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Postpartum Depression (PPD) is a major health concern as it is affecting around 15
per cent of the mothers after delivery. The present paper attempts to explore the different
theoretical perspectives of PPD and its risk factors and impacts. For the purpose of the
study, a detailed literature search was done and a total of 1467 articles were identified
from the year 1950-2021 from various databases namely, PubMed, WebMD, SAGE,
Springer, NCBI, Google Scholar, Research Gate, WHO, APA, Frontiers, Healthline, Scirp,
PsycINFO and BMC pregnancy and childbirth, maintaining the inclusion and exclusion
criteria. At last, only 91 articles were selected, and a detailed discussion and conclusion

have been made accordingly. Findings suggest that it is essential nowadays to protect the
health of both the mother and child, and it is a matter of great medical and social
importance. Hence, keen attention must be paid to the maternity quality care.
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Introduction

For most women, having a new child is usually a
difficult time in their lives (APA, 2020). Nevertheless,
the severity of the incapacity of many moms during
the postpartum period is so excessive that a few moms
perceive this as a phase of tribulation (Beck et al., 2006),
whereas other moms consider their parturition as the
“cheerful phase” (Corwin et al., 2003).

Clinical and diagnostic issues of Postpartum
Depression (PPD) begin until the postnatal duration
causing a range of emotional/ mental turmoil linked to
childbirth (Guardino& Dunkel Schetter, 2014).
Tearfulness, guilt feelings, decreased appetite, cognitive
and sleep problems, feeling fatigued and irritated,
negative emotions, and poor coping with the infant are
all symptoms of PPD.Some women may also be overly
concerned about their infants’ health and feeding
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behavior, labelling them as “worst,” “incapable,” or
“indifferent” mothers (Robinson & Stewart, 2001).

The postpartum period, which is frequently
perceived as difficult by some new mothers, can be
divided into the following phases (Figure 1):

Baby blues: This period lasts at least two weeks
after delivery and it is normal for a woman to feel
stressed, dejected, worried, isolated, and exhausted
(McKelvey & Espelin, 2018).

Postpartum Depression: There are some women
(approximately 1 in 10 new moms) who suffer from a
much more serious mood disorder—particularly
depression, which usually occurs within the first few
weeks after delivery and extends up to a year after
parturition (McKelvey &Espelin, 2018).

Postpartum psychosis is a rare but serious
condition characterized by low or high mood,
disorganized behavior, mood lability, delusions, and
hallucinations (Brockington et al., 1981).

Postpartum PTSD is characterized by worries,
nightmares, and autonomic hyperarousal that last for
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several weeks or months and may reoccur near the
end of the next pregnancy, if there is one (Menage,
1993).

Anxiety issues related to puerperium: It can
be characterized by the mother’s frequent wakefulness

PHASES
Baby Blues

PREVALENCE

30per cent-75per cent

and checking of the baby’s condition, resulting in sleep
deprivation (Weightman et al., 1998).

Postnatal OCD: Postpartum onset of OCD occurs
during pregnancy or within 6 weeks following delivery,
and the obsession theme is often related to the thought
of harming a child (Brockington, 2004).

DURATION

Hours to2 weeks

Postpartum Depression 10per cent-15per cent

Postpartum Psychosis 0.1per cent-0.2per cent

Postpartum PTSD

in parturient

Anxiety issues related 20.7 per cent

to puerperium

5 per cent - 8 per cent (in community
sample) 9.6 per cent - 27.3 per cent
(clinically significant symptoms

Within 12 months First few weeks-
months or even a year

First week after delivery Weeks-months

Within first six months
after birth

3 months and more

12 or 8 months to
several years after
delivery

12 or 8 months to
several years after
delivery

Postnatal OCD 2.47 per cent

Within 6 weeks 6 months and more

following delivery

(Adapted from Ayers et al., 2018; Dekel et al., 2017; Fawcett et al., 2019; Martinez-Vazquez et al., 2021; Nonacs& Cohen, 1998;

Sharma &Sommerdyk, 2015)

Figure 1: Showing the Onset and Duration of PPD

Postpartum depression is one of the major mental
illnesses among women after child birth and adversely
affects not only the mother but also her infant and
entire family. A woman with PPD often finds it very
difficult to deal with this phase, and the lack of proper
care during this time makes the situation even worse
for both, mother and child. The outcome of PPD can
be faced by any woman after delivery-any woman
with an easy or problematic pregnancy, a first-time
mother or a mother of one or more children, or a woman
of any age, race, socio-economic status, culture, etc
(APA, 2013).

The global prevalence of PPD is estimated to be
100-150 per 1,000 live births (O’hara& Swain,

prevalence rate of PPD globally is 15 to 20 per cent.
In Asia itself, prevalence of PPD ranges from 3.5per

cent to 63.3per cent among the new mothers, whereas,
it is 23 per cent among Indian mothers (Goyal et al.,
2020). The Southern part of India topped in the highest
rate of PPD with a predicted occurrence of 26 per
cent, followed by Eastern (23 per cent), South-Western
(23per cent) and Western part (21per cent) and
northern region (15per cent) occurrence (Upadhyay
et al., 2017). About 22 percent of Indian moms are
found to have PPD (Gavin Norma et al., 2005).

Objectives

The objectives of this article are threefold (Fig. 2).
First, it tries to explore the theoretical perspectives of
PPD among new mothers. Second, the paper tries to
identify the different risk factors associated with PPD.
Third; it attempts to ascertain the impact of PPD on
maternal and child health. The contextual frame of
the article is given below.
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Figure 2: Showing the Overall Context of PPD
Methodology

with its far-reaching impacts on maternaland
child’shealth. SLR has been done through identifying
keywords for searching different online databases

A systematic literature review (SLR) has been done
for classification of the theoretical perspectives of PPD
and examination of different risk factors of PPD along

(Figure. 3).

Postpartum depression Per partum depression
Postnatal depression Psychosocial factors
Risk factors Predictors
Marital discord Social support

Theoretical perspective Impact
Maternal health Mental health
Physical health Child development
Paternal PPD PPD
Prevalence Depression
Maternal age and PPD Personality types and patterns

Figure 3: Identification of Keywords for SLR
Databases related to the keywords were explored using specific screeningcriteria and search terms, to identify
studies that relate with the objectives of the paper and to evaluate critically to synthesize our findings. The
PRISM diagram of the SLR has been illustrated in figure 4.
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Interpretation and Discussion

Theoretical Perspectives of PPD

Various theories of PPD can be summarized under
the following heading (figure 5)

Biological Theory: Beck C.T. (2002) emphasizes
that PPD is a medical model of an illness or a medical
condition where it is considered a pathological mood
disorder not resultingfromany socio-environmental
conditions.Hormonal secretion imbalances during
pregnancy(Soares & Zitek, 2008); low ranges of
reproductive hormones(Hoefliger, 2003) and
fluctuations of stress hormones (Kammerer et al.,
2006) are the contributors to PPD.Serotonin (5HT)
system and Cytochrome P4502D6 (CYP2D6) plays
an important role in prenatal and postpartum depression
(Hatters Friedman, 2009) and the CYP2D6 metabolism
rate is higher in pregnant and PPD women than the
normal population (Josefsson, 2003).

Psychosocial Theory:Association between
depression and stress has been mentioned in diverse
psychosocial theories from time to time (Kaplan &
Sadock 2010). The Psychological Models consisting
of the Stress Process Model (Pearlin et al., 1981) and
the Cognitive Behavioral Model (O’Hara et al., 1982)
emphasized the adverse function of stress on our
cognitive functions and overall life.

Psychodynamic Theory: The psychodynamic view
point stated that women who have unresolved childhood
or family conflicts may experience higher emotional
troubles after childbirth (Nemade et al., 2011). It has
been observed that when a woman becomes a mother,
she tends to copy her own mother’s role, but if she has
any difficulty in imitating that role, it can cause
emotional problems to her (Kaplan & Sadock, 2010).
Researchers found that giving childbirth often results
in loss of mother’s identification and independence
which in turn leads to deprivation of love and affection
from family (Nemade et al., 2011).
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Cognitive Theory:This approachaddresses some
of the personality traits that lead new mothers to
develop PPD and makes them more vulnerable to
anxiety, perfectionism and compulsive tendencies
(Abela & D’ Alessandro, 2002). Difficulty in thinking
process and pessimistic viewpoint of everything plays
an important role in developing depression (Beck C.T.,
2002; Nemade et al., 2011).

Social and Interpersonal Theory: Egeline (2008)
claims that environment performs an essential role in
someone’s lifestyle. According to Attachment theory,
if personal needs in a relationship are not fulfilled, it
can lead to uncertainty, worries and even interpersonal
struggles in their life (Grupe & Nitschke, 2013).
Childbirth influences woman’s mental health andthus
unexpected psycho-social ups and downs during this
period (like stress) can be triggering to PPD (Halbreich,
2005).

Behavioral Theory:The operant conditioning
principle proposes thatdepression is the result of
decrease in effective behaviour and a sign of
punishment for inconsistent behaviour (Davidson et
al., 2004). Stress susceptibility model suggested that,
stress might also additionally cause PPD in women
with various impairments related to genes, hormones
and cognition (O’Hara et al., 1991).

Evolutionary Theory: According to Evolutionary
Perspective of Hagen (1999), poor infant-mother
bonding, low maternal and social health, father
abandonment, and negative family environment are

important predictors of PPD."

Risk Factors of PPD

Based on these different theories, previous researches,
and articles the risk factors identified for PPD can be

classified in the following manner (figure. 6)
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Figure 5: Showing the Theoretical Perspectives of PPD

Obstetric Factors: Beck (1996) explainedhow
unplanned or undesirable pregnancy and untimely
delivery can lead to PPD. Mathisen et al. (2013) found
that having more than one childleads to higher
psychological burden and promotes PPD. Risky
pregnancy (Gaillard et al., 2014), complications during
labor and obstetric hemorrhages (Mathisen et al., 2013),
C-section delivery (Houston et al., 2015) are likely to
increase the risk of PPD. However, insomnia among
pregnant women results in reappearance of PPD in
women who had a previous history of the same
(Dgrheim et al., 2014.

Biological Factors:Young mothers aged from 13-
19 years of age have higher risk of PPD in comparison

to mothers of age 31 to 35 years (Silvaet al., 2012).
Nutritional deficiencies lead to brain tryptophan up to
15 per cent and it further increases the risk of having
PPD (Sanjuan et al., 2008). High oxytocin levelduring
mid-pregnancy can lead to PPD within first

2 weeks after delivery (Neumann & Landgraf,
2012). Estrogen also plays an important part in the
occurrence of PPD (Shapiro et al., 2012). Studies found
the relationship among Corticotrophin-
releasing hormone (Kammerer et al., 2006) and overall
thyroxinserum concentrations(Pedersen et al., 2007)
in the regulation of PPD.
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RISK FACTORS OF POSTPARTUM DEPRESSIOGN
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Figure 6: Showing the Risk Factors of PPD

Psychological and Psychiatric Risk Factors:
Clinical factorsof PPD include previous history of
depression and anxiety, family history of mental
disease,history of premenstrual syndrome, prenatal
depression,unwanted pregnancy, adversities of lifeand
sexual abuse in the past (Leigh & Milgrom, 2008;
Buttner et al., 2013).Personality risk factors of PPD
comprises of negative cognitive styles, pessimistic view
towards everything, anger issues and ruminating
thoughts, excessive nervousness, low self-esteem, low
self-efficacy, and higher neuroticism or psychoticism
among the women (Lee et al., 2000). The role of
negative cognitive attributional styles on PPD has also
been supported by many previous other studies
(Johnstone et al., 2001).

Social Factors: A study found that lack of support
and poor relation with family is associated with PPD
(Jansen et al., 2010). Robinson and Stewart (2001)
found the new roles of motherhood and its associated

burden can lead to less time for socializing and enhances
the risk of PPD. It may also contribute poor marital
relationship during pregnancy.Various forms of
domestic violence, sexual violence inflicted by the
partner during pregnancy are found to be responsible

for PPD(Ludermir et al., 2010).
Lifestyle Factors:The association between lifestyle

activities and depression has been properly established
for decades now. It was observed that sufficient
consumption of nutritious food may reduce PPD by 50
per cent (Chatzi et al., 2011). The low levels of B6
vitamin (Hvas et al., 2004), vitamin B2 (Aishwarya et
al., 2013), zinc and selenium intake have also been
associated with PPD (Ellsworth-Bowers & Corwin,
2012). Additional to nutritional status, food intake
timings, sleeping patterns, proper exercise and physical
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activities are significant factors in determining PPD
(Daley et al., 2007). Women who had indulged in
smoking and alcoholism in the past have higher risk of
having PPD after childbirth (Gurber et al., 2017).

Socio-Economic and Demographic Factors:
Socioeconomic deprivation like unemployment, low
income and low level of education of women were
found to be hazardous after deliveries (Beck, 2001;
WHO, 2001).0’Hara and Swain (1996) concluded that
low income and lower socioeconomic status of the
familyare the important predictive factors of PPD.
Vigod et al. (2013) found that there is a difference in

-
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levels of PPD among mothers based on their
geographic location. Women living in urban areas
reported higher risk of PPD than women of rural and
semi-rural areas (Azad et al., 2019).
Impact of PPD on Health

Unalike baby blues, PPD is not curative single-
handedly. And most importantly, if left untreated, it can
last for months or years. PPD can make a new mom’s
ability to spend the day more painstaking, and it can
seriously affect not only her, but her ability to take
care of herself and her baby (figure. 7)

Mother

Infant

* Pre-pregnancy weight
* Poorphysical health and body pain
s Fahgue

e Backpain, breast related problems, excessive pain in the permeum .

and lack of bladder contrel

e Sleep disorder, excessive weight loss or gain, loss of libido and .

marked psychomotor retardation

* Severe headaches, stomachaches, back pan, lethargy, problems
mohility, and overly hungry at tmes Infant-mather honding

Depression and stress

lower percewed social support and self-esteem
Suicidal 1deation and thoughts

Sexual dysfunction

Relationship 1ssues with partners

personal functioning

Risk of homelessness and poor quality of life
Breastfeeding problems

Problems in maternal role taking

. 9 @

Lower household management, low self-esteem, poor social and

* Have too much fatty tissues in the body

¢  Poor infant-mother relationship

+ Poorphysical growth (weight and shunting)

Infant night-time awakenings and

problematic infant sleep patterns

Fear

+ Poormotor, cogritive and emotional
development, qualty of emvironment at
home and early childhood development

Figure 7: Flowchart Showing the Impact of PPD on Health

Maternal Health

Maternal Physical Health: Some studies found
that the 52 percentof mothers with PPD does not reach
their pre-pregnancy weight even after a year of
childbirth (Biesmans et al., 2013).0On the contrary, some
women having PPD seems to gain at least 5 kgs more
(Herring et al., 2008). The mothers with PPD often
suffer from poor physical health. PPD is found to
depreciate the physical health of the new mothers by

causing fatigue, followed by back pain, breast related
problems, excessive pain in the perineum and lack of
bladder control (Dennis &Vigod, 2019; Slomian et al.
2019; Woolhouse et al., 2014). PPD also leads to sleep
disorder, excessive weight loss or gain, loss of libido
and marked psychomotor retardation among the
mothers (Edipoglu & Aslan, 2021).Apart from these,
women with PPD also reported to suffer from severe
headaches, stomachaches, back pain, lethargy,
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problems in mobility, diabetes and overly hungry at times
(Azami et al., 2019).

Maternal Mental Health: Some studies have
found that women even after 1 year of childbirth suffer
from mild depression, and stress. They also report lower
perceived social support and self-esteem (Vliegen et
al., 2013).They also find their relationship to be more
problematic, aloof and cold with their partner during
the first year (Lilja et al., 2012). Lower household
management, low self-esteem, poor social and personal
functioning has been found among mothers with PPD
(Vliegen et al., 2013). They are also at risk of
homelessness and poor quality of life (Curtis et al.,
2014).

Mothers with PPD also seem to suffer from
breastfeeding problems (Stuebe et al., 2013). Moreover,
they have low confidence in breastfeeding the babies
(Flores-Quijano et al., 2008), and tend to bottle feed
more than breastfeeding (Arteche et al., 2011; Balbierz
et al., 2015).Some studies found the relationship
between PPD with the maternal role (Balbierz et al.,
2015), maternal competence Kohlhoffet & Barnett,
2013), maternal infant care (Balbierz et al., 2015), and
risk of maltreatment to the child(Zajicek-Farber et al.,
2008).

Infant’s Health

Infant’s Physical Health: Studies showed
thatmaternal PPD has a significant effect on child
weightand predicts impaired motor development in
infants of 6—8 months (Nasreen, et al., 2013). PPD of
mothers’ led to a condition where the infants have too

many fatty tissues in their body (Ertelet al., 2010).
Maternal depressive symptoms negatively affect the
overall physical health of the infants and can lead to
illnesses during childhood (Darcy et al., 2016). Some
studies also showed a significant effect of maternal
PPD on stunting (Bakare et al., 2016). There is an
association between PPD and increased death rates
among infants from 6 to 12 months of age (Weobong,
etal., 2015). Higher depressive symptoms of mothers
are associated with an increased incidence of infant
night-time awakenings and predicted more problematic
infant sleep patterns (Gress-Smith, et al.).

Infant’s Mental Health: Studiesshowed that
maternal PPD leads toweakened motor development
and delayed cognitive development of the infants
(Nasreen et al., 2013).A study also found the effects
of maternal depression on the quality of environment
at home which further affects the early childhood
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development (Chen et al., 2013). PPD leads to
maternal insensitivity which in turn delays the child’s
cognitive development (Kaplan, et al., 2014). Infants
of depressed mothers are more fearsome (Feldman,
et al., 2009) and suffer from emotional problems such
as anxiety more often (Walker et al., 2013) than infants
of nondepressed mothers. Studies found that PPD can
be detrimental to the mother-child bonding as well
(Dubber et al 2015).
Conclusion and Implication

Postpartum depression (PPD) is one of the most
common psychological problems in a woman’s life. In
Asia itself, prevalence of PPD ranges from 3.5% to
63.3% and in India it is found to be 23% among new
mothers.The current paper highlights the problem with
remarkable insight. It explored various biological,
psychosocial, psychodynamic, cognitive, social and
behavioral perspectives of PPD. The study found a
spectrum of risk factors leading to PPD ranging from
obstetric, biological, psychological factors to social,
lifestyle and demographic factors. The major risk
factors for PPD laid down by theorists and researchers
include abnormal hormone secretion, pregnancy issues,
unresolved conflicts, lack of family support, personality,
thinking process, nutritional deficiency, marital discord,
poor socio-economic status, etc. All these factors make
a woman at a higher risk of having PPD after childbirth
and that can be detrimental to the physical and mental
health of both the mother and child. The mother may
suffer from weight issues, excessive body aches, poor
self-esteem, breastfeeding problems, suicidal thoughts
and so on. Whereas, the infant may have several motor
and cognitive developmental issues, problematic sleeping
pattern, and may exhibit emotional and behavioral
problems. Unfortunately, the mental health of the new
mothers is given least or no importance at all in India
and not many studies have been done in this area.

Hence, the current paper recommends the
instantaneous attention of the medical professionals
and the policy makers on the mental health of the new
mothers. As it has been found that there are some
predisposing risk factors of PPD, mental health
screening should be done with valid tools and
instruments during the antenatal period and immediate
care and treatment should be provided. However,
periodic mental health screening is highly
recommended during the postpartum period as well. It
can be incorporated with the immunization schedule
of their child to ensure proper screening at regular
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intervalsand treatment if needed. Similarly, the health
care providers and the care givers at both institutional
and family level should be sensitized about the physical
as well as mental health condition of the new mothers.
Care givers and the new mothers should be given
psycho-education regarding maternal mental health, risk
factors and its impacts on them and their child’s health
and development. The awareness regarding maternal
mental health would also help eradicating the stigma
attached to it and they would seek for help if needed.
Therefore, appropriate postpartum screening and
referral services should be integrated with routine
obstetrics/gynecology services as a mandate protocol
to curb PPD and ensure the overall health and
wellbeing of mother and child.
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