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Abstract
Purpose

Maternal perinatal stress is widely studied but remains conceptually fragmented and inconsistently
operationalized, limiting its clinical utility for screening and early identification in perinatal care. This
study aimed to integrate variable-centered and person-centered approaches to examine the structure
and heterogeneity of maternal psychosocial stress across pregnancy and early postpartum.

Methods

A longitudinal study was conducted with 198 mothers recruited from public primary health care centers.
Psychological assessments were performed during the second trimester, third trimester, and three
months postpartum. Measures included anxiety, depressive symptoms, perceived stress, and pregnancy-
related distress. Principal component analyses were used to derive composite stress indices, and latent
profile analyses were conducted to identify subgroups of mothers with distinct stress patterns.

Results

Across all time points, psychological indicators converged into a single latent dimension explaining
between 72% and 85% of the variance. Latent profile analyses identified three distinct maternal stress
profiles characterized by low, moderate, and high levels of perinatal stress. Profiles differed significantly
across all psychological indicators but showed no differences in sociodemographic variables.

Conclusions

Maternal perinatal stress can be conceptualized as a coherent multidimensional construct with
meaningful interindividual variability. Integrating variable-centered and person-centered approaches may
enhance the identification of women at risk and inform the development of more comprehensive
screening strategies in perinatal mental health care.

1. INTRODUCTION

Maternal perinatal stress (MPS) has emerged as a central construct in research on women’s mental
health, given its high prevalence and its implications for both maternal well-being and early
developmental risk. Across pregnancy and the postpartum period, women experience substantial
biological, psychological, and social changes that increase vulnerability to psychological distress
(N6blega et al., 2024; O'Brien, Gregg & Wittkowski, 2023). Clinical indicators such as anxiety, depressive
symptoms, and perceived stress represent the most common manifestations of perinatal mental health
problems (Howard et al., 2014), with epidemiological estimates suggesting that up to 20% of women
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experience clinically relevant levels of prenatal stress (Dennis, Falah-Hassani & Shiri, 2017). Despite its
relevance for clinical screening and early identification in perinatal care, maternal perinatal stress
remains a conceptually diffuse and operationally heterogeneous construct.

A major challenge in the field lies in the lack of consensus regarding the definition and measurement of
MPS. Rather than representing a unified construct, maternal perinatal stress has been conceptualized as
an umbrella term encompassing exposure to adverse life events, chronic stressors, cognitive appraisals
such as pregnancy-specific concerns, and emotional responses including anxiety and depressive
symptomatology (Evans & Tiemeier, 2021; Wazana, Székely & Oberlander, 2021). These dimensions
frequently co-occur and are empirically interrelated, yet they are often examined in isolation, limiting the
development of comprehensive and clinically useful screening approaches.

From a developmental psychopathology perspective, pregnancy represents not only a sensitive period
for the fetus but also a critical transition for the mother, involving profound neurobiological and
psychological adaptations (Howland & Cicchetti, 2021). These include structural and functional changes
in the maternal brain (Barba-Milller et al., 2019) and alterations in neural systems associated with
emotional regulation, vigilance, and social cognition (Servin-Barthet et al., 2023). While these
adaptations support caregiving, they may also increase sensitivity to stress and negative affect (Roos et
al., 2012), contributing to heightened vulnerability to perinatal mental health problems.

Empirically, maternal perinatal stress has been operationalized through diverse psychological indicators,
including pregnancy-related distress (Alderdice, Lynn & Lobel, 2012), perceived stress (Cohen, Kamarck &
Mermelstein, 1983; O'Donnell et al., 2009), and symptoms of anxiety and depression (Van den Bergh et
al., 2020). However, most studies rely on single indicators—most commonly perceived stress or
depressive symptoms (Kashanian et al., 2021; Kornfield et al., 2022)—which may not fully capture the
multidimensional nature of maternal distress. This limitation is particularly relevant for clinical practice,
where screening strategies often depend on isolated measures and may overlook the cumulative and
overlapping nature of stress-related experiences.

In addition, substantial variability in prevalence estimates reflects differences in measurement
approaches. Diagnostic-based studies report that between 8% and 12% of women meet criteria for a
mental disorder during pregnancy (Fisher et al., 2012; Howard et al., 2015), whereas self-report
measures suggest that up to 30% experience clinically relevant psychological distress (Loomans et al.,
2013). These discrepancies are even more pronounced in low- and middle-income countries, where
prevalence may be higher and access to mental health care more limited (Fisher et al., 2012; Herba et al,,
2016). In Latin America, and Argentina in particular, the scarcity of epidemiological data further
constrains the development of contextually appropriate screening and intervention strategies (Néblega
et al., 2024; Rondon, 2020).

To address these challenges, research has traditionally relied on two distinct methodological

approaches. Variable-centered approaches model associations among stress-related variables across

individuals, often through regression techniques or latent factor models (Acosta et al., 2023; Cecil et al.,
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2014; Cortes Hidalgo et al., 2018; Silveira et al., 2017; Troller-Renfree et al., 2022). These methods
provide parsimonious representations of shared variance but may obscure interindividual differences. In
contrast, person-centered approaches, such as latent profile analysis, identify subgroups of individuals
characterized by distinct configurations of psychological indicators (Li et al., 2022; Luo et al., 2021;
Walsh et al., 2019). While these approaches capture heterogeneity, they often rely on a limited set of
indicators and do not explicitly model the latent structure underlying observed associations.

Despite their complementary strengths, these approaches have largely been applied independently. This
separation limits the development of integrative frameworks capable of simultaneously capturing the
structure and heterogeneity of maternal perinatal stress. Such integration is particularly relevant for
perinatal mental health care, where improving the identification of women at risk requires both an
accurate characterization of the underlying construct and an understanding of how it varies across
individuals.

The present study addresses this gap by integrating variable-centered and person-centered approaches
within a longitudinal design spanning pregnancy and early postpartum. Grounded in a psychosocial
conceptualization of stress as the imbalance between contextual demands and available coping
resources (Nast et al., 2013), this study aims to (1) examine the latent structure of maternal
psychosocial stress across the perinatal period and (2) identify clinically meaningful subgroups of
women based on multidimensional stress indicators. By articulating these complementary analytical
strategies, this work seeks to advance the conceptualization of maternal perinatal stress and contribute
to the development of more comprehensive and clinically relevant screening approaches in perinatal
mental health.

2. METHOD
2.1. Recruitment and sample characteristics

Participants were recruited using a non-probabilistic convenience sampling procedure. The final sample
included 198 mothers from singleton, full-term pregnancies (M age = 25.90 years, SD = 5.16), recruited
between March 2022 and October 2023 at two public primary health care centers. Clinical trial number:
not applicable.

Maternal assessments were conducted at three time points: second trimester (14-26 weeks; M = 18.67,
SD = 4.37), third trimester (27-40 weeks; M = 30.35, SD = 4.72), and three months postpartum (M =95.26
days; SD =1.42) (Fig. 1).

2.2. Inclusion and exclusion criteria

Women aged 18-45 years with singleton pregnancies were included and enrolled during the second or
third trimester. Exclusion criteria comprised severe physical or mental health conditions potentially
affecting fetal development (e.g., HIV, Chagas disease, syphilis) and self-reported use of psychotropic
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medication, corticosteroids, alcohol, or illicit substances during pregnancy. Sociodemographic and
obstetric characteristics are presented in Table 1.
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Table 1
Composition and sociodemographic, socioeconomic, and medical characteristics of the total

sample.
Variable Pregnant women
(n=202)

Maternal age (years) Mean 25.90

SD 5.16

Range 18-41
Highest educational level attained Incomplete primary 2.9%

Completed primary 7.5%

Incomplete secondary 56.7%

Completed secondary 24.2%

Incomplete tertiary or university  6.3%

Completed tertiary or university  2.5%

Postgraduate 0.0%
Marital status Single 37.5%
Cohabiting 45.0%
Married 16.7%
Separated 0.8%
Divorced 0.0%
Widowed 0.0%
Employment status Employed 40.8%
Unemployed 59.2%
Occupational level Unskilled manual workers 37.9%
Semi-skilled manual workers 42.1%
Skilled manual workers 20.0%
Social status Low 51.2%
Lower-middle 45.0%
Middle 3.8%
Upper-middle 0.0%
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Variable Pregnant women
(n=202)
High 0.0%
Number of children 0 41.3%
1 32.5%
2 15.4%
3 6.7%
>4 4.2%

2.3. Ethical considerations

Participation was voluntary and based on written informed consent obtained at each assessment wave.
The study protocol was approved by the relevant institutional ethics committee. All procedures complied
with the Declaration of Helsinki, the American Psychological Association guidelines, and the Convention
on the Rights of the Child.

2.4. Measures

2.4.1. Maternal anxiety: State anxiety was assessed using the Argentine adaptation (Leibovich de
Figueroa, 1991) of the State Anxiety subscale of the State-Trait Anxiety Inventory (STAI; Spielberger,
1982). The 20-item scale is rated on a 4-point Likert scale (0—3). Internal consistency ranged from a
=.89 10 .91.

2.4.2. Maternal depression: Depressive symptoms were measured using the Spanish version of the
Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden & Sagovsky, 1987; Garcia-Esteve et al., 2003).
This 10-item self-report instrument (0-3 scale) showed internal consistency between a=.78 and .82.
2.4.3. Perceived stress: Perceived stress was assessed with the 10-item Perceived Stress Scale (PSS-10;
Cohen, Kamarck & Mermelstein, 1983; Remor, 2006), rated on a 5-point Likert scale (0—4). Internal
consistency ranged from a =.82 to .84.

2.4.4. Pregnancy-specific distress: Pregnancy-related distress was measured using the Spanish version of
the Prenatal Distress Questionnaire (PDQ; Yali & Lobel, 1999; Caparrés-Gonzélez et al., 2019). This 12-
item instrument showed internal consistency of a = .80 (second trimester) and a = .81 (third trimester).
2.4.5. Sociodemographic and medical variables: A structured questionnaire collected information on
maternal sociodemographic, socioeconomic, and obstetric characteristics.

2.5. Data analysis

Analyses were conducted using IBM SPSS. All tests were two-tailed (p < .05). Normality was assessed
via skewness and kurtosis (+ 2 acceptable; Field, 2009; George & Mallery, 2016). Missing data were not
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imputed due to insufficient completeness (< 80%; Roth, 1994).

Descriptive statistics and Pearson correlations were computed for all variables.

To examine the latent structure of maternal psychosocial stress, four principal component analyses
(PCA) were conducted: (1) second trimester, (2) third trimester, (3) 3 months postpartum, and (4)
cumulative perinatal scores. Variables were standardized (z-scores). Model adequacy was assessed

using determinant values, Bartlett’s test, and the Kaiser—Meyer-0lkin (KMO) index (=.80). Components
explaining = 70% of variance were retained, and component scores were estimated using the regression

method.

Latent profile analyses (LPA) were conducted using the snowRMM module in Jamovi (v5.7.4) to identify

subgroups based on stress indicators. Model fit was evaluated using AIC, BIC, and entropy (Celeux &
Soromenho, 1996), alongside interpretability and class size.

After selecting the optimal model, between-profile differences were examined using ANOVAs (with post

hoc tests) and chi-square tests for categorical variables, including sociodemographic and clinical

characteristics.

3. RESULTS

3.1. Descriptive statistics

Descriptive statistics for all maternal psychosocial stress indicators across the prenatal and early

postnatal periods, including mean perinatal scores, are presented in Table 2 and Fig. 2.

Table 2

Descriptive statistics of the administered assessments.

Variables

Maternal Depression
(EPDS)

Maternal State
Anxiety (STAI-S)

Perceived Stress
(PSS-10)

Pregnancy-Specific
Distress (PDQ)

Mean
SD
Mean
SD
Mean
SD
Mean

SD

2nd Trimester 3rd Trimester

Prenatal
(n=241)
9.03
5.89
21.91
10.47
19.31
7.50
12.20
5.78

Prenatal
(n=224)
7.59
5.38
19.97
10.14
16.55
8.25
9.34
5.95

1st Trimester
Postnatal

(n=198)
7.45
5.68
17.04
8.63
22.97
8.26

Perinatal
mean

(n=198)
7.95
4.42
19.7
6.99
19.8
5.41
10.8
5.33
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3.2. Correlations among maternal perinatal stress
variables

Pearson correlation analyses (n = 198) revealed moderate to high positive associations among all

psychological indicators assessed within each time point (Table 3). Correlations ranged from moderate
to strong and were consistently statistically significant (p <.01), supporting the presence of substantial

overlap among measures of depression, anxiety, perceived stress, and pregnancy-related distress.

Table 3. Pearson correlations among the different maternal perinatal stress variables.

2 3 4 5 6 7 8 9 10 11 12 13 14 15
1. Maternal Prenatal Depression (2nd  .553 .486 .868 .754 .357 .203 .642 .718 .264 .185 .568 .675 .453 .630
Trimester)
2. Maternal Prenatal Depression (3rd .244 751 .646 .805 .057 .732 .628 .760 .160 .746 .550 .826 .761
Trimester)
3. Maternal Postnatal Depression (3 .739 .356 .095 .619 .479 .286 .065 .552 .434 .364 .235 .328
Months)
4. Maternal Perinatal Depression .754 .524 .377 .783 .711 .452 .382 .738 .681 .635 .725
5. Maternal Prenatal Anxiety (2nd 637 .164 .869 .814 .465 .099 .657 .752 .632 .775
Trimester)
6. Maternal Prenatal Anxiety (3rd .041 .780 .568 .822 .123 .736 .487 .820 .724
Trimester)
7. Maternal Postnatal Anxiety (3 474 .045 .079 .564 .277 .074 .002 .044
Months)
8. Maternal Perinatal Anxiety .703 .593 .346 .793 .649 .708 .750
9. Prenatal Perceived Stress (2nd 494 042 .716 .684 .607 .725
Trimester)
10. Prenatal Perceived Stress (3rd .089 .777 .379 .731 .615
Trimester)
11. Postnatal Perceived Stress (3 .559 .047 .120 .087
Months)
12. Perinatal Perceived Stress .531 .706 .684
13. Pregnancy-Specific Distress (2nd .641 .903
Trimester)
14. Pregnancy-Specific Distress (3rd .908
Trimester)
15. Prenatal Pregnancy-Specific
Distress

p<.05 p<.01

3.3. Principal component analyses (PCA)

Four principal component analyses were conducted to examine the latent structure of maternal
psychosocial stress across the perinatal period.

In the second trimester, all indicators were strongly intercorrelated (r = .67-.81, p <.01), with adequate
sampling (KMO = .84) and a significant Bartlett’s test (x2 = 691.36, df = 6, p < .001). A single component

was extracted, explaining 80.02% of the variance, with factor loadings ranging from .88 to .93.
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In the third trimester, correlations remained high (r =.73-.82, p <.01), with similar adequacy indices
(KMO = .84; Bartlett's x2 = 759.77, df = 6, p < .001). A single component explained 84.51% of the variance,
with loadings between .90 and .94.

At 3 months postpartum, moderate correlations were observed (r = .55-.62, p < .01), with acceptable
sampling adequacy (KMO = .71) and a significant Bartlett's test (x? = 203.68, df =3, p <.001). One
component was retained, explaining 71.96% of the variance, with loadings ranging from .83 to .86.

Finally, the cumulative perinatal PCA, based on mean scores across time points, showed high
intercorrelations (r = .68-.79, p < .01), meritorious sampling adequacy (KMO = .85), and a significant
Bartlett's test (x2 = 627.70, df = 6, p < .001). A single component explained 80.95% of the variance, with
loadings between .88 and .93.

Across all analyses, results consistently supported a unidimensional structure of maternal psychosocial
stress.

3.4. Latent profile analysis (LPA)

Latent profile analyses were conducted to identify subgroups of women based on multidimensional
stress indicators across the perinatal period.

Model fit indices (Table 4) indicated that solutions with an increasing number of profiles showed
improved statistical fit, reflected in lower AIC and BIC values and higher entropy. Although the four-profile
solution showed slightly better fit indices, it included a very small class (n = 12), raising concerns
regarding stability and interpretability. Therefore, the three-profile solution was retained as the most
parsimonious and clinically meaningful model.

Table 4
Values of the main fit indices in both models.

Model 1 Model 2

Profile LogLik AIC BIC Entropy Profile LogLik AIC BIC Entropy
1 -3290 6623 6697 1.000 1 -1201 2418 2445 1.000

2 -2887 5841 5955 0.923 2 -1005 2036 2080 0.849

3 -2730 5552 5707 0.823 3 -919 1874 1934 0.870
4 -2531 5178 5373 0.749 4 -893 1833 1910 0.873

The three profiles comprised 21.2% (n = 45), 34.4% (n = 73), and 44.3% (n = 94) of the sample,
respectively. As shown in Table 5 and Fig. 3, profiles were clearly differentiated across all psychological
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indicators (p < .001). Profile 1 was characterized by high levels of stress across all measures, Profile 2 by
low levels, and Profile 3 by moderate levels.

Table 5
One-way ANOVA for the different variables included in the model
separated by profiles.
Perinatal depression Profile 1 Profile2  Profile 3
Mean Mean Mean

1427,  3.95, 8.09,

Perinatal anxiety 29.35, 12.95 20.40
Perinatal perceived stress 26.59 , 14.63 20.54
Pregnancy-Specific Distress 17.09 , 5.77 . 11.66

Note: Means sharing subscripts do not differ significantly at p <.05

3.5. Differences across profiles in sociodemographic
variables

No significant differences were observed across latent profiles in maternal age [F(2, 112) =0.358, p >
.05] or number of children [F(2, 108) = 0.234, p > .05]. Similarly, chi-square analyses showed no
significant differences across profiles in institution of care, educational level, marital status, cohabitation
with a partner, occupational status, social class, or parity (all p >.05).

4. DISCUSSION

The present study examined maternal perinatal psychosocial stress using an integrative framework that
combined variable-centered and person-centered approaches within a longitudinal design spanning
pregnancy and early postpartum. The findings provide consistent evidence that diverse indicators of
psychological distress—including depressive symptoms, anxiety, perceived stress, and pregnancy-related
distress—converge into a common latent dimension, while simultaneously revealing meaningful
heterogeneity across individuals.

From a clinical perspective, these results are particularly relevant for improving the identification of
women at risk during the perinatal period. Current screening practices in perinatal mental health
frequently rely on single instruments, most commonly targeting depressive symptomatology. However,
the strong convergence observed across multiple indicators suggests that maternal perinatal stress may
be more accurately conceptualized as a multidimensional construct encompassing overlapping affective
and cognitive domains (Nast et al., 2013; Van den Bergh et al., 2020). This supports the need for more
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comprehensive screening strategies capable of capturing the cumulative and co-occurring nature of
maternal distress, rather than focusing on isolated symptom domains.

At the same time, the person-centered analyses demonstrated that maternal perinatal stress is not
uniformly distributed across individuals. The identification of three distinct profiles—low, moderate, and
high stress—indicates that variability in maternal distress is primarily expressed along a gradient of
severity. This pattern is consistent with previous studies employing person-centered approaches, which
have similarly identified subgroups characterized by differing levels of psychological burden (Racine et
al., 2018; Walsh et al., 2019; Luo et al,, 2021; Li et al., 2022). Importantly, these profiles were
differentiated by the co-occurrence and intensity of symptoms across all indicators, suggesting that risk
stratification in clinical settings may benefit from considering both the level and the accumulation of
distress-related experiences.

A notable finding was the consistently strong contribution of depressive symptoms to the latent stress
dimension across time points. This result reinforces the central role of depression within the broader
spectrum of perinatal mental health problems and aligns with evidence highlighting its prevalence and
clinical significance during pregnancy and postpartum (Howard et al., 2014). At the same time, the
findings suggest that depressive symptoms may function as a core component within a
multidimensional stress framework, rather than as an isolated construct. From a clinical standpoint, this
supports maintaining depression screening as a central element of perinatal care while complementing
it with additional indicators to capture the broader stress experience.

The observed pattern of strong within-time associations and comparatively weaker associations across
time points further underscores the temporal specificity of maternal perinatal stress. These findings
suggest that stress during the perinatal period may be better understood as a dynamic process that
fluctuates across pregnancy and early motherhood, rather than as a stable trait. This has important
implications for clinical practice, as it highlights the need for repeated assessments across different
perinatal stages to improve detection and monitoring of psychological distress.

Interestingly, no significant differences were observed across latent profiles in sociodemographic and
contextual variables. While this finding may partly reflect the relative homogeneity of the sample, it also
suggests that maternal psychological distress during the perinatal period cannot be fully explained by
traditional sociodemographic risk factors alone. This reinforces the importance of direct psychological
assessment in perinatal care settings, rather than relying solely on demographic indicators to identify
women at risk.

In this context, an intersectional perspective provides an important framework for understanding the
broader determinants of maternal perinatal stress. Intersectionality, as introduced by Kimberlé Crenshaw
(1991), emphasizes the interconnected nature of social categories such as gender, socioeconomic
status, and other axes of identity, which may shape exposure to stress and access to resources. Applied
to perinatal mental health, this perspective highlights that individuals navigating multiple and
overlapping forms of social disadvantage may experience cumulative stressors—such as discrimination
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or limited access to healthcare and social support—that are not fully captured by conventional
sociodemographic indicators (Bush, 2024). This may partly explain the absence of differences observed
in the present study, suggesting that standard demographic variables may not adequately reflect the
complexity of lived experiences underlying maternal stress.

Future research would benefit from incorporating multidimensional and intersectional approaches that
explicitly examine how social determinants interact to influence maternal stress trajectories. In
particular, it will be important to investigate how cumulative exposures to social and structural stressors,
as well as access to protective resources, shape both maternal mental health and downstream child
outcomes. Such approaches may help identify vulnerable subgroups that remain undetected when using
traditional risk indicators alone and inform the development of more tailored and equitable screening
strategies.

From a public health perspective, these findings also point to the importance of structural interventions.
Evidence suggests that policies aimed at increasing support for pregnant individuals and caregivers—
such as expanded parental leave, improved health coverage, and financial assistance programs—can
reduce stress and improve family well-being (Roman et al., 2014; Troller-Renfree et al., 2022; Van Niel et
al., 2020). Universal access to these resources may help reduce stigma and mitigate disparities in
perinatal mental health outcomes. Importantly, policies addressing maternal stress should consider the
diverse needs of individuals with intersecting social identities to promote more equitable health
outcomes (Bush, 2024).

From a methodological standpoint, the integration of variable-centered and person-centered approaches
represents a key contribution of the present study. Variable-centered analyses allowed for the
identification of a coherent latent structure underlying multiple stress indicators, whereas person-
centered analyses translated this structure into clinically interpretable subgroups. By combining these
approaches, the study provides a more comprehensive framework for understanding maternal perinatal
stress, addressing both its underlying structure and its expression across individuals.

Several limitations should be considered. The use of a non-probabilistic sample limits generalizability,
and the absence of maternal or infant outcomes precludes conclusions regarding predictive validity.
Future studies should examine how these multidimensional stress indicators and profiles relate to
maternal mental health trajectories and child developmental outcomes, particularly in low- and middle-
income contexts where disparities remain pronounced (Fisher et al., 2012; Herba et al., 2016).

Despite these limitations, the present study advances current understanding of maternal perinatal
psychosocial stress by providing an empirically grounded and clinically relevant framework that
integrates multiple indicators and analytical perspectives. By demonstrating both the coherence and
heterogeneity of maternal stress, these findings support the development of more nuanced and effective
approaches to screening and early identification in perinatal mental health care.

CONCLUSION
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Maternal perinatal psychosocial stress can be understood as a multidimensional yet coherent construct
that varies meaningfully across individuals. The integration of variable-centered and person-centered
approaches provides a robust framework for capturing both its underlying structure and its
heterogeneity, with direct implications for improving early identification in perinatal mental health care.

Importantly, these findings should be interpreted within a broader intersectional framework that
recognizes the role of cumulative social and structural determinants in shaping maternal stress
experiences. Future research should incorporate multidimensional models that account for interacting
social identities and contextual factors, as well as examine how access to resources and support
systems may buffer or exacerbate stress-related risks.

At the policy level, expanding access to structural supports—such as parental leave, healthcare coverage,
and financial assistance—may play a critical role in reducing maternal stress and promoting equitable
health outcomes (Roman et al., 2014; Troller-Renfree et al., 2022; Van Niel et al., 2020). Advancing this
line of research will be essential for informing inclusive and evidence-based perinatal mental health
strategies that address both individual and structural determinants of risk.
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Study design and measures across the perinatal period
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Figure 2

Perinatal variation in maternal psychosocial stress.

Note: Estimated marginal means of maternal depressive symptoms (A), anxiety (B), perceived stress (C),
and pregnancy-specific distress (D) across the second and third prenatal trimesters and at three months
postpartum. Different letters denote significant pairwise differences (p <.05).

Page 20/21



1.5

1.0

0.5

0.0 .’_—-.-——"\'.

0.5

-1.0

Perinatal

Perinatal
anxiety = percelved stress

Figure 3

Means for each variable included in the model, separated by profiles.
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