being admitted to the Obstetrics
Department by several different Project Officers (POs), who were research psychologists
involved in the project; each woman who had a male partner was asked if she would give
permission for the PO to contact him, to see if he would also consent to participate in
completing the questionnaires for himself, via telephone or in person. Confidentiality was
assured to the woman (and man if he participated) that the answers on the forms would
not be communicated to the partner. After completing the questionnaires, women were
asked questions by the POs to clarify any responses and to verify their understanding of
the questions and their satisfaction with the two measures.

If a woman screened positive on any of the questionnaires (i.e., the Whooley/GAD-
2 or MGMQ), she was offered the appropriate professional support routinely given to
all inpatients from the psychologist specialist of the obstetrical unit. All measures and
communications were in Italian.



Behav. Sci. 2025, 15, 767

50f18

2.2. Measures
2.2.1. Modified Whooley Questions

The Whooley questions (Whooley et al., 1997) are the two core-depression diagnostic
questions in the Structured Clinical Interview for Diagnostic and Statistical Manual of
Mental Disorders, which investigate symptoms of low mood and anhedonia, respectively
(First, 2015). The original two Whooley questions use a time frame of the past month. This
was changed to the ‘past 2 weeks’ for this study, as was done in previous research (Matthey
et al., 2023), so as not confuse participants, given that both the GAD-2 and the MGMQ (see
below) enquire about the past 2 weeks. Thus, in English the modified Whooley questions
are as follows: ‘1. During the past 2 weeks have you often been bothered by feeling down,
depressed, or hopeless? (Low Mood Question)’; ‘2. During the past 2 weeks have you
often been bothered by having little interest or pleasure in doing things?” (Anhedonia
Question). The response options for each question are “Yes” or ‘No’, as per the original
Whooley questions. A response of “Yes’ on at least one of the questions is considered to be
‘screen positive’ for possible depression. A sensitivity value of 100% for the diagnosis of
depression was found for Whooley questions in a UK perinatal validation study (Mann
et al,, 2012) and in an American postnatal study (Gjerdingen et al., 2009). Of note is that a
recent Chinese validation study (Wu et al., 2024) found a much lower sensitivity of 77%
and a very high proportion of false positives (positive predictive value of only 0.2).

2.2.2. GAD-2

The Generalized Anxiety Disorder-2 (GAD-2) is the short version of Generalized
Anxiety Disorder-7 (Spitzer et al., 2006) and it comprises the following two questions
regarding anxiety. ‘Over the last 2 weeks, how often have you been bothered by the
following problems?: 1. Feeling nervous, anxious or on edge; 2. Not being able to stop or
control worrying’. The response options for each question (with their respective score in
brackets) are the following: ‘Not at all (0); Several days (1); More than half the days (2);
Nearly every day’ (3). A total score of 3 or more across the two questions is considered to
be screen positive.

The GAD-2 performs well in the general population (Kroenke et al., 2007), but there are
not many perinatal validation studies. One study highlighted some limitations of GAD-2
in generating many false positives (Nath et al., 2018), and a more recent study (Ayers et al.,
2024) found in a perinatal English-speaking sample that a score of 2 or more performed
better than the usually recommended 3 or more.

2.2.3. MGMQ

The MGMQ (Matthey et al., 2013, 2019) consists of four questions: Q1. A distress
question (with a time frame of during the past 2 weeks)—'Have you felt very stressed,
anxious, or unhappy, or found it difficult to cope, for some of the time?’ (response options:
“Yes’, ‘Possibly’, ‘No’); Q2. A bother impact question (for those who answered “Yes’ or
‘Possibly’ to the distress question)}—'How bothered have you been by these feelings?’
(response options: ‘Not at all’; “A little bit’; ‘Moderately’; ‘A lot’); Q3. A reason for distress
question, asking the individual why she is feeling this way (if appropriate, and only if she
wishes to describe this on the questionnaire); Q4. A wish for referral question—'Would
you like to talk to a health professional about any of these things?’ (response options: “Yes’,
‘Possibly’, ‘No’).

This measure has performed well for women in antenatal and postnatal clinical
settings against diagnostic criteria for depression and anxiety and against various self-
report measures of anxiety and depression, for English-speaking women (Matthey et al.,
2013, 2019; Matthey & Bilbao, 2018; Price et al., 2021), for Italian-speaking women and
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men (Matthey & Della Vedova, 2018, 2020), and also Arabic-speaking postpartum women
(Matthey et al., 2024). Screen positive responses on the MGMQ are as follows:

(i) Moderate/Major distress: an answer to question Q2 (Bother Impact question) equal
to: ‘Moderately (bothered)’ or ‘A lot (bothered)’; and/or on Q4 (Wish to talk question): “Yes
(I'want to talk with a health professional about how I am feeling)’.

(if) Minor distress: an answer to question Q2 equal to: ‘A little bit (bothered)’, together
with on Q4: ‘Possibly (I want to talk with a health professional about how I am feeling)’.

The Moderate/Major distress classification was determined by consulting with Italian
clinicians (Matthey & Della Vedova, 2018), as well as the measure’s performance against
diagnostic criteria (Matthey et al., 2019), while the Minor distress classification was deter-
mined by clinical considerations.

2.2.4. Women’s Views, Understanding, and Interpretation of the Measures

A series of questions was developed to understand what the women thought of the
different measures. Some of these questions were partly derived from previous research
on these issues (cf., Matthey et al., 2023; Matthey & Ross-Hamid, 2011). The questions
explored the following: (i) the women’s opinions of each measure, and whether they
had a preference for one or the other; (ii) whether or not they had correctly understood
the Whooley Anhedonia Question, and the MGMQ Bother Impact question (MGMQ Q2);
(iii) whether they attributed the anhedonia symptom (if applicable) to their mood /worries,
or to the usual physical symptoms and changes of being pregnant; (iv) whether on the
MGMQ Q2 and Q4 they preferred the current response options, which includes the option
of saying ‘Possibly’, or whether they considered it would be better to just have the options
of “Yes” and ‘No’. Men were not asked these questions due to the practical limitation of not
having face-to-face contact with most of these participants.

2.3. Sample Size

To report on the percentage of women screening positive on each measure, with an
accuracy of +/—5% at the 90% confidence level, with a screen positive rate of at least 30%
(given that this was a ‘high-risk sample of women, and thus would be expected to have a
higher screen positive rate than a normal community sample), a sample size of 229 was
required (Calculator.net, n.d.). This sample size was almost completely achieved for the
women (n = 228), but not, as was anticipated, for the male partners. The rates and other
data reported for the men, therefore, should be treated very cautiously and are reported to
give an initial view of the distress of partners of hospitalized women.

2.4. Statistical Analyses and Effect Size

Data were analyzed in terms of frequences and proportions. The chi-square test
for homogeneity was used to evaluate whether the proportion of similar positive case
rates across both measures differs significantly (a p-value less than 0.05 suggests that the
null hypothesis of homogeneity can be rejected). Cohen’s kappa was used to assess the
concordance between the screening tools considering that a k < 0.20 means a poor strength
of agreement, k = 0.21-0.40 fair, k = 0.41-0.60 moderate, k = 0.61-0.80 good, k = 0.81-1.00
a very good agreement (Landis & Koch, 1977). McNemar’s test was used to check for
asymmetry in discordant cases. Furthermore, as has been reported in similar research
(Matthey et al., 2023), to ascertain clinically meaningful differences in the analyses, the
effect size was used. As proposed by Rosenthal (Rosenthal, 1996) the ‘percentage point
difference” method suggests that when the smaller percent is between 7% and 15%, a
medium effect size is 12 percentage points difference, and a large effect size is 20 percentage
points difference. When the smaller percentage is between 15% and 85%, a difference of
7 percentage points is a small effect size, 18 percentage points is medium, 30 percentage
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points is large, and about 45 percentage points is a very large effect size. The analysis was
conducted with SPSS Statistics, V.23 (IBM Corp., 2015, Armonk, NY, USA).

3. Results
3.1. Participants

The characteristics of the sample are reported in Figure 1.

WOMEN MEN
Assessed for eligibility Assessed for eligibility
(n=245) (n=228)
pre-selected according to the

contacted through their
inclusion criteria by the head

partners
nurse of the ward
Excluded (n=17) Excluded (n=173)
L . *  Not meeting inclusion
e Not meeting inclusion criteria (n=0)
criteria (n=0) L — —> Declined to participate
e Declined to participate «  Other r(er;ljzr@(n:‘w)
(n=17) (n=3 no partnered; n=46
_ women refused to involve
. Other reasons (n=0) their partner)
v v

Final sample (n=228) Final sample (n=55)

Figure 1. CONSORT-style diagram of sample information.

3.2. Demographics

The sample was composed of Italian women and some of their partners; women were
mostly partnered, highly educated, primiparous, and in the third trimester of gestation.
The reasons for hospitalization were mostly related to pregnancy problems (52%—e.g.,
increased blood pressure, preeclampsia), general health reasons (23%—e.g., minor accidents,
renal colic), risk of pre-term birth (20%—e.g., pre-term contractions, shortening of the
uterine cervix), with the remaining 5% having missing data. The demographic information
for the participants is displayed in Table 1.

Table 1. Demographic characteristics of the sample.

Women Men

(n =221-228) * (n = 48-55) *
Age
Age range (years) 18-48 25-49
(mean, SD) (33.4; 2.8) (35.3;5.8)
Weeks pregnant
Weeks pregnant: Range 4-40 1240
ir/mllzz tt;n;erjeél iriter) (3.6%; 19.2%; 77.2%) (2%; 22%; 76%)
Marital status
Married /Partnered 94% 100%
Education level
Tertiary (university) 43% 35%
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Table 1. Cont.

Women Men
(n =221-228) * (n = 48-55) *
Ethnicity
Italian 81% 94%
Other European 13% 6%
Non-European 6% 0%
Other children
No 61% 69%
Administration of measures
Face-to-face 100% 2%
Telephone 0% 67%
At home 0% 31%
Reasons for hospitalization
Risk of pre-term birth 20.17% n.a.
General health reasons 22.80% n.a.
Pregnancy complications 51.75% n.a.
Data missing 5.26% n.a.

* Numbers vary depending upon missing data across the questions.

3.3. Rates of Positive Screening (MGMQ and Whooley/GAD-2) with Respect to Women's
Sociodemographic and Pregnancy Variables

Rates of positive screening in women were 35.5% on the Whooley/GAD-2 and 33.9%
on the MGMQ, while in men they were 20% on the Whooley/GAD-2 and 15.1% on the
MGMQ. Considering the women’s sample, the chi-square statistic showed that no so-
ciodemographic variable (age, education, parity, nationality) or the partner’s participation
in the study was significantly associated with positive screening results for MGMQ or
Whooley/GAD-2. There was a small-moderate greater percentage of women with mild
or moderate-major distress in the women admitted for pre-term birth reasons (46%), com-
pared to those admitted for pregnancy complication reasons (31%) and those admitted for
general hospitalization reasons (29%). The percentage point differences was of 15 and 17,
respectively, thus a small-moderate effect size.

3.4. Women: Perception and Understanding of the Measures

As shown in Table 2, the rate of satisfaction for each instrument was high, and there
was a greater proportion of women preferring the MGMQ over the Whooley /GAD-2 (50%
vs. 37%—13 percentage points difference, small-to-medium effect size).

The reasons why women said they preferred one or other of the measures were similar.
Some women said that they preferred the MGMQ because of its open question (Q3), where
they could express how they felt, whereas others said the opposite—that they preferred the
Whooley/GAD-2 because it did not have such an open question, and therefore it is quicker
to respond. Similarly, some preferred the MGMQ), saying that it was easier to understand,
while others felt that the Whooley/GAD-2 was easier to understand.

There was a substantially stronger preference for the inclusion of the response option
of ‘Possibly” in both the MGMQ Distress (Q1) and Wish-to-talk (Q4) questions (both with
30 or more percentage points difference—thus, a large effect size). The reasons included
that some women may not wish to admit saying “Yes’ to such questions, and thus having
‘Possibly” gave them an easier way of admitting that they felt distressed, or wanted to talk
to someone. Others said that ‘Possibly” was a good option as some women may be unsure
of exactly how they are feeling (Q1), or whether or not they wanted to talk to someone (Q4).
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Table 2. Women'’s perceptions of the measures.

Women
(n = Varies per Question)

Both measures
% Satisfied with each measure (n = 195-197)

MGMQ 93%
Whooley/GAD-2 89%
Preference for the measures (n = 189)

MGMQ preferred 50%
Whooley/GAD-2 preferred 37%

No preference 13%
MGMQ measure

Q1 Response options: Preference (n = 146)

Only include “Yes/No’ 32%

Also include ‘Possibly” 67%
Unsure (n = 1)/Missing (n = 1) 1%

Q4 Response options: Preference (n = 146)

Only include “Yes/No’ 29%

Also include ‘Possibly’ 71%

Q2 Impact Question (n = 123)

Correct interpretation 100%
Whooley Measure

Anhedonia Question comprehension (n = 144)

Interpreted incorrectly 3% (n=4)
Had difficulty understanding it <1% (n=1)
Attribution of endorsed Anhedonia Question (n = 17)

Just due to physical changes 47% (n=8)
Includes due to mood or worries 53% (n=9)

Of note is that four women completely misinterpreted the Whooley Anhedonia Ques-
tion (saying ‘No’ to this question, but in fact they meant to say “Yes” when the question was
checked by the PO), and one found it confusing. No women, however, misinterpreted the
MGMQ Distress Impact question (Q2). Of those who endorsed the Whooley anhedonia
symptom (N = 17), around half (n = 8) said that it was just due to the physical symptoms of
pregnancy and not due to low mood or worries. For example, some said that having to
stay at home and rest, due to their pregnancy complication, meant they could not enjoy
things like they used to.

3.5. Women: Wish-to-Talk to a Health Professional and Their Reasons (MGMQ Q3 and Q4)

Table 3 shows that 23.7% of the women either said “Yes’, or ‘Possibly’, to the Q4, Wish-
to-Talk, question. Their reasons included the following: (i) Problems or concerns with their
pregnancy (e.g., feeling very worried that something may happen to their infant; concern
about the possibility of an abortion, having previously experienced this); (ii) Concern
that they may not have enough support, or may not cope with everything, once the baby
is born (e.g., due to moving house, having to work, and the mother’s own health); (iii)
Interpersonal difficulties or stresses (e.g., concerns regarding the relationship with her
partner, her own mother’s poor health). There is however no clear pattern as to the reasons
a woman wants to, or does not want to, talk with a health professional. This will probably
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depend upon a variety of factors, including the level of distress she is experiencing, her

own coping style, her support systems, and her previous experience at receiving help.

Table 3. Percentage screening positive on the Whooley/GAD-2 and the MGMQ questions (n stated

when 4 or less).

Women
(n =227-228)

Men *
(n = 53-55)

Measures: % screening positive

Whooley/GAD-2 1

Whooley 2
GAD-23

Positive on both the Whooley&GAD-2

35.5% (+/ —5%)

31.6% (+/—4.90/0)
15.8% (+/—3.8%)
11.8% (+/—3.40/0)

20.0% (+/—8.8%)
12.7% (+/ —7.3%)
10.9% (+/ —6.9%)
3.6% (n = 2)

MGMQ

Minor or Mod /Major distress

Minor distress 4

Moderate/Major distress °

33.9% (+/ —5%)
7.0% (+/ —2.7%)
26.9% (+/ —4.70/0)

15.1% (+/ —7.9%)
1.9% (n=1)
13.2% (+/—7.5%)

MGMQ Q2: % Bothered

Moderately 19.8% (+/—4.2%) 11.3% (+/—7.0%)
A lot 4.0% (+/—2.1%) 1.9% (n=1)

A little + ‘Possibly” on Q4 7.0% (+/—2.7%) 1.9% (n=1)
MGMQ Q4: % Wish-to-talk with a health professional

Yes 7.5% (+/—2.8%) 0%

Possibly 16.2% (+/—3.9%) 3.8% (n=2)

No 36.0% (+/—5.1%) 30.2% (+/—10.1%)
Not applicable @ 39.9% (+/—5.2%) 58.5% (+/—10.9%)
Missing: n=1 0%

Note: 90% Confidence intervals (CI) reported in brackets for the women'’s data. For the men’s data, due to the
small sample size, the 90% CI is only reported when the percentage is 10% or more. Otherwise, the n is reported.
* Interpret these results with caution, due to the small sample size for men. 1 Positive on either, or both, of the
Whooley or GAD-2. 2 At least one Whooley question answered “Yes’. 3 A total score across the 2 questions of 3
or more. 4 A little bit bothered (Q2) and “Possibly” want to speak (Q4). > ‘Moderately’ or ‘a lot” bothered (Q2);
and/or “Yes’ wants to talk (Q4). ® Responded ‘No’ on Q1, or ‘Not at all’ on Q2.

Of note is that on the MGMQ), the wish to talk with a health professional (Q4) was not
always related to the degree of ‘bother” a woman reported on the MGMQ'’s Q2. Thus, 7 of
the 16 women saying ‘Yes’ they wanted to talk with someone said that they were only ‘a
little bit’ bothered by how they were feeling (Q2). This was also evident for those saying
they ‘Possibly” wanted to talk with a health professional (16 of the 37 women were only
bothered ‘a little bit).

Furthermore, for women being positive on the Impact question of the MGMQ (Q2:
saying that they were bothered either ‘Moderately” or ‘A Lot: N = 54), this did not
necessarily mean that they wanted to talk with a health professional. Of these 54 women,
27 (half) said that they did not want to talk with a health professional.

3.6. Men: Wish-to-Talk to a Health Professional and Their Reasons (MGMQ Q3 and Q4)

Table 3 shows that a much smaller percentage of men, compared to women, said that
they wanted to talk with a health professional (0% ‘Yes’; 3.8% ‘Possibly’). The reasons
these two men (3.8%) gave for feeling ‘distressed” included one having to cope with work,
moving to a new house, and the pregnancy, without wanting to burden his partner with
these stressors; and the other man’s partner had experienced a misdiagnosis requiring
admittance to hospital and he had difficulty visiting her in hospital.
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Other reasons for men’s “‘distress’ (‘a little bit” or ‘moderately” bothered on MGMQ
Q2), despite not wishing to talk with a health professional, were related to the following:
pressures of work; concern for his partner’s health; concern for his partner who is at home
alone (referring in general to the times when he could not be near his partner because he
was at work); needing to do many more things at home due to his partner’s poor health;
lack of sleep due to the impending birth; health problems with their relatives.

As with the women, however, it is noteworthy that one of these two men that ‘Possibly’
wanted to talk with a health professional (MGMQ Q4) said that he felt distressed just ‘a
little bit” (Q2). Therefore, despite this much smaller sample size in men, it is also possible
that the level of bother and the (possible) wish to talk with a health professional may not
be strongly related. In addition, all six men who said that they were bothered ‘Moderately”
(none said ‘a lot’), said that they did not want to talk with a health professional.

3.7. Comparison of the Two Instruments: Women

Rates of screening positive on the two measures were similar for the women (about
35%—see Table 3). However, the concordance for screen positive between the two instru-
ments was only ‘average’, with about a third of the women screening positive on one
instrument then screening negative on the other instrument (see Table 4). The chi-square
value was x2 = 62.29 (p < 0.001, Phi = 0.52) indicating strong evidence against the null
hypothesis of homogeneity between the two questionnaires. Cohen’s concordance index (k)
was equal to 0.496, indicating a moderate level of concordance between the two instruments
according to the commonly used interpretative thresholds. This suggests that, although
there is a certain coherence between the answers provided in the two questionnaires,
there are also non-negligible discrepancies. McNemar’s test was also applied to check
for asymmetry in discordant cases. The observed values (24 subjects positive only in the
MGMQ, 28 subjects positive only in the Whooley/GAD-2 test) did not show a statistically
significant difference (x? = 0.173; p > 0.05), indicating that the discrepancies between the
two questionnaires do not follow a systematic direction.

Table 4. Screen positive concordance between the Whooley/GAD-2 and the MGMQ.

Screening Outcomes

Positive Whooley/GAD-21  Negative Whooley/GAD-2

(Positive/Negative) £ (%) (%) Total
Positive MGMQ 2 53 (68.8%) 24 (31,2%) 77 (33.77%)
Negative MGMQ 28 (18.54%) 123 (81.46%) 151 (66.23%)
Total 81 (35.52%) 147 (64.48%) 228

1 Positive on either, or both, of the Whooley or GAD-2. 2 Positive on the Minor or Moderate/ Major distress
classification (see text and Table 3).

Furthermore two of the 17 women (ca., 12%) who said on the MGMQ that that they
wanted to speak with a health professional (responding ‘Yes’ to Q4) were negative on the
Whooley/GAD-2, and 15 of the 37 (41%) who said that they ‘Possibly’ wanted to talk with a
health professional were also negative on the Whooley/GAD-2. Thus, 17 of the 54 women
(31%) who either said ‘Yes’ or ‘Possibly’ I want to speak with a health professional on the
MGMQ Q4 were ‘missed” (negative) by the Whooley/GAD-2.

Of the 28 women who were positive on the Whooley/GAD-2 but were negative (and
thus ‘missed) by the MGMQ, all therefore had said on the MGMQ that they did not wish to
talk with a health professional, and also that they did not consider their distress to be at the
level of ‘Moderately’ or ‘a lot’.
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3.8. Comparison of the Two Instruments: Men

Considering that the number of men who agreed to participate in the research was
very low, we report the results to open an initial view on paternal distress in conditions
of hospitalization of the pregnant woman. The rates of screen-positive for men between
the two instruments were similar (15-20%; see Table 3). Among the eight men positive on
the MGMQ), only one was negative on the Whooley/GAD-2. This man was ‘Moderately’
bothered by how he was feeling, saying on Q3 “the fact that my wife isn’t well”, though
also stating that he did not want to talk with a health professional.

Of the 11 men positive on the Whooley /GAD-2, seven were positive on the MGMQ,
but four were negative. For these four men, while on the Whooley, they said “Yes’ to at least
one of the two questions (n = 3), or had a score of 3 or more on the GAD (n = 1), on the
MGMQ Q1 they either said that they were not distressed at all (n = 1), or on Q2 said that
they were only bothered a ‘little bit’, and did not want to talk with a health professional
(n = 3). The reasons the three men gave for feeling just a little bit bothered, and not wanting
to talk to a health professional, were as follows: “my partner is home alone”; “too little sleep
and the approaching birth”; “our other child cannot see his mother as she’s in hospital”.

4. Discussion

The aim of this study was to evaluate the clinical usefulness of different screening
tools in the setting of pregnancy hospitalization, considering international guidelines
recommendation (NICE, 2014) and the preventive value of screening for perinatal mental
health (Guide for integration of perinatal mental health in maternal and child health
services., 2022), within a psychodynamic framework of the complexity of the psychological
processes of parenting. The results highlight that the percentage screening positive on
emotional measures for hospitalized women are higher than in community samples as
shown by international literature (Toscano et al., 2021) and as would be expected, given
that the pregnant women had been admitted to hospital with health complications. In
agreement with the literature, this result confirms the distress burden exerted by the
condition of greater risk of hospitalized women, especially in cases of risk of pre-term birth,
and reiterates the importance of screening for perinatal distress in hospital settings (Smorti
et al., 2023). Findings from the current study also suggests that partners of hospitalized
women may suffer clinically relevant distress.

Regarding the appreciation by women of the instruments, both the Whooley/GAD-2
and the MGMQ were considered acceptable by the Italian-speaking women in this sample.
A greater proportion of women preferred the MGMQ over the Whooley/GAD-2 (50% vs.
37%), with a large majority preferring the inclusion of the ‘Possibly’ response option in both
MGMQ Questions, Q1 (67% vs. 32%) and Q4 (71% vs. 29%), these differences being large
effect sizes and thus clinically meaningful. Of note is that the Whooley does not provide
this response option, only those of “Yes” and ‘No’.

With respect to the clarity of the questions perceived by women, in particular the
understanding of the Whooley Anhedonia Question, as has been found in previous research
(Matthey et al., 2023; Matthey & Ross-Hamid, 2011), a sizeable proportion of women (half)
endorsing the anhedonia symptom on the Whooley said it was only related to the normal
physical changes of being pregnant, and was not due to their mood or worries. Furthermore,
a few completely misinterpreted the Whooley Anhedonia Question (n = 4). This percentage
is much smaller than found in the English-speaking study (Matthey et al., 2023) and would
suggest that the Italian wording for a loss of interest and pleasure is not ambiguous, but
that the misinterpretation might be due to the skim reading phenomenon, as suggested by
Matthey et al. (Matthey et al., 2023). Of note is that Bruney and Zhang (Bruney & Zhang,
2022) also reported that around 10% of their screen-positive Patient Health Questionnaire-2
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(PHQ-2) sample, who were interviewed, had completely misinterpreted one or other PHQ-2
question (which are the same as the Whooley questions). Thus, it seems to emerge clearly
from these data, that, without explicitly exploring their comprehension of the Anhedonia
Question, the use of the Whooley as a screening measure in Italian women seems to be as
problematic as it is in English-speaking women.

Considering the main objective of the study, the concordance between the Whooley /GAD-
2 and the MGMQ), the results of the study show that while screen positive rates on both
measures were similar (both for women, and also for men), the agreement was moderate,
highlighting non-negligible discrepancies. In particular, around a third of the women who
screened positive on one measure screened negative on the other. This means that by using
one measure or another some women will be missed (will screen negative).

One may wonder what this means in different cases, and whether this screen positive
concordance percentage is acceptable, especially in a condition of increased distress, such
as hospitalization. Even if this result replicates the finding from previous research using
other perinatal mental screening measures (Condon & Corkindale, 1997), we believe that
this lack of screen positive concordance between measures should be a major concern for
researchers and clinicians in this field.

An important point in the comparison between the two instruments concerned the
desire of women to talk to a professional about their emotional difficulties (Q4 MGMQ). The
data show that 17 women (31%) who said they would like, or would possibly like, to talk
to a professional, screened negative on the Whooley /GAD-2. This means that in a service
using just the Whooley /GAD-2, these women’s wishes would not have been identified.

We would argue that asking a woman directly how distressed she feels and whether
or not she wishes to talk with a health professional should take priority over a numerical
score based upon the frequency of symptoms, where the assumption is that a certain
level of frequency warrants intervention. To decide, for example, that a woman who
says that she wants to talk with a health professional should not receive any such service
because she only scored 2 on the GAD-2, or because she said ‘No’ to both of the Whooley
questions, seems to be lacking the human element of listening to what the woman is really
experiencing. While guidelines often state that further clinical judgement should always
be used to determine if further assessment is required (Highet, 2023), rather than just
rely on a woman’s ‘score’ or responses to such screening questions, the reality is that
few services have the time or resources to provide skilled in-depth questioning to every
woman who is screened. Furthermore, in this sample, women’s wish to talk with a health
professional was not necessarily linked to the intensity of their distress. This reveals that
even women who declare mild distress may wish to talk to an operator, something that
could not be detected by a cut-off or a self-report questionnaire. On the other hand, a
considerable number of women with high distress did not express the wish to talk with
a health professional, and this also reveals that the number of women who could turn to
referral services would not be many, and therefore not overwhelm the service resources
even in the case of universal screening.

The use of a screening measure like the MGMQ minimizes the risk of missing women
who do indeed have a substantial level of distress, or who wish to talk with a health profes-
sional regardless of the frequency of specific symptoms they are experiencing. This may be
especially important in the inpatient hospital setting, because there are not always routine
scheduled visits as in outpatient perinatal services. A tool that immediately provides
clinically relevant information is therefore very useful to open a conversation and possibly
propose a referral.

Another interesting aspect concerns the reasons that women reported for their distress.
In line with other Italian studies, they were similar to the typical concerns of motherhood
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but with greater emphasis on fears for the pregnancy outcome, the health of the woman
and the child, and the distress due the woman’s absence from home (Smorti et al., 2023).
The reasons given by men are very similar and emphasize concerns about the health of their
partner and the fetus as well as the difficulty in managing work and household matters in
the absence of the woman.

In the current study, carried out in an obstetric hospital department where screening
has been implemented for several years (Beretta et al., 2023; Capretti et al., 2022; Masserdotti
et al., 2022), the use of the MGMQ)’s brief questions enabled the clinicians (and researchers)
to understand some important clinical issues and provided an opening for the clinician to
talk to the woman about how she was feeling. This represented very useful information for
planning a referral to the Obstetric Unit’s Psychologist.

More in general, we may argue that the results of the study enabled us to identify
the characteristics that make an instrument the most suitable based on the context of the
hospitalized women. In the perinatal period, and especially in situations of significant
maternal concern, the use of screening tools that open the possibility for dialogue about
the causes of potential emotional distress and the possibility of requesting to speak with
healthcare providers could be helpful, as seems to emerge from this study. Overall, from
this study several aspects emerge that could indicate the need to reconsider the limitations
of screening measures based only on the intensity and frequency of certain symptoms, and
it may suggest a reflection on areas for improvement in the practice guidelines for mental
health care in postpartum care.

Moreover, in the specific theoretical psychodynamic, psychoanalytic framework of
parenting on which this research is based, a tool of this type meets the importance of
offering empathic listening to the concerns of pregnant women and their partners in order
to offer sensitive and targeted counseling to the specific needs of this population.

The data also show that men (even if they agreed to participate in a small percentage)
showed willingness to fill out the MGMQ questions and even the one about wishing to
talk with a health professional. This confirms a previous finding when using the MGMQ
with men in Italy (Matthey & Della Vedova, 2020) and other studies in which the extension
of perinatal distress screening to men was found to be desirable (Walsh et al., 2020) and
welcomed (Della Vedova et al., 2023a).

Limitations of the Study

A limitation of the study could be the recruitment of women, which could only take
place on working days. Furthermore, the composition of the women’s sample (as women
were mostly Italian, partnered, highly educated, and in the third trimester of gestation)
represents a limit to the generalizability of the results and application to other groups.
Therefore, future research may explore the clinical usefulness of these screening tools in
larger, more heterogeneous samples. In addition, the screening measures we used have no
diagnostic value, and only women who tested positive had a subsequent assessment. A
further strong limitation was the low uptake rate and thus the small sample size of the men.
Therefore, for the male sample the results should be taken with caution. Finally, since we
did not investigate gender identity, we refer to the participants as women, but we recognize
that some of the patients may not identify as women, the same applies to men.

5. Conclusions

This study, conducted in a hospital clinical setting and within a psychodynamic
framework of psychology of parenthood, shows the importance of performing an accurate
screening of emotional distress in perinatal women who experience hospitalization. It also
shows that screening their partners, when possible, can be important too. However, it
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highlights some aspects related to the performance of screening tools that deserve attention.
The results show that there are differences between the screening symptom questionnaires
of the Whooley questions and GAD-2 and the construct questionnaire of the MGMQ. This
latter measure appears to have the advantage of asking women directly how they feel,
why they might be feeling this way, and whether they would like to talk with a health
professional. Furthermore, many of the women and some of the men, who were ‘screen
positive” on the MGMQ and who said that they wished to, or possibly wished to, talk with
a health professional were missed when screening by using the Whooley questions along
with the GAD-2. Thus, the results of this study may help clinicians to be aware of the
respective merits and possible weaknesses of different screening tools, to enable them to
select a suitable instrument for their clinical practice. Additionally, the results of the study
may suggest a reflection on areas for improvement in the practice guidelines for mental
health care in postpartum care.

Author Contributions: Conceptualization, A.M.D.V., C.B. and E.B.; methodology, AM.D.V., C.B.
and E.B.; formal analysis, A.M.D.V. and S.P; investigation, AM.D.V,, C.B,, M.C,, S.L,,RS. and E.B.;
data curation, AM.D.V,, C.B.,, M.C, S.L,, R.S. and S.P,; writing—original draft preparation, AM.D.V,;
writing—review and editing, A.M.D.V,, C.B., S.P. and E.B. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Spedali Civili di Brescia (NP 5478—6 September 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Data Availability Statement: Data are available upon reasonable request to the authors.

Acknowledgments: Special thanks to Stephen Matthey for his careful proofreading, supervision,
and encouragement in writing the paper. Thanks to the female and male participants for their
contributions. Thanks to the Department of Gynecology and Obstetrics 1, ASST Spedali Civili
of Brescia.

Conflicts of Interest: The authors declare no conflicts of interest.

Abbreviations

The following abbreviations are used in this manuscript:

ASST Azienda Socio Sanitaria Territoriale

DSM Diagnostic and Statistical Manual of Mental Disorders
GAD-2 Generalized Anxiety Disorders-2

MGMQ Matthey Generic Mood Questionnaire

NICE National Institute for Health and Care Excellence
PHQ-2 Patient Health Questionnaire-2

PO Project Officer

Q1 MGMQ Question 1 of MGMQ, Distress Question

Q2 MGMQ Question 2 of MGMQ, Impact Question (bother)
Q3 MGMQ Question 3 of MGMQ, Reason Question

Q4 MGMQ Question 4 of MGMQ, Wish-to-Talk Question
UK United Kingdom

Whooley/GAD-2  Whooley questions used together with the GAD-2



Behav. Sci. 2025, 15, 767 16 of 18

References

Affonso, D. D., De, A. K., Horowitz, J. A., & Mayberry, L. J. (2000). An international study exploring levels of postpartum depressive
symptomatology. Journal of Psychosomatic Research, 49(3), 207-216. [CrossRef] [PubMed]

Al-abri, K., Edge, D., & Armitage, C. J. (2023). Prevalence and correlates of perinatal depression. Social Psychiatry and Psychiatric
Epidemiology, 58(11), 1581-1590. [CrossRef] [PubMed]

Ayers, S., Coates, R., Sinesi, A., Cheyne, H., Maxwell, M., Best, C., McNicol, S., Williams, L. R., Uddin, N., Hutton, U., Howard, G.,
Shakespeare, J., Walker, J. J., Alderdice, F.,, Jomeen, ]., & the MAP Study Team. (2024). Assessment of perinatal anxiety: Diagnostic
accuracy of five measures. The British Journal of Psychiatry, 224(4), 132-138. [CrossRef] [PubMed]

Bauer, A., Knapp, M., & Parsonage, M. (2016). Lifetime costs of perinatal anxiety and depression. Journal of Affective Disorders, 192, 83-90.
[CrossRef]

Beretta, E., Simonetti, R., Capretti, M., & Sartori, E. (2023). Leggere i bisogni psicologici della donna in area ostetrica. L'intervento
psicologico in ospedale: Da un modello di invio ad un modello di screening. In G. Giacalone, & A. Domingo (Eds.), La psicologia
ospedaliera in Italia (pp. 307-334). Margana Editore.

Bhat, A., Nanda, A., Murphy, L., Ball, A. L., Fortney, J., & Katon, J. (2022). A systematic review of screening for perinatal depression
and anxiety in community-based settings. Archives of Women’s Mental Health, 25(1), 33-49. [CrossRef]

Bibring, G. L. (1959). Some considerations of the psychological processes in pregnancy. The Psychoanalytic Study of the Child,
14(1), 113-121. [CrossRef]

Bruney, T. L., & Zhang, X. (2022). Improving perinatal depression screening and management: Results from a federally qualified health
center. Journal of Public Health, 44(4), 910-917. [CrossRef]

Bydlowski, M. (2020). Devenir mére: A I'ombre de la mémoire non consciente. Odile Jacob.

Calculator.net. (n.d.). Sample size calculator. Available online: https://www.calculator.net/sample-size-calculator.html?type=1&cl=90
&ci=5&pp=30&ps=5000&x=Calculate (accessed on 22 April 2024).

Capretti, M., Tessarin, S., Masserdotti, E., Berruti, N., & Beretta, E. (2022). Cogliere il bisogno psicologico della donna nell'immediato
postpartum: Un’esperienza nel puerperio dell’Ospedale Civile di Brescia. In Psicologia della salute: Quadrimestrale di psicologia
e scienze della salute: 2, 2022. FrancoAngeli. Available online: http://digital.casalini.it/10.3280/PDS2022-002009 (accessed on
20 January 2025).

Condon, J. T., & Corkindale, C. J. (1997). The assessment of depression in the postnatal period: A comparison of four self-report
questionnaires. Australian & New Zealand Journal of Psychiatry, 31(3), 353-359. [CrossRef]

Dagher, R. K., Bruckheim, H. E., Colpe, L. J., Edwards, E., & White, D. B. (2021). Perinatal depression: Challenges and opportunities.
Journal of Women'’s Health, 30(2), 154-159. [CrossRef]

Della Vedova, A. M. (2014). Maternal psychological state and infant’s temperament at three months. Journal of Reproductive and Infant
Psychology, 32(5), 520-534. [CrossRef]

Della Vedova, A. M., Cabini, L., Maturilli, F.,, Parenza, A., & Matthey, S. (2023a). Screening for perinatal distress in new fathers. In
Proceedings XXIII national congress Italian psychological association clinical and dyamic section Florence, 15th—17th September 2023 (p. 26).
Associazione Italiana di Psicologia. Available online: https://www.iris.unict.it/retrieve /93a9534f-7cab-4989-8738-8b89%ead950d7 /
Proceedings%20XXIII%20National %20Congress%20AIP%202023.pdf (accessed on 20 January 2025).

Della Vedova, A. M., Santoniccolo, F, Sechi, C., & Trombetta, T. (2023b). Perinatal depression and anxiety symptoms, parental bonding
and dyadic sensitivity in mother-baby interactions at three months post-partum. International Journal of Environmental Research
and Public Health, 20(5), 4253. [CrossRef] [PubMed]

Earls, M. F,, Yogman, M. W., Mattson, G., Rafferty, ., Committee on Psychosocial Aspects of Child and Family Health, Baum, R.,
Gambon, T., Lavin, A., & Wissow, L. (2019). Incorporating recognition and management of perinatal depression into pediatric
practice. Pediatrics, 143(1), €20183259. [CrossRef] [PubMed]

Falah-Hassani, K., Shiri, R., & Dennis, C.-L. (2017). The prevalence of antenatal and postnatal co-morbid anxiety and depression: A
meta-analysis. Psychological Medicine, 47(12), 2041-2053. [CrossRef] [PubMed]

Fawecett, E. J., Fairbrother, N., Cox, M. L., White, I. R., & Fawcett, ]. M. (2019). The prevalence of anxiety disorders during pregnancy
and the postpartum period: A multivariate bayesian meta-analysis. The Journal of Clinical Psychiatry, 80(4), 18r12527. [CrossRef]

First, M. B. (2015). Structured clinical interview for the DSM (SCID). In R. L. Cautin, & S. O. Lilienfeld (Eds.), The encyclopedia of clinical
psychology (1st ed., pp. 1-6). Wiley. [CrossRef]

Gjerdingen, D., Crow, S., McGovern, P., Miner, M., & Center, B. (2009). Postpartum depression screening at well-child visits: Validity of
a 2-question screen and the PHQ-9. The Annals of Family Medicine, 7(1), 63-70. [CrossRef]

Glasser, S., & Lerner-Geva, L. (2019). Focus on fathers: Paternal depression in the perinatal period. Perspectives in Public Health,
139(4), 195-198. [CrossRef]

Guide for integration of perinatal mental health in maternal and child health services (1st ed.). (2022). World Health Organization.

Gutierrez-Galve, L., Stein, A., Hanington, L., Heron, J., Lewis, G., O’Farrelly, C., & Ramchandani, P. G. (2019). Association of maternal
and paternal depression in the postnatal period with offspring depression at age 18 years. JAMA Psychiatry, 76(3), 290. [CrossRef]


https://doi.org/10.1016/S0022-3999(00)00176-8
https://www.ncbi.nlm.nih.gov/pubmed/11110992
https://doi.org/10.1007/s00127-022-02386-9
https://www.ncbi.nlm.nih.gov/pubmed/36646936
https://doi.org/10.1192/bjp.2023.174
https://www.ncbi.nlm.nih.gov/pubmed/38270148
https://doi.org/10.1016/j.jad.2015.12.005
https://doi.org/10.1007/s00737-021-01151-2
https://doi.org/10.1080/00797308.1959.11822824
https://doi.org/10.1093/pubmed/fdab317
https://www.calculator.net/sample-size-calculator.html?type=1&cl=90&ci=5&pp=30&ps=5000&x=Calculate
https://www.calculator.net/sample-size-calculator.html?type=1&cl=90&ci=5&pp=30&ps=5000&x=Calculate
http://digital.casalini.it/10.3280/PDS2022-002009
https://doi.org/10.3109/00048679709073844
https://doi.org/10.1089/jwh.2020.8862
https://doi.org/10.1080/02646838.2014.947472
https://www.iris.unict.it/retrieve/93a9534f-7cab-4989-8738-8b89ead950d7/Proceedings%20XXIII%20National%20Congress%20AIP%202023.pdf
https://www.iris.unict.it/retrieve/93a9534f-7cab-4989-8738-8b89ead950d7/Proceedings%20XXIII%20National%20Congress%20AIP%202023.pdf
https://doi.org/10.3390/ijerph20054253
https://www.ncbi.nlm.nih.gov/pubmed/36901263
https://doi.org/10.1542/peds.2018-3259
https://www.ncbi.nlm.nih.gov/pubmed/30559120
https://doi.org/10.1017/S0033291717000617
https://www.ncbi.nlm.nih.gov/pubmed/28414017
https://doi.org/10.4088/JCP.18r12527
https://doi.org/10.1002/9781118625392.wbecp351
https://doi.org/10.1370/afm.933
https://doi.org/10.1177/1757913918790597
https://doi.org/10.1001/jamapsychiatry.2018.3667

Behav. Sci. 2025, 15, 767 17 of 18

Hanna, B., Jarman, H., & Savage, S. (2004). The clinical application of three screening tools for recognizing post-partum depression.
International Journal of Nursing Practice, 10(2), 72-79. [CrossRef]

Highet, N. J. (2023). Mental health care in the perinatal period: Australian clinical practice guideline. Centre of Perinatal Excellence (COPE).
Available online: https://www.cope.org.au/wp-content/uploads/2023/06/COPE_2023_Perinatal Mental Health_Practice
_Guideline.pdf (accessed on 20 January 2025).

Hines, K. N., Mead, J., Pelletier, C.-A., Hanson, S., Lovato, J., & Quinn, K. H. (2018). The effect of hospitalization on mood in pregnancy
[24E]. Obstetrics & Gynecology, 131(1), 58S. [CrossRef]

IBM Corp. (2015). IBM SPSS statistics for windows (Version 23.0). IBM Corp.

Kroenke, K., Spitzer, R. L., Williams, J. B. W., Monahan, P. O., & Lowe, B. (2007). Anxiety disorders in primary care: Prevalence,
impairment, comorbidity, and detection. Annals of Internal Medicine, 146(5), 317. [CrossRef]

Landis, J. R., & Koch, G. G. (1977). The measurement of observer agreement for categorical data. Biometrics, 33(1), 159-174. [CrossRef]
[PubMed]

Leiferman, J. A., Farewell, C. V,, Jewell, ., Lacy, R., Walls, J., Harnke, B., & Paulson, ]. F. (2021). Anxiety among fathers during the
prenatal and postpartum period: A meta-analysis. Journal of Psychosomatic Obstetrics & Gynecology, 42(2), 152-161. [CrossRef]

Louis-Jacques, A. F.,, Vamos, C., Torres, J., Dean, K., Hume, E., Obure, R., & Wilson, R. (2020). Bored, isolated and anxious: Experiences
of prolonged hospitalization during high-risk pregnancy and preferences for improving care. medRxiv. [CrossRef]

Mann, R., Adamson, J., & Gilbody, S. M. (2012). Diagnostic accuracy of case-finding questions to identify perinatal depression. Canadian
Medical Association Journal, 184(8), E424-E430. [CrossRef]

Masserdotti, E., Tessarin, S., Sofia Palmas, M., Capretti, M., Beretta, E., Sartori, E., & Simonetti, R. (2022). Esperienza preliminare
finalizzata all’individuazione del disagio psicologico perinatale in donne a rischio ostetrico ricoverate nel reparto di Ostetricia.
Psicologia della Salute, 3, 137-153. [CrossRef]

Matthey, S., & Agostini, F. (2017). Using the edinburgh postnatal depression scale for women and men—Some cautionary thoughts.
Archives of Women’s Mental Health, 20(2), 345-354. [CrossRef]

Matthey, S., & Bilbao, F. (2018). A comparison of the PHQ-2 and MGMQ for screening for emotional health difficulties during pregnancy.
Journal of Affective Disorders, 234, 174-179. [CrossRef]

Matthey, S., & Della Vedova, A. M. (2018). A comparison of two measures to screen for emotional health difficulties during pregnancy.
Journal of Reproductive and Infant Psychology, 36(5), 463—475. [CrossRef]

Matthey, S., & Della Vedova, A. M. (2020). Screening for mood difficulties in men in Italy and Australia using the edinburgh postnatal
depression scale and the matthey generic mood questionnaire. Psychology of Men & Masculinities, 21(2), 278-287. [CrossRef]

Matthey, S., Hariri, N., Razee, H., Casso-Vicarini, N., Fernandez, M., & Ensemble Pour La Petite Enfance. (2024). Validation du
Matthey Generic Mood Questionnaire (MGMQ) pour dépister les difficultés émotionnelles chez les femmes en post-partum: Une
validation pour les femmes arabophones. Devenir, 36(4), 250-269. [CrossRef]

Matthey, S., Robinson, J., & Della Vedova, A. M. (2023). Women’s interpretation, understanding and attribution of the anhedonia
question in the PHQ-4 and modified-Whooley questions in the antenatal period. Journal of Reproductive and Infant Psychology,
41(3), 330-345. [CrossRef] [PubMed]

Matthey, S., & Ross-Hamid, C. (2011). The validity of DSM symptoms for depression and anxiety disorders during pregnancy. Journal
of Affective Disorders, 133(3), 546-552. [CrossRef] [PubMed]

Matthey, S., Souter, K., Valenti, B., & Ross-Hamid, C. (2019). Validation of the MGMQ in screening for emotional difficulties in women
during pregnancy. Journal of Affective Disorders, 256, 156-163. [CrossRef] [PubMed]

Matthey, S., Valenti, B., Souter, K., & Ross-Hamid, C. (2013). Comparison of four self-report measures and a generic mood question to
screen for anxiety during pregnancy in English-speaking women. Journal of Affective Disorders, 148(2-3), 347-351. [CrossRef]

Nath, S., Ryan, E. G., Trevillion, K., Bick, D., Demilew, J., Milgrom, J., Pickles, A., & Howard, L. M. (2018). Prevalence and identification
of anxiety disorders in pregnancy: The diagnostic accuracy of the two-item Generalised Anxiety Disorder scale (GAD-2). BM]
Open, 8(9), e023766. [CrossRef]

Nielsen-Scott, M., Fellmeth, G., Opondo, C., & Alderdice, F. (2022). Prevalence of perinatal anxiety in low- and middle-income countries:
A systematic review and meta-analysis. Journal of Affective Disorders, 306, 71-79. [CrossRef]

O’Hara, M. W. (2024). Perinatal mental health. In A. Wenzel (Ed.), The Routledge international handbook of perinatal mental health disorders
(Ist ed., pp. 9-25). Routledge. [CrossRef]

Pisoni, C., Garofoli, E, Tzialla, C., Orcesi, S., Spinillo, A., Politi, P., Balottin, U., Manzoni, P., & Stronati, M. (2014). Risk and protective
factors in maternal—fetal attachment development. Early Human Development, 90, 545-S46. [CrossRef]

Price, D. A. M., Middleton, M. M., Matthey, S., Goldfeld, P. S., Kemp, P. L., & Orsini, M. F. (2021). A comparison of two measures
to screen for mental health symptoms in pregnancy and early postpartum: The Matthey generic mood questionnaire and the
depression, anxiety, stress scales short-form. Journal of Affective Disorders, 281, 824-833. [CrossRef]

Rosenthal, J. A. (1996). Qualitative descriptors of strength of association and effect size. Journal of Social Service Research, 21(4), 37-59.
[CrossRef]


https://doi.org/10.1111/j.1440-172X.2003.00462.x
https://www.cope.org.au/wp-content/uploads/2023/06/COPE_2023_Perinatal_Mental_Health_Practice_Guideline.pdf
https://www.cope.org.au/wp-content/uploads/2023/06/COPE_2023_Perinatal_Mental_Health_Practice_Guideline.pdf
https://doi.org/10.1097/01.AOG.0000533043.34814.3a
https://doi.org/10.7326/0003-4819-146-5-200703060-00004
https://doi.org/10.2307/2529310
https://www.ncbi.nlm.nih.gov/pubmed/843571
https://doi.org/10.1080/0167482X.2021.1885025
https://doi.org/10.1101/2020.12.11.20247239
https://doi.org/10.1503/cmaj.111213
https://doi.org/10.3280/PDS2022-003011
https://doi.org/10.1007/s00737-016-0710-9
https://doi.org/10.1016/j.jad.2018.02.069
https://doi.org/10.1080/02646838.2018.1490497
https://doi.org/10.1037/men0000227
https://doi.org/10.3917/dev.244.0250
https://doi.org/10.1080/02646838.2021.2000592
https://www.ncbi.nlm.nih.gov/pubmed/34846957
https://doi.org/10.1016/j.jad.2011.05.004
https://www.ncbi.nlm.nih.gov/pubmed/21641046
https://doi.org/10.1016/j.jad.2019.05.037
https://www.ncbi.nlm.nih.gov/pubmed/31176188
https://doi.org/10.1016/j.jad.2012.12.022
https://doi.org/10.1136/bmjopen-2018-023766
https://doi.org/10.1016/j.jad.2022.03.032
https://doi.org/10.4324/9781003206903-3
https://doi.org/10.1016/S0378-3782(14)50012-6
https://doi.org/10.1016/j.jad.2020.11.055
https://doi.org/10.1300/J079v21n04_02

Behav. Sci. 2025, 15, 767 18 of 18

Sambrook Smith, M., Cairns, L., Pullen, L. S. W.,, Opondo, C., Fellmeth, G., & Alderdice, F. (2022). Validated tools to identify common
mental disorders in the perinatal period: A systematic review of systematic reviews. Journal of Affective Disorders, 298, 634—643.
[CrossRef]

Smorti, M., Ginobbi, F., Simoncini, T., Pancetti, F., Carducci, A., Mauri, G., & Gemignani, A. (2023). Anxiety and depression in women
hospitalized due to high-risk pregnancy: An integrative quantitative and qualitative study. Current Psychology, 42(7), 5570-5579.
[CrossRef]

Spitzer, R. L., Kroenke, K., Williams, J. B. W., & Lowe, B. (2006). A brief measure for assessing generalized anxiety disorder: The GAD-7.
Archives of Internal Medicine, 166(10), 1092. [CrossRef] [PubMed]

Stein, A., Pearson, R. M., Goodman, S. H., Rapa, E., Rahman, A., McCallum, M., Howard, L. M., & Pariante, C. M. (2014). Effects of
perinatal mental disorders on the fetus and child. The Lancet, 384(9956), 1800-1819. [CrossRef] [PubMed]

The National Institute for Health and Care Excellence (NICE). (2014). Antenatal and postnatal mental health: Clinical management and
service guidance guidelines. NICE Clinical Guideline CG192. Last Uploaded 2020. Available online: https://www.nice.org.uk/
guidance/cg192 (accessed on 15 January 2025).

Toscano, M., Royzer, R., Castillo, D., Li, D., & Poleshuck, E. (2021). Prevalence of depression or anxiety during antepartum hos-
pitalizations for obstetric complications: A systematic review and meta-analysis. Obstetrics & Gynecology, 137(5), 881-891.
[CrossRef]

Walsh, T. B., Davis, R. N., & Garfield, C. (2020). A call to action: Screening fathers for perinatal depression. Pediatrics, 145(1), €20191193.
[CrossRef]

Wagqas, A., Koukab, A., Meraj, H., Dua, T., Chowdhary, N., Fatima, B., & Rahman, A. (2022). Screening programs for common
maternal mental health disorders among perinatal women: Report of the systematic review of evidence. BMC Psychiatry, 22(1), 54.
[CrossRef]

Whooley, M. A., Avins, A. L., Miranda, J., & Browner, W. S. (1997). Case-finding instruments for depression: Two questions are as good
as many. Journal of General Internal Medicine, 12(7), 439—445. [CrossRef]

Woody, C. A, Ferrari, A. J., Siskind, D. J., Whiteford, H. A., & Harris, M. G. (2017). A systematic review and meta-regression of the
prevalence and incidence of perinatal depression. Journal of Affective Disorders, 219, 86-92. [CrossRef]

Wu, X,, Bai, Y., Li, X., Cheng, K. K., & Gong, W. (2024). Validation of the Chinese version of the Whooley questions for community
screening of postpartum depression. Midwifery, 136, 104054. [CrossRef]

Zych-Krekora, K., Sylwestrzak, O., Krekora, M., Oszukowski, P., Wachowska, K., Galecki, P., & Grzesiak, M. (2024). Assessment of
emotions in pregnancy: Introduction of the Pregnancy Anxiety and Stress Rating Scale (PASRS) and its application in the context
of hospitalization. Ginekologia Polska, 95, 986-991. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1016/j.jad.2021.11.011
https://doi.org/10.1007/s12144-021-01902-5
https://doi.org/10.1001/archinte.166.10.1092
https://www.ncbi.nlm.nih.gov/pubmed/16717171
https://doi.org/10.1016/S0140-6736(14)61277-0
https://www.ncbi.nlm.nih.gov/pubmed/25455250
https://www.nice.org.uk/guidance/cg192
https://www.nice.org.uk/guidance/cg192
https://doi.org/10.1097/AOG.0000000000004335
https://doi.org/10.1542/peds.2019-1193
https://doi.org/10.1186/s12888-022-03694-9
https://doi.org/10.1046/j.1525-1497.1997.00076.x
https://doi.org/10.1016/j.jad.2017.05.003
https://doi.org/10.1016/j.midw.2024.104054
https://doi.org/10.5603/gpl.100450

	Introduction 
	What Tools Are Available for Screening in the Perinatal Period and Which One Can Be the Most Suitable in a Hospital Context? 
	Research Questions 

	Materials and Methods 
	Procedure 
	Measures 
	Modified Whooley Questions 
	GAD-2 
	MGMQ 
	Women’s Views, Understanding, and Interpretation of the Measures 

	Sample Size 
	Statistical Analyses and Effect Size 

	Results 
	Participants 
	Demographics 
	Rates of Positive Screening (MGMQ and Whooley/GAD-2) with Respect to Women’s Sociodemographic and Pregnancy Variables 
	Women: Perception and Understanding of the Measures 
	Women: Wish-to-Talk to a Health Professional and Their Reasons (MGMQ Q3 and Q4) 
	Men: Wish-to-Talk to a Health Professional and Their Reasons (MGMQ Q3 and Q4) 
	Comparison of the Two Instruments: Women 
	Comparison of the Two Instruments: Men 

	Discussion 
	Conclusions 
	References

