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ABSTRACT
Peripartum is the time when a female is most vulnerable to develop mental illness. 
Postpartum depression (PPD) is the most common psychiatric morbidity seen during this 
period. Prevalence of postpartum depression is higher in developing countries as compared 
to developed countries. PPD often goes undetected as there is lack of awareness regarding 
maternal mental health issues especially in a country like India. Various studies in the past 
have shown adverse effects of postpartum depression not only on mother but also on the 
child. Thus it becomes important to increase awareness regarding PPD and to identify and 
address risk factors associated with it. It is also equally important to make timely diagnosis 
and management of PPD to prevent long term consequences.
Keywords: Postpartum depression (PPD), Pregnancy, depression, Postpartum blues.

INTRODUCTION
Motherhood is a state which brings happiness, joy, 
excitement of bringing a new life to this world but at the 
same time it may also cause emotional distress in some 
women as it is a major life event that is accompanied 
by physiological, psychological and social changes.1

 Postpartum depression is not only common but also 
a significant cause of morbidity in females after child 
birth. At times in severe cases it can lead to suicide.2 
Still especially in developing countries it has remained 
undetected and untreated.3 PPD is non-psychotic 
depressive episode that begins or extends into the first 
year postpartum.4,5 Many times it goes unrecognised 
because of the ignorance of the female who does not 
know what is going on with her and she is suffering 
from some illness. Also, women have long tried to 
hide their symptoms which sometimes have led to 
dire consequences of thoughts of harming themselves 
or their babies. A well-publicized example is that of 
Melanie Stokes, who killed herself in Chicago in 2001 
after suffering from postpartum mental illness.6

 Hippocrates in 4th century B.C. in his writing has 
given account of PPD for the very first time. Symptoms 
of PPD began to be recognized as a medical disorder 
in 19th century. In the mid 19th century, Jean Etienne 
Esquirol became one of the first physicians to provide 
detailed case reports of postpartum psychiatric illnesses. 
In 1858, Louis Victor Marce published the first formal 
paper devoted entirely to puerperal mental illness, 

his Treatise on Insanity in Pregnant, Postpartum, And 
Lactating Women.7 Finally, after more than 50 years and 
four revisions it was in 1994 that postpartum disorders 
were first incorporated in Diagnostic and Statistical 
Manual of Mental Disorders Fourth Edition DSM-IV.8

 The depressive episode during postpartum period 
not only affects the patient’s social and occupational 
functioning but also has serious implication on the 
family, partner and most importantly on the child.9 
It can affect child’s emotional, cognitive and physical 
development.10 It also affects mother—child interaction 
adversely.11

 PPD in mothers also has long term implication on 
child’s psychological health. Children whose mother 
had PPD when followed up till 10 years of age, had 
two times more significant psychological issues as 
compared to children whose mother did not have PPD.12 
Symptoms of anxiety and depression were significantly 
associated with maternal PPD among children of 8 years 
of age.13

 Burden of perinatal mental health issues especially 
PPD is higher in low socio economic countries like India 
thus it is important to understand and identify PPD for 
better maternal care.14

PREVALENCE
Data from all over the world shows 10-15%overall 
prevalence of PPD. Researchers have compared 
prevalence of PPD in high income countries (HIC) with 
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that of low and middle-income countries (LAMIC). 
Prevalence in HIC is significantly lower than that of 
LAMIC. Prevalence reported in HIC varied from 8.69% 
to 13%5,15 as compared to 19-20% in LAMIC.16,17 One of 
the studies from Pakistan has reported the prevalence 
of PPD as low as 5% as compared to 74.0% in Turkey 
when assessed by self reported questionnaire.18 This 
wide variation in prevalence rate of PPD in different 
studies might be due to different methods and tools 
used for assessment of PPD.
 In a recently published Indian meta-analysis by 
Updhaya et al. pooled prevalence of PPD in Indian 
mothers was 22% (19-25%) which is slightly higher as 
compared to earlier studies.19 They also concluded that 
mothers in urban area had higher pooled prevalence 
of PPD as compared to mothers in rural areas (24% 
vs 17%).19 Moreover, pooled prevalence was higher 
in studies conducted in hospital setting as compared 
to community settings (23% vs 17%). In another 
study conducted in a tertiary care hospital in Delhi, 
prevalence of PPD was 12.75%.20

 It has also been observed that prevalence of 
PPD varied according to the time of assessment in 
postpartum period. Prevalence ranged from 5.5%-34% 
when assessed in first 4 weeks postpartum, 2.6-35% 
between 4-8 weeks postpartum, 8.2-38% in six months 
postpartum and 21-25.5% between 6-12 months. There 
is gradual increase in prevalence of depression uptill 1 
year postpartum.18 Hence it is important to assess and 
address the issue of PPD till 1 year postpartum.

Risk Factors for PPD
Over the past two decades there have been several 
studies regarding both prevalence and risk factors 
associated with PPD.17-19,21 There were 16 reviews on 
PPD between 2005 and 2014. Norhayati identified 203 
studies from over 42 countries and conducted one of 
the largest systematic reviews on risk factors of PPD.18 
Studies from developed countries reported that history 
of depression, antenatal depression, family history 
of depression, lack of social support and difficulty 
in marital relationship are important risk factors for 
PPD.22,23

 The various risk factors for postpartum depression 
can be grouped under different subcategories.24,25,19 List 
of risk factors for PPD in LAMIC, though overlapping 
with HIC, are given below:

1. Psychological:
	 •	 Childhood	sexual	abuse26, 27

	 •	 History	of	earlier	depression	in	mothers	(strong)
	 •	 Family	history	of	depression
	 •	 Antenatal	depression	and	anxiety
	 •	 Previous	psychiatric	illness
	 •	 Marital	conflict
2. Social Demographical:
	 •	 Maternal	age	less	than	25	years20

	 •	 Financial	difficulties19

	 •	 Low	education
	 •	 Lack	of	social	support
	 •	 Domestic	violence
	 •	 Birth	of	a	female	child20,28

	 •	 Addiction	in	husband
3. Obstetric Factors:
	 •	 Unwanted	or	Unplanned	pregnancy
	 •	 High	parity
	 •	 Perinatal	complications29

	 •	 Delivery	by	Cesarean-section30,31

4. Physical Factors:
	 •	 Poor	physical	health
	 •	 History	of	premenstrual	symptoms
5. Others/Miscellaneous:
	 •	 Personalities	and	cognitive	vulnerabilities32

 One thing can be deduced from the literature 
available that there are cultural differences for both 
risk factors and prevalence between developed or high 
countries and developing or low to middle income 
countries.18,24,33

 Takegata M compared differences in psychosocial 
factors of perinatal depression between India and Japan 
and found prominent cultural difference between the 
two countries. Among the differing factors for PPD 
between the two countries poor socioeconomic status, 
living only with husband and poor relationship with 
Mother-in-Law were factors in India while conflict 
with work–life balance, conflict with biological mother 
and infertility treatment were in Japan.34 In both the 
countries role of family and community was important 
and hence were needed to be involved in interventions. 
Thus, involvement of family members specially In-Laws 
can be effective modality in India.34

 Antepartum depression is an important antecedent 
of PPD.22 More than 54% of women with PPD reported 
depressive episodes before or during pregnancy.35 
Prevalence of antepartum depression has been higher 
as compared to PPD.
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 Antepartum depression has been linked to negative 
health-related behaviours and adverse outcomes, 
including poor nutrition, increased substance use, 
inadequate prenatal care, preeclampsia, low birth 
weight, preterm delivery, postpartum depression, 
and suicide. Women who experience antepartum 
depression often continue to experience depressive 
symptoms into the postpartum period.35

 Despite its enormous burden, antepartum depression 
in LAMICs also remains under-recognized and under-
treated,2 in part because greater priority has been 
assigned to preventing deaths related to obstetric 
complications. Untreated antepartum depression is 
of concern because of its association with PPD, poor 
infant physical and neurocognitive developmental 
outcomes.35

DIAGNOSIS AND CLINICAL FEATURES
Diagnosis of PPD: For diagnosing psychiatric disorders 
two classificatory systems are used:
1. DSM V (Table 1): The American Psychiatric Associa-

tion’s Diagnostic and Statistical Manual of Mental 
Disorders now in its fifth edition (DSM V 2013).36

2. ICD-10: 10th edition of the International Classifi-
cation of Diseases, published by the World Health 
Organization (World Health Organization, 1993).37

 At present, postpartum depression is not classified 
as a separate illness in either DSM V or ICD-10. 
Diagnosis of PPD is made under mood disorders only 
in Diagnostic and statistical manual (DSM V). PPD is 
diagnosed following the same symptom criteria as for 
major depressive disorder with specifier “peripartum 
onset”. Also, the onset should be within 4 weeks after 
delivery.
 Whereas, the postpartum disorders are grouped under 
behavioural syndromes associated with physiological 
disturbances and physical factors as mental and 
behavioural disorders associated with the puerperium, 
not elsewhere specified in ICD-10. In contrast to DSM 
V, onset of symptoms should be within 6 weeks as per 
ICD-10.
 Although some experts extend this to within one-year 
postpar tum.38

 Postpartum affective illnesses mainly divided into 
three categories:

Postpartum Blues (PBs)
Postpartum blues also known as “baby blues” or 
“maternity blues,” is most common mood disturbance 
observed during post partum period with prevalence of 
around 30-85%.39 The symptoms may begin as early as 
within 2-3 days. Symptoms are usually mild, transient 

Table 1
DSM-5 criteria for major depressive disorder36

A. Five (or more) of the following symptoms have been present during the same 2-week period and represent a change 
from previous functioning; at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

 Note: Do not include symptoms that are clearly attributable to another medical condition.
 1. Depressed mood most of the day, nearly every day, as indicated by either subjective report or observation made by 

others.
 2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day.
	 3.	 Significant	weight	loss	when	not	dieting	or	weight	gain	(e.g.,	a	change	of	more	than	5%	of	body	weight	in	a	month),	

or decrease or increase in appetite nearly every day.
 4. Insomnia or hypersomnia nearly every day.
 5. Psychomotor agitation or retardation nearly every day
 6. Fatigue or loss of energy nearly every day.
 7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day
 8. Diminished ability to think or concentrate, or indecisiveness, nearly every day
	 9.	 Recurrent	thoughts	of	death	(not	just	fear	of	dying),	recurrent	suicidal	ideation	without	specific	plan,	or	a	suicide	at-

tempt	or	a	specific	plan	for	committing	suicide.
B.	 The	symptoms	cause	clinically	significant	distress	or	impairment	in	social,	occupational,	or	other	important	areas	of	func-

tioning.
C. The episode is not attributable to the physiological effects of a substance or to another medical condition.
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and self-limiting. The symptoms include mood lability, 
irritability, tearfulness, generalized anxiety, and sleep 
and appetite disturbance.40 PBs usually subside within 
2 weeks and mostly do not require any treatment 
except reassurance. PBs can be attributed to changes 
in hormonal levels of women, further compounded by 
the stress following delivery.35

Postpartum Depression
PPD is the most common psychiatric morbidity observed 
during postpartum period.5 It’s onset can occur as early 
as few days to 2-3 months postpartum. Symptoms of 
PPD are usually same as that of depression seen in 
non-puerperal females or depression seen at any other 
stage of life.41 Apart from that in PPD there can be crying 
spells, irritability, increased emotional reactivity, anxiety. 
There is feeling of guilt about not being able to take care 
of the child, negative thoughts related to newborn. Also 
thoughts about harming the child or suicidal thoughts 
can often be seen. Risk of PPD increases up to 25% in 
females who have history of major depression. Up to 
20% women with postpartum blues can develop major 
depression with in first year postpartum.42

Postpartum Psychosis (PP)
Postpartum psychosis is most severe form of postpartum 
psychiatric disorders.it is relatively uncommon as 
compared to other postpartum disorders with rates 
of 1–2 episodes per 1000 deliveries. PP has an abrupt 
onset usually with in first two weeks following delivery. 
Presenting symptoms are usually severely depressed or 
elated mood with emotional lability, disorganisation, 
delusions and hallucinations. The content of delusions 
could be reference, persecutory, grandiose, or often 
related to the newborn or self.35 An episode of PP is a 
strong indicator of underlying bipolar disorder.43

SCREENING AND IDENTIFICATION  
OF PPD
Due to high prevalence rate in LAMIC as discussed 
earlier, it becomes important for us to identify it so that 
timely intervention can be done. The optimal time to 
screen for PPD is at the first postnatal obstetrical visit, 
since extensive data suggest that onset of postpartum 
disorders usually occurs within the first month of 
childbirth.44

 There are various self-report scales available to 
screen PPD. Different rating scales used to screen PPD 
are:

Edinburgh Postnatal Depression Scale (EPDS)
Edinburgh Postnatal Depression Scale (EPDS) is the 
most commonly used scale to screen PPD. It is a self-
report questionnaire which contains 10 items. Score 
of ≥12 is suggestive of PPD.45,46 The reporting of PPD 
by EPDS can be influenced by education of subject 
but not by ethnicity or race.4 Though EPDS has been 
translated to local languages,28,48 but currently there 
is no internationally approved technique for such 
translation. Recommendations have been made for 
such systematic translation.49

Postpartum Depression Screening Scale 
(PDSS)
PDSS is another self-report screening measure for 
postpartum depression. Scores ≥60 suggest minor 
depression; scores ≥80 suggest major depression.50 It 
is less accurate than the EPDS.51

The Center for Epidemiologic Studies  
of Depression Instrument (CES-D)
CES-D contains 20 items, scoring for each item is done 
from 0 to 3. A score of >16 indicate depression.

Patient Health Questionnaire (PHQ-9)52

PHQ-9 is also a self-administered tool used commonly 
in primary care setting for assessing depression. It 
assesses how the patient has felt in last 2 weeks. It 
contains 9 questions of DSM-IV depression criteria.
 All the above screening instruments have been 
demonstrated to be fairly accurate in assessing 
postpartum depression though it needs to be further 
evaluated whether they lead to better access to proven 
treatment or improved outcome relative to usual care.38

Screening PPD is the Need of the Hour
Period around pregnancy and postpartum is seen to be 
most vulnerable for a female to develop mental health 
problems. As per Oates et al suicide constitutes one of 
the major causes of maternal mortality.2 The adverse 
effects of PPD on mother and the child and its long term 
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Table 2
List of screening tools for assessing PPD

Test Number of 
items

Time to admin-
ister (minutes)

Sensitivity (%) Specificity (%)

Edinburgh Postnatal Depression Scale 10 <5 75 to 100 76 to 97

Postpartum Depression Screening Scale 35 5 to 10 91 to 94 72 to 98

Patient Health Questionnaire-9 9 <5 75 90

General Health Questionnaire – 12 12 3-8 68 70
Beck Depression Inventory – II 21 5-10 56-57 97-100
The Center for Epidemiologic Studies of Depression 
instrument (CES-D)

20 5 -10 60 90

consequences has been discussed earlier in the article, 
so all these points taken together warrant diagnosing 
and treating maternal mental issues at early stage.
 Though maternal mental health is not something 
which is regularly discussed and much taken care 
of in countries like India where other more pressing 
conditions like anaemia, malnutrition, poor access to 
hospital deliveries make it more challenging to give 
priority to mental health.
 But at the same time, a female is most likely to come 
in regular contact of health care system during this 
period so it becomes easy for us to intervene by creating 
awareness at primary health care level as well as among 
obstetricians and pediatricians regarding identification 
of PPD.
 India is  the second currently most populated country 
in the world with around 73% of its population residing 
in rural area. At rural level there is severe deficiency 
of doctors and well equipped infrastructure. There 
is big role of Auxillary Nurse Midwife53 and ASHA 
(Accredited Social Health Activists)54 workers as most 
of the perinatal care is rendered by them. There has 
been recommendation by earlier authors to assess the 
feasibility of screening PPD by these workers.55

 In an intervention study in Jharkhand, Intervention 
at grass root level using traditional birth attendant led 
to reduction in PPD by 57%.56

CONCLUSION
With gradually improving maternal health services 
and wider access to such services in India it is time 

to focus upon the mental health aspect of pregnant 
females. Usefulness of screening tools and intervention 
at primary health care level needs to be further studied.
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