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Abstract

Background: Postpartum depression (PPD) is a common mental health condition, and women
with elevated prenatal anxiety are at increased risk. Evidence from Kazakhstan remains
limited. This study aimed to describe postpartum depressive symptoms and associated
factors among women with elevated prenatal anxiety who received routine perinatal care and
participated in the PRISM prenatal psychoeducational program. Methods: This prospective
single-arm cohort study with postpartum follow-up was conducted in Astana, Kazakhstan. Of
1232 pregnant women screened, 234 women with elevated prenatal anxiety participated in the
PRISM program, and 226 completed the postpartum assessment. Because no control group
was included, the study was not designed to evaluate the effectiveness of PRISM or establish
causal effects. Postpartum depressive symptoms were assessed using the Postpartum Depres-
sion Screening Scale–Short Form (PDSS-SF). Descriptive statistics were calculated, and associ-
ations with age, parity, and postpartum assessment period were examined using Spearman’s
rank correlation and non-parametric tests. Results: The mean PDSS-SF score was 20.65 ± 6.00.
Using a cut-off score of ≥17, 158 of 226 participants screened positive for clinically significant
depressive symptoms, corresponding to 69.9% (95% confidence interval (CI): 63.6–75.5%).
Scores were highest among women assessed between 6 weeks and 6 months postpartum
(p < 0.001). Age showed a weak negative correlation with depressive symptoms, whereas
parity was not significantly associated. The most frequently reported symptoms were sleep
disturbance, loneliness, and depressed mood. Conclusions: A substantial burden of post-
partum depressive symptoms was observed in this high-risk cohort. The findings support
early identification of prenatal anxiety, continued postpartum screening, and access to
appropriate psychological and psychiatric care. Controlled studies are needed to evaluate
PRISM and similar preventive programs.
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1. Introduction
Postpartum depression (PPD) is a common mental health condition affecting women

during the postpartum period and represents a significant public health concern worldwide.
It is estimated that approximately 10–20% of women experience postpartum depression
globally, with even higher rates reported in low- and middle-income countries [1,2]. PPD
is associated with a range of adverse outcomes for both mothers and infants, including
impaired maternal functioning, difficulties in mother–infant bonding, and negative effects
on child development [3,4]. Despite increased recognition, PPD remains underdiagnosed
and undertreated, particularly in settings with limited access to mental health services [5].

Perinatal anxiety is another highly prevalent but frequently overlooked condition occur-
ring during pregnancy and the postpartum period. Epidemiological studies estimate that
anxiety symptoms affect approximately 15–25% of women during the perinatal period, with
prevalence varying depending on assessment methods and population characteristics [6,7].
Accumulating evidence suggests that perinatal anxiety is an important predictor of postpar-
tum depression and may precede its onset. Women experiencing elevated anxiety during
pregnancy are at substantially higher risk of developing depressive symptoms after childbirth.
This relationship underscores the importance of early identification of high-risk women and
supports the implementation of preventive strategies during pregnancy [8,9].

Preventive strategies targeting maternal mental health during pregnancy have gained
increasing attention in recent years. Psychoeducational interventions, particularly those
grounded in cognitive–behavioral principles and incorporating stress management and
emotion regulation techniques, have demonstrated effectiveness in reducing perinatal
anxiety and improving psychological outcomes [10,11]. Systematic reviews and meta-
analyses indicate that such interventions can significantly decrease symptoms of anxiety
and depression during the perinatal period, although heterogeneity across studies remains
considerable [11,12]. However, most of the available evidence originates from high-income
countries, and there is a lack of research evaluating the effectiveness and implementation
of these interventions in low- and middle-income settings [6,13,14].

In Kazakhstan, evidence on perinatal mental health remains limited. In a cross-
sectional study of 251 women attending five primary healthcare centers in Semey, 59.4%
screened positive for postpartum depression within one year after childbirth using the
Edinburgh Postnatal Depression Scale [15]. However, this estimate was derived from a
single-city clinical sample and should not be interpreted as nationally representative. Psy-
chological distress has also been documented among pregnant women receiving prenatal
care and among Kazakhstani women with recurrent pregnancy loss, but population-based
evidence on prenatal anxiety and its relationship with postpartum depressive symptoms
remains scarce [16,17]. Population-based evidence on prenatal anxiety and its relationship
with postpartum depressive symptoms therefore remains scarce.

PRISM was developed by the research team for the present study as a structured
prenatal psychoeducational program for women with elevated prenatal anxiety. It was
delivered alongside routine perinatal care by trained clinical psychologists and consisted
of six sessions conducted over three weeks, with each session lasting approximately
60–90 min. Sessions were delivered individually or in groups according to participant
preference and organizational feasibility. The program incorporated cognitive–behavioral
principles, psychoeducation about emotional changes during pregnancy, recognition and
management of anxiety, breathing and relaxation techniques, emotional regulation, mind-
fulness, strengthening of social support, preparation for childbirth and the postpartum
period, and development of a longer-term coping plan. Detailed session-by-session content
is provided in Supplementary Table S1.
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The study was not designed to evaluate the effectiveness of PRISM. Rather, it aimed
to describe postpartum depressive symptoms and explore associated factors in a high-
risk cohort of women who received routine perinatal care and participated in the PRISM
program in Astana, Kazakhstan.

2. Methods
2.1. Study Design and Setting

This prospective single-arm cohort study with postpartum follow-up was conducted
in Astana, Kazakhstan, between June 2025 and February 2026 at the Astana City Perinatal
Center and the National Scientific Center for Motherhood and Childhood. The Astana
City Perinatal Center is a public specialized maternity facility providing obstetric and
neonatal care, including care for high-risk pregnancies and newborns. The National
Scientific Center for Motherhood and Childhood is a tertiary-level referral institution
providing specialized multidisciplinary care for pregnant women, mothers, and children.
Together, the participating facilities serve women from Astana and patients referred from
other regions of Kazakhstan. During the study period, the facilities provided care for
approximately 1232 pregnant women or deliveries annually.

Women with elevated prenatal anxiety received routine perinatal care and partici-
pated in the PRISM prenatal psychoeducational program. The study used a descriptive
observational framework and aimed to characterize postpartum depressive symptoms and
associated factors in this high-risk cohort. Because no control group was included, the
study was not designed to evaluate PRISM effectiveness or establish causal effects.

2.2. Participants and Recruitment

Pregnant women receiving care at the participating perinatal facilities in Astana were
recruited consecutively during the study period. Inclusion criteria were age ≥18 years, gesta-
tional age between 12 and 36 weeks, a PASS-R score of ≥26, willingness to participate, and
absence of a documented history of diagnosed mental illness. Women with severe psychiatric
disorders or severe somatic conditions that could interfere with participation were excluded.

A total of 1232 pregnant women were approached for screening. Of these, 740 declined
participation at different stages of recruitment, including before completion of the screening
and eligibility assessment and after being identified as potentially eligible. The numbers
declining at each stage were not systematically recorded. A total of 234 eligible women
agreed to participate, provided written informed consent, and entered the PRISM prenatal
psychoeducational program alongside routine perinatal care. Eight participants did not
complete postpartum follow-up because they either discontinued the PRISM program or did
not attend postpartum screening. The remaining 226 participants completed the postpartum
assessment and were included in the final analysis (Figure 1). The exact distribution of reasons
and timing of withdrawal among these eight participants was not systematically recorded.

 

Figure 1. Participant flow diagram.
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2.3. Sample-Size Justification

No formal a priori sample-size calculation was performed because the study was
exploratory and descriptive rather than designed to test intervention effectiveness. The
sample size was determined pragmatically by the number of eligible women identified
and enrolled consecutively at the participating facilities during the predefined recruitment
period. All eligible women who consented to participate were included.

With 226 participants in the final analysis, the observed proportion screening positive
for clinically significant postpartum depressive symptoms was 69.9%, with an approximate
95% confidence interval of 63.6–75.5%. This level of precision was considered adequate for the
descriptive objective of estimating postpartum symptom burden in this high-risk cohort.

2.4. Assessment of Perinatal Anxiety

Prenatal anxiety was assessed before participation in the PRISM program using the
Russian-language version of the Perinatal Anxiety Screening Scale (PASS-R). The PASS-R is
a 31-item self-report instrument developed to assess a broad range of anxiety symptoms
during pregnancy and the first postpartum year. Each item is rated from 0 (“not at all”)
to 3 (“almost always”), producing a total score ranging from 0 to 93, with higher scores
indicating greater anxiety severity. The instrument assesses four domains: excessive worry
and specific fears; perfectionism, control, and trauma; social anxiety; and acute anxiety
and adjustment symptoms. A total score of ≥26 was used to identify women at increased
risk of clinically significant perinatal anxiety [18,19]. The Russian-language version has
demonstrated acceptable validity and reliability [20].

The PASS-R was administered during pregnancy, at 12–36 weeks of gestation, before the
first PRISM session and before participants received any psychoeducational intervention.

2.5. PRISM Psychoeducational Program

Women identified with elevated prenatal anxiety participated in the structured PRISM
prenatal psychoeducational program alongside routine perinatal care. The program was
preventive and educational in nature and was based primarily on cognitive–behavioral
principles, incorporating psychoeducation, stress-management techniques, emotional regu-
lation, mindfulness, relaxation, and social-support planning.

PRISM consisted of six sessions delivered twice weekly over three weeks, with each
session lasting approximately 60–90 min. Sessions were conducted either individually
or in groups of approximately 5–10 participants, depending on participant preference,
availability, and logistical considerations. A detailed session-by-session description is
provided in Supplementary Table S1.

The sessions were delivered by clinical psychologists employed at the participat-
ing medical organizations. The intervention combined short educational presentations,
guided discussions, breathing and relaxation exercises, mindfulness practice, emotional
self-monitoring, role-play, case discussions, and homework assignments. Materials in-
cluded emotional diaries, guided exercise instructions, support-planning activities, and
individualized coping plans.

The program aimed to strengthen coping skills, emotional self-regulation, recognition
and management of anxiety symptoms, and preparation for childbirth and the postpartum
period. Delivery followed a predefined six-session structure; however, no formal fidelity
checklist or independent fidelity assessment was used.

2.6. Assessment of Postpartum Depressive Symptoms

Postpartum depressive symptoms were assessed using the Postpartum Depression
Screening Scale–Short Form (PDSS-SF), a seven-item version derived from the original
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35-item Postpartum Depression Screening Scale developed by Beck and Gable [21,22]. Each
item is rated on a five-point Likert scale, producing a total score ranging from 7 to 35, with
higher scores indicating greater depressive symptom severity.

A cut-off score of ≥17 was used to identify participants screening positive for clinically
significant depressive symptoms [23,24]. This threshold was originally supported by valida-
tion of the Portuguese-language PDSS-SF in a postpartum population in Southern Brazil and
has subsequently been applied in other postpartum populations. However, the PDSS-SF and
the ≥17 threshold have not been independently validated in Kazakhstan or specifically among
Russian- or Kazakh-speaking women. Therefore, the results were interpreted as positive
screening findings rather than clinical diagnoses of postpartum depression.

Postpartum assessments were conducted at varying time points after delivery because
follow-up depended on participants’ availability and attendance at postpartum visits.
Logistical challenges, including difficulties contacting some participants and differences
in the timing of return visits, prevented assessment at a uniform postpartum time point.
Participants were therefore categorized into three postpartum periods: ≤6 weeks, >6 weeks
to 6 months, and >6 months. Each participant completed the PDSS-SF once. Prenatal
depressive symptoms were not assessed at baseline.

In addition to PASS-R and PDSS-SF scores, the study collected data on maternal age,
parity, and postpartum assessment period.

Responses to the item assessing suicidal ideation were more frequently concentrated
in the lower response categories than responses to the other PDSS-SF items. However, any
endorsement of suicidal thoughts is clinically important and requires prompt individual
assessment and appropriate referral. Information on subsequent safety assessments and
referrals was not systematically recorded in the study dataset.

2.7. Statistical Analysis

Continuous variables were summarized using means and standard deviations or medi-
ans and interquartile ranges, as appropriate, while categorical variables were presented as
frequencies and percentages. Distributional assumptions were examined using histograms,
quantile–quantile (Q–Q) plots, the Shapiro–Wilk test, and skewness statistics. Parametric
tests were used for approximately normally distributed variables, whereas non-parametric
tests were applied when distributional assumptions were not met.

Each participant completed the PDSS-SF once during the postpartum period. There-
fore, the three postpartum-period categories represented independent groups rather than
repeated measurements. Differences in PDSS-SF scores across these groups were assessed
using the Kruskal–Wallis test. When the overall test was significant, pairwise compar-
isons were performed using Dunn’s test with Holm adjustment for multiple comparisons.
Epsilon-squared (ε2) was reported as the effect size for the Kruskal–Wallis comparison.

Parity was operationalized as the total number of children and analyzed as an ordi-
nal/count variable. Associations of PDSS-SF scores with maternal age and parity were
evaluated using Spearman’s rank correlation. A 95% confidence interval was calculated for
the proportion of participants screening positive on the PDSS-SF. Statistical significance
was set at p < 0.05.

All statistical analyses were performed using IBM SPSS Statistics for Windows, ver-
sion 30.0 (IBM Corp., Armonk, NY, USA). Dunn’s post hoc tests with Holm adjustment
and epsilon-squared effect sizes were calculated using R version 4.5.1 (R Foundation for
Statistical Computing, Vienna, Austria).
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2.8. Ethical Considerations

The study was conducted in accordance with the principles of the World Medical
Association Declaration of Helsinki. Ethical approval was obtained from the Local Bioethical
Committee of Astana Medical University (Decision No. 2, Meeting No. 8, dated 9 June
2025). Written informed consent was obtained from all participants prior to enrollment.
Confidentiality and anonymity of the collected data were ensured throughout the study.

3. Results
3.1. Participant Characteristics

A total of 226 women were included in the final analysis. The mean age of participants
was 33.5 ± 9.4 years (median: 32, range: 18–47) (Table 1). Regarding the postpartum period,
36 participants (15.9%) were assessed within 6 weeks after delivery, 64 (28.3%) between
6 weeks and 6 months, and 126 (55.8%) more than 6 months postpartum. In terms of parity,
78 participants (34.5%) were primiparous, 79 (35.0%) had two children, and 69 (30.5%) had
three or more children.

Table 1. Participant characteristics (n = 226). Abbreviations: n, number of participants; SD,
standard deviation.

Variable n (%) or Mean ± SD

Age (years)

Mean ± SD 33.5 ± 9.4

Median (range) 32 (18–47)

Postpartum period

≤6 weeks 36 (15.9%)

6 weeks–6 months 64 (28.3%)

>6 months 126 (55.8%)

Parity (number of children)

One child 78 (34.5%)

Two children 79 (35.0%)

Three or more children 69 (30.5%)

3.2. PDSS-SF Total Score

Among 226 participants, the mean PDSS-SF score was 20.65 ± 6.00, with a median of
21 (range: 7–34). Using a cut-off score of ≥17 to indicate clinically significant depressive
symptoms [23,24], 158 participants (69.9%) were classified as having clinically significant
depressive symptoms, while 68 participants (30.1%) scored below this threshold. An item-
level analysis demonstrated variability in response distributions across the assessed domains
(Figure 2 and Supplementary Table S2). Higher proportions of agreement (scores 4–5) were
observed for items related to sleep disturbance, loneliness, and depressed mood. Items
reflecting cognitive impairment and loss of self showed a more balanced distribution of
responses. In contrast, responses to the item assessing suicidal ideation were predominantly
concentrated in the lower categories (scores 1–2), indicating lower endorsement relative to
other domains.
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Figure 2. Distribution of responses across Postpartum Depression Screening Scale–Short Form (PDSS-SF)
items. Values represent the percentage of participants selecting each response option (n = 226).

3.3. Additional Analyses

Spearman’s correlation analysis showed no significant association between PDSS-SF
scores and number of children (ρ = −0.078, p = 0.242). A weak negative correlation was
observed between PDSS-SF scores and age (ρ = −0.268, p < 0.001).

Each participant completed the PDSS-SF once. Therefore, the postpartum-period
categories represented independent groups (Table 2). PDSS-SF scores differed significantly
across postpartum periods (Kruskal–Wallis H(2) = 28.66, p < 0.001, ε2 = 0.120). Dunn’s
post hoc test with Holm adjustment showed that participants assessed between 6 weeks
and 6 months postpartum had significantly higher scores than those assessed within
6 weeks (adjusted p = 0.0045) and those assessed more than 6 months postpartum (adjusted
p < 0.0001). No significant difference was observed between the ≤6-week and >6-month
groups (adjusted p = 0.2885).

Table 2. Comparison of Postpartum Depression Screening Scale–Short Form (PDSS-SF)scores across
postpartum assessment periods. Abbreviations: IQR, interquartile range; n, number of participants.

Postpartum Period n PDSS-SF, Median (IQR)

≤6 weeks 36 24.0 (19.0–25.0)

>6 weeks to 6 months 64 25.0 (19.5–26.5)

>6 months 126 18.0 (14.0–25.0)
Note: Kruskal–Wallis H(2) = 28.66, p < 0.001, ε2 = 0.120.

4. Discussion
The present study described postpartum depressive symptoms among women with

elevated prenatal anxiety who received routine perinatal care and participated in the PRISM
psychoeducational program during pregnancy. A high proportion of participants (69.9%)
screened positive for clinically significant depressive symptoms, indicating a substantial
psychological burden in this high-risk cohort.

The proportion of participants screening positive for clinically significant depressive
symptoms was higher than global estimates of postpartum depression, which generally
range from 10% to 20%, and higher than rates reported in many general-population samples
from low- and middle-income countries [1,2]. Recent meta-analytic evidence from low- and
middle-income countries indicates that postnatal depression estimates vary substantially
according to population characteristics and assessment methods, with screening instru-
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ments generally producing higher estimates than structured diagnostic interviews [6,25].
This difference likely reflects both the use of a screening measure and the selective inclusion
of women with elevated prenatal anxiety rather than broader population-level patterns.
Recent evidence also indicates that anxiety and depression frequently co-occur during
pregnancy and the postpartum period, supporting the interpretation of prenatal anxiety as
a marker of broader psychological vulnerability [26].

In Kazakhstan, available evidence on postpartum mental health remains limited.
A previous study conducted in Semey reported a lower proportion of postpartum depres-
sion in a general clinical sample than that observed in the present study [15]. The higher
proportion identified here may be explained by the deliberate recruitment of women with
elevated prenatal anxiety, who already represented a psychologically vulnerable group.
Differences in screening instruments, cut-off values, postpartum assessment timing, and
sample characteristics may also contribute to variation across studies. Therefore, the present
findings should not be interpreted as an estimate of postpartum depression prevalence in
the general population of Kazakhstan.

The item-level analysis provided further information about the symptom profile in this
cohort. Sleep disturbance, loneliness, and depressed mood were among the most frequently
endorsed symptoms. Although sleep disruption is common after childbirth and may partly
reflect infant-care demands, its co-occurrence with loneliness and depressed mood may
indicate broader postpartum psychological distress. Recent review evidence identifies
sleep disturbance, limited social support, childcare-related stress, and previous mental
health difficulties among the factors consistently associated with perinatal depressive
symptoms [27]. Cognitive impairment, loss of self, and feelings of maternal inadequacy
were also reported by a proportion of participants. Suicidal ideation was less frequently
endorsed than other symptoms; however, any positive response to an item assessing
suicidal thoughts requires careful clinical attention and appropriate referral rather than
interpretation solely at the group level.

Exploratory analyses showed a weak negative association between age and PDSS-SF
scores, suggesting that younger participants may have been more vulnerable to postpartum
psychological distress. This finding should be interpreted cautiously because the association
was weak and the study did not adjust for potential confounders such as socioeconomic
status, relationship quality, social support, pregnancy complications, or previous psychiatric
history. No significant association was observed between parity and depressive symptoms,
indicating that the number of children alone may not sufficiently explain postpartum
mental health outcomes in this sample.

Depressive symptom levels also differed across postpartum assessment periods, with
the highest scores observed among women assessed between 6 weeks and 6 months after
childbirth. Population-based evidence indicates that depressive symptoms may emerge or
remain clinically relevant later in the postpartum year, supporting continued assessment
beyond the early postpartum period [28]. This period may involve increasing caregiving
demands, reduced practical support, sleep disruption, and adjustment to maternal respon-
sibilities. Nevertheless, the postpartum groups were composed of different participants
rather than repeated assessments of the same women. Therefore, the observed differences
cannot be interpreted as an individual symptom trajectory over time. In addition, ex-
act postpartum assessment times were unavailable for some participants, and residual
temporal confounding cannot be excluded.

Importantly, although all participants participated in the PRISM psychoeducational
program, the study was not designed to evaluate its effectiveness. The absence of a com-
parison group, baseline depression assessment, and pre–post-measurement of depressive
symptoms precludes causal inference and prevents determination of whether symptoms
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improved, worsened, or remained unchanged following participation. The high proportion
of positive PDSS-SF screens should therefore not be interpreted as evidence that PRISM
was ineffective or harmful. The cohort was intentionally restricted to women with ele-
vated prenatal anxiety, and some participants may already have experienced coexisting
depressive symptoms during pregnancy.

PRISM was a brief psychoeducational program intended to strengthen awareness,
coping, emotional regulation, and stress-management skills. It was not designed as a sub-
stitute for comprehensive psychiatric or psychological treatment for established depressive
disorders. Meta-analytic evidence from randomized studies suggests that psychological
interventions can reduce perinatal depressive symptoms, although effects vary according
to intervention type, intensity, delivery format, population, and study design [29]. The
present study cannot determine whether PRISM produced such effects because it lacked a
comparison group and baseline and repeated depression assessments. Psychoeducation
alone may be insufficient for women with persistent, moderate-to-severe, or clinically
complex symptoms. Such women may require individualized psychiatric assessment,
structured psychotherapy, close clinical follow-up, and pharmacological treatment when
clinically indicated [30]. The findings therefore support a stepped-care model in which
psychoeducation is combined with systematic screening, risk assessment, monitoring, and
referral pathways to higher-intensity services.

These findings have implications for clinical practice and public health. Early iden-
tification of prenatal anxiety may help recognize women at increased risk of postpartum
psychological difficulties. However, screening during pregnancy should be accompanied
by continued postpartum assessment because symptoms may emerge or become more
prominent after childbirth. Integrating brief psychological support with clear referral
pathways could be especially important in settings where specialist perinatal mental health
services are limited. Women screening positive for clinically significant depressive symp-
toms should receive further clinical evaluation because screening results alone do not
establish a diagnosis.

This study has several limitations. First, the prospective single-arm cohort design
and absence of a comparison group preclude evaluation of PRISM effectiveness and any
causal interpretation of the observed postpartum outcomes. In addition, prenatal depres-
sive symptoms were not assessed at baseline, preventing adjustment for an important
confounder and limiting the ability to determine whether postpartum symptoms were
new-onset, persistent, or worsening.

Second, postpartum assessments were conducted at substantially different time points
because of logistical constraints and variation in participant follow-up. Exact assessment
times in weeks or months were unavailable for all participants, preventing calculation
of the median and range. Although assessment timing categories were included in the
analysis, temporal variability may have influenced PDSS-SF scores, and the cross-sectional
comparison of independent postpartum groups cannot be interpreted as an individual
symptom trajectory.

Third, both anxiety and depressive symptoms were assessed using self-reported screen-
ing instruments. The PDSS-SF cut-off has not been validated specifically in Kazakhstan
or in Russian- and Kazakh-speaking populations, and cultural or linguistic differences
may have affected classification. Screening results should therefore not be interpreted as
confirmed clinical diagnoses.

Fourth, information on several potentially relevant factors, including prenatal depression,
previous mental health history beyond documented diagnoses, social support, socioeconomic
circumstances, obstetric complications, and postpartum treatment, was limited or unavailable.
The study was therefore unable to adjust for these potential confounders.
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Fifth, although participants were recruited consecutively, participation was voluntary
and may have introduced self-selection bias. Eight participants did not complete post-
partum follow-up, and detailed information on the distribution and timing of attrition
was not systematically recorded, limiting assessment of attrition bias. No formal a priori
sample-size calculation was performed because enrollment was determined pragmatically
during the predefined recruitment period; consequently, the study may have had limited
power for exploratory subgroup and association analyses. Finally, recruitment from two
facilities in a single urban setting may limit generalizability to rural populations and other
regions of Kazakhstan.

Despite these limitations, the study provides context-specific evidence on postpartum
depressive symptom burden among women with elevated prenatal anxiety in Kazakhstan.
The findings emphasize the importance of early identification during pregnancy, continued
postpartum screening, and access to stepped psychological and psychiatric care. The princi-
pal contribution of this study is the description of postpartum depressive symptom burden
in a high-risk Kazakhstani cohort rather than evidence regarding intervention effectiveness.
Future controlled studies should include baseline and repeated assessments of anxiety
and depression, locally validated instruments, broader clinical and social variables, and
appropriate comparison groups. Randomized or well-designed comparative studies are
needed to evaluate PRISM, while longitudinal research is required to clarify individual
symptom trajectories across the perinatal period.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jcm15155869/s1, Table S1. Structure and content of the PRISM
psychoeducational intervention. Table S2. Distribution of responses across PDSS-SF domains (n, %).
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