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Abstract

Background

Postpartum depression (PPD) can have serious consequences for both the mother and infant. We
aimed to investigate the prevalence of postnatal depression and associated sociocultural, obstetrics
and child-related factors among Iranian women.

Materials and Methods: This is a cross-sectional study carried out in Bushehr, Iran. 290 women from
10 public health centers were selected through stratified random sampling. Data were collected using
a self-administered questionnaire from women within 12 weeks postpartum in 2019. PPD was
assessed using Edinburgh Post Natal Depression Scale (EPDS), and score of >12 was considered
having PPD.

Results: The mean age of the respondents was 28.48 + 5.50 years. The prevalence of depression was
24.1% in 12 weeks after delivery. Higher social support was associated with lower PPD [OR: 0.92,
95% CI: 0.88, 0.95; p<0.001]. The risk of developing PPD was 4.84 times higher in mothers with
cesarean section [OR: 4.84, 95% CI: 1.89, 12.36; p =0.001], 5.19 times higher with preterm birth
[OR: 5.19, 95% ClI: 1.44, 18.27; p =0.01], 4.47 times higher with a history of depression [OR: 4.47,
95% CI: 1.40, 14.24; p =0.009]. The women who were satisfied with their marital relationship [OR:
0.16, 95% CI: 0.02, 0.96; p=0.04], and the baby's sleep habits [OR: 0.36, 95% CI: 0.15, 0.82; p =0.01]
were less likely to suffer from PPD.

Conclusion

Postpartum depression was found common among mothers. The poor social support, poor marital
relationship, cesarean section, preterm birth, positive history of depression, and adverse baby's sleep
habits were associated with PPD. The vulnerable women should monitor their mental status and
should be educated about the effective intervention strategies.
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Factors Associated with PPD in Bushehr

1- INTRODUCTION

Postpartum Depression (PPD) is one
of the major psychiatric disorders
worldwide that impairs maternal behaviors
(1). PPD has adverse effect on children's
emotional, cognitive, and behavioral
development (1). PPD also increases
abnormalities in infant character, maternal
- newborn interaction and breastfeeding
duration (2). According to American
Psychiatric ~ Association, PPD occurs
during pregnancy or after birth up to 4
weeks postpartum (3). However, the onset
of maternal depression symptoms can
either start or continue within the first 12-
month period postpartum at variable time
frames (4). In most cases, high depressive
risk was reported during the first 3—4
months postpartum (5, 6). PPD s
characterized by hopelessness, tearfulness,
feeling of guilt, emotional lability, poor
concentration and memory, feelings of
inadequacy, loss of appetite, irritability,
suicidal ideation, fatigue, and sleep
disturbances (7, 8). The resource-rich and
resource-limited  countries share the
themes of PPD determinants cross-
culturally (9). Studies from Malaysia,
India, Pakistan, Turkey, and Nigeria have
identified several possible risk factors
associated with maternal postpartum
depressive symptoms such as lower
educational level, younger maternal age,
history of depression, smoking during
pregnancy, financial insecurity, lack of
social support, poor marriage status,
marital violence, protective influence of
the various traditional rituals, child sex,
negative life events, and antenatal
depression and anxiety (9-12). A
systematic review of 291 studies of
296,284 women from 56 countries showed
the global pooled prevalence of PPD was
17.7%, ranging from 3% in Singapore to
38% in Chile. Countries with high rates of
infant mortality, maternal mortality,
income inequality, or women of
childbearing age working >40 hours a
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week have a higher rate of PPD (1). A
systematic review of 41 studies by Veisani
et al. reported the pooled prevalence of
PPD was 25.3% in Iran (13). There are
very few studies on PPD and associated
factors in Iran, no data is available in an
urban area in South Iran. The aim of this
study was to examine the prevalence and
associated factors for PPD among mothers
attending public health centers in Bushehr,
in the southwest of Iran.

2- MATERIALS AND METHODS
2-1. Study design and setting

A cross-sectional study was carried
out on 290 eligible postpartum women
recruited from 10 public health centers in
Bushehr from April to October 2019. The
public health centers provide routine
antenatal care, obstetric services, and
postpartum care for mothers and childhood
immunizations.

2-2. Inclusion and Exclusion Criteria

The inclusion criteria were willingness to
participate in research, having minimum
literacy, and Iranian nationality. The
exclusion criteria were mental retardation
and serious physical illness.

2-3. Sample Size

The sample size was determined using a
single proportion formula. Based on a
previous systematic review in lran, the
pooled prevalence of PPD was 25.3% (13).
Calculating the precision of 0.05 with 95%
confidence interval (Cl), the sample size
was calculated 290. Considering the non-
response rate of 5%, the final sample size
was 305.

2-4. Sampling Method

This study was carried out among women
who presented to the public health centers
for routine postpartum care within 12
weeks of delivery. There are 10 public
health centers in Bushehr. The study
population was selected using a stratified
random sampling method. In the first step,
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we identified the total number of women in
all the health centers in Bushehr. As the
number of women was unequal in different
health centers, a list of postpartum women
was obtained from SIB (Integrated Health
Record System) of each health center and
used as the sampling frame. Then, we
divided the numbers of women of each
stratum (health center) by the total number
of the women to get the percentage. After
that, we multiplied the percentage of each
stratum by the desired sample size to get
the required sample for each health center.
Finally, from each stratum, women were
randomly selected on the sample frame.
Considering  the inclusion  criteria,
telephone calls were made to ask eligible
women to participate in the study. After
providing informed consent, they were
asked to complete the questionnaire on the
day of follow-up for routine postpartum
care.

2-5. Ethical Considerations

The Ethics Committee of the Bushehr
University of Medical Sciences reviewed
and approved the study protocol ID-code:
IR.BPUMS.REC.1398.022. The objectives
of the study were explained to the
participants. From all postpartum women
who agreed to participate in the study,
verbal informed consent was obtained prior
to their involvement in the research. Also,
the respondents were assured of the
confidentiality of their responses through
the anonymity of the questionnaire. All the
collected data were kept confidential and
used only for study purposes.

2-6. Research Tools and Scoring

The research questionnaire contains 31
closed-ended questions in Persian in four
sections: the first section deals with
sociodemographic variables; the second
section includes obstetric and child related
variables; the third section contains
sociocultural ~ factors including social
support and past psychiatric history.
Multidimensional Scale of Perceived
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Social Support (MSPSS) which is a
12-item questionnaire developed by Zimet
et al. (14) was used to measure social
support from different sources including
family (4 items), friends (4 items), and
significant others (4 items). This
instrument provides response options
ranging from O to 6 (very strongly disagree
to very strongly agree). The scores of all
items in each sub scale were summed. The
higher sum score indicates the greater
social support. The Iranian version of the
MSPSS s reliable, valid, and acceptable.
Bagherian-Sararoudi et al. (2013) assessed
the reliability, validity, and factor structure
of MSPSS in Iranian population (15). The
fourth section was Edinburgh Postnatal
Depression Scale: EPDS is a 10- item self-
report scale based on a 1-week recall.
EPDS focuses on psychological symptoms
of postnatal depression (16), and is mainly
designed to screen for PPD in the
community. Each item is scored on a 4-
point scale from 0-3, providing a total
score of 0-30. Seven items are reverse-
scored. Higher scores indicate a greater
severity of symptoms (17).

The cut-off score > 10 is considered as
indicative of minor depression and > 12
was used to indicate major depression
(16). In this study, scores of > 12 were
used for the main analysis to maximize
consistency with other studies (18). The
question 10 is about suicide ideation "The
thought of harming myself has occurred to
me". Suicidal ideation" (SI) was examined
via an answer of "Sometimes" or "Yes,
quite often". No suicidal ideation was
identified by responses of "hardly ever"
or "never" (16). EPDS is a reliable and
valid tool for screening postnatal
depression among Iranian population. Its
psychometric  properties have been
examined by several Iranian studies (19-
21). The internal consistency of the scale
was confirmed by four studies and
Cronbach’s alpha ranged from 0.7 to 0.79
for total EPDS score.
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2-7. Statistical Analysis

We used IBM SPSS Statistics version 16.0
to analyze the data. The descriptive
analysis  included  frequencies and
percentages, means, and  standard
deviations. Both bivariate and multivariate
techniques were applied to identify the
factors associated with  postpartum
depression among women. The Chi-
square test was used to determine the
association among categorical variables.
Independent sample t-test was applied to
compare the means of the two groups of
quantitative variables. The variables that
were significant in the univariate analysis
were re-examined in the multivariate
analysis (binary logistic regression) in
order to identify the significant predictors
of postpartum depression after controlling
other variables. Kolmogorov Smirnov test
was used for checking normality of
quantitative data. The assumption of
normality was met for applying parametric
tests. The significance level was set at p<
0.05.

3- RESULTS
3-1. Participant Characteristics

Out of 305 eligible invited women for
study, 295 returned the questionnaire. Five
questionnaires had incomplete information
and were excluded from the study. Final
response rate for the questionnaires was
95%. The sociodemographic, cultural,
obstetric, and child characteristics of the
study sample are shown in Tables 1 and 2.
The age means of the respondents and
their husbands were 28.48 + 5.50 and
32.59+ 5.57 years, respectively. Out of 290
postpartum women, 55 (19%) had under
diploma, 98 (33%) had diploma, and 136
(47.2%) had university education. A
majority of the women were housewife
(80.1%). Regarding husband's education,
36 (12.5%) had under diploma, 75(26.1%)
diploma, and 176 (61.3%) university
education. Almost all husbands (97.9%)
were employed. More than half of
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households had a monthly income between
20.000.000 to 30.000.000 Iranian Rials
(IRR). About half of the women were
primiparous, 31% were parity of two and
20.6% parity of > 3 (multiparous). 13% of
pregnancies were unwanted. Most women
had cesarean section (63.8%), whereas
36% had normal vaginal delivery (NVD).
10.5% reported a positive past history of
depression. A majority of women were
satisfied with marital relationship. The
baby health problem was reported by
15.3% of women. Nearly half of the
women (49.5%) gave birth to male infant
and 50.5% of the women delivered a
female infant. Most women desired the
baby’s gender (92%). The feeding methods
of the infants were breastfeeding (75.3%),
bottle feeding (5%), both methods
(19.7%). 71% of the mothers were
satisfied with the baby's sleep habits,
whereas 29% were not.

3-2. Prevalence  of  Postpartum
Depression and Suicidal Ideation

The point prevalence of PPD was 24.1 %
(n=70) within 12 weeks of childbirth. The
mean Edinburgh Postnatal Depression
Scale (EPDS) score was 8.42 + 4.87 (total
score= 30). Out of 290 women, 8 (2.8%)
had suicidal ideation.

3-3. Factors Associated with Postpartum
Depression

3-3-1. Sociodemographic and Cultural
Factors

Table.l shows the distribution of
postpartum depression among women
according to sociodemographic and
cultural and psychiatric characteristics.
Husbands’ education level was
significantly associated with women's PPD
(p=0.02). Mothers with lower husband
education had a higher risk of PPD. No
significant association was found between
PPD and age (p=0.41), husband’s age
(p=0.40), job (p=0.86), husband’s job
(p=0.27), education (p=0.61), and monthly
income (p=0.07). As for sociocultural
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factors, marital satisfaction (p<0.001),
receiving support from family (p<0.001),
friends (p=0.001), and significant others
(p<0.001), and total social support
(p<0.001) were significantly associated
with PPD. No significant association was
found between PPD and baby gender
(p=0.253), and desired gender (p=0.442).

3-3-2. Obstetric, child related and
psychiatric factors

The univariate analysis of obstetric and
child related factors is shown in Table. 2.
Several factors were found to be
significantly associated with an increased

risk of PPD, including higher number of
abortion (p=0.045), multi parity (p=0.041),
cesarean section (p=0.001), unwanted
pregnancy (p<0.001), prematurity
(p<0.001), twin pregnancy (p=0.021), low
birth weight (p=0.003), bottle feeding of
baby (p=0.045), and mothers' satisfaction
with baby's sleep habits (p=0.002).
Regarding psychiatric factors, the point
prevalence of PPD was significantly
higher (59.3%; p<0.001) among women
who had a history of depression compared
to those with no history of depression
(19.7%).

Table-1: Socio-demographic and cultural factors associated with postpartum depression.

. Non depressed Depressed
Characteristics rosial Sl
Number (%) Number (%)
Age(Year) 220 (75.9) 70 (24.1) 290(100) 0.413
M+ SD 28.33+ 5.58 28.95+5.22
Husband's Age 220 (75.9) 70 (24.1)
M+ SD 32.44 £ 5.54 33.08+5.60 290(100) 0.402
Job Status
231 0.863
Housewife 176(76.5) 55(23.5) (100)
Employed 44(76.3) 15(24.6) 59(100)
Husband's Job Status
Unemployed 5 (83.3) 1(16.7) 6(100)
Government job 118(79.7) 31(20.3) 148(100) 0.274
Non-government job 97(71.9) 38(28.1) 135(100)
Education
Under diploma 40(72.7) 15(27.3) 55(100)
Diploma 33(74.5) 25(25.5) 98(100) 0.612
University 107(78.2) 30(21.8) 134(100)
Husbands' Education
Under diploma 22(61.1) 14(38.9) 36(100)
Diploma 55(72.3) 22(27.7) 77(100) 0.02"
University 143(80.8) 34(19.2) 177(100)
Monthly Income
< 10,000,000 IRR** 4(57.1) 3(42.9) 7(100)
10,000,000-20,000,000 IRR 54(68) 26(32) 80(100) 0.072
20,000,000~ 30,000,000 IRR 134(81.8) 10(18.2) 164(100)
> 30,000,000 IRR 29(74.4) 10(25.4) 39(100)
Marital Satisfaction
Yes 215(78.4) 60(21.6) 275(100) <0.001"
No 5(33.3) 10(66.7) 15(100)
Social Support Sources
Mz SD
Family 23.78+ 3.73 20.67+4.27 <0.001"
Friends 19.71+6.57 16.55+ 6.28 290(100) <0.001"
Significant others 24.1143.53 21.7744.16 0.001"
Total Social Support 67.63+10.90 58.88+11.36 <0.001"
*Significant level at p<0.05
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Table-Y: Obstetric and child related factors associated with postpartum depression.

. Non depressed Depressed
Characteristics Number (%) Number (%) Total P-value
Number of live child/children 220 (75.9) 70 (24.1) 290(100) 0.139
M+ SD 1.58+0.81 1.76+0.93
Number of abortion 220 (75.9) 70 (24.1) «
M+ SD 0.25+ 0.57 0.46+0.77 290(200) 0.045
Parity
Primipara 110(77.5) 32(22.5) 142 (100) 0.041"
Two 43(76.3) 16 (24.6) 89(100)
Multi 38 (64.4) 21 (35.6) 59(100)
Mode of delivery
NVD 91 (87) 14(13) 105 (100) 0.001"
Cesarean Section 129 (69.7) 56 (30.3) 185 (100)
Pregnancy desire
Desired 201(79.7) 51(20.3) 252(100) <0.001"
Unwanted 19 (50) 19 (50) 38(100)
Type of delivery
Preterm birth 16(45.5) 20(55.5) 36 (100) <0.001"
Term 204 (80.3) 50 (19.7) 254 (100)
Type of pregnancy
Single 216 (77.2) 64 (22.8) 280(100) 0.021"
Multiple birth 4(40) 6 (60) 10 (100)
History of depression
Yes 13(40.7) 19(59.3) 32(100) <0.001"
No 207(80.3) 51(19.7) 258(100)
Birth Weight
>2500 gr 208 (78.3) 58 (21.7) 266 (100) 0.003"
<2500 gr 12 (50) 12(50) 24(100)
Disease of infant
Yes 31(68.9) 14(31.1) 45(100) 0.314
No 189(77.5) 56(22.5) 245(100)
Desired baby's gender
Yes 204(76.7) 63(23.3) 267(100) 0.442
No 16(69.6) 7(30.4) 23(100)
Baby's feeding method
Breast feeding 173(79.4) 44(20.3) 217(100) 0.045
Bottle feeding 8(53.4) 7(46.6) 15(100)
Both 39(67.3) 19(32.7) 58(100)
Mother's satisfaction with the
baby's sleep habits
Yes 167(80.7) 40(19.3) 207(100) 0.002"
No 53(63.9) 30(36.1) 83(100)
*Significant level at p<0.05, SD: Standard deviation.

Table. 3 summarizes the results of the
logistic regression analysis of the PPD
predictors among the women. Hosemer-
Lameshow Chi-square test yielded a p-
value of 0.430, indicating that the model
adequately fits the data. The whole model
explained 47.7% (Nagelkerke R squared)
of the variance of PPD, and appropriately
categorized 83% of cases. As can be seen
from Table.3, higher social support was
associated with lower PPD [OR: 0.92, 95%
Cl: 0.88, 0.95; p<0.001]. As there is a unit
increase in social support score, the risk of
developing PPD decreases by 8%. The risk
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of developing PPD was 4.84 fold higher in
mothers with cesarean section [OR: 4.84,
95% CI: 1.89, 12.36; p =0.001], and 5.19
times higher among the mother with
preterm birth [OR: 5.19, 95% CI. 1.44,
18.27; p =0.01]. Those mothers who
reported a history of depression were 4.47
times more likely to experience PPD [OR:
447, 95% CI: 1.40, 14.24; p =0.009]. In
contrast, women who were satisfied with
their marital relationship [OR: 0.16, 95%
Cl: 0.02, 0.96; p=0.04], and the baby's
sleep habits [OR: 0.36, 95% CI: 0.15, 0.82;
p =0.01] were less likely to develop PPD.
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Table-3: Odd Ratio (OR) and 95% Confidence Interval (CI) for factors associated with postpartum

depression among women.

95% C.I. for
Variables P-value OR EXP (B)
Lower Upper
Husband's education
Under Diploma 0.178 2.18 0.70 6.82
Diploma 0.154 1.99 0.77 5.18
University (ref) 1.00
Pregnancy desire
Desired 0.423 0.62 0.19 2.01
Unwanted (ref) 1.00
Mode of delivery
Cesarean section 0.001 4.84 1.89 12.36
NVD (ref) 1.00
Type of delivery
Preterm birth 0.01 5.19 1.44 18.27
Term (ref) 1.00
Baby's feeding method
Breast feeding 0.28 0.58 0.22 1.58
Bottle feeding 0.54 0.69 0.11 3.18
Both (ref) 1.00
Birth Weight
< 2500 gr 0.82 0.81 0.13 4.83
>2500 gr (ref) 1.00
Parity
Primipara 0.62 0.72 0.19 2.64
Two 0.33 0.53 0.15 1.89
Multi (ref) 1.00
Marital Satisfaction
Yes 0.04 0.16 0.02 0.96
No (ref) 1.00
History of depression
Yes 0.009 4.47 1.40 12.24
No (ref) 1.00
Mother's satisfaction with baby's sleep habits
Yes 0.01 0.36 0.15 0.82
No (ref) 1.00
Abortion (continuous) 0.347 139 0.69 2.76
Total Social support(continuous) <0.001 0.92 0.88 0.95
* Significant level at p < 0.05, **Ref= reference, Cl= confidence interval, OR=o0dds ratio, Cox & Snell R?
=0. 307; Nagelkerke R2=0.477.

4- DISCUSSION

The aim of this study was to examine
sociocultural, obstetric, and child-related
factors associated with  postpartum
depression in Bushehr, in South West of
Iran. This study found the prevalence of
postnatal depression was 24.1% within the
first 12 weeks postpartum among mothers
in southwest of Iran. Studies from other
public health settings in Iran have reported
different rates of postpartum depression,
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ranging from 6.8% in the North to 48.7%
in the West of the country (13). The results
of the study showed that the prevalence of
PPD was higher in Iran than other Asian
countries like Malaysia 14.3% (23),
Pakistan (22.3%) (24), and China (6.7%)
(25). In a study in Turkey, the prevalence
of PPD with a cut-off EDPS score >12 in
the first and second month of childbirth
was reported 14% and 17%, respectively
(26). Alhammadi et al. reported a
prevalence rate of 33% among Saudi
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women with EPDS score > 10, which was
higher than our study (27). Studies from
other countries and diverse cultural
settings have documented postpartum
depression prevalence rates of 15% in
Australia (28), 18.4% in Argentina (29),
6.38% in Poland (30), and 13% in Sweden,
all of which were lower than our study.
The possible explanation for this
difference may be due to the assessment
tools, the applied cut-off point of the
EDPS, different setting, and culture (13,
31). Suicidal ideation is one of the
strongest predictors of suicide attempt and
completion (32). The prevalence of
suicidal ideation in the present study was 8
(2.8%) which is similar to Alhammadi's
study in United Arab Emirates (27), and
lower than Pham's study in Argentina
(4.3%) (29); the identification of the
vulnerable groups and determining factors
in attempted or completed suicide is
required to develop a comprehensive
prevention strategy (29).

Cultural factors like social support, marital
satisfaction, and baby gender are well
documented as the predictors of PPD (9,
33, 34). In this study, poor social support
was found to be a significant risk factor in
developing postpartum depression.
Previous studies from India and Turkey
have consistently reported this finding (9,
33). In Iranian community, psychological
and physical support of new mothers
during the first weeks postpartum by close
family members and relatives is a common
practice, which can facilitate the process of
adjustment to motherhood (35).

The present study further showed that a
greater proportion of the women in the
depressed group were unsatisfied with
their marital relationship as compared to
the  non-depressed  group.  Marital
dissatisfaction is usually attributed to poor
spouse support, which could increase the
risk of postpartum depression (36). Based
on cultural and traditional norms, studies
conducted in Eastern countries have
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indicated that there is a relationship
between PPD and baby’s gender, while
studies from Western communities have
not reported such a relationship (7). In
countries like Turkey and India, male
babies are preferred over females,
implying that male gender is considered as
the workforce which could financially
support the family in the future (9, 33).
Our study revealed no significant
relationship between gender of the baby,
the desired sex of child and PPD. The
possible explanation is that the attitude
toward women has recently changed as
there has been an increase in the number of
women in workforce (33).

Our results indicate that multiparty was
significantly  associated  with  PPD.
Similarly, other studies from Turkey and
India have documented high parity
increases the risk of postnatal depression.
Women with high parity should not only
satisfy the needs of the newborn but also
look after her other children and this
situation may act as an additional burden
for the postpartum woman (33). Previous
studies have identified  operative
procedures and difficult labor as risk
factors for postpartum depression (9, 37).

63.8% of the women in our study had
caesarean delivery, which is much higher
than the global average rate of CS
(18.6%), (38); surprisingly, in spite of
changing health policy in Iran and
promoting natural childbirth by health
system from 2014 (39), the rate of
cesarean section still remains high. The
women who go under operative procedure
like cesarean section are more likely to
develop PPD. Caesarean delivery is
thought to be linked with depressive
symptoms during pregnancy and the fear
of childbirth, thus impacting the
postpartum rate of PPD (40). There is a
potential mechanism underlying the
association between CS and the risk of
PPD. CS might cause adverse
physiological effects such as postpartum
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hemorrhage, infection, and uterine rupture.
These surgical trauma and adverse effects
might increase stress, which in turn affects
the psychological function and enhances
the risk of PPD (38). Preterm delivery was
found as a significant contributing factor to
the development of postpartum depression.

The association between preterm birth and
PPD may be explained by early parental
stress and mother-infant interactions.
Immediate postpartum period and stressful
life events may impact a woman’s ability
to make the appropriate adjustments
during the transition to motherhood and
therefore increase the likelihood of PPD
(31, 41). Several studies have reported the
adverse mental health outcomes of
unwanted pregnancy in women (24, 33).

Besides mortality and the morbidity
related to unplanned pregnancy, PPD was
found to be the other adverse result of
unwanted pregnancy (33). Inconsistent
with Hedge's study in India, we found a
higher proportion of women in the
depressed group had unwanted pregnancy
as compared to the non- depressed group.
Breastfeeding is critically important for the
formation of the mother-child relationship
as well as the child’s physical and
emotional development (33). The present
results indicated a significant relationship
between baby's feeding method and PPD.

Compatible with Pocan's findings in
Turkey, a higher proportion of mothers
who used bottle-feeding were found to be
depressed as compared to those that used
breastfeeding. In contrast, a study in the
United States showed that negative early
breastfeeding experiences and
breastfeeding difficulty were linked to
depressive symptoms in 2 months
postpartum (33). Therefore, mothers with
early breastfeeding difficulties should be
screened, treated, and enabled to meet their
breastfeeding goals. In this study, those
mothers who were not satisfied with the
baby's sleep habits were more depressed.
Shorter, more interrupted infant's sleep and
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more frequent feedings would contribute
to more maternal sleep disruption and
higher postpartum depression (43). A
history of psychiatric illness is well known
as a risk factor of PPD. We showed that a
significantly higher proportion of the
women in the depressed group had a
positive history of depression, which
confirmed previous studies in Turkey and
Saudi Arabia (33, 44).

4-1. Study Limitations

Our study had some limitations. Since the
study was limited to 12 weeks postpartum,
depression beyond the first few postnatal
months was not investigated. Furthermore,
obtaining information on previous history
of depression was based on self-report
which can lead to recall bias.

5- CONCLUSION

Overall, the prevalence of depression
was 24.1% in 12 weeks after delivery.
Low social support, unsatisfied marital
relationship, cesarean section, preterm
birth, having a history of depression, and
the poor sleep habits of baby were
significantly associated with PPD. The
mental health of the wvulnerable women
requires careful monitoring.  Special
attention needs to be directed to mothers
who are suffering from poor social
support, poor marital relationship, cesarean
section, preterm birth, positive history of
depression, and undesirable babies sleep
habits because they are more likely to
develop PPD. It is strongly suggested that
a cognitive behavioral intervention be
designed by trained community health
workers in order to alleviate the maternal
depressive symptoms.
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