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ABSTRACT

OBJECTIVE
To determine the frequency of various psychosocial factors
leading to maternal depression.

STUDY DESIGN
Cross-sectional descriptive study

PLACE AND DURATION OF THE STUDY

This study was conducted in outpatient department of Paediatric
unit 1, Dow University of Health Sciences & Civil Hospital Karachiin
the duration of 22-Sep-2014 to 22-Mar-2015.

SUBJECTS AND METHODS

Each mother registered in the study was screened for maternal
depression through Edinburgh postnatal depression scale (EPDS).
Suspected cases of depressed mothers were interviewed through
(CIS-R) scale. The severity of depression among these depressed
mothers was quantified through Hamilton depression rating scale
(HAM-D). Out of 350, 258 fulfilled our inclusion criteria.

RESULTS

The mean age of enrolled participants was 22.3+5 years. Majority
of the mothers were younger than 25 years (n=153, 59.3%). Level
of education of the participants which showed that half of the
mothers (n=124, 48.1%) included in sample were uneducated
followed by primary education (n=103, 39.9%). Parity showed that
more than half of the mothers (n=145, 56.2%) in this sample were
Primipara. Feeding pattern of the mothers showed that 84.5%
(n=218) of the mothers were bottle feeding their children. On
further analysis of severity of depression by HAMD score, it was
observed that 86 had mild depression, 163 had moderate and 9
had severe depression.

CONCLUSION

There is need of public awareness regarding early marriages,
breast feeding and educating young women, so that prevalence
of maternal depression can be reduced.
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INTRODUCTION

Being a mother is a difficult role for every woman. It is challenging
even for the most educated, successful and mothers with supporting
partners. Emotional distress and parenting issues result in maternal
depression and adverse long term outcomes'. In women there is
21.3% lifetime prevalence of a major depressive disorder which is
twice the prevalence rate in men. National comorbidity data
suggested that women have highest rates of depression during child
bearing years. This predisposition is due to hormonal imbalances
along with genetic and psychological factors. Psychosocial factors
include sex specific role stress, victimization, non-supporting role of
spouse and poor social status of women as the major contributors to
maternal depression’.

Different phases of reproductive cycle have increased susceptibility to
depression such as depression during pregnancy, post-partum
maternal depression and menopausal depression. Severe depression
during post-partum period requiring hospital admission is more
prevalent as compared with non-child bearing women of same age’.
Depressive illness during the post-partum period can be debilitating if
left untreated. It can affect child care and mother's marital
relationship. Long term adverse effects of depressive illness in
mothers can lead to behavioural, cognitive and interpersonal
problems and further serious outcomes’. Despite increasing
awareness about post-partum psychiatric disorders over the years,
Post-partum mood and anxiety disorders remain unclear and
undiagnosed by the physicians. The paediatric care professionals
have routine encounter of the mother and baby, they can identify the
disease.

Analysing the long-term detrimental outcomes of post-partum
psychiatric disorders in several domains, screening and surveillance
programs should be introduced. Also the paediatric health care
individuals should be taught to manage maternal psychiatric illness
within the setting’. A meta analysis conducted in 2011 identified that
major risk factors for depression are lack of social support by co-
parent, past medical history of depression, depression during
pregnancy, poor marital relationship, severe infant illness, low self-
esteem and any recent stressful event. Other minor risk factors
attributable for this include complications during pregnancy and low
sacio-economic conditions®. Research into this area has played a vital
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roleinidentifying the key processes behind the illness. Experiences of
women with post-partum depression reveal that women try to
compensate for the loss of control over conditions’. The concept
behind post-partum depression is the discrepancy between
expectations and reality of motherhood, further conditions are
worsened by overthinking, anxiety, lack of interest in hobbies and
loss of positive emotions”.

Loneliness and social isolation of mothers due to migration into
foreign country or city after child birth leads to depression®. In African
American and black Caribbean's, there are beliefs that postpartum
depression is due to moral failure, thus the stigma worsens the
condition. Cultural beliefs like stigma for mental health issues,
husband's non-helping behaviour with the child, female carrying
multiple responsibilities of household and child restricts women to
seek help".

Adolescent pregnancies with financial constraints predispose young
girls to depression and suicide. Interventions should be part of
obstetric care provided in these susceptible groups". The results of a
survey conducted in Sindh using AKUADS for screening of
depression in mothers revealed that in mothers with depression 23%
of children were abnormal and 23.5% children were borderline.
Hence, maternal depression is also linked to child's psychological
well-being further adding to its significance". The objective of this
study is to determine the frequency of various psychosocial factors
leading to maternal depression.

SUBJECTS AND METHODS
Participants

Sample size for this cross-sectional descriptive study conducted in
outpatient department of Paediatric unit 1, Dow University of Health
Sciences & Civil Hospital Karachi was calculated by non-probability
purposive sampling and 258 mothers were included. Inclusion
criteria for the study is mothers of 18 to 40 years with depression
diagnosis as defined in operational definition, having previous
history of depression for more than 6 months, Hamilton depression
score >8. Women with learning disability and psychiatric co-
morbidity other thandepression and women with any co-morbid like
hypertension, ischemic heart disease, renal disease and neurological
disorders were excluded. All mothers attending paediatric
outpatientdepartment were registered in this study.

Instruments

The demographic data and information about feeding of child and
parity was taken on semi-structured proforma. Each mother
registered in the study was screened for maternal depression
through Edinburgh postnatal depression scale (EPDS). Suspected
cases of depressed mothers were interviewed through (CIS-R) scale.
Mothers scoring more than 12 on CIS-R scale were diagnosed as
suffering from depressive disorder. The severity of depressionamong
these depressed mothers was quantified through Hamilton
depressionrating scale (HAM-D).

Procedure

After obtaining ethical approval, mothers were registered for study

after informed consent. Each mother registered in the study was
screened for maternal depression through Edinburgh postnatal
depression scale (EPDS). Out of 350, 258 fulfilled our inclusion criteria.
Data were entered and analysed by SPSS version 20.0.

RESULTS

Approximately 2% (<10) of those approached did not agree to take
part, most usually because they were returning to stay with their
families in a rural area and would not re-attend the hospital or clinic
for the first infant health check. Most were married, two were
divorced. Most of the women in this study had given birth to either a
first or second baby or only 50/258 to a fourth child. The mean age of
enrolled participants was 22.3 %5 years. Majority of the mothers were
younger than 25 years (n=153, 59.3%). Level of education of the
participants showed that half of the mothers (n=124, 48.1%)
included in sample were uneducated followed by primary education
(=103, 39.9%). Parity of the sample showed that more than half of
the mothers (n=145, 56.2%) in this sample were Primipara. Feeding
pattern of the mothers can be seen in graph-2 that showed that
84.5% (n=218) of the mothers were bottle feeding their children. On
further analysis of severity of depression by HAMD score it was
observed that 86 had mild depression, 163 had moderate and 9 had
severe depression.

Stratification of psychosocial factor based on severity of
depression: The results of stratification were summarized in (Table
1). Young age, Primipara, low education and bottle feeding were
identified as psychosocial factors leading to maternal depression.

Table 1
Stratification of psychosocial factors based on severity of depression (n=258)
'Mild depression | Moderate Severe
Variables (n-86) depression | depression
' - (n=163) (0-9)

Age of mothers
18-25 Years 54 (62.8) 86 (52.8) 7(77.8)
26-40 Ycars 32(37.2) 77(47.2) 2(222)
Level of education
Unedueated 41 (47.7) 78 (47.9) 5(55.6)
Primary 30(34.9) 69 (42.3) 4 (44.4)
Secondary 12 (14.0) £(4.9) 0
Graduate 31(3.5) 8(4.9) 0
Parity
Primipara 65 (75.6) 133 (81.6) 7(77.8)
Multipara 21 (24.4) 30 (18.4) 2(222)
Feeding history
Bottle feeding 74 (86.0) 140 (85.9) 4(44.4)
Breast feeding 12 (14.0) 23 (14.1) 5(55.6)

DISCUSSION

Although pregnancy is a positive event, some mothers exhibit sad
and depressive behaviour after child birth. Females of reproductive
age have higher risk of developing depression than men of the same
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age". For mothers, pregnancy, delivery and caring for neonate is a
stressful situation and post-partum depression exacerbates the
condition. Females with lower socioeconomic status and non-
supportive spouse are more prone to post-partum depression due to
adverse life events and mental stress. Due to limited resources they
have limited access to better health care services™. Severity of
depression is different before and after pregnancy, women have
significant degree of depression in the first year after birth”. A meta
analysis of 59 studies has reported that 28% of Pakistani women are
depressed, varying rates have been shown inlocal studies™. Maternal
depression affects the care of the baby and alters social, cognitive
and behavioural aspects of the mother. Psychological stress of
mothers affects the parenting skills and ultimately alters child's
wellbeing”. Mothers who have depressed have decreased
engagment with their children and negative parenting skills. All
these have detrimental effects on child mental and physical health.
Various studies have proved that effects of maternal depression
extend beyond childhood. There is higher risk of developing
depression, substance abuse and behavorial disorders in children of
depressed mothers™. A study conducted in Italy showed that higher
prevalence of maternal depression was found among females <25
years of age as compared with females >25 years of age. Various
other studies have reported higher rates of depression for young
mothers due to less stress coping skills and rejected from their
families™.

Women with higher education levels have higher self-esteem, better
stress coping skills and higher intellect, so education level is a major
predictor for maternal depression. In one study it has been showed
that women with a lower level of education had higher rate of
maternal depression (60.0% and 35.9%) compared with those with a
higher level of education (24.7%). Feeding attitudes and maternal
moods were closely linked, but each contributed independently and
uniquely to different aspects of breastfeeding, especially at 6
months®. The risk of PD was lower in breast-feeding mothers thanin
bottle-feeding mothers (23.7% vs. 32.4%) “. Can breast feeding lead
to decreased rates of maternal depression? The question is still
debateable. Higher rates of maternal depression are found in
primiparas than multiparas. It could be due to the fact that benefits of
maternal depression are profound in multiparas. At the Centre for
Epidemiological Survey-Depression scale (CES-D). After controlling
for several possible confounding variables, breast-feeding by
multiparas was associated with significantly decreased odds of
having depression compared with bottle-feeders (OR = 041, Cl
0.19-0.87, p = 0.02); however, no risk reduction from breast-feeding
was evident among primiparas™. Evidence based medicine has
suggested that symptomatic treatment only is not effective in the
management of maternal depression. Treatments targeting the
mother-infant relationship to buffer the devastating effects of post-
partum depression are need of the hour. Mother infant
psychotherapies and interventions provide excellent results, hence
improving short term and long term outcomes of the condition”.

CONCLUSION

It was concluded from this study that illiterate, primipara, young
aged mothers who bottle fed their infants were most likely to suffer
from depression. There is need of public awareness regarding early
marriages, breast feeding and educating young women so that the
prevalence of maternal depression can bereduced.
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