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ABSTRACT

Background Since 2008, use of food banks has risen sharply in the UK, however evidence on the

epidemiology of UK food insecurity is sparse. The aim of this study was to describe the trajectory of

common mental disorder across the pre-pregnancy, pregnancy and postnatal period for food secure

compared to food insecure women.

Methods Data from the Born in Bradford cohort, the nested BiB1000 study and primary care records

were linked based on NHS numbers. Data linkage was completed for 1297 and primary care records

were available from 18 months prior to 40 months after birth of the cohort child. Incidence rates of

common mental disorders per 1000 Patient Years At Risk were compared between food secure and

food insecure women, and for Pakistani compared to White British women, in ten six-month periods

around pregnancy. Poisson regression was used to calculate Incidence Rate Ratios, adjusted for

ethnicity and exposure.

Results Food insecurity was significantly associated with an increased risk of common mental

disorder before and during pregnancy (Incidence Rate Ratio 1.9, 95% confidence interval 1.3 to 2.8,

p=0.001) and after giving birth (Incidence Rate Ratio 1.3, 95% confidence interval 1.0 to 1.7,

p=0.029).

Conclusions Our study shows that food insecure women have worse mental health than food secure

women, and that this difference is most pronounced for White British pregnant women. These

findings provide evidence for concerns expressed by public health experts that food insecurity may

become the next public health emergency.



INTRODUCTION

Between the 1st of April 2015 and the 31st of March 2016 well over one million people were given

three days’ worth of emergency food supplies from the Trussell Trust’s UK network of foodbanks,[1]

which is a forty-fold increase from 2008 to 2009. The fact that food banks are more likely to open in

local authorities with greater welfare cuts and higher unemployment rates suggests that this rise is

due to demand, rather than supply.[2] Apart from the associations between food insecurity and

poverty,[3-7] food insecurity has also been found to be associated with poor mental health among

adults in Canada, Australia and the US.[4, 8-10] Pregnant women are at higher risk of food insecurity

than the general population,[11-13] and associations between food insecurity and perceived stress,

anxiety and depression may negatively impact on health and development of the child.[14, 15]

However, previous studies have relied heavily on cross-sectional data, and the clinical implications of

food insecurity in relation to poor mental health in the UK are unknown.

Ethnic variations in food insecurity have received virtually no attention in the UK, while studies

addressing food insecurity in the US and Canada show that certain minority ethnic groups are more

likely to experience food insecurity.[9, 16-19] However, the ethnic density hypothesis suggests that

some ethnic minority groups, despite often being in a low socio-economic position, have better

health outcomes than expected due to support within their social networks.[20] This protective

ethnic density effect has been found in relation to psychosis,[21] common mental disorder,[22] and

other health behaviours and outcomes.[23] The relationship between mental health and food

insecurity, a poverty-related stressor, might fit this hypothesis.

In this study, we aim to describe the trajectory of common mental disorder across the pre-

pregnancy, pregnancy and post-natal period for food secure compared to food insecure women,

making use of cohort data on food insecurity in combination with routinely collected primary care

data in an ethnically diverse and deprived population.

METHODS

We analysed data from the Born in Bradford birth cohort, which aims to examine the impact of

environmental, psychological and genetic factors on maternal and child health,[24] and combined

this with data from the nested BiB1000 study and GP medical records.

Bradford is a northern English city with high levels of socioeconomic deprivation and ethnic diversity.

Over 12000 women were recruited at the Bradford Royal Infirmary at 26 to 28 weeks pregnancy

between 2007 and 2010. Enrolled women completed a questionnaire on aspects related to health,

health behaviours and social determinants of health, and they consented to linkage of routine

primary care data.[25] Ethics approval for the data collection was granted by Bradford Research

Ethics Committee [Ref 07/H1302/112].

We matched data from the baseline Born in Bradford questionnaire with data on food insecurity,

which was available for a subsample of 1280 women in the nested BiB1000 study,[26] and data from

primary care records spanning the period from 18 months prior to 40 months after birth of the

cohort child.

Food insecurity questionnaire

Household food insecurity was assessed when babies were approximately 12 to 18 months old using

the 18 item US National Household Food Security Survey Measure.[27] Women were identified as

food secure or food insecure based on the classification suggested in the literature,[27] and 313

women were excluded from the analysis due to missing data or responding ‘don’t know’ or ‘refuse

to answer’.



GP records

SystmOne electronic primary care records were matched to Born in Bradford data by a third-party

data provider using NHS numbers (90.8% matched). We defined cases of common mental disorder

as having a Read code for depression; or anxiety; or depression and anxiety; or treatment for

common mental disorder; or follow up for these Read codes; and/or prescriptions for common

mental disorder drugs, in the included period. We excluded cases with Read codes indicating serious

mental illness in the included period, screening for common mental disorder or history of common

mental disorder.

Statistical analysis

We describe the sample by maternal age, socioeconomic status as indicated by occupation of the

father, receiving means-tested benefits, and self-assigned ethnicity (7 largest groups).

For comparisons of characteristics between groups, Pearson’s chi-squared test and t-tests were

used. We calculated incidence rates of common mental disorder adjusted for exposure (proportion

of time registered with GP practice) per 1000 Patient Years At Risk among food secure compared to

food insecure women in ten six-month periods. We used Poisson regression to calculate adjusted

Incidence Rate Ratios.

Because the White British and Pakistani origin groups were the only two ethnic groups large enough

to justify stratified analyses, we calculated prevalence and Risk Rate Ratios of prenatal and postnatal

common mental disorder by food insecurity status for White British and Pakistani women. All

analyses were conducted using Stata 14.

Participant involvement

The Born in Bradford study disseminates findings to participants through newsletters, online media

and meetings, and an active Parent Governors group which meets quarterly to contribute to the

design and dissemination of studies. Although no participants were involved in the design or conduct

of this particular study, the results will be communicated to Born in Bradford participants through

the established channels.



RESULTS

Maternal characteristics according to household food security status

Table 1 shows demographic and socioeconomic characteristics of the total sample and by household

food security status. 179 out of 1280 women in the sample reported food insecurity.

Table 1. Maternal characteristics according to household food security status.

Full sample

(n=1593)

(sd/%)

Food secure

(n=1101) (%)

Food

insecure

(n=179) (%)

Difference between food

secure and food insecure

groups

t test

statistic

/Chi2

P value

Maternal age in years

mean (SD)

27.66 (5.6) 27.77 (5.6) 27.00 (5.4) 0.61 0.433

Means-tested benefit

receipt

31.5 <0.001

Yes 646 (40.6) 408 (79.4) 106 (20.6)

No 947 (59.5) 693 (90.5) 73 (9.5)

Occupation of the

father

Non-manual 669 (42.1) 485 (89.2) 59 (10.8)

Manual 494 (31.1) 328 (82.4) 70 (17.6) 8.8 0.003*

Self-employed 187 (11.8) 141 (93.4) 10 (6.6) 2.3 0.125*

Unemployed 177 (11.1) 107 (77.0) 32 (23.0) 14.2 < 0.001*

Other (Don’t

know/student)

62 (3.9) 25 (80.6) 6 (19.3) 2.1 0.146*

Ethnic group

White British 480 (37.5) 393 (81.9) 87 (18.13)

Pakistani 624 (48. 8) 560 (89.7) 64 (10.3) 14.1 < 0.001†

Indian 56 (4.4) 53 (94.6) 3 (5.4) 5.8 0.016†

Bangladeshi 24 (1.9) 21 (87.5) 3 (12.5) 0.5 0.483†

White Other 26 (2) 20 (76.9) 6 (23.1) 0.4 0.525†

Black 25 (2) 17 (68.0) 8 (32.0) 3.0 0.084†

Other 44 (3.4) 36 (81.8) 8 (18.2) 0.0 0.993†

* Compared to non-manual occupation

† Compared to other ethnic groups



Mental health trajectories and regression analyses of food secure versus food insecure women

The number of cases of common mental disorder by six-month period, running from 18 months

before giving birth to 40 months after birth, dipped sharply around birth before rising steeply and

remaining fairly constant in the 40 months after birth, for the food secure and food insecure group

(fig 1).

Household food insecurity was preceded by poor mental health and succeeded by poor mental

health. Household food insecurity was associated with a consistently increased risk of common

mental disorder except for the postnatal period of 24 to 30 months (fig 1), and this increased risk

was statistically significant for all three periods up to giving birth and three out of seven periods

after birth. Combining the three pre-birth periods and seven post-birth periods, food insecurity was

associated with an increased risk of common mental disorder before and during pregnancy

(Incidence Rate Ratio 1.9, 95% confidence interval 1.3 to 2.8, p=0.001) and after giving birth

(Incidence Rate Ratio 1.3, 95% confidence interval 1.0 to 1.7, p=0.029).

Figure 1. Exposure-adjusted incidence rates of common mental disorder per 1000 Person Years At

Risk (PYAR)

Ethnic differences in common mental disorder by food insecurity status

White British women were up to three times more likely than Pakistani women to be a common

mental disorder case. Figure 2 shows that the increased likelihood of common mental disorder is

consistent across the 58 month study period, bar a sharp levelling prior to birth.
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Figure 2. Number of common mental disorder cases by period for White British and Pakistani women

The increased risk of common mental disorder for Pakistani food insecure compared to food secure

women was not statistically significant either before birth (Incidence Rate Ratio 1.8, 95% confidence

interval 0.9 to 3.6, p=0.087) or after birth (Incidence Rate Ratio 1.2, 95% confidence interval 0.8 to

2.0, p=0.341). In contrast, for White British food insecure versus food secure women the increased

risk of common mental disorder was statistically significant before birth (Incidence Rate Ratio 1.70,

95% confidence interval 0.2 to 2.8, p=0.043) but not after birth (Incidence Rate Ratio 1.3, 95%

confidence interval 0.9 to 1.9, p=0.099).

DISCUSSION

In our low income, multi-ethnic UK sample 14% was food insecure. Food insecurity was associated

with other markers of socioeconomic status, including paternal manual occupation and receipt of

means-tested benefits. Mothers of Pakistani and Indian ethnicity were less likely to report food

insecurity. In the full sample, food insecurity was preceded and succeeded by poor mental health.

The highest risks of poor mental health for food insecure compared to food secure women were

found before and during, rather than after pregnancy. For Pakistani women, poor mental health

was not statistically significant in relation to food insecurity at any point in time in the included

period.

Strengths and weaknesses

This study is one of the first on food insecurity to be conducted in the UK population, and the first to

look at food insecurity in relation to mental health over an extended period spanning conception,

pregnancy and early infancy. We had a unique opportunity to combine routinely collected primary

care data with detailed information on food insecurity, and the ethnically diverse sample allowed us

to examine differences in the association between common mental disorder and food insecurity by

White British and Pakistani ethnic group. At the same time, the use of this data brings with it some

limitations. Our identification of ‘cases of common mental disorder’ relied on the quality of GP

records, hence it is possible that we have misclassified or missed cases. There is for example

evidence to suggest that minority ethnic women with common mental disorder are twice as likely as

White British women to be missed in primary care.[28] Also, mother's socio-demographic data were

collected in late pregnancy while food security was assessed when the child was 12-18 months old,
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by which point occupation of the father or receiving means-tested benefits might have changed.

Although we provide robust evidence of differences in the association between common mental

disorder and food insecurity by ethnic group, sample size limitations meant that only the White

British and Pakistani groups could be included in the stratified analyses.

The prevalence of food insecurity found in our study (14.0%) was higher than the prevalence found

in the Southampton Women’s Survey (SWS) cohort study (4.6%) and the E-Risk Study (9.7%), and

lower than that observed in the Low Income Diet and Nutrition Survey (29%).[7, 13, 29] However,

differences in methodology used for the assessment of food insecurity across the UK studies and

socio-demographic differences between the cohorts make direct comparisons difficult. In addition,

the Southampton Women’s Survey and E-Risk cohorts collected data on food insecurity four

[chronological] years before Born in Bradford and in the period after birth, rather than before or

during pregnancy. Given the high demand at ten food banks in Bradford, the high percentage of

food insecurity we identified is likely to reflect a contemporary high need for support. Our finding of

an increased risk of poor mental health for food insecure women is in line with results from the E-

Risk Study and other studies in Canada and the US.[9, 30, 31] Rather than relying on cross-sectional

data, the use of longitudinal primary care data means we can be confident that food insecurity 12

months after birth was associated with poor mental health before, during and after pregnancy.

While we cannot comment on the direction of the relationship between food insecurity and mental

health, studies from Canada and the US suggest both that the chronic illness in adults may render

their household more vulnerable to food insecurity [10] and that food insecurity is a risk factor for

stress and anxiety.[32, 33] Ethnic variations in food insecurity [34]and ethnic differences in the

association between food insecurity and health status have been reported outside the UK [9, 16-19].

Similar to our finding of a stronger association between food insecurity and common mental

disorder in the White British than in the Pakistani group, Stuff and colleagues found the associations

between food insecurity and general physical and mental health to be stronger in the Black

American than in the White American group.[9]

Meaning of the study

The key aim of our study was to assess the mental health trajectories of food secure versus food

insecure women. The finding that food insecure women have worse mental health, and that this is

most pronounced during pregnancy, has important implications for clinicians. Poor maternal mental

health negatively impacts on both the mother and the baby,[14, 15, 34] while poor maternal

nutrition in pregnancy has long-term implications for the child.[35, 36] Both the prevalence of food

insecurity and the prevalence of common mental disorder were lower in the Pakistani sub-sample,

and the associations between food insecurity and mental health did not reach statistical significance.

This may be a result of measurement bias or under-diagnosis of common mental disorder, or

alternatively, it may be a reflection of the protective role of strong social networks within ethnic

minority groups providing a buffer against the detrimental effects of poverty on health.

Unanswered questions and implications

Our study provides evidence for concerns expressed by public health experts in 2013, who warned

that food insecurity may become the next public health emergency.[37] Additional research is now

urgently needed to determine the direction of the effect between food security and maternal

mental health in pregnancy. Depending on this direction, it will be crucial to test either whether

interventions addressing women’s food security can improve women’s mental health symptoms

during and after pregnancy, or whether action on women’s mental health symptoms can reduce the

burden of food insecurity. Better understanding of ethnic differences in food insecurity and mental

health will be fundamental to understanding whether there is a protective effect of ethnicity on food



insecurity and mental health or whether, at present, we are underestimating the risk of food

insecurity in ethnic minority groups such as the Pakistani group.

What is already known on this subject

- The use of food banks has risen sharply in the UK and food insecurity has been called a potential

public health emergency, but evidence on relationships between food insecurity and health is mostly

limited to cross-sectional studies from the USA, Canada and Australia.

- Minority ethnic group status may be protective against the detrimental effects of poverty on

mental health in the UK, but there is no longitudinal evidence to support this hypothesis for mental

health in relation to food insecurity, a poverty-related stressor.

What this study adds

- Food insecurity is associated with poor mental health for White British women during pregnancy

and after birth, but not for Pakistani women; the latter group have lower levels of food insecurity,

and fewer common mental disorders before, during and after pregnancy.

- The highest risks of poor mental health for food insecure women, compared to food secure

women, are found before and during, rather than after pregnancy, suggesting that food insecurity

may not only increase the burden on mental health services but also affect maternal health at a

phase in life crucial to child development.

FOOTNOTES

 “The Corresponding Author has the right to grant on behalf of all authors and does grant on

behalf of all authors, a worldwide licence to the Publishers and its licensees in perpetuity, in

all forms, formats and media [whether known now or created in the future], to i] publish,

reproduce, distribute, display and store the Contribution, ii] translate the Contribution into

other languages, create adaptations, reprints, include within collections and create

summaries, extracts and/or, abstracts of the Contribution, iii] create any other derivative

work[s] based on the Contribution, iv] to exploit all subsidiary rights in the Contribution, v]

the inclusion of electronic links from the Contribution to third party material where-ever it

may be located; and, vi] licence any third party to do any or all of the above.”

 Contributors: All authors contributed to the concept and design of the study, to analysis,

interpretation of the data, and to the draft of the final version of the manuscript (Power,

Uphoff, Kelly, Pickett). Power is the guarantor.

 Funding: This study received no external funding.

 Competing interests: All authors have completed the ICMJE uniform disclosure form

atwww.icmje.org/coi_disclosure.pdf and declare: no support from any organisation for the

submitted work; no financial relationships with any organisations that might have an

interest in the submitted work in the previous three years; no other relationships or

activities that could appear to have influenced the submitted work.

 Ethical approval: Ethics approval for the data collection was granted by Bradford Research

Ethics Committee [Ref 07/H1302/112].

 Data sharing: Additional information is available on request from the corresponding author

[msp517@york.ac.uk].



 Transparency: The lead author (Power) affirms that the manuscript is an honest, accurate,

and transparent account of the study being reported; that no important aspects of the study

have been omitted; and that any discrepancies from the study as planned have been

explained.

 As this study is a research report a research reporting checklist is not required.

REFERENCES

1. The Trussel Trust (Internet). Foodbank use remains at record high. Salisbury: The Trussell

Trust; 2016 Apr 15 (cited 2016 Apr 25). Available from: http://bit.ly/1qtTAKM.

2. Loopstra R, Reeves A, Taylor-Robinson D, Barr B, McKee M, Stuckler D. Austerity, sanctions,

and the rise of food banks in the UK. BMJ. 2015;350:h1775. doi: 10.1136/bmj.h1775.

3. Tingay RS, Tan CJ, Tan NCW, Tang S, Teoh PF, Wong R, et al. Food insecurity and low income

in an English inner city. J Public Health Med. 2003 Jun 1;25(2):156-9. doi: 10.1093/pubmed/fdg032.

4. Che J, Chen J. Food insecurity in Canadian households (1998/99 data). Health Reports.

2001;12(4):11.

5. Hamilton WL, Cook JT, Thompson WW, Buron LF, Frongillo CM, Olson CM, et al. Household

food security in the United States in 1995: Summary report of the food security measurement

project. Alexandria (VA): United States Department of Agriculture, Food and Consumer Service; 1997

Sept.

6. Vozoris N, Davis B, Tarasuk V. The affordability of a nutritious diet for households on welfare

in Toronto. C J Public Health. 2002 Jan-Feb;93(1):36-40.

7. Pilgrim A, Barker M, Jackson A, Ntani G, Crozier S, Inskip H, et al. Does living in a food

insecure household impact on the diets and body composition of young children? Findings from the

Southampton Women's Survey. J Epidemiol Commun H. 2012 Jun 1;66(6):e6. doi:

10.1136/jech.2010.125476.

8. Fuller-Thomson E, Nimigon J. Factors associated with depression among individuals with

chronic fatigue syndrome: findings from a nationally representative survey. Fam Pract. 2008 Dec

1;25(6):414-22. doi: 10.1093/fampra/cmn064.

9. Stuff JE, Casey PH, Szeto KL, Gossett JM, Robbins JM, Simpson PM, et al. Household food

insecurity is associated with adult health status. J Nutr. Sep 1, 2004;134(9):2330-5.

10. Tarasuk V, Mitchell A, McLaren L, McIntyre L. Chronic physical and mental health conditions

among adults may increase vulnerability to household food insecurity. J Nutr. Nov 1,

2013;143(11):1785-93. doi: 10.3945/jn.113.

11. Casey P, Goolsby S, Berkowitz C, Frank D, Cook J, Cutts D. Maternal depression, changing

public assistance, food security, and child health status. Pediatrics. 2004;113(2):298-304.

12. Laraia BA, Siega-Riz AM, Gundersen C, Dole N. Psychosocial factors and socioeconomic

indicators are associated with household food insecurity among pregnant women. J Nutr. 2006 Jan

1;136(1):177-82.

13. Whitaker RC, Phillips SM, Orzol SM. Food insecurity and the risks of depression and anxiety

in mothers and behavior problems in their preschool-aged children. Pediatrics. 2006 Sep;118(3):8.

14. Monk C, Fitelson EM, Werner E. Mood disorders and their pharmacological treatment during

pregnancy: is the future child affected? Pediatr Res. 2011;69(5 Pt 2):3R-10R. doi:

10.1203/PDR.0b013e3182131a2e.

15. Robertson E, Grace S, Wallington T, Stewart DE. Antenatal risk factors for postpartum

depression: a synthesis of recent literature. Gen Hosp Psychiatry. 2004 Jul-Aug;26(4):289-95. doi:

10.1016/j.genhosppsych.2004.02.006.

16. Chilton M, Black MM, Berkowitz C, Casey PH, Cook J, Cutts D, et al. Food insecurity and risk

of poor health among US-born children of immigrants. Am J Public Health. 2009 Mar;99(3):556-62.

doi: 10.2105/AJPH.2008.144394.



17. Slocum R. Whiteness, space and alternative food practice. Geoforum. 2007 May;38(3):520-

33. doi: 10.1016/j.geoforum.2006.10.006.

18. Alaimo K, Briefel RR, Frongillo EA, Olson CM. Food insufficiency exists in the United States:

results from the third National Health and Nutrition Examination Survey (NHANES III). Am J Public

Health. 1998;88(3):419-26.

19. Haering SA, Syedm SB. Community food security in United States cities: a survey of the

relevant scientific literature. Baltimore (MD): Center for a Livable Future, Johns Hopkins Bloomberg

School of Public Health, 2009.

20. Pickett KE, Wilkinson RG. People like us: ethnic group density effects on health. Ethn Health.

2008 Sep;13(4):321-34. doi: 10.1080/13557850701882928.

21. Shaw RJ, Atkin K, Bécares L, Albor CB, Stafford M, Kiernan KE, et al. Impact of ethnic density

on adult mental disorders: narrative review. Br J Psychiatry. 2012;201(1):11-9. doi:

10.1192/bjp.bp.110.083675.

22. Das-Munshi J, Bécares L, Dewey ME, Stansfeld SA, Prince MJ. Understanding the effect of

ethnic density on mental health: multi-level investigation of survey data from England. BMJ. 2010

Oct 21;341:c5367. doi: 10.1136/bmj.c5367.

23. Bécares L, Shaw R, Nazroo J, Stafford M, Albor C, Atkin K, et al. Ethnic density effects on

physical morbidity, mortality, and health behaviors: a systematic review of the literature. Am J Public

Health. 2012;102(12):e33-e66. doi: 10.2105/AJPH.2012.300832.

24. Wright J, Small N, Raynor P, Tuffnell D, Bhopal R, Cameron N, et al. Cohort profile: The Born

in Bradford multi-ethnic family cohort study. Int J Epidemiol. 2013 Aug;42(4):978-91. doi:

10.1093/ije/dys112.

25. Raynor P. Born in Bradford, a cohort study of babies born in Bradford, and their parents:

Protocol for the recruitment phase. BMC Public Health. 2008 Sep 23;8(1):1-13. doi: 10.1186/1471-

2458-8-327.

26. Bryant MJ, Santorelli G, Fairley L, West J, Lawlor DA, Bhopal R, et al. Design and

characteristics of a new birth cohort, to study the early origins and ethnic variation of childhood

obesity. Longit Life Course Stud. 2013;4(2):119-35. doi: 10.14301/llcs.v4i2.221.

27. Hamilton WL, Cook JT, Thompson WW, Buron LF, Frongillo CM, Olson CM, et al. Household

food security in the United States in 1995: Technical report of the food security measurement

project. Alexandria (VA): United States Department of Agriculture, Food and Consumer Service; 1997

Sept.

28. Prady SL, Pickett KE, Petherick ES, Gilbody S, Croudace T, Mason D, et al. Evaluation of ethnic

disparities in detection of depression and anxiety in primary care during the maternal period:

combined analysis of routine and cohort data. Br J Psychiatry. 2016 Jan 21; 208;4. doi:

10.1192/bjp.bp.114.158832.

29. Nelson M, Erens B, Bates B, Church S, Boshier T. Low Income Diet and Nutrition Survey.

London: The Stationery Office; 2007.

30. Wehler C, Weinreb LF, Huntington N, Scott R, Hosmer D, Fletcher K, et al. Risk and protective

factors for adult and child hunger among low-income housed and homeless female-headed families.

Am J Public Health. 2004 Jan;94(1):109-15.

31. Melchior M, Caspi A, Howard LM, Ambler AP, Bolton H, Mountain N, et al. Mental health

context of food insecurity: a representative cohort of families with young children. Pediatrics.

2009;124(4):e564-e72. doi: 10.1542/peds.2009-0583.

32. Siefert K, Heflin CM, Corcoran ME, Williams DR. Food insufficiency and physical and mental

health in a longitudinal survey of welfare recipients. J Health Soc Behav. 2004 Jun;45(2):171-86. doi:

10.1177/002214650404500204.

33. Heflin CM, Siefert K, Williams DR. Food insufficiency and women's mental health: Findings

from a 3-year panel of welfare recipients. Soc Sci Med. 2005 Nov;61(9):1971-82.



34. Gaynes BN, Gavin N, Meltzer-Brody S, Lohr KN, Swinson T, Gartlehner G, et al. Perinatal

depression: prevalence, screening accuracy, and screening outcomes. Evid Rep Technol Assess. 2005

Feb;119:1-8.

35. Moore VM, Davies MJ, Willson KJ, Worsley A, Robinson JS. Dietary composition of pregnant

women is related to size of the baby at birth. Journal Nutr. 2004 Jul 1;134(7):1820-6.

36. Godfrey K, Robinson S, Barker D, Osmond C, Cox V. Maternal nutrition in early and late

pregnancy in relation to placental and fetal growth. BMJ. 1996;312(7028):410-4. doi:

10.1136/bmj.312.7028.410.

37. Taylor-Robinson D, Rougeaux E, Harrison D, Whitehead M, Barr B, Pearce A. The rise of food

poverty in the UK. BMJ. 2013 Dec 3;347:f7157. doi: 10.1136/bmj.f7157.


