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Introduction
A human body can bear 45 del of pain. 
However, at giving birth, a woman 
feels 57 del of pain.[1] Antenatal clinics 
can expect at least one in five pregnant 
women to experience mental health 
problems, especially depression and 
anxiety.[2] Perinatal depression is defined 
as depression occurring in a woman 
during pregnancy or within 12  months of 
delivery.[3] Peripartum depression  manifests 
in different ways, varying in severity and 
period of onset: prenatal depression, “baby 
blues,” and postpartum depression. It has 
a prevalence of 10%–20%[4] and can occur 
during pregnancy, especially in the third 
trimester or from several weeks to several 
months after childbirth. Worldwide, about 
10% of pregnant women and 13% of 
women who have given birth experience 
a mental disorder, primarily depression. 
In developing countries like India, this is 
even higher, i.e., 15.6% during pregnancy 
and 19.8% after childbirth.[5] Effective 
pharmacological and nonpharmacological 
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treatments are available, but both patients 
and their families often neglect depressive 
features during the peripartum period.[6]

Causes

Virtually all women are at risk to suffer 
from psychiatric disorders during pregnancy 
and in the 1st year after delivery due to 
hormonal changes and stress of pregnancy 
itself, but factors such as poverty, illiteracy, 
migration, lack of health‑care facilities, 
extreme stress, violence (domestic 
and sexual), abuse, conflict situations, 
multiparous, and low social support from 
in‑laws generally increase risks for these 
disorders.[7]

Due to depression, the mother will suffer a 
lot and will fail to perform her day‑to‑day 
activities in a proper manner. As depression 
causes loss of appetite and sleep, she 
will not be able to take proper nutrition 
and rest. As the pregnancy is already 
a stressful experience, this will lead to 
weakness, lethargy, and nutrient deficiency, 
leading to deterioration of health. The 
medical conditions that can arise due to 
this are anemia, nutrient deficiencies, 
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and gestational diabetes. This might lead to further 
complications that might arise during delivery.

Effects of peripartum depression on the child

As the mother is suffering from depression, she will not 
be able to perform her daily routine work adequately. In 
addition, the recent childbirth necessitating infant care 
will increase the burden on mother. This decreased quality 
of care will have negative effects on infant’s growth and 
development, leading to further problems such as delayed 
milestones and child neglect. This also hinders in the 
process of breastfeeding which is vital for the health of 
the infant. Breastfeeding not only helps in mother–child 
bonding but also raises the immunity of the child. It serves 
as a protective factor in various diarrheal and respiratory 
diseases in infants eventually decreasing under‑five 
mortality.  In severe cases where the mother is having 
suicidal thoughts, eventually she might commit suicide 
thereby leading to child neglect and abandonment. While 
in the cases where the mother is suffering from psychotic 
features in addition, the risk of infanticide comes into the 
picture.[8] Unfortunately, maternal health has not received 
importance it deserves in India. Moreover, studies on 
peripartum depression are rare, and no study has been 
carried out in this region of Punjab. This study aims to 
fulfill that knowledge gap by studying the prevalence of 
peripartum depression and to compare the prevalence of 
depression in these women in urban and rural sector. It 
also tries to find the association of peripartum depression 
and its sociodemographic risk factors in Bathinda district 
of Punjab and recommends the proper care and support for 
these females.

Materials and Methods
This was a hospital‑based study including mothers in 
the peripartum period. The study population included 
females in the peripartum period who have attended the 
immunization clinic. The study was initiated in February 
2018 after it was approved by the Research Ethics 
Committee of Adesh University till the desired sample size 
was obtained and was completed by July 2018. According 
to a study titled “A controlled study of the onset, duration 
and prevalence of postnatal depression” conducted in the 
Department of Psychiatry, School of Postgraduate Medicine, 
Keele University,[9] the prevalence was found to be 13.8%.

To calculate the sample size, the following formula[10] was 
used:

( )2
a

2

1Z P P
n

d
−

=

where, n = sample size

Za = Z statistic for a level of confidence
P = expected prevalence or proportion
d = precision (in proportion of one; if 5%, d = 0.05).

Thus, our minimum sample size was 190, and a sample of 
200 was taken. All females who were in peripartum period 
coming to immunization clinics in both Rural Health 
Training Centre (100) and Urban Health Training Centre 
(100) after the approval of the study were included till the 
desired sample size was obtained. Written informed consent 
was taken from every participant.

Mothers who did not give consent were excluded 
from the study. The questionnaire was administered 
personally by the investigator in vernacular language 
by an interview technique for assessing awareness and 
behavior of all participants. The Edinburgh Postnatal 
Depression Scale[11]  (this 10‑question self‑rating scale 
has been proven to be an efficient and effective way of 
identifying patients at risk for perinatal depression) was 
used to identify the patients at the risk of depression. 
The prevalence was reported as percentages. The 
pattern of symptoms was calculated in frequencies and 
percentage. Risk factors were calculated in frequencies 
and percentages. Association with risk factors was 
assessed using Chi‑square test. The data were handled and 
managed by the investigator himself. MS Excel was used 
for the statistical analysis. The level of significance was 
fixed at 95% confidence interval.

Results
Table 1 shows that more than half of the participants (53.0%) 
were in the age group of 21–28  years. Almost 28.5% of 
participants were illiterate. Almost half  (55.0%) of the 
participants were homemakers and 45% of females were 
working. The husbands of 28.0% of participants were 
illiterate.

Table  2 elicits that, in the present study, 200  females 
participated, 100 from rural area and 100 from urban area. 
Majority (60%) of the participants were living in a joint family. 
Nearly 61.5% of participants were multigravid, and desire for 
a male child was present in 39.0% of females. Social support 
from in‑laws was present in 61.0% of participants.

Table 1: Demographic distribution of participants
Variable Group Frequency (n=200), n (%)
Age (years) ˂21 51 (25.5)

21‑28 106 (53)
>28 43 (21.5)

Education Illiterate 57 (28.5)
Till 10th 65 (32.5)
Till 12th 55 (27.5)
Graduate 23 (11.5)

Occupation Working 90 (45.0)
Homemaker 110 (55.0)

Husband 
education

Illiterate 56 (28.0)
Till 10th 65 (25.0)
Till 12th 55 (30.0)
Graduate 23 (17.0)
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Table  3 describes that, in the present study, the total 
prevalence of peripartum depression was 14.0%, and 
among these participants, most were suffering from mild 
depression.

Table  4 elicits that among the studied demographic 
variables, age and occupation of the participants were 
found to be statistically significant  (P  <  0.05)  [Table  4]. 
Depression was found more in females who were more 
than 28 years of age (25.5%) and in participants who were 
homemakers.

Table  5 demonstrates that depression was seen more in 
females living in urban area  (18.0%) than in females 
living in rural area  (10.0%). Depression was seen more 
in females with multiple pregnancies, and women having 
support from in‑laws had low prevalence of depression, 
and these associations were found to be statistically 
significant  (P  <  0.05). Having a desire for a male child 
was found to be significantly associated with a higher 
prevalence of peripartum depression.

Discussion
In the present study, 200  females who were in antenatal 
and postnatal period participated, 100 from rural area 
and 100 from urban area  [Table  2]; almost the same 
sample size  (230) was taken in a similar study by Gupta 
et  al.[12] More than half  (53.0%) of the participants were 
in the age group of 21–28  years, and the same age group 
was dominant in a sample of similar study by Gelaye 
et  al.;[2] this may be because generally most of women 
get married and get pregnant in this age group in North 
India. 28.5% of participants were illiterate and most of 
them were from rural area. Almost half  (55.0%) of the 
participants were homemakers and 45% of females were 
working; this equal distribution was helpful in finding the 
more accurate association between peripartum depression 
and literacy. Husbands of 28.0% of participants were 
illiterate  [Table  1]; in their study on perinatal depression, 
Herba et  al.[13] reported a similar level of literacy of 
participants  Majority  (60%) of the participants in the 
present study were living in joint family. Almost 61.5% of 
participants were multigravid. Desire for a male child was 
present in 39.0% of females; this may be due to male child 
preference in North Indian culture. Social support from 
in‑laws was prevalent in 61.0% of participants, which was 
almost similar (56.1%) in a study by Fisher.[3]

In the present study, the total prevalence of peripartum 
depression is 14.0%, and among these participants, most 
were suffering from mild depression  [Table  3]; almost 
the same prevalence of 13.8% was documented in a 
similar study carried by Gupta et  al. in North India[12] 
and in another study done by Rathod et  al. in Madhya 
Pradesh.[14] Among the studied demographic variables, 
age and occupation of the participants were found to be 
statistically significant (P < 0.05) [Table 4]. Depression was 

Table 2: Distribution of participants according to social 
and obstetric variables

Variable Group Frequency (n=200), n (%)
Urban/rural Urban 100 (50.0)

Rural 100 (50.0)
Family type Nuclear 80 (40.0)

Joint 120 (60.0)
Obstetric history Primigravida 77 (38.5)

Multigravid 123 (61.5)
Social support 
from in‑laws

Present 110 (55.0)
Absent 90 (45.0)

Desire for a 
male child

Present 78 (39.0)
Absent 122 (61.0)

Table 4: Association of demographic variables with 
depression

Variable Group Depression present 
(n=200), n (%)

P (χ2)

Age ˂21 9 (17.0) 0.011 (9.02)
21‑28 8 (7.5)
>28 11 (25.5)

Education Illiterate 6 (10.5) 0.546 (2.125)
Till 10th 8 (12.4)
Till 12th 9 (16.4)
Graduate 5 (21.7)

Occupation Working 7 (7.7) 0.0218 (5.262)
House wife 21 (19.1)

Husband 
education

Illiterate 7 (12.5) 0.927 (0.462)
Till 10th 8 (16.0)
Till 12th 9 (15.0)
Graduate 4 (11.8)

Table 3: Prevalence of depression and its severity
Variable Frequency (%)
Mild depression 17 (8.5)
Moderate depression 9 (4.5)
Severe depression 2 (1.0)
Total depression 28 (14.0)

Table 5: Association of social and obstetric variables 
with depression

Variable Group Depression present 
(n=200), n (%)

P (χ2)

Urban/rural Urban 18 (18.0) 0.10303 
(2.658)Rural 10 (10.0)

Family type Nuclear 16 (20.0) 0.0458 
(3.987)Joint 12 (10.0)

Obstetric 
history

First pregnancy 6 (7.8) 0.04585 
(4.007)Multigravid 22 (17.9)

Social 
support from 
in‑laws

Present 10 (9.1) 0.0269 
(4.893)Absent 18 (20.0)

Desire for a 
male child

Present 18 (23.1) 0.0031 
(8.75)Absent 10 (8.2)
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found more in females who were more than 28  years of 
age (25.5%); similar results were seen in a study by Gupta 
et  al.[12] and Bener et  al.[15] on postpartum depression, in 
which depression was found more in higher age groups. 
This association could be due to higher level of stress in 
older women during pregnancy as they are more concerned 
about their and baby’s health.

Depression was seen significantly more in participants who 
were homemakers  (P  <  0.05)  [Table  4]. Similar results 
had been reported by Bener et  al., Gupta et  al.,[12] Inandi 
et al.,[16] Chaaya et al.,[17] and Shivalli and Gururaj.[18] This 
association may be because working women get more 
satisfaction from their jobs as compared to homemakers 
and they are indulged in work for most of time in a day, so 
that they do not get much time to overthink.

In our study, peripartum depression was seen more in 
females living in urban area (18.0%) than in females living 
in rural area  (10.0%)  [Table  5]; this may be due to more 
nuclear families and less social support in urban localities, 
but this difference was not found to be statistically 
significant  (P  >  0.05). Depression was seen more in 
females with multiple pregnancies, and this association was 
found to be statistically significant  (P  <  0.05); studies by 
Biaggi et  al.[19] also highlighted the same association. This 
association may be due to pressure of having a male child 
after a female child or stress for raising multiple children, 
leading to financial crisis.

In the present study, social support from in‑laws was found 
to be a protective factor against the peripartum depression, 
and women having support from in‑laws had low 
prevalence of depression, and this association was found 
to be statistically significant  (P  <  0.05)  [Table  5]. Similar 
results were seen in a systemic review and meta‑analysis 
done by Upadhyay et  al. in India[20] and in a comparative 
study by Takegata et  al. in Japan.[21] This may be because 
women feel more secure and safe in such positive 
environment; good care of pregnant women and more 
helping hands are there to take care of the newborn, which 
reduces the stress of the mother and she can have sufficient 
rest. Such association between support from in‑laws and 
depression is also seen in a study by Gupta et al.,[12] Bener 
et al.,[15] and Morikawa et al.[22]

Other variables which were not significantly associated with 
peripartum depression were education of the participants 
and husbands and living locality.

Among all the variables considered in the present study, 
younger age group  (not  <18  years), working female, joint 
family, first pregnancy, social support from in‑laws, and not 
having desire/pressure for a male child were found to have 
a positive relation with lower prevalence of peripartum 
depression; similar association was reviewed in a study 
done by Zaidi et  al. in New  Delhi[23] and a study done by 
Patel et al. in Anand district of Gujarat,[24] in which female 

sex of newborn child was significantly associated with 
depression.

Higher age group, being homemaker, nuclear family, 
multiple pregnancies, absence of social support from 
in‑laws, and having desire/pressure for a male child were 
the factors found to be significantly associated with a 
higher prevalence of peripartum depression.

Conclusion
The prevalence of peripartum depression in the study 
district was determined to be 14.0%, as per the current 
study. The prevalence of peripartum depression was 
more in urban area  (18%) than rural area  (10%). Younger 
age group  (not  <18  years), working female, joint family, 
first pregnancy, social support from in‑laws, and not 
having desire/pressure for a male child were found to be 
positively associated with a lower prevalence of peripartum 
depression. Higher age group, being homemakers, nuclear 
family, multiple pregnancies, absence of social support 
from in‑laws, and having a desire/pressure for a male 
child were found to be significantly associated with a 
high prevalence of peripartum depression. Other variables 
which were not significantly associated with peripartum 
depression were education of the participants and their 
husbands and urban/rural locality.

Recommendations

Females should avoid getting pregnant in a higher age 
group. Women should be encouraged to indulge themselves 
in jobs. Social support from in‑laws is very important for 
well‑being of the mother and child. Culture of living in 
joint family should be adopted. Psychiatric counseling, 
especially for women living in urban locality, must be 
provided.
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