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Abstract
Background. Pregnancy is a special time in the life of a woman, which induces many changes not only 
in the biological, but also in the biopsychosocial dimension.

Objectives. The aim of the study was to evaluate the factors affecting the sense of coherence (SOC) among 
women during pregnancy. It was hypothesized that a high SOC will depend on a high level of received 
support, lack of the risk of mental disorders in the perinatal period and physiological course of pregnancy.

Material and methods. Factographic material was collected by a diagnostic survey method. As a 1st 
research tool, the Polish adaptation of the Sense of Coherence – Orientation to Life Questionnaire (SOC-29) 
was used. Another research tool was the Edinburgh Postnatal Depression Scale (EPDS), used here for pregnant 
women and therefore called Edinburgh Depression Scale (EDS).

Results. We analyzed the data of all 200 women with physiological pregnancies and 200 women with 
complicated pregnancies from whom a complete valid responses were obtained. All women were aged 
between 18 and 36 years. Significant predictors of  low SOC results in the model were: age (odd ratio 
(OR) = 0.929, 95% confidence interval (CI): 0.870–0.992, p = 0.0280), being multipara (OR = 1.996, 
95% CI: 1.271–3.135, p = 0.0027), having never/occasionally husband/partner support (OR = 1.978, 
95% CI: 1.070–3.656, p = 0.0295), and EDS results (OR = 1.312, 95% CI: 1.169–1.472, p = 0.0000).

Conclusions. Predisposing factors for the occurrence of a low rate of SOC in pregnant women are: lower 
age, multiparity, lack of social support, especially from the husband/partner, and the risk of depression during 
pregnancy. This may result from the fact that a strong SOC develops in the process of socialization, and with 
age we acquire the ability to accurately assess reality.
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Introduction

The  time directly following birth is  not deprived 
of negative emotions, which can hinder the childcare. This 
period is usually short-lasting, but when it is prolonged, 
postpartum depression (PPD) cannot be excluded. 
Psychosocial factors, in addition to personality, determine 
the occurrence of this condition to a large extent. Among 
the 13 potential causes of PPD, Beck indicated low self-
esteem, anxiety in the prenatal period and stressful life 
experiences.1 Since the effects resulting from the symptoms 
of  the disease can be both short- and long-term, their 
influence on maternal bonding with the child should be 
considered.2

A tool used to identify the risk of PPD is the Edinburgh 
Postnatal Depression Scale (EPDS). The authors of EPDS 
and the British Journal of Psychiatry own the copyright 
to this tool and they allow its use for scientific purposes.3 
This questionnaire is characterized by high sensitivity and 
specificity. Validation performed in the group of women 
outside the period of postpartum allowed us to demonstrate 
this tool to pregnant women as the Edinburgh Depression 
Scale (EDP).4

In the concept of salutogenesis, Antonowsky emphasizes 
the importance of global life orientation, known as a sense 
of coherence (SOC), which allows the individual to func-
tion in the bio-psycho-social dimension in an organized 
manner. Such an individual perceives reality as under-
standable, manageable and meaningful. These 3 com-
ponents, according to Antonowsky, determine the op-
timal mobilization of defense mechanisms in an effort 
to avoid confrontation with the stressor. The 1st compo-
nent, the sense of comprehensibility, determines the fact 
that the stimuli from internal and external environment 
are organized and can be logically explained. The 2nd com-
ponent of the SOC, the sense of manageability, allows us 
to meet the demands which are conditioned by the stimuli. 
The 3rd component, the sense of meaningfulness, indicates 
that it is worth getting involved and act to meet the require-
ments. This ability is related to the essence of the concept  
of coherence – a SOC.5–7

Support is one of the most important elements of hu-
man life. During pregnancy the need of support increases 
to a large extent. Especially important is the social stability 
based on the emotional and instrumental support, which 
has significant meaning in the formation of the bond be-
tween mother and her unborn child.8 Psychological com-
fort of a pregnant woman in the aspect of the development 
of this relationship is of irreplaceable importance. The lack 
of support from the husband/partner during the pregnancy 
as well as after the birth has a negative impact on the self-
esteem in women.9 Emotional support, especially in a situ-
ation of high stress levels, can counteract depression. It en-
courages taking pro-health actions and, therefore, it can 
eliminate harmful behavior not only in a biological, but 
also in a psycho-social dimension.10

Objectives

The aim of  the study was to evaluate the  factors af-
fecting the SOC among women during pregnancy. It was 
hypothesized that  a  high SOC will depend on  a  high 
level of received support, the lack of risk of mental dis-
orders in the perinatal period and physiological course 
of pregnancy.

Material and methods

Factographic material was collected by  a  diagnostic 
survey method. As  a  1st research tool, the  Polish 
adaptation of the Sense of Coherence – Orientation to Life 
Questionnaire (SOC-29) was used to  assess the  level 
of the SOC. The 2nd research tool was the EPDS in a version 
designated as  the  EDS. The  3rd tool was the  personal 
questionnaire assessing the  type and extent of  social 
support received by pregnant women. Questionnaires were 
distributed to pregnant women during antenatal classes, 
in primary care units and at the Pathology of Pregnancy 
Ward of 1st Department and Clinic of Gynecology and 
Obstetrics at  the  Wroclaw Medical University, Poland. 
Women were advised that participation in the study was 
voluntary and anonymous. The study received a positive 
opinion of the Bioethics Committee of the Wroclaw Medical 
University, Poland (KB-655/2014). 

The target group consisted of pregnant women. The in-
clusion criteria involved obtaining an informed consent 
to participate in the study, the duration of pregnancy equal 
to or above 30 weeks, physiological or complicated course 
of pregnancy and age under 40 years. The exclusion criteria 
included the lack of consent to participate in the study, 
life-threatening condition to the mother and/or child, ges-
tational age below 30 weeks, age 40 years and above, and 
chronic illness diagnosed before pregnancy, with particu-
lar emphasis on mental disorders.

The  SOC-29 questionnaire consists of  29 questions 
that relate to the 3 components of SOC: comprehensibility 
(11 questions), manageability (10 questions) and meaning-
fulness (8 questions). The respondent answers each ques-
tion by marking the answer on a scale from 1 to 7, where 7 
is the maximum intensity of the characteristics associated 
with 1 of the 3 dimensions of SOC. The results are calcu-
lated by summing the obtained points. The higher the score, 
the higher the SOC. A score over 156 points indicates a high 
SOC, a result below 156 points indicates a low SOC.

The EDS scale consists of 10 questions. Each woman 
chooses 1 of  4 possible answers corresponding to  her 
feelings in  the  last 7 days. A  score of  12 points and 
above (out  of  a  max. 30 points possible) may suggest 
the probability of depressive disorders of varying severity.

The personal questionnaire also consisted of 10 ques-
tions. The questionnaire covered basic information about 
the participant of the study (the woman’s age, duration 



Adv Clin Exp Med. 2018;27(10):1425–1430 1427

of  pregnancy, type of  pregnancy complications, and 
the type and extent of social support received by the preg-
nant woman).

Statistical analysis

All analyses were performed using STATISTICA 
v. 12.4 software (StatSoft Inc., Tulsa, USA). Results are 
presented as mean, median, minimum, and maximum 
results and standard deviation (SD) or  percentages. 
Participants were divided into subgroups according 
to Sense of Coherence Scale (low SOC vs high SOC). 
Normality of distribution was assessed using the Shapiro- 
-Wilk test. The χ2 test or  the  Mann-Whitney U  test 
were used (where appropriate) to compare subgroups. 
Multivariate forward logistic regression analysis using 
the stepwise method included factors potentially favor-
ing the occurrence of a low SOC: age, pregnancy (physi-
ological vs complicated), parity (primipara/multipara), 
husband/partner support (never/occasionally vs often/
always), family support (never/occasionally vs often/al-
ways), medical staff support (never/occasionally vs of-
ten/always), and EDS (in points). Odds ratios (OR) are 
presented with 95% confidence intervals (CI). The  fit 
of the regression model was assessed with the Hosmer-
Lemeshow test. The results were considered significant 
with a p-value <0.05.

Results

Characteristics of the group

We analyzed the data of all 400 respondents (200 women 
with physiological pregnancy and 200 women with compli-
cated pregnancy) from whom complete and valid responses 
were obtained. The characteristics of the participants are 
displayed in Table 1. It shows that 50% of the participants 
were primipara, 84.8% had often/always husband/partner 
support, 52% had often/always family support and 80.2% 
had often/always medical staff support. All women were 
aged between 18 and 36 years.

Results of the logistic regression are shown in Table 2.  
They showed that  parity was associated with SOC 
(OR  =  1.67 (1.12–2.49)), husband/partner support 
(OR = 2.56 (1.46–4.48)) and EDS (OR = 1.35 (1.21–1.51)).

Results of the multiple logistic regression of Sense of Co-
herence Scale are shown in Table 3. The goodness of fit 
statistics (Hosmer-Lemeshow test, p = 0.3661) indicated 
a satisfactory fit for the model. Significant predictors of low 
SOC results in the model were: age (OR = 0.929, 95% CI: 
0.870 – 0.992, p = 0.0280), being multipara (OR = 1.996, 
95% CI: 1.271–3.135, p  =  0.0027), having never/occa-
sionally husband/partner support (OR = 1.978, 95% CI: 
1.070–3.656, p = 0.0295), and EDS results (OR = 1.312,  
95% CI: 1.169–1.472, p = 0.0000).

Table 1. Characteristic of the group

Characteristic of the group (n = 400)

Age [years]

mean = 27.4
median = 27.0

min–max = 18.0–36.0
SD = 3.5

Pregnancy
physiological n = 200 (50%)

complicated n = 200 (50%)

Parity
primipara n = 200 (50%)

multipara n = 200 (50%)

Husband/partner 
support

never/occasionally n = 61 (15.3%)

often/always n = 339 (84.8%)

Family support
never/occasionally n = 192 (48%)

often/always n = 208 (52%)

Medical staff 
support

never/occasionally n = 79 (19.8%)

often/always n = 321 (80.2%)

Edinburgh Depression Scale [points]

mean = 6.5
median = 6.0

min–max = 4.0–14.0
SD = 2.1

SD – standard deviation.

Discussion

Pregnancy is a special time in the life of woman, which 
induces many changes not only in the biological, but also 
in the biopsychosocial dimension. Psychologists classify 
it as a critical life event. In the Social Readjustment Rat-
ing Scale (SRRS) created by Holmes and Rahe, pregnancy 
occurs between other stressors with 40 out of 100 possible 
points.11

Although studies indicate that up to 80% of women expe-
rience mood swings during pregnancy and after childbirth, 
only a few researchers undertook the problem.12 The emo-
tions experienced by a pregnant woman result from con-
scious or unconscious evaluation of a new life situation. 
The symptoms of depression are diagnosed in about 15% 
of  pregnant women and 13% of  mothers within the  1st 
6 months after the birth.13–17 The impact of the emotional 
state of a woman, not only on the fetus but also on the infant, 
is an important issue. Identification of emotional disorders 
during pregnancy is particularly relevant in terms of health 
and safety of the newborn.18,19 McFarland et al. showed 
that clinically diagnosed depression during pregnancy af-
fects the “maternal-fetal attachment”.20 The authors indicate 
that this condition causes the abnormal relations between 
the mother and child and may affect its development.18–20

The predictors of PPD are presented by many authors. 
In particular, they emphasize the occurrence of depression 
in a previous pregnancy, low self-esteem, stress during 
pregnancy, lack of social support, unplanned/unwanted 
pregnancy, and low socioeconomic status.16,21–25

Considering the fact that threatened pregnancy is a sig-
nificant source of emotional strain, it is likely that the stress 
will be at  a  considerably higher level. Lewicka et  al., 
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evaluating the  intensity of  fear in a group of pregnant 
women hospitalized in  the  department of  pathology 
of pregnancy, showed that it was at the secondary level. 
Only 0.98% of the women experienced a serious exacerba-
tion of anxiety.26

In this study, a comparative analysis between 2 groups 
of pregnant women (physiological and complicated course 
of pregnancy, n = 200 vs n = 200) showed no statistically 
significant differences between the EDS results (p > 0.4678). 
In the study groups the quality of pregnancy is, therefore, 
not a risk exponent of depressive disorders in perinatal pe-
riod. Both groups also showed no statistically significant dif-
ference in SOC (p > 0.0546). Nevertheless, the group of preg-
nant women with a low SOC achieved higher EDS score 
(OR = 1.312). Other studies demonstrated that the SOC 
is a strong predictor of well-being both in pregnancy and 
in the postnatal period, and that it can make a meaningful 
difference in the clinical, holistic women’s health care.

The study also emphasizes the value of, subjective eval-
uation of pregnant women in terms of needed support, 
conducted by the midwife.27 The deficit of social support, 
especially the lack of support from the husband/partner 
in studied group of women, was noticeably correlated with 
a low SOC. Two times more women who reported the lack 
of husband’s/partner’s support had a low SOC than women 
who reported obtained support (OR = 1.978); the result was 
statistically significant (p < 0.0295). Psychological comfort 
of the pregnant woman in the aspect of the development 
of partner bond is an undeniable fact. The lack of support 
from a partner during pregnancy and after childbirth has 
a negative impact on self-esteem in women.9 

An important factor influencing the positive emotions 
in pregnant women is the support offered to the woman 
by the partner before the birth and a declaration of support 
after the birth, especially in the participation in child-
care.28 The lack of support, especially the partner support, 

Table 3. Results of the multiple logistic regression of Sense of Coherence Scale (SOC)

Sense of Coherence Scale (low SOC)

Variables* regression 
coefficients (B) SE OR 95% CI lower 95% CI upper p-value

Age −0.073 0.033 0.929 0.870 0.992 0.0280

Parity multipara 0.691 0.230 1.996 1.271 3.135 0.0027

Husband/partner support never/occasionally 0.682 0.313 1.978 1.070 3.656 0.0295

EDS 0.272 0.059 1.312 1.169 1.473 0.0000

OR – odds ratio, CI – confidence interval; SE – standard error; EDS – Edinburgh Depression Scale.
* Only significant variables are shown from the variables entered: age [years], pregnancy (physiological vs complicated), parity, husband/partner support 
(never/occasionally vs often/always), family support (never/occasionally vs often/always), medical staff support (never/occasionally vs often/always), 
Edinburgh Depression Scale (EDS) [points].

Table 2. Results of the logistic regression of Sense of Coherence Scale (SOC)

Variable
Sense of Coherence Scale (SOC)

p-value OR (95% CI)
low SOC (n = 171) high SOC (n = 229)

Age [years]

mean = 27.1
median = 27.0

min–max = 18.0–36.0
SD = 3.6

mean = 27.6
median = 27.0

min–max = 19.0–34.0
SD = 3.3

0.1285 0.96 (0.90–1.01)

Pregnancy
complicated n = 84 (49.1%) n = 116 (50.7%)

0.7617
0.94 (0.63–1.41)

physiological n = 87 (50.9%) n = 113 (49.3%) 1.000

Parity
multipara n = 98 (57.3%) n = 102 (44.5%)

0.0118
1.67 (1.12–2.49)

primipara n = 73 (42.7%) n = 127 (55.5%) 1.000

Husband/partner support
never/occasionally n = 38 (22.2%) n = 23 (10.0%)

0.0010
2.56 (1.46–4.48)

often/always n = 133 (77.8%) n = 206 (90%) 1.000

Family support
never/occasionally n = 82 (48%) n = 110 (48%)

0.9871
0.99 (0.67–1.48)

often/always n = 89 (52%) n = 119 (52%) 1.000

Medical staff support
never/occasionally n = 34 (19.9%) n = 45 (19.7%)

0.9539
1.02 (0.62–1.67)

often/always n = 137 (80.1%) n = 184 (80.3%) 1.000

Edinburgh Depression Scale [points]

mean = 7.2
median = 7.0

min–max = 4.0–14.0
SD = 2.6

mean = 6.0
median = 6.0

min–max = 4.0–11.0
SD = 1.4

0.0000 1.35 (1.21–1.51)

SD – standard deviation; OR – odds ratio; CI – confidence interval.
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is of particular importance in the case of an unwanted 
pregnancy. In  addition, these  women may be exposed 
to psychosocial stressors, which may increase the level 
of depressive symptoms and also reduce general life satis-
faction.29–31 The relationship between the social support 
and the risk of PPD has been studied by many researchers. 
Morikawa et al. in cohort studies showed that postpartum 
women with a low level of social support had a signifi-
cantly higher risk of depression than those who received 
support in line with their expectations.32 These results 
suggest a protective effect of social support, particularly 
from the husband/partner, as a prevention of depressive 
disorders during pregnancy and the postpartum period. 
Thus, the need to identify mothers with a low level of sup-
port, as they are at increased risk of PPD, gains special 
importance. Understanding the relationship and the role 
of social support during pregnancy and after birth also 
becomes crucial.33

Taking into account the fact that the presented study 
showed the  correlation of  a  low SOC with the  risk 
of depression, the age of women was also considered in this 
group. We observed that the lower age of women conduces 
the lower result of SOC (p < 0.0280). This is confirmed 
by the results of other authors. Especially teenage mothers 
compared with older women are more prone to mood 
disorders, including depression during the postpartum 
period. This problem affects 26% of young mothers, which 
is 2 times more often compared to the result for the general 
population of 13%. It should be mentioned that possible 
emotional immaturity to motherhood can significantly 
affect the pregnant adolescent.34,35

The lack of support from the partner is not only expressed 
by his absence or lack of interest. Ludermir et al. proved 
that psychological abuse against a woman strongly correlates 
with PPD, both in cases of physical and sexual abuse.36 
They  studied 1,045 women using the  EPDS. The  risk 
of depression was identified in 26% of the respondents, 
of which 28% reported being abused by their partner. Also, 
the study showed that women experiencing psychological 
violence were 2 times more often exposed to the occurrence 
of PPD. About 10% of all cases of PPD are related to women 
who have experienced mental abuse from their partners.36

In the group with a low SOC, we also analyzed the wom-
en’s parity. Multiparous women 2 times more often ob-
tained a  low SOC score compared to  the primiparous 
(OR  =  1.996); the  result was statistically significant 
(p < 0.0027). The researchers are not unanimous regard-
ing the  influence of parity on  the SOC or depression. 
Particularly, the parity is not an unambiguous risk factor 
for depression, since both primiparity and multiparity are 
indicated as risk factors for this disorder.37–40 Therefore, 
a correlation with different factors seems to have a higher 
predictive value. It should be assumed that the low rate of 
SOC may be an important predictor in a multifaceted anal-
ysis of the risk of emotional disorders in women, not only 
in the postpartum period, but also during the pregnancy.

Conclusions

Predisposing factors for the occurrence of a  low rate 
of SOC in pregnant women are: lower age, multiparity, lack 
of social support (especially from the husband/partner) 
and the risk of depression during pregnancy. It may result 
from the fact that a strong SOC develops in the process 
of socialization, and with age we acquire the ability to ac-
curately assess reality. Social support is one of the most 
important aspects of human life. As social beings, in order 
to achieve an optimal biopsychosocial development, which 
is the paradigm of health, we need the help of others, es-
pecially loved ones.
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