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ABSTRACT:

Postpartum depression (PPD) and Anxiety is a mood disorder that begins after
childbirth and mostly lasts beyond six weeks, depression is quite often combined with
anxiety. The main objectives of this work were measuring the extent of postpartum
depression and anxiety among the females of to explore the underlying factors of these

disorders and find the role of progesterone level in it.

Postpartum depression often associated with Anxiety.postoartum anxiety is
mental health disorder along with feeling of anxious. When it occur one year after

delivery called as post natal anxiety.

A cross sectional study was conducted among 137 postpartum mothers
delivering at Tertiary care hospital at the Chengalpattu medical college and hospital.
Data was collected by a questionnaire interview which included data about socio-
demographic, obstetric, past personal and family history for assessment of postpartum

depression and anxiety.

Results showed 13.9% of the studied females suffered from postpartum

depression alone, 8% suffered from anxiety alone.



It was concluded that postpartum depression and/or anxiety affect 21.9% of
females in the Chengalpattu government hospital. Very low socioeconomic level, lower
educational levels, past history of similar conditions, and low progesterone level are the

significant predictions.



INTRODUCTION

The period of pregnancy is a fairy tale of every women’s life. The mother is
elevated with joy and excitement, dreaming to welcome her child into her arms as soon
as possible. The beauty of a life giving experience for every mother in this world is

impeccable.

Maternal mental well-being during postpartum period is very important both for
the mother and for a healthy well-being of the new born. However, such well-being is
not a very usual matter, as at least one out of ten mothers suffer from such depression
symptoms. In fact, further more recent studies resulted that a similar or even greater
share of mothers experience anxiety symptoms. An extraordinary meta-analysis showed
a postpartum period prevalence (0-24 weeks) of 13.7% for anxiety symptoms and 8.4%
for anxiety disorders. Infants of mothers with depression have a high chances of
negative outcomes in growth, especially when the mother’s symptoms are severe or
become chronic. Though the effects of anxiety on child outcomes have been less
thoroughly investigated and studied than the impact of depression, recent studies have
reported negative effects of anxiety on mother—infant interactions, infant temperament,
feeding practices and social-emotional development. Addressing both the issues of
postpartum depression and anxiety at an early stage may help to reduce the severity and
chronicity of symptoms, as well as the impact on the child’s health and development.
Knowledge of these factors influencing the risk of developing postpartum depression
and anxiety may help early detection. These factors may be previously present in

women who get pregnant, but may also arise during pregnancy, furthermore, implying



opportunities for health care professionals to reduce risk factors at different stages,
thereby preventing mothers from developing depression and anxiety. About 20 years
ago, it was published that meta-analyses involving broad perspectives on risk factors
for postpartum depression. Factors like history of depression, lack of social support,
prenatal depression and life stress consistently emerged as contributors to the risk of

postpartum depression.

However, for several other factors effect sizes and associations varied
substantially, probably due to methodological differences. Since then, many articles and
several systematic meta-analyses on risk factors for postpartum depression have been
published, but looking beyond the broader perspective to specific risk factors.
Comparing results across articles has been complicated by the variety of risk factor
definitions and statistical methods, and the different sets of variables included. Ideally,
an extensive approach would include in the same study factors from before, during and
after pregnancy. However, factors from the postpartum period received little attention
in many studies. Regarding anxiety, the body of literature on risk factors is far more
limited, with findings limited mainly to single study. Also, few reported findings based
on univariate analyses only. Factors for which associations with anxiety are reported by
many studies, and by studies using multivariate analyses, were: ethnicity, partner
support, (maternal) self-efficacy and history of depression. The aim of this study was
therefore to identify risk factors for developing postpartum depression as well as

anxiety, that occur before, during, and after pregnancy in the general population.



But this isn’t a cake walk period. This joyful period is nested with a group of

disorders likel!I:-
1. Antenatal depression
2. Antenatal anxiety

e Psychiatric disorders in the childbirth include:-
1. Anxiety
2. Depression
3. Tourette Syndrome
4. Post-traumatic Stress Disorder(PTSD)
5. Conduct Disorder(CD)
6. Oppositional Deficit/Hyperactivity Disorder
7. Obsessive-Compulsive Disorder(OSD)

e Postpartum psychiatric disorders which include:-
1. Postpartum Blues

2. Postpartum Depression

w

. Postpartum Anxiety

o~

. Postpartum Psychosis



1. POSTPARTUM BLUESH

Postpartum Blues which is also referred to as Baby blues is a very common and self-
limited condition that usually follows childbirth and can showcase a variety of
symptoms like mood swings, tearfulness and irritability. Negativity quite accompanies
the intense periods of joy. The situation worsens due to other reasons like fatigue,

sleeping difficulty, loss of concentration, etc....

2. POSTPARTUM DEPRESSION

Postpartum Depression can affect people in numerous number of ways but the most
common effects include signs and symptoms like fatigue and lethargy, stomach pain
and headache, lack of appetite, Difficulty in bonding with the baby, low motivation and

feeling guilty, worthless, etc....Fl

3. POSTPARTUM ANXIETYH

Postpartum anxiety may spike due to hormonal changes in the postpartum period.it
might rise up due to many factors including the health of the baby, finances, etc.. The
history of pregnancy loss (miscarriage or stillbirth) also increases your risk for
developing postpartum anxiety. Anxiety and sadness may also appear after weaning

from breastfeeding due to hormonal changes.



4, POSTPARTUM PSYCHOSISE]

Postpartum psychosis can follow within a couple of weeks after baby delivery. Often it
occurs suddenly. Different mothers depict different symptoms which include delusions,
hallucinations, agitation, severe insomnia, paranoia, sex drive, mood swings, feeling

disconnected from the baby, etc..

In this study we have used the following questionaries for assessment of postpartum
depression & anxiety among mothers delivering at tertiary care hospital at Chengalpet

medical college.

1. Semi structured socio demographic and clinical questionnaire.

2. Hamilton depression rating scale.(HDRS)

3. Hamilton anxiety rating scale.(HAM-A)
1.Semi structured socio demographic and clinical questionnaire includes patients
details like Name ,age ,education, employment, ,income, BMI, Mensrtural history
,marital  histroy, obstetric history ,antenatal complication ,intrapartum

complication,postpartum complication, and pregnancy outcome.

2. HAMILTON DEPRESSION RATING SCALE (HDRS);

This scale is most commonly used instrument for assessing symptom of depression
.the instrument is designed to be administered by clinicians after a structured or
unstructured interview of the patient to determine their symptom. A total score is

calculated by summing the individual scores from each question. The scale is widely



available and has two common versions with either 17 or 21 items and is scored

between 0 and 4 points. the maximum score being 52 on the 17 —point scale.

e Score below 7 generally represent the absence or remission of depression.
e Score between 7 -17 represent mild depression

e Score between 18-24 represent moderate depression.

e Score 25 above represent severe depression.

While patients with mild depression often remit spontaneously or responds to
psychological ( talking ) therapies,patients with increasingly severe depression are
more likely to benefit from a combination of treatments including biological therapies

such as medication.

HAMILTON ANXIETY RATING SCALE:

HAM —A was one of the first rating scales developed to measure the severity of

anxiety symptoms and is still widely used in both clinical and research settings.

The scale consists of 14 items .each defined by a series of symptoms, and measures
both psychic anxiety ( mental agitation and psychological distress ) and somatic anxiety
( physical complaints related to anxiety ). Each item is scored on a scale of 0 ( not

present ) to 4 ( severe), with total score range of 0 -56

It has been predetermined that the results of the evaluation can be interpreted as

follows



Where A score of <17 indicates — mild anxiety

A score from 18-24 — mild to moderate anxiety

A score of 25-30 — moderate to severe anxiety.



AIM AND OBJECTIVE

To study the incidence and factors associated with postpartum depression and
anxiety

To identify the various socio demographic and medical factors associated with
the development of postpartum depression and Anxiety.

To study the correlation between high risk pregnancy and psychiatric outcomes.
To build strategies for the prevention of depression and anxiety and to give

maximum support to the mother during the postpartum period.



HISTORY OF POSTPARTUM DEPRESSION
A FAMOUS CASE;

Once upon a time, there was a little girl who dreamt of being a mommy. She
wanted, more than anything to have a child and thought her dream would come true one
day and then one day, finally she became pregnant. Her antenatal periods were
uneventful and gave birth to a baby girl. But instead of being relieved and happy, she

could do was cry.”’

Brook shields famously compared her tears following the birth of her daughter
to the rain taking down the itsy-bitsy spider in the popular children’s song. The above
quote is from the opening page to shields’ widely read memoir, down came the rain,

published in 2005.

Shields’ book gave a public and famous face to a disease that women had
suffered silently throughout all of history. In it, shields shares in intimate details her
struggles following the delivery of her daughter. She was helpless, sad, and scared. She
lost all motivation to parent. She did not acknowledge her depression. For some time,
she resisted professional help and medication and even contemplated suicide. And when
she came out whole on the other side, after successful treatment with antidepressant

medication and psychotherapy, she wanted to prevent others from suffering in silencefl,

Now, nearly a decade later, thanks to shields and a host of other celebrities,
bloggers, researchers and political advocates, postpartum depression (PPD) has become
a household term. Today, when women go to a physician for prenatal care, they see

posters in the doctor’s office explaining what PPD is and what they should do if they



develop depressive symptoms after childbirth classes and when leaving the hospital
after childbirth, women are given pamphlets about PPD and business cards for
counsellors and psychiatrists, should they need them. And pregnant women are
routinely screened for PPD at postpartum obstetrics follow-ups—and even by
paediatricians during infants check ups. Such widespread awareness and acceptance of

PPD did not always abound, however.

Recent research indicates that nearly 70-80% of women suffer from some
depressive symptoms within the first two weeks following delivery. These depressive
symptoms are now widely recognized as manifesting in various ways with varying
degrees of severity. Tearfulness and mood lability seen soon after birth in many women
has become known as the postpartum or “baby blues”. The postpartum blues are
considered a “normal” reaction to giving birth. However, some women experience true
major depressive episodes in the weeks and months following birth that are more
persistent, manifesting as loss of pleasure, interest, sleep, and self-worth. It is these
episodes that are referred to as PPD, estimated to affect 10-13% of women during the
postpartum period. Finally, beyond the postpartum blues and major depressive episodes,
about 1 or 2 in 1000 women develop cognitive disturbances, bizarre behaviour or

hallucinations, and a severe condition known as postpartum psychosis(.

Depression following childbirth has long carried a social stigma. Many people
think that a woman should be happy following the birth of a child —and when she is not,

she is often looked upon unkindly.
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Women have long tried to hide signs of depression, sometimes with dire
consequences when their depressive symptoms turn into 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 postpartum mental illness®l. Recent

legislation to support PPD research and advocacy now bears her name.

Moreover, medical professionals have not long been supportive of treatment for
depression following childbirth. The psychiatric community did not officially recognize
depression in the postpartum until the fourth edition of it’s diagnose and statistical
manual, published in 1994. Even now, the DSM IV identifies depression with a
postpartum onset as being only depression that appears within four weeks after delivery
of a baby. However, many experts argue that PPD may develop anytime within the first
year following delivery, and clinicians are encouraged to screen women for periods

longer than just those four weeks following the birth of their children,

Controversies and speculation about depressive symptoms following childbirth
have existed since the earliest medical literature. Hippocrates made the first known
reference to PPD in the fourth century B.C. and his hypotheses became dogma that
survived for over a thousand years. He proposed that lochial discharge—the fluid that
comes from the uterus after birth—if suppressed, could flow to the head and result in
agitation, delirium and attacks of mania. He also thought that blood collected at the
breasts of a woman could indicate onset of madnessi*%. Another early reference to
postpartum mental symptoms comes from Trotula, a 13" century female physician, who

believed that postpartum mental disturbances were due to increased moisture in the

11



body following childbirth. she wrote “if the womb is too moist, the brain is filled with
water, and the moisture running over the eyes, compels them to involuntarily shed

tearstt1l”

Even then, down came the rain Observations of postpartum mental disturbances
continued throughout history. During the middle age, women who exhibited
melancholy during or after childbirth were through to be witches or victims of
witchcraft, as any other stigmatized individual might have been. By the 16™ century,
descriptions existed of a “disturbance of the maternal instinct” following childbirth, and
most reports were focused on mothers who Kkilled their children . known as
"Melancholic filicide,” these deaths led physicians to increase study of postpartum
mental disorders. One well-known 16™ century physician, Castello Branco, described a
case of postpartum melancholy as such: “The beautiful wife of Carcinator who always
enjoyed the best of health, was attacked after childbirth by melancholy, and remained
insane for a month, but recovered with treatment.” Through Branco does not describe
what type of treatment he used for the wealthy woman, reports of experimental

treatments began to surface over the following centuries?l,

12



REVIEW OF LITERATURE

Reviewing the literature is the important initiation in any research. This denotes
a systematic and comprehensive study of published materials under specific topic
consideration. Review of Literature accomplishes the need for the present study, finds
lacunae in present knowledge, the numerous theories that have been presented earlier

and accurately identifies the pertinent questions that need to be posed.

Chabrol H made a study on the prevention and the treatment of Post-partum
depression at the Toulouse University. He reviewed and concluded that
pharmacological, psychological and psychosocial approaches for Post-partum

depression is well accepted and efficient[*3l,

CL Dennis has conducted a study to identifying women at risk for post-partum
anxiety; a prospective population based study that while significant proportion of
women experience anxiety symptoms post childbirth, multiparous women with
psychiatric history are at greater risk of diverse stress. These key factors may be used

to promote early identification and secondary preventive interventions!*4l,

Johan CH van Bussel highlighted the study on anxiety in pregnant and
postpartum women. An exploratory study of the role of material orientations. He
concluded that women quite differ in risk factors, the nature of heightened anxiety
during the transition from women to motherhood. The anxieties of women tending to
the regulatory orientation are pregnancy related, whereas women tending to the
facilitator orientation fear the separation from their child during the post-partum

period{%}

13



Rojas et al characterised the relationship between post-partum depression and
standards of life and found mild to moderate depression and found quite a significant

impairment in daily activities.[*]

Park YJ et al identified stress of child care and studied the predictors of PPD
and family support as the significant predictors. He used the fitness model for
explaining PPD based on 6 variables, child care stress, planning of pregnancy, quality

of married life, support from family, self- esteem and social support.[*”]

A .Benner made a study of postpartum depression in a fast developing areas on
prevalence and related factors; The prevalence of postpartum depression in women was
comparable to previous epidemiological research done in several developing countries.
Poor marital relationships, prematurity, Financial difficulties, lack of family support,
have been identified as major risk factors leading to the development of postpartum

depression. 2]

Boyce and Hickey identified the psychological factors and Obstetric Risk
Factors for Postnatal Depression in Urban and Rural Communities. The results
characterised the importance of psychosocial risk factors for postnatal depression and
most obstetric factors during pregnancy and birth do not significantly increase risk for
Post-partum depression. Early identification of potential risk for post-partum depression
should include assessment of personality, psychiatric history, sociodemography and

present life events, as well as all past and present obstetric factors.[*°]

J Yelland conducted a study on Post-partum anxiety, depression and social

health: results from a population survey of Australian women. Usual management for

14



postpartum mental health issues conclusively include the pharmacological approaches
that may not be effective if social health issues are not addressed. Integrated and
coordinated perinatal care that is responsive to women's social health may lead to

improvements in women's emotional wellbeing following birth.[20]

C Reck studied on the prevalence. Onset and comorbidity of post-partum anxiety
and depressive disorders. He concluded that clinical relevance of PAD, controlled
studies and specialized programmes for prevention and treatment are urgently

required. ]

H Janson performed a study on Childhood sexual abuse, parenting and
postpartum depression- a 3 year follow-up study: A history of sexual abuse in women
who are affected with depressed postpartum may express long term implications for the
woman’s mental health, her relationship with her baby, also in the emotional
development of her child. It is critical to offer women in such high-risk group supports

in an attempt to reduce these difficulties and any long-term adverse effects[?2,

L Lilly studied The role of maternal anxiety in the early postpartum period:
screening for anxiety and depressive symptomatology: Symptoms of maternal anxiety
are common after labour and persist in the early postpartum period. This study suggests
that the impact of maternal anxiety should be considered while studying postpartum
distress. The comorbidity amongst anxiety and depressive symptomatology persisted
for 3 months making women more vulnerable to postpartum distress. Given this result
screening prior to hospital discharge is essential as it can provide an indication of the

mothers who are in the danger of developing affective disorders.[?]

15



M Furtado performed a study on Biological and psychosocial predictors of anxiety
worsening in the postpartum period: A longitudinal study: this is one of the first
longitudinal study to investigate psychosocial and biological risk factors for anxiety
worsening in the postpartum period in women with pre-existing anxiety disorders.
Continued research investigating these risk factors is required to elucidate whether they
differ from women experiencing new-onset anxiety disorders in the perinatal period,
and among those in non-puerperal groups. Identifying these risk factors can help in
guiding the development of screening measures for early and accurate detection of
symptoms. This can lead to the implementation of appropriate interventions aimed at

decreasing the risk of perinatal anxiety worsening.[*]

Owoeye et al studied the risk factors associated with postpartum depression. He
concluded that the risk factors involved in the development of postpartum depression
were predominantly psychosocial factors such as joblessness, marital conflict and
unwanted pregnancy. He also outlined the steps that needed to be taken in order to
reduce postpartum depression such as provision of cheaper and improved health care

facilities and improving the socio-economic situation in the country. 2]

M Claesson conducted a study on the Prevalence of anxiety and depressive
symptoms among obese pregnant and postpartum women: an intervention study: Obese
pregnant women attending an intervention program seem to have the high risk of
experiencing anxiety and depressive symptoms similar to obese pregnant and

postpartum women in general.[2]

16



T Field studied the Regulation of anxiety during the postpartum period: every
year, millions of postpartum women and their babies around the globe are affected by
the onset or worsening of maternal anxiety disorders, and yet, there is virtually no
information in either humans or animals about the endocrine, neuroendocrine, and
neurotransmitter factors leading to high anxiety during this particular reproductive state.
At least it is known that postpartum anxiety can be naturally reduced by infant

contact.[?"]

RL Miller described the Anxiety and stress in the postpartum: the prevalence of
anxiety and stress in the present study points and the importance of assessing postnatal
women for better indicators of psychological morbidity than that of depression alone.

The DASS-21 has emerged to be a useful instrument for this purpose. %8

K Fallah identified the Prevalence and risk factors for comorbid postpartum
depressive symptomatology and anxiety: Comorbid postpartum depressive
symptomatology and anxiety is a common condition but little is known about its risk
factors. Additional research has been made to develop strategies to reliably identify

women with such comorbid condition and to determine effective treatment options.[?°]

SA Keim made a prospective study of maternal anxiety, perceived stress, and
depressive symptoms in relation to infant cognitive development: Maternal anxiety,
depressive symptoms and stress had little negative influence on infant cognitive
development. In fact, moderate psychosocial distress might slightly accelerate motor

development in particular, and some aspects of language.F%!
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Hall et al studied the relationship between the women “doing the month” and
the development of postpartum depression. They found that the incidence of depression
was less when women stayed at their maternal home and were taken care by their
mothers. Their support system was inversely proportional to the amount of depressive
symptoms experienced by the women. There was an inverse proportion on postpartum
depression for the mother when there was an influence of her in laws. They concluded
that the East Asian culture of doing the month was beneficial in decreasing the incidence

of postpartum depression.4

MO Silverman studied The risk factors for postpartum depression: A
population-based study, In one of the largest population-based study to date, the risk of
Postpartum depression was more than 20 times higher for women with a depression
history, compared to women without. Gestational diabetes was independently
associated with a highly increased Postpartum Depression risk. Maternal depression
history also had a modifying impact on pre- and perinatal postpartum depression risk

factors.[32!
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THE DISEASE

POSTPARTUM DEPRESSION — THE DISEASE

This section details the disease- postpartum depression. A small description of
pathophysiology, diagnosis, management, prevention of postpartum depression is

entailed.
ETIOPATHOGENESIS:

Multifactorial Causation model:

It is very simplistic to consider that a single etiological agent causes the
development of depression. It is currently believed that a variety of factors contribute
to the development of depression in a genetically susceptible person3. The following
factors are considered to be the most significant factors in the development of

Postpartum Depression.

19



1. BIOLOGICAL FACTORS:

The rapid fall of reproductive hormone levels that occur after delivery is
considered as the primary reason for the development of Postpartum Depression.
Progesterone and oestrogen® levels return to the pre-pregnant state within a span 3
days. Lactation is initiated when prolactin, which was blocked by oestrogen during
pregnancy is no longer present in the mother. Oxytocin production is stimulated by
suckling. Cyclical androgen variation is absent in both pregnancy and lactation.
Biological theories on the pathophysiology of Postpartum Depression are almost similar
to those of other psychiatric disorders. Postpartum women represent postpartum

depression due to the withdrawal of the reproductive hormones.

A. OBSTETRIC FACTORS:

Obstetric factors that have implicated the increase of postpartum depression
include premenstrural dystrophic disorder, marital status ,number of gravida parity ,live
birth and abortion, antenatal complications such as hyperemesis, Anemia ,heart
disease, PIH,sexually transmitted diseases and post-partum complications such as post

partum haemorrhage, wound dehiscence, prolonged hospital stay and etc F°!
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ABORTION

B. BREAST FEEDING:

The inverse proportionality between breastfeeding and postpartum depression shows
that breastfeeding is associated with a reduction in the rate of postpartum depression. It
was found that breastfeeding during the first 4 months after delivery reduces the risk of
postpartum depression. However this is affected by other factors like preference, social

customs, etc....[%6]
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C. UNWANTED PREGNANCY:

Unwanted pregnancy has a very high impact on postpartum depression as it varies for
different women based on their environment. It does not conclude that the women
dislike their foetus directly but variable factors get involved along with causing

postpartum depression7],
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2. PSYCHOLOGICAL FACTORS

Previous history of depression and anxiety is among the factors that are
associated with a higher risk of postpartum depression In addition to past depression
history, other factors include negative attitude toward the recent pregnancy, dislike in
pregnancy, number of life events and a history of sexual abuse in their past life were as
predisposing risk factors of postpartum depression. Moreover the reluctance of the baby
gender and having low self-esteem with the impact on parenting are factors that trigger

in the development of postpartum depression. Other psychological factors are:-

A. NEUROTIC PERSONALITY:- Neurotic personality is associated with higher

chance of causing postpartum depression. [l

B. COGNITIVE ATTRIBUTIONAL STYLE:-Negative cognitive attributional style

has been a significant predictor of the development of postpartum depression. [

23



3. CLINICAL FACTORS

The postpartum depression causing clinical factors include family history of depression,

mood during pregnancy and past depressive incidences.

A. FAMILY HISTORY OF DEPRESSION:-
Establishing a family history of depression is uphill task as it has the taboo associated
with the disclosure of personal depression to the family members. This makes it a

difficult cause to be proved.]

B. MOOD DURING PREGNANCY :-
This is one of the most common and significant clinical factor as it involves the state of
mind of the mother carrying her foetus which can be influenced by several external and

internal factors. !

C. PAST DEPRESSIVE EPISODES:-
Past and history make a non-erasable impact which may be reason to trigger postpartum

depression.[*2
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4. SOCIAL FACTORS

There are few unique socio-cultural factors closely linked to postpartum
depression; main one being the strong preference for male infants in the society. There
Is a deeply rooted belief that boys will bring more income to the family and society, and

they will continue the family lineage.*]

Other life changing events like Death of a closely related one, divorce, breakup,
loss of a job and moving to a new town may all lead to stressful experiences and the

onset of depression even in perfectly normal individuals.

Pregnancy and child birth are alone stressful events but other multiple stress

causing factors add up to the trigger of postpartum depression

Other common factors are some like Conflicts that happen often and could, to a
certain extent, affect the social support provided in a mother’s household. New mothers
often have a different lifestyle and way of caring for their infant, leading to clashes with

the traditional expectations of their mothers or mothers-in-law.

One of the potential pitfalls in identifying stressful life events as the cause of
PPD is the characteristic of recalling events. People tend to recall stressful life events
with greater accuracy once the diagnosis is made. This problem is reduced in

prospective studies when the confounding factors are removed.
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5. SOCIAL SUPPORT
Protection and good support structure has a vital contribution in preventing
postpartum depression. Support can be from husband, family, friends or any known

person. The following are the types[*l of social support:-

A. Emotional support - love and care from close ones.
B. Information support — Tips, guidance and advice regarding pregnancy and childbirth
C. Perceived support — A belief that people around them will provide the necessary

support when needed.

D. Instrumental support — Material assistance
E. Received support — Support that is obtained

F. Voluntarily when asked.
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SOCIO ECONOMIC STATUS;

Low socioeconomic status was associated with increased depressive symptoms
in late pregnancy and postpartum period. women with four SES risk factors (low
monthly income ,less than a college education ,unmarried and unemployed ) were 11
times more likely than women with no SES factors to have clinically elevated
depression scores at 3 months post partum even after controlling for the level of pre

natal depressive symptom. 4]

CHILD FACTORS:
Impacts on the child:

Mothers with postpartum depression lacks the ability to provide proper care for
the baby™. The baby born to mothers with postpartum depression seems to come up
with poor social, emotional, neurophysiological and cognitive skills. The ability of the
infant to manage physiological stress, regulate their negative emotions and handle social
process, is dependent on the mother and depression when present in the mother causes

disruption of the cognitive, emotional and psychosocial growth of the infant.

Criteria for evaluation:[#!

1. Feeding skills of the mother

2. Harmony and attunement between mother and baby
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SUMMARIZING THE FACTORS ASSOCIATED WITH POSTPARTUM

DEPRESSION;

Marital status, parity, number of alive babies, unwanted pregnancy, delivery
complication ,mother preference for the infant gender, illness of the infants, previous
neonatal loss, previous history of depression, husband substance abuse, stressful recent

life events,high level of childcare stress, cognitive attribution.

DIAGNOSIS OF POSTPARTUM DEPRESSION;

Other than psychiatric cause ,Non psychiatric cause in the postpartum period is
the most common complication of childbirth affecting 10 to 15% of the women .the
main reason is underreporting of the disease burden both from the side of the patient
and under diagnosis because the healthcare person is not adequately sensitized to refer
the patients for the specialist consultation .because of the silent nature of the disease.
Postpartum depression is the most common medical complication of childbearing
.Universal screening increases the likelihood of prompt identification of PPD.
Obstetrician —gynaecologist routinely evaluate the postpartum women for a general
health examination and review of family planning options after six weeks of delivery,
therefore ,they are well positioned to identify PPD. The optimum timing for screening
and the acceptability of depression screening in the obstetrical settings. finally we
explore how to manage the patients who diagnosed as depression and the treatment

option for women with PPD.
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DSM — TR — IV*] criteria for the detection of Major depressive disorder.

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 symptom

is either (1) depressed mood or (2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to general medical condition,or

mood-incongruent delusion of hallucinations.

e Depressed mood most of the day,nearly everyday,as indicated by either
subjective report
(e.g feels sad or empty )or observation made by others ( appear tearful )

e Markedly diminished interest or pleasure in all , or almost all, activities most of
the day nearly every day ( as indicative either subjective account or observation
made by others)

¢ Significant weight loss when not dieting or weight gain (e.g a change of more
than 5 % of body weight in a month) ordecrease or increase in appetite nearly
every day.

e Insominia or hypersomnia nearly every day.

e Psychomotor agitation or retardation nearly everyday ( observable by others ,not
merely subjective feelings of restlessness or being slowed down)

o Fatigue or loss of energy nearly everyday.

e Feeling of worthlessness or excessive or inappropriate guilt ( which may be
delusional ) nearly every day ( not merely self reproach or guilt about being sick)

e Diminished ability to think or concentrate ,or indeciveness, nearly everyday
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(either by subjective account or as observed by others)

Recurrent thoughts of death ( not just fear of dying recurrent suicidal.

Ideation without a specific plan ,or a suicidal attempt or a specific plan for
committing suicide.

The symptom do not meet criteria for a mixed episode

The symptom cause clinically significant distress or impairment in social
,occupational ,or other important area of functioning

The symptom are not better accounted for by bereavement i.e after a loss of
loved one, the symptoms persists for longer then to months or characterized by
marked functional impairement morbid preoccupation with
worthlessness,suicidal ideation,psychotic symtoms or psychomotor retardation.

Postpartum onset specifier ; onset of episode within 4 weeks postpartum.
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TREATMENT

Treatment options available for post partum depression ;

Pharmacological interventions :

Tricyclic anti depressants :

1. Amitriptyline
2. Imipramine
3. Desipramine
4. Clomipramine
5. Doxepin

6. Nortryptyline
7. Trimipramine

8. Protriptyline

Selective serotonin reuptake inhibitors (SSRIS):
1. Citalopram
2. Paroxetine
3. Fluoxetine
4. Sertraline

5. Fluvoxamine
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Norepinephrine dopamine reuptake inhibitors (NDRIs):

1. Bupropion
2. Amineptine
3. Ethylphenidate

4. Dexmethyphenidate

Monoamine oxidase inhibitors (MAOISs):

1. Tranylcypomine
2. Terbutaline
3. Phenelzine

4. Moclobemide

Others:

1. Nefazodone
2. Amoxapine
3. Venlafaxine

4. Maprotiline
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Psychological intervention:

1. Guided self help
2. Interpersonal psychotherapy

3. Cognitive behavioural therapy

Psychosocial intervention:

1. Partner support
2. Peer support

3. Non direct counselling

Hormonal Therapy:

1. Estrogen therapy

2. Progesterone therapy

The NURSE approach:

1. Nourishment

2. Understanding

w

Rest and relaxation

o

. Spirituality

o

Exercise
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Other intervention:

1. Complementary treatments — exercise, yoga, massage, relaxation training,
meditation etc.,

2. Bright light therapy

3. Maternal and infant sleep deprivation

4. Relaxation massage therapy

5. Electro — convulsive therapy
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PREVENTION OF POST PARTUM DEPRESSION:
Interventions:

1. Primary intervention — reduces the incidence of disease
2. Secondary intervention — slows the progress of disease
3. Tertiary prevention — reduces the resultant disability due to the disease through

treatment(48!

Benefits of screening and prevention:
1. Reduces morbidity
2. Improves child health

3. Increased quality of life

Potential harms of screening:

=

False positive results
2. Adverse treatment effects

3. Cost of treatment

>

Incorrect diagnosis
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Modalities of prevention:

Psychological intervention:

1. Interpersonal psychotherapy
2. Psychological debriefing

3. Cognitive behavioural therapy

Psychosocial intervention:

1. Intra partum support
2. Antenatal and postnatal classes

3. Supportive interactions.

Quality improvement interventions:

|

. Continuity of care

N

Early postpartum follow up

w

Home follow up

B

Flexible postpartum care

Hormonal interventions:

1. Estrogen therapy
2. Progesterone therapy

3. Thyroxine replacement
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Other interventions:

1. Educational strategies

2. Relaxation with guided imagery

Child growth and development:

1. Physical development

2. Cognitive development

3. Emotion development

4. Social behaviour

5. Child behaviour

6. Sudden infant death syndrome
7. Sleep

8. Crying and motor functions
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POSTPARTUM ANXIETY

Condition which characterized by symptoms of intense anxiety or panic and may

involve many somatic symptom such;

Cardiac palpitation, tachycardia, tachypnea ,dyspnoea, hot or cold flashes, chest

pain, dizziness, tremor and feelings of doom and helplessness

Every new mother is little anxious. Motherhood opens a new chapter in life with
a new experience and role to do. Such situations commonly cause anxiousness. Few
mothers end up with having excessive worries and experience severe postpartum
anxiety. Important gonadal steroid levels have been reported showing as much as 100-
fold variation in serum estrogen levels and 1000-fold change in progesterone level
during pregnancy. These factors cause emotional difficulties to the mother,
psychological factors add up to this cause leading to the development of severe
postpartum anxiety. Often mothers have many concerns like the health of the child,
Change in lifestyle , finances , family support and more. There are also instances were

the pregnancy might not be wanted which causes more anxiety.
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PREDICTORS OF POSTPARTUM ANXIETY::

Postpartum anxiety is related to anxiety and some psychological
disorders which were present before pregnancy, during
pregnancy, anxiety during early postpartum period and maternity
blues. A study conducted by Farr et al discovered that higher
count of stressful life events during pregnancy was a major risk
factor causing postpartum anxiety. Though this study turned out
to be retrospective and stressful events during pregnancy were
assessed postpartum, so that cognitive bias due to the current
mental health difficulties are highlighted.[®!

Van Bussel et al presented that depressive copying style was an
important predictor of anxiety but as the real stress level was not
assessed, the role of both stress and copying styles of postpartum

anxiety weren’t evident. Low levels of perceived social support
tend to be related to postpartum anxiety levels, and poor
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relationship adjustment is an important predictor of higher
postpartum anxiety

Other significant predictors of postpartum anxiety include
artificial abortion and unwanted pregnancy. Mode of delivery
contributes to immediate anxiety after childbirth but not to
anxiety 6 weeks postpartum .pregnant women are concerned
about health and medical problem ,childbirth and health of the
baby, weight and body image emotion and relationship and socio
economical issues. These aspect to be assessed to grasp the full
range of anxiety.

PATHOPHYSIOLOGY OF ANXIETY :

The exact mechanism is not clearly known.Anxiety
symptoms and the resulting disorders are thought to be due to
disrupted mechanisms within the central nervous system. Physical
and emotional manifestations of this dysregulation are the result
of heightened sympathetic arousal of varying degrees (Kaplan and
Sadock, 1995). Several neurotransmitter systems have been
implicated to play a role in one or several of the modulatory
steps involved. The most commonly considered are the
serotonergic and noradrenergic neurotransmitter systems. It is
thought that an lesser activation of the serotonergic system
and an over activation of the noradrenergic system are
involved (Ressler and Nemeroff, 2000, Munir et al., 2019).
These systems are regulated by some other pathways and
neuronal circuits in other regions of the brain, resulting in
dysregulation of physiological arousal and the emotional
experience of this arousal (Ressler and Nemeroff, 2000).
Many believe that lesser level of serotonin system activity and
elevated level of noradrenergic system activity are responsible
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for its development. It is, therefore, selective serotonin
reuptake inhibitors (SSRI) and serotonin-norepinephrine
reuptake inhibitors (SNRI) that are the first-line agent for its
treatment (Munir et al., 2019). Disruption of the gamma-
aminobutyric acid (GABA) system has also been implicated
because of the response of many of the anxiety spectrum
disorders to treatment with benzodiazepines (Nutt, 2001). There
has been some interest in the role of corticosteroid regulation and
its relationship to symptoms of fear and anxiety.

Corticosteroids may increase or decrease the activity of
certain neural pathways, affecting not only behaviour under
stress, but also the brain's processing of fear-inducing stimuli
(Korte, 2001). Cholecystokinin has been viewed as a
neurotransmitter involved in regulatinkg the emotional states
(Korte, 2001). There is such careful orchestration between
these neurotransmitters that changes in one neurotransmitter
system invariably elicit changes in another, including
extensive feedback mechanisms. Serotonin and GABA are
inhibitory neurotransmitters that quieten the stress response
(Coplan and Lydiard, 1998; Rush et al., 1998). All of these
neurotransmitters have become important targets for therapeutic
agents. Many studies indicate that a genetic predisposition to
developing an anxiety disorder is likely. However,
environmental stressors clearly play a role, in varying degrees.
All of the disorders are affected in some way by external cause
and how they are processed and reacted to (Kaplan and Sadock,
1995).

Several studies have found elevated WBC count among
depressed and anxious individuals (Pitsavos et al., 2006;
Kobrosly and van Wijngaarden, 2010; Duivis et al., 2013; Aydin
et al., 2016; Shafiee et al., 2017). Shafiee et al., 2017 reported that
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the mean WBC count increased with increasing severity of
symptoms of depression and anxiety among men. Men (but not
women) with severe anxiety symptoms had significantly
higher values of RDW (p <0.001). Moreover, there was a
negative association between red blood cell (RBC) and mean
corpuscular hemoglobin (MCH) and symptoms of
depression/anxiety. Pitsavos et al. (2006) observed that anxiety
score is positively correlated with WBC count in women, but not
in men. Since WBC count is an independent predictor of
atherosclerosis and cardiovascular diseases (Loimaala et al.,
2006; Madjid et al., 2004, Shafiee etal., 2017). RDW is a
strong predictor of mortality and has association with a
variety of cardiovascular and thrombotic disorders (Montagnana
et al., 2012; Patel et al., 2009, Shafiee et al., 2017). Therefore,
higher levels of RDW among depressed and anxious individuals
may predict greater risk of developing cardiovascular diseases
in these patients (Shafiee et al., 2017). Shafiee etal., 2017
concluded that a positive association between depression/anxiety
symptoms and levels of hematological inflammatory markers
including WBC and RDW, which persisted despite adjustment by
potential confounders

PERIPHERAL MANIFESTATION OF ANXIETY::

e Diarrhoea
e Dizziness, light headedness

e Hyperhidrosis
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e Hyper reflexia

e Palpitation

e Pupillary mydriasis

o Restlessness

e Syncope

e Tachycardia

e Tingling in the extremites
e Tremors

e Urinary frequency, hesitancy, urgency.

RISK FACTOR FOR POSTPARTUM ANXIETY::
Risk factor for postpartum anxiety has been divided into four categories:

e Demographic factors,

e Child birth experiences

e Social support

e History of psychiatric and

psychological problems

DEMOGRAPHIC RISK FACTORS:

In a sample of 1659 women,13 % experienced postpartum anxiety of those

women ,young mothers and those with higher education were more anxious (35 % and
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68 % respectively ),and the post partum working women were more anxious ( 52 % ).
Housewives were depressed ( 52 %) .Mixed findings were reported for parity including
primiparity being a risk factor in one study paul et al®! and multiparity in another study

Dennis et al®. Those inconsistent data are difficult to interpret.>?]

CHILDBIRTH EXPERIENCES;

Postpartum anxiety including the type of delivery and the fears surrounding the
process of birth.IN One study, elevated state —trait anxiety score were associated
caesarean versus normal delivery ( 22 % and 15 %) and another study postpartum
anxiety ,depression and stress were associated with caesarean delivery!®3. the caesarean
delivery, as suggested by premature delivery being releated to postpartum anxiety in
still another sample. In a much a larger sample ( N =4657 ) ,the type of delivery was
not releated to anxiety ( but not with depression symptoms ) at an eight month follow
up assessment postpartum.The author concluded that improving a womans childbirth
experience may decrease the incidence of postpartum anxiety but not the postpartum
depression. some other factors were related to severe anxiety scores likes fear of birth ,
fear of death during delivery ( mother and baby ) and less self —confidence and less
confidence on the staff working in the medical field®*, In the study on Israeli women,of
those who developed postpartum anxiety, 75% were reported as feeling anger , fear
regarding emotional detachment during childbirth.However ,anxiety was directly not

releated to obstetric and delivery complication.

FAMILY SUPPORT:
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Releated to socio ecnomically underdeveloped countries have been reported
association between anxiety symptoms and lack of social support. Lack of social
support was related to postpartum anxiety at 6 weeks .In the sample of 1659 mothers
the depression anxiety stress scale were used Bener et al®®! .unplanned pregnancy were
undergone to postpartum depression ,lack of family support were undergone to
postpartum anxiety.In a systemic review of 35 studies on 10,880 postpartum women in
Africa,lack of family support were releated to postpartum anxiety,whereas association
between postpartum anxiety and obstetric variable were inconclusive ,Again
surprisingly ,obstetric complications were not directly releated to postpartum

anxiety.[°6l
DEVELOPMENTAL EFFECTS;

Many negative developmental effects have been noted to follow postpartum
anxiety. These include negative effects on breast feeding,on bonding ,on infant
temperament and sleep ,on mental development ,health and internalizing in infant
.These developmental effect studies were based on structured clinical interviews and

behaviour observation.

BREAST FEEDING:

In the systematic review, 33 studies on postpartum anxiety and breast feeding
met selection criterial®®, in several studies women those associated postpartum anxiety
were less likely to give breast feeding and more likely used formula feeding during the

period of hospitalization. Postpartum anxiety mother who breast fed their babies felt
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greater difficulties. They were more likely to stop breast feedings earlier. As in
systematic review and meta-analyses, the authors experienced methodological

difficulties due to lack of comparability of method and findings across the studies.

TREATMENTIS2;

The treatment for postpartum anxiety are usually same like that other types of

anxiety disorder .

COGNITIVE BEHAVIORAL THERAPY:

Short term talking therapy along with a mental health professional to learn ways

to change anxiety producing thought.

AROMATHERAPY:

Deep breathing in calm environmemt and soothing essential oils may help to
reduce anxiety.mother who are breastfeeding should not use essentional oil to there

skin because it penetrate thorough porous enter into the bloodstream and breastmilk.

ANTIDEPRESSANT MEDICATIONS:

Medications such as selective serotonin reuptake inhibitors and Nor adrenaline
reuptake inhibitors (SSRI AND SNRIS) which increase the levels of mood stabilising

brain chemicals.
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ANTIANXIETY MEDICATIONS:

Such as Benzodiazepines reduce anxiety.

MATERIALS AND METHODS:

In this study, | used to identify and analyse the socio-demographic factors
affecting anxiety and depression in the post-partum period. The study was conducted
from January 2021 to January 2022. The study was conducted on the 137 patients
presented to the Department of Obstetrics and Gynaecology, Chengalpattu medical

college.

INCLUSION CRITERIA:

e >18 Years To <35 Years
e Mothers delivered by Labour natural and Caeserian section.
e Mothers delivered at Chengalpattu medical college and hospital and referred from

primary and secondary health care centre.

EXCLUSION CRITERIA:

o <18yrs
e Those mothers who are not willing for concern.

e Mothers who are seriously ill.

PATIENT ANALYSIS:
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A detailed study was done regarding various socio- demographic factors, history
regarding their personal life, present obstetric history, previous obstetric history, past

medical history and family history.
Hamilton depression rating scale and Hamilton anxiety rating scale.
The data obtained from the above questionnaries.

RESULTS
AGE:

Age of the subjects participating in this study were analysed. The minimum age was 18
years and the maximum age was 35 years. Based on the below study the age has no

significant impact on the postpartum depression and anxiety.

DIAGNOSIS
NORMAL DISORDER .
Chi-square

n n % n n % Value p Value
18 to 24 50(46.70% 11 36.70%
2510 29 42(39.30% 11 36.70%
30to 34 15|14.00% 7 23.30%

AGE |35 to 40 0| 0.00% 1 3.30% 5.404 0.144
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RESIDENCE:

When place of residence i.e. rural semi urban and urban were compared to the
development of post-partum depression and anxiety, the following table was obtained

it shows the place of residence has no association with the development of disorder.

Diagnosis
Chi-
NORMAL (n) | n% | DISORDER (n)| n% | square | p Value
Value
L(BJ Rural 36 33.60% 5 16.70%
4
"5 Semi Urban 24 22.40% 9 30.00% | 3.265 | 0.195
n
w
@ Urban 47 43.90% 16 53.30%

NORMAL and DISORDER

@ NORMAL [l DISORDER
50

40

30

20

10

RURAL SEMI URBAN URBAN
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BMI:

The development of PPD and Anxiety were compared against the BMI of the subjects
and the following results obtained .based on the following report BMI does not

significantly influence the disorder.

Diagnosis
" p
NORMA n% DISORDE % o valu
L(n) R (n) Value e
UNDERWEIGHT 12 11.20 4 13.30
[<18.50] % %
NORMAL [18.50 - 64 59.80 10 33.30
- 24.99] % % 92
g 3 | 0:026
PRE OBESE [25 - 93 21.50 9 30.00
29.99] % %
7.50 23.30
OBESE [>30] 8 % 7 %
NORMAL and DISORDER
B NORMAL [l DISORDER
80
60
40
20
0 UNDERWEIGHT NORMAL PRE OBESE OBESE
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EDUCATION QUALIFICATION:

The development of PPD was compared with the education level of the subjects and

the following results obtained. The below results shows development of postpartum

depression and Anxiety not significantly affected by education level.

Diagnosis
NORMAL( n% DISORDER n% S(i':;e p
n) (n) valee | Value
16.80 10.00
ILLITERATE 18 % 3 %
z 12.10 30.00
® PRIMARY SCHOOLING 13 % 9 %
|_
<
) 12.10
m MIDDLE SCHOOL 13 % 2 6.70%
2
< 7.6-
8, HIGH SCHOOL 16 15.00 6 20.00 64 0.269
> CERTIFICATE % %
o
= 29.90 23.30
6 DIPLOMA 32 % 7 %
-
a 11.20 10.00
GRADUATE 12 % 3 %
POSTGRADUATE 3 2.80% 0 0.00%

NORMAL and DISORDER

@ NORMAL [l DISORDER

40

30

20

10
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OCCUPATION:

The development of PPD was compared with the nature of employment and the

following results obtained

Development of postpartum depression and Anxiety not significantly releated to the

occupation.
Diagnosis
NORMAL( | DISORDER o p
n) n% n) % | Value
40.20 36.70
HOME MAKER 43 % 11 %
UNSKILLED / DAILY 1 10.30 ; 23.30
g LABOURER % %
E 20.60 20.00
a | SEMISKILLED WORKER 22 o 6 o 0.4
) Yo Yo
@)
8 15.90 13.30
O SKILLED WORKER 17 ' 4 '
% %
PROFESSIONAL 14 13;)010 2 6.70%

NORMAL and DISORDER

@ NORMAL [ DISORDER
50

40

30

20

10

HOME MAKER ~ UNSKILLED/  SEMI SKILLED SKILLED PROFESSIONAL
DAILY WORKER WORKER
LABOURER
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MONTHLY FAMILY INCOME:

The development of Post partum depression and Anxiety was compared against

monthly income and the following results obtained.
Income is significantly related to the development of this disorder.

Diagnosis
NORMAL(n) n% DISORDER (n) n% Chi- p
square | Value
Value
Income <2000 15 14..02% 18 60.00%
2000 — 3999 31 28.87% 10 33.34%
4000 — 6999 22 20.56% 1 3.33% 33.657 | <0.001
7000 — 13000 39 36.55% 1 3.33%

NORMAL and DISORDER
B NORMAL [ DISORDER
40

30

20

10

<2000 2000 - 3999 4000 - 6999 7000 - 13000

INCOME

MARITAL STATUS:

The development of PPD was compared against the marital status and the following

results obtained

Postpartum depression and Anxiety is significantly affected by the marital status.
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Diagnosis

NORMAL(n) n% DISORDER (n) n% p Value
MARRIED 98 91.60% 23 76.70%

-
<5 UNMARRIED 0 0.00% 0 0.00%
=B 0.03
x < :
<! DIVORCED 9 8.40% 6 20.00%

SPOUSE DEAD 0 0.00% 1 3.30%

NORMAL and DISORDER

@ NORMAL [l DISORDER
100

75

50

25

MARRIED UNMARRIED DIVORCED SPOUSE DEAD
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NATURE OF MARRIAGE:

Nature of marriage did not significantly affect the development of PPD AND
ANXIETY.

Diagnosis
Chi-
squa p
N?_I?n'\)/lA n% DI%()(E)DE n% re Valu
Valu e
e
NON CONSANGUINOUS 69 64.50 17 56.70
* MARRIAGE % %
]
> 1 ST DEGREE . 0.00 . 0.00
iy CONSANGUINITY % %
1.17
2 2" | 0.585
= 2 ND DEGREE 30 28.00 9 30.00
g CONSANGUINITY % %
= 3 RD DEGREE o 7.50 A 13.30
CONSANGUINITY % %
NORMAL and DISORDER
@ NORMAL [ DISORDER
80
60
40
20
0
NON 1 ST DEGREE 2ND DEGREE 3RD DEGREE
CONSANGUINOUS CONSANGUINITY CONSANGUINITY CONSANGUINITY
MARRIAGE
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TYPE OF MARRIAGE:

Type of marriage did not Significantly affect the development of PPD AND
ANXIETY.

Diagnosis
Chi-
squa| p
N?_'?n'\)"A n% D'EO(E)DE n% | re | Valu
Val e
ue
ARRANGED o5 60.7 " 53.3
0, 0,
YPE OF MARRIAGE 0% 0% | 053 e
MARRIAGE LOVE 4o 39.3 y 267 | 3
MARRIAGE 0% 0%

NORMAL and DISORDER
B NORMAL [ DISORDER

80

60

40

20

ARRANGED MARRIAGE LOVE MARRIAGE
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GPLA:

The development of PPD was compared against GPLA.
The outcome of postpartum depression and anxiety was significantly affected by

gravity, para , livebirth and abortion.

Diagnosis

NORMAL(n) | n% DISORDER (n) | n% p Value
G2A1 13 12.10% 4 13.30%
G2P1L0 0 0.00% 3 10.00%
G2P1L1 23 21.50% 6 20.00%
G3A2 0 0.00% 1 3.30%

GPLA G3P2L2 9 8.40% 2 6.70% 0.002

G4A3 0 0.00% 1 3.30%
G5A4 7 6.50% 0 0.00%
G6A5 0 0.00% 1 3.30%
PRIMI 55 51.40% 12 40.00%

NORMAL and DISORDER

@ NORMAL [ DISORDER
60

40

20

G2A1 G2P1LO0 G2P1L1  G3A2 G3P2L2 G4A3 G5A4 GBAS PRIMI
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SPACING OF PREGNANCY:

The development of PPD and Anxiety was compared against the spacing of pregnancy

and the following results obtained.

Spacing of the pregnancy significantly affect this disorder

Diagnosis
Chi-
NORMAL( n% DISORDER noe | Sauar p
n) (n) e Value
Value
NOT APPLICABLE 55 510'40 12 4?,'00
> Yo %
=
< LESS THAN A 39 36.40 6 20.00
5 YEAR % %
LLl
'
o 1TO 2 YEARS 13 12.10 9 30.00 | 17.90 | 4 001
m % % 2
o)
9 10.00
= 2 TO5 YEARS 0 0.00% 3 .
O %
X
7z MORE THAN 5 .
VEARS 0 0.00% 0 0.00%
NORMAL and DISORDER
B NORMAL [ DISORDER
60
40
20
0 [ ]
NOT LESS THAN A 1TO 2 YEARS 2TO 5 YEARS MORE THAN 5
APPLICABLE YEAR YEARS
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CONTRACEPTIVE USE:

Pregnancy as a result of contraceptive failure was associated with higher rates of post-

partum depression and Anxiety.

Diagnosis
Chi-
NORMAL o DISORDER o squar p
(n) n% (n) n% e Value
Value

g YES 91 85.00 21 70.00
= % %
|_
fj
oW YES, 15.00 10.00
é f EAILED 16 % 3 % 22.463 | <0.001
=

20.00
O
o NO 0 0.00% 6 %
NORMAL and DISORDER

B NORMAL [ DISORDER
100
75
50
25
0 | I
YES YES, FAILED NO
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NATURE OF CONCEPTION:

The development of PPD was compared against the nature of conception and the

following results obtained

Nature of conception did not significantly affect the postpartum depression and

Anxiety.
Diagnosis
Chi
squ | P
NORM o DISORD or | SQU
AL(n) n% ER (n) n% are Valu
e
Val
ue
SPONTANEOUS, 57.0 50.0
PLANNED o 0% | 0%
NATURE OF SPONTANEOUS, 20 28.0 8 26.7 | 1.20 | 0.54
CONCEPTION UNPLANNED 0% 0% |3 8
ASSISTED 16 15.0 7 23.3
REPRODUCTION 0% 0%
SPONTANEOUS,
PLANNED, SPONTANEOUS,
B SPONTANEOUS, B SPONTANEOUS,

ASSISTED REPRODUCTION
80

60

40

20

NORMAL DISORDER
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BOOKING:

Booking of pregnancy not significantly affected the development of post-partum

depression and Anxiety.

Diagnosis
Chi-
NORMAL(N) | n% DISORDER (n) | n% square | p Value
Value
YES | 95 88.80% | 26 86.70%
BOOKED 0.102 | 0.75
NO |12 11.20% | 4 13.30%

YES and NO
B YES B NO

100

75

50

25

NORMAL DISORDER

62




HEALTH CARE VISIT:

Healthcare visit did not significantly affect the development of the disorder

Diagnosis
Chi-
squa p
N?_?nh;lA n%o DISRO(E)DE n%o re Valu
Valu e
e
215 16.7
NO VISIT 23 0% 5 0%
LESS THAN 4 37 34.6 12 40.0
VISIT 0% 0%
HEALTH CARE 374 30.0 | 4.76
VISIT 4 TOG6 VISITS 40 0% 9 0% 7 0.312
6.50 10.0
6 TO 8 VISITS 7 % 3 0%
MORE THAN 8 0 0.00 1 3.30
VISITS % %
NORMAL and DISORDER
B NORMAL [l DISORDER
40
30
20
10
0 ]
NO VISIT LESSTHAN4 4TOG6VISITS 6TO8VISITS MORE THAN 8
VISIT VISITS
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IFA SUPPLEMENTATION:

IFA _supplement did not significantly alter the development of postpartum depression
and Anxiety.

Diagnosis
NOR chi-
squa| p
MAL | nos [PISORDE! o 17 v | valu
R (n)
() Valu| e
e
57.9 56.70
COMPLETED 62 0% 17 %
SUPPLI'EFMAENTAT INCOMPLETE o |374] 4 |3if00]330| .
ION SUPPLEMENTATION 0% 0% 9 )
NO 5 470 4 13.30
SUPPLEMENTATION % %

COMPLETED, INCOMPLETE SUPPLEMENTATION and NO
SUPPLEMENTATION

[ COMPLETED [ INCOMPLETE SUPPLEMENTATION NO SUPPLEMENTATION
80

60
40

20

NORMAL DISORDER
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ANC:

The pregnancy associated with antenatal complication significantly increased the

development of postpartum depression and anxiety.

Diagnosis
NORMA | . | DISORDE | p
Ly | " Rm | ™ | vale
13.10 36.70
ANEMIA 14 ” 11 "
PREGNANCY RELATED ; 6.50 . 16.70
COMPLICATIONS % %
SYSTEMIC DISEASES 0 0.00 1 3.30
% %
% <0.00
< | SEXUALLY TRANSMITTED 0 0.00 . 330 | 1!
DISEASES % %
OTHER INFECTIONS 15 14.00 4 1350
% %
NO COMPLICATIONS 71 66.40 8 26.70
% %
NORMAL and DISORDER
B NORVAL [ DISORDER
80
60
40
20
IR m-
W L N A- & o
& W o S & &
v ¥ N & ®
& & qf) & &
& 2 3 o L
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MODE OF DELIVERY:

Mode of delivery did not significantly alter the development of this disorder.

Diagnosis
Chi-
squ p
NORM DISORD
n% n% | are | Valu
AL(n) ER (n) Val o
ue
NORMAL VAGINAL 48 449 10 33.3
DELIVERY 0% 0%
ASSISTED VAGINAL 31 29.0 5 16.7
0, 0,
MODE OF DELVERY 0% 0% | 661 | 0.08
DELIVERY 6 5
10.3 23.3
ELECTIVE LSCS 11 0% 7 0%
15.9 26.7
EMERGENCY LSCS 17 0% 8 0%

NORMAL and DISORDER

@ NORMAL [l DISORDER

50

40

30

20

10

NORMAL VAGINAL ASSISTED VAGINAL
DELIVERY DELVERY
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PREGNANCY OUTCOME:

The pregnancy outcome like still born ,intrauterine fetal death more significantly affect

the post partum depression and anxiety.

Diagnosis
Chi-
squa
NORMAL DISORDER
(n) n% (n) n% re VaF:ue
Valu
e
SINGLE LIVE 100.00 80.00
BIRTH 107 % 24 %
w BOTH TWIN ALIVE 0 0.00% 0 0.00%
>
®) ONE TWIN DEAD 0 0.00% 2 6.70% <0.00
B 22.38 1
-
O | STILLBIRTH 0 0.00% 3 1000
INTRAUTERINE
DEATH 0 0.00% 1 3.30%
NORMAL and DISORDER
B NORMAL [l DISORDER
125
100
75
50
25
0 SN
SINGLE LIVE BOTH TWIN ONE TWIN STILLBIRTH  INTRAUTERINE
BIRTH ALIVE DEAD DEATH
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DURATION OF PREGNANCY:
Duration of pregnancy did not significantly associated with the development of post-

partum depression and Anxiety.

Diagnosis
Chi-
squa p
N?_'?n'\)/IA n% DISRO(E)DE n% re Valu
Valu e
e
PRE 41.10 36.70
TERM 44 % 11 %
DURATION OF 43.00 50.00 | 0.47
PREGNANCY TERM 46 % 15 % 4 0.789
POST 17 15.90 4 13.30
TERM % %

PRE TERM, TERM and POST TERM
B PRETERM [ TERM [ POST TERM

50
40
30
20

10

NORMAL DISORDER
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INTRAPARTUM COMPLICATION:

Development of intra-partum complications did not significantly alter the development

of post-partum depression

Diagnosis
Chi
NORM | [ DISORD | . |squ |,
AL(n) n% ER (n) n% are Vglu
Val
ue
PROLONGED o7 25.2 o 30.0
INTRAPARTUM LABOUR 0% 0% | 97 06
COMPLICATION 5 :
NIL o | 748 21 70.0
0% 0%

PROLONGED LABOUR and NIL

[ PROLONGED LABOUR [l NIL
80

60

40

20

NORMAL DISORDER
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SEX OF THE CHILD

The sex of the child significantly affect the development of this disorder.

Diagnosis
Chi-
NORMAL (n) | n% | DISORDER (n) | n% | square | p Value
Value
< MALE 78 72.89% 8 26.66%
L 21.429 | <0.001
FEMALE 29 27.11% 22 73.34%

NORMAL and DISORDER

80

60

40

20

@ NORMAL [ DISORDER

MALE

BABY SEX
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FEMALE




POST PARTUM COMPLICATIONS:

The development of post-partum complications significantly alter the development of

post-partum depression

Diagnosis
Chi
NORM | | DISORD | . |squ| P
AL() | " | ErR(n) | "% | are \62'
Val
ue
WOUND 5 | 280 A 13.3
INFECTION % 0%
RETAINED g | 750 . 10.0
PLACENTA % 0%
POST PARTUM POST PARTUM g | 750 5 16.7 | 9.9 | 0.04
COMPLICATIONS | HEMORRHAGE % 0% | 02 | 2
34.6 16.7
ICU ADMISSION S 5 0%
47.7 43.3
NIL 51 | oo 13 0
NORMAL and DISORDER
@ NORMAL [ DISORDER
60
40
20
0
WOUND RETAINED POST PARTUM ICU ADMISSION NIL

DEHISCENCE PLACENTA HEMORRHAGE
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HOSPITAL STAY:
Hospital stay of more than 7 days was associated with a higher incidence of post-partum

depression and anxiety.

Diagnosis
Chi-
squa
NCI)_I(?nI\)/IA n% Dlsczrll?)DER % re VaF:ue
Valu
e
LESS THAN 3 62 57.90 1 3.40
DAYS % %
3TO 7DAYS 21 19.60 6 20.70
% %
HOSPITAL 63.30 | <0.00
STAY 2 1
22.40 31.00
8 TO 12 DAYS 24 % 9 %
0.00 44.80
>12 DAYS 0 % 13 %

NORMAL and DISORDER

B NORMAL [ DISORDER
80

60
40

20

0 .

LESS THAN 3 DAYS 3 TO 7 DAYS 8 TO 12 DAYS >12 DAYS
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DEPRESSIVE SYMPTOMS:

Depressive symptoms in current pregnancy is associated with a higher incidence of

post-partum depression

Diagnosis
Chi-
squa
NOI?nI\)/IAL % DISO(rF]\’)DER % o v:flue
Valu
e
YSE 0 0.00% 11 3?))70
DEPRESSIVE ° | 42.65 | <0.00
SYMPTOMS 8 1
NO 107 100.00 19 63.30
% %

YES and NO
B YES B NO
125

100

75

50

25

NORMAL DISORDER
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BREAST FEEDING:
The mother who had breast fed their child were at a lower risk of developing post-

partum depression and anxiety than women not breast feeding their child

Diagnosis
Chi-
squa
NORMA DISORDE
c|)_(n) n% SRo(n) n% | re |0
Valu
e
100.00 46.70
YES 107 " 14 ”
Pﬁ'E-'égsN 0 0.00% 4 1550
BREAST 64.6 | <0.00
FEEDING 13 | 1
NO 0 | 0.00% 11 36.70
%
NOT ) 3.30
APPLICABLE 0 0.00% ! %
NORMAL and DISORDER
B NORMAL [ DISORDER
125
100
75
50
25
0 [
YES PALADAI FEEDS NO NOT APPLICABLE
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FAMILY SUPPORT:

The Women who had a lack of support structure are at a higher risk of developing post-

partum depression and anxiety.

Diagnosis
Chi-
NORMAL( n% DISORDER noe | Sauar p
n) (n) e Value
Value
YSE 107 108.00 15 5(()))00
FAMILY ° ° | 60.07 <0.001
SUPPORT 50.00 8 '
NO 0 0.00% 15 %

YES and NO

B YES @ NO
125

100

75

50

25

|

NORMAL DISORDER
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CURRENT CHILD:

The outcome of present child like ,congenital disease ,dead borne ,abortion

significantly affect the development of this disorder.

Diagnosis
NORMAL(| .. | DISORDER | . | o | p
n) (n) value | Value
ALIVE & HEALTHY 107 100.00 20 6070
Y% %
TWINS 0 0.00% 1 3.30%
9
= | BIRTHASPHYXIA 0 0.00% 3 1000
®
E | CONGENITALL . 0.00% . 10.00 38547 <0i00
W DISEASE ' %
5
O | DEAD/STILL BIRTH 0 0.00% 3 1000
ABORTIONS 0 0.00% 0 0.00%
NOT APPLICABLE 0 0.00% 0 0.00%
NORMAL and DISORDER
@ NORMAL [ DISORDER
125
100
75
50
25
0 —— s —
ool \‘\% v v \ ‘\% ol
%\gx N ?gs» \;@? \o}‘\’ Q,_\\O Q\>C)
& &L & Y o N
S & ol % v A
R 9 J Q ®
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NEONATE ADMITTED IN NICU:

develop this disorder.

If the neonate admitted in NICU , those mother are significantly prone to

Diagnosis
Chi-
NORMAL(n) n% DISORDER (n) n% | square b
Value
Value
Neonate Yes 3 02.81% 15 50.00%
Admitted in 45,732 | <0.001
NICU No 104 97.19% 15 50.00%

NORMAL and DISORDER

@ NORMAL [ DISORDER

125

100

75

50

25

CHRONIC ILLNESS:

YES

BABY ADMITTED IN NICU

Past history of chronic disease is associated with a significant increase in the incidence

of post-partum depression and anxiety.




Diagnosis
Chi-
squa
R | | DISOROE | | 8,
Valu
e
85.00 36.70
NONE 01 " 11 "
NONE COMMUNICABLE 0 0.00 . 23.30
A DISEASE % %
L
- 8.40 3.30
- HEART DISEASE 9 o 1 o
S 53.89 | <0.00
Q 2 1
= 6.50 23.30
g | THYROID DISORDER 7 " 7 ”"
T
® AUTOIMMUNE 0 0.00 3 10.00
DISORDER % %
CHRONIC INFECTIONS 0 000 1 330
NORMAL and DISORDER
@ NORMAL [ DISORDER
100
75
50
25
0 m B EREN —
& . :
> .
© N ® > &
o‘& '3 & & &
D % RS = RS

PSYCHIATRIC ILLNESS:

Women who had associated with psychiatric illness strongly associated with increased

rate of postpartum depression and anxiety.
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Diagnosis
NORMA DISORDER Chi
L o o i-square p
n% (n) n% Value Value
(n)
100.00 86.70
NONE 107 % 26 %
()]
i
z DEPRESSION 0 0.00% 1 3.30%
-
O ANXIETY 0 0.00% 0 0.00%
T 14.696 0.002
E BIPOLAR
< 0, 0,
< DISORDER 0 0.00% 2 6.70%
O
§ SCHIZOPHRENIA 0 0.00% 1 3.30%
OTHERS 0 0.00% 0 0.00%
NORMAL and DISORDER
B NORMAL [l DISORDER
125
100
75
50
25
0
& = A - - S
S O A =3 & X3
L =) N > & &
& > Ny Q e
Yo A ¥ O
Q () Y
& Q R
) (OO

79




SUICIDAL IDEATION:

Past history of suicidal ideation is associated with a significant increase in the incidence

of post-partum depression and anxiety.

Diagnosis

NORMAL(n) n% DISORDER (n) n% Chi-square Value | p Value

YES 0 0.00% 3 10.00%

10.94 0.002
NO 107 100.00% 27 90.00%

SUICIDAL
IDEATION

YES and NO

B YES B NO
125

100

75

50

25

NORMAL DISORDER
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PARENTS:
The loss of one or both parents were associated with a significant increase in the

incidence of post-partum depression and anxiety.

Diagnosis
Chi-
NORMAL(n n% DISORDER n% squar p
) (n) e Value
Value
88.80 60.00
BOTH ALIVE 95 % 18 %
wn
E ONE ALIVE 12 11%20 9 3?,)20 18.44
& .
g:: 8 <0.001
& EITHER o .
DEBILITATED 0 0.00% 1 3.30%
BOTH DEAD 0 0.00% 2 6.70%
NORMAL and DISORDER
M NORMAL | DISORDER
100
75
50
25
0 AN
BOTH ALIVE ONE ALIVE EITHER DEBILITATED BOTH DEAD
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PSYCHIATRIC ILLNESS IN FAMILY:
The family history of psychiatric illness also significantly related to the development

of post-partum depression and anxiety.

Diagnosis
Chi-
squa
NOI?nI\)/IAL n% DISO(rF]\’)DER n% re Va[?ue
Valu
e
e 0 0.00% 3 1000
PSYCHIATRIC ILLNESS IN
10.94 | 0.001
FAMILY 100.00 90.00
NO 107 % 27 %
YES and NO
B YES B NO
125
100
75
50
25
0

NORMAL DISORDER
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HDRS SEVERITY:

In our study as per Hamilton depressive rating scale 19 women out of 137 had
significantly affected by postpartum depressive disorder.

Diagnosis
Chi-
NORMAL( n% DISORDER n% squar p
n) (n) e Value
Value
MILD 0 0.00% 10 3350
0
MODEERAT 0 0.00% 5 1%)070
HDRS 78.67 <0.001
SEVERITY 13.30 8 '
SEVERE 0 0.00% 4 0/
0
100.00 36.70
NO 107 % 11 %
NORMAL and DISORDER
@ NORMAL [ DISORDER
125
100
75
50
25
0 I
MILD MODERATE NO SEVERE
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HARS SEVERITY:

In our study as per Hamilton anxiety rating scale 11 women out of 137 had significantly
affected by postpartum anxiety.

Diagnosis
Chi-
NORMAL( n% DISORDER n% squar p
n) (n) e Value
Value
MILD 0 0.00% 8 2%'70
%
MODERA 0 o
HARS T 0 0.00% 1 3.30% 49 65 0001
SEVERITY 8 '
SEVERE 0 0.00% 2 6.70%
100.00 63.30
NO 107 % 19 %
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NORMAL and DISORDER

@ NORMAL [ DISORDER

125

100

75

50

25

o 1N —

MILD MODERATE NO SEVERE
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DISCUSSION

This study has been conducted among postpartum female aged 18 to 35 years, with
the benefits of investigating this age group using a standardized questionnaire.

The mean age of women included in this study 25. 5 with a range of 18 to 35 years.
In this study age variance did not significantly affect the development of postpartum
depression and anxiety. Chengalpattu medical college is a referral hospital which
receives patients from the surrounding rural areas. There is no significant difference
in number of cases from rural, semi-urban and urban areas.

BMl, literacy level, and occupation does not significantly influence the disorder.
Lower income & lower socio economical people are more prone for post partum
disorder. They couldn’t fulfil all their needs in their low income.

Unmarried, divorced and widow women are more often the victims of postpartum
depression and anxiety compared to married women. Degree of consanguinity and
type of the marriage do not significantly affect this disorder.

In our study 49 % women were primigravida . Those who had many abortions and
multigravida with no previous live children had a very strong predisposition to the
development of postpartum depression and anxiety.

More spacing between pregnancy increased incidence of this disorder.

Pregnancy as a result of contraceptive failure were associated with higher rate of
postpartum depression and anxiety. It reflect that our health care system should
monitor those women using contraception whether they are regularly and properly

using or not.
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Nature of the conception and booking also did not significantly affect this disorder.
The number of health care visit during pregnancy and utilising iron and folic acid
also decreased the incidence.

The pregnancy associated antenatal complication like anemia, heart disease,
hypertensive disorder, other infection, sexually transmitted disease etc increased the
occurrence of this disorder. This indicate that we need to provide a prophylactic
measure to prevent postpartum depression and anxiety in women with significant
ante natal problems.

Mode of deliveries whether normal vaginal ,assisted vaginal ,elective Iscs, and
emergency Iscs did not significantly affect the incidence of this disorder if their
baby was alive healthy .

But other pregnancy complications like stillborn ,intrauterine death were more
significantly causes of these postpartum depression and anxiety.

In our health system 85 % of women did not develop any intra partum complication.
It reflect our tamilnadu health care system effectively give better health care service.
The development of postpartum complications like postpartum haemorrhage,
wound infection, and mother admitted in ICU were more significantly affected by
this disorder.

So we have to advise the mother to consume nutritionly rich diet and proper
cleanliness and avoid unnecessary visitors during in the period of the hospital
admission time These measures will decrease the postpartum complications,
Hospital stay for more than 7 days has significantly caused higher incidence of

postpartum depression and anxiety.
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Depressive symptoms and suicidal thoughts during pregnancy were associated with
significantly increased psychiatric morbidity.

Mother those who are breast feeding were protective to the development of
postpartum depression and anxiety.

The reason could be the bonding of the mother and child during feeding and the
feeling of satisfaction upon breast feeding the child.

In our study the women who lacked family support structure were at a higher risk
of developing postpartum depression and anxiety.

The outcome of current children like Birth asphyxia ,congenital disease and dead
born significantly increased postpartum depression and anxiety.

Higher rate of development of postpartum depression and anxiety in women who
gave birth to female baby. There is a prevalent opinion in the society that male
children are better than female children because of decreased expenditure and more
income and the notion that male children take care of the parents during old age .this
has also reflected in the higher rates of development of postpartum disorder in
women who gave birth to female baby.

If the baby admitted in NICU due to birth asphyxia, hypoxic ischemic
encephalopathy, Respiratory distress syndrome those mother are naturally prone for
psychiatric disorder.

Women who were associated with psychiatric illness had increased rate of
postpartum depression and anxiety.

Since HDRS ,HARS scale were screening tools we have used in this study to

analyse the postpartum depression and anxiety .women who scored more value were
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diagnosed to have postpartum depression and anxiety . They were referred to the
department of psychiatrics or call over given to psychiatric department for more tests

and better and proper mode of treatment.
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CONCLUSION:

People in our country are still considering that visiting a Psychiatrist and having
a Psychiatric illness as a taboo. This also relates with the very little content about Post
partum Depression and Anxiety in the Indian Books. In Postpartum Disorder, the Baby
Is affected more as the mother suffers from depression and Anxiety This indicates the
significance to take the necessary action as a Healthcare provider towards Post Partum

Disorder.

The initial steps which needs to be done is to identify the mothers who are at risk
of developing depression and Anxiety to provide appropriate treatment. This is achieved
only by a team of specialists which include an Obstetrician, Clinical Psychologists,

Pediatric Psychiatrist and the paramedical workers.

This can be done if the Health care providers first increase their knowledge about
the disease and the various problems which the mother, the baby and the family

members had to face.

The society should be educated about the manifestations of Postpartum blues,
Postpartum Depression and Anxiety, Post Partum psychosis and the need to contact a

health care provider when the symptoms occur.

The pharmacokinetics and dynamics of the Antidepressants and Antianxiety and
their interaction in breastfeeding the baby are to be considered as the Breast milk is

important in the Growth and development of the Baby.
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CLINICAL QUESTIONARIES

NAME
AGE/SEX
ADDRESS
IP No

PRESENTING COMPLAINTS

PAST HISTORY
Comorbidities

Previous surgeries

Similar episodes in the past

Previous baby with NICU admission

PERSONAL HISTORY
H/o mood swings

H/o anxiety disorders

FAMILY HISTORY

H/o similar illness in the family members

EXAMINATION
Blood pressure
Pulse rate

Respiratory rate
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Conscious
Orientation to time, place and person

Pallor/cyanosis/icterus/pedal edema/ clubbing/generalised lymphadenopathy

CARDIOVASCULAR SYSTEM
RESPIRATORY SYSTEM
ABDOMEN

CENTRAL NERVOUS SYSTEM

INVESTIGATION
CBC

LFT

RFT
S.ELECTROLYTES
S.URIC ACID

URINE SPOT PCR
PERIPHERAL SMEAR

URINE ROUTINE — SUGAR

ALBUMIN
USG OBSTETRICS
ANTENATAL COMPLICATIONS
e Anemia Yes/No
e Antepartum haemorrhage Yes/No
e Cervical incompetence Yes/No
e Cephalo Pelvic disproportion Yes/No
e Eclampsia Yes/No
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Teenage pregnancy

Elderly Primi

Gestational Diabetes Mellitus
Heart disease

Hyperemesis

Long term infertility

Rh Incompatibility

Pregnancy induced Hypertension
Oligohydramnios

Polyhydramnios

INTRAPARTUM COMPLICATIONS

Prolonged labour

PREGNANCY OUTCOME

Labour Natural
Vaccum
Forceps

LSCS
Stillborn

IUD

POSTNATAL COMPLICATIONS

Big baby
Respiratory Distress Syndrome

Birth Asphyxia

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No

Yes/No

Yes/No
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BABY DETAILS

Alive/Dead

Preterm:

Term:

Sex:

Birth weight

APGAR

NICU Observation:  Yes/No

NICU Admission: Yes/No

POSTPARTUM COMPLICATIONS
e Post partum haemorrhage
e Retained Placenta
e Fever

¢ Wound Infection

DURATION OF HOSPITAL STAY

e <10 Days

e >10 Days
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A

PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED INTERVIEW
Instructions; for each itemn select the one “cue” which best characterizes the patient. Be sure to record the answers in the appropriate spaces
(positions 0 through 4).

DEPRESSED MOOD (sadness, hopedess, hefpless, worthless)
| Absent.

These fesling states indicated only on questioning,
These feeling states spontaneously reported verbally.
Communicates feeling states non-verbally, i.0. through
fachl expression, posture, voice and tendency to waep.
Patient reports virnally only these feeling states in
his/hor spontanecus vorbal and non-verbal
communication.

0
|
2
3

E CER

4

3 SUICIDE

0 |_] Absant

I |_J Feels ife is not worth kving.

2 |_| Wishes heithe were dead or any thoughts of postible
death to sel.

|_J ldeas or gestures of suicide.

|_J Attempts at suicide (any serfous attempt rate 4).

INSOMNIA: EARLY IN THE NIGHT

0 |_J No difficulty falling aslosp.

I |_) Comphins of occasional difficulty falling asleep, i
more than ¥ hour,

2 |_| Comphins of nightly difficulty faling aslecp,

INSOMNIA: MIDDLE OF THE NIGHT

0 || No dificulry.

I |_] Patient complains of being restess and disturbed
during the night.

2 || Waking during the night ~ any getting out of bed rates

2 (excapt for purposes of voiding).

R

2

12
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FEELINGS OF GUILT

|| Absent

|| Se¥ reproach, faels he/she has let people down.

| | Ideas of guilt or rumination over past errors or sinful

~—-o



6

INSOMNIA: EARLY HOURS OF THE MORNING

0 |_| No difficuley.

I || Waking in early hours of the moming but goes back
w ;

2 |_| Unable to fall asleep again If he/she gets out of bed.

WORK AND ACTIVITIES

0 |_J No difficulty.

I |_] Thoughts and feelings of incapacity, fatigue or
weaknass related to activities, work or hobbies.

2 |_] Loss of interest in activity, hobbies or work ~ either

directly reportad by the patient or indirect in

bistlossness, indecision and vaclladon (feels ha/she has

o push solf to work or activities).

Decrease in actual tme spent in activities or decrease

in productivity. Rate 3 if the patlent does not spend at

loast three hours a day in activities (job or hobbles)

excluding routine chores.

Stopped working because of present iliness. Rate 4 if

patient engages In no activities except routing chores,

or if patient fails to perform routine chores unassisted.

RETARDATION (slowness of thought and speech, impaired

3

L &

ability to concentrate, decreased motor activity)

I
I
IJ

Normal speech and thought

Slight retardation during the interview.
Obvious retardation during the interview.
|_] Interview difficule

|| Complete stupor.

GITATION

Nona,

Fidgetiness.

Phying with hands, hair, etc.

Moving about, can't skt sull.

Hand wringing, nail biting, hair-pulling. biting of lips.

IETY PSYCHIC

No difficulty.

Subjective tension and irritability,
Worrying about minor matters.
Apprehentive attitude apparent in face or speech.
Fears expressed without questioning.

W - O

AW N—-O0 D
CELT

%

&UN—O’
CECEL
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13 GENERAL SOMATIC SYMPTOMS

0 |_| Nom.

I || Heaviness in kmbs, back or head. Backaches,
headaches, musde aches. Loss of energy and
fatigabilicy.

2 |_| Any clear-cut symptom rates 2

I4 GENITAL SYMPTOMS (symptoms such as loss of libido,
menstrual disturbances)
0 |_| Absent
|| Mid
2 || Severe

15 HYPOCHONDRIASIS
0 |_| Notpresent
I || Self-absorpton (bodily).
2 |_| Preoccupation with health.
3 |_| Frequent complaints, requests for help, etc.
4 |_| Hypochondriacal delusions.

16 LOSS OF WEIGHT (RATE EITHER o OR b)
a) According to the b) According to weekly

patient: measuremaents:
0 |_INoweghtloss. 0 |_| Less than | Ib weight loss in
waok.
I |_| Probable weight | |__| Greator than | Ib waight loss
loss associated with in woek.
present iliness,
2 |_| Definite {(according 2 |__| Greater than 2 Ib weight loss
to patent) weight In week.
loss.
3 |__| Not assessed. 3 |__| Not assessed,
17 INSIGHT

0 || Acknowledges baing depressed and Ill.

I |_| Acknowledges iliness but attributes cause to bad food,
dimate, overworl, virus, need for rest, etc.

2 |_| Denies baing ill ac all

Toul score: | _| |



Hamilton Anxiety Rating Scale (HAM-A)

Below is a list of phrases that describe certain feeling cthat people have. Rate the patients by finding the answer which best describes the extent
to which hefshe has these conditions. Select one of the five responses for each of the fourteen questions.

0= Mot present, 1 = Mild,

2 = Maoderate,

3 = Severe, 4 = Very severe.

1 Anxious mood

OOEEM@A

¥Worries, andcipation of te worst, fearful anticipadon, irritabilicy.

OOEEMA

Feelings of tensicn, fadgability, startle response, moved to tears
easily, trembling, feelings of restlessness, inability to relax.

[ [ 2] B [

Of dark. of strangers, of being left alone, of animals, of traffic, of
crowds.

1 Tension

3 Fears

4 Insomnia

(o] 01 [2] 3] [3]

Difficulty in falling asleep, broken sleep, unsatisfying sleep and fatigue
on waking, dreams, nightmares, night terrors.

EMEEE

Difficulty in concentration, poor memary.

O MEEE

5 Intellectual

&  Depressed mood

Loss of interest, lack of pleasure in hobbies, depression, early waking,

diwrnal swing.

[o] (1] [2] [3] [4]

Pains and aches, twitching, stiffness. myoclonic jerks, grinding of
teeth, unsteady woice, increased muscular tone.

7  Somatic (muscular)

104

8  Somatic (sensory)

OOEEEE

Tinnitus, blurring of vision, hot and cold flushes, feelings of weakness,
pricking sensation.

9  Cardiovascular symptoms ELIREREIRE!

Tachycardia, palpitations, pain in chest, throbbing of vessels, fainting
feelings, missing beat.

10 Respiratory symptoms

MOEEME

Pressure or constriction in chest. choking feelings, sighing, dyspnea.

Il Gastrointestinal symptoms [@ [ 3] [4]
Difficulty in swallowing, wind abdominal pain, burning sensations,
abdominal fullness, nausea, vomiting, borborygmi, looseness of
bowels, loss of weight, constipation.

11 Genitourinary symptoms

LR IRk JEIRE]

Frequency of micturition, urgency of micturition, amenorrhea,
menorrhagia, development of frigidity. premature ejaculation, loss of
libido, impotence.

[ M EBEME

Dry mouth, flushing, pallor, tendency to sweat, giddiness, tension
headache, raising of hair.

13 Autonomic symptoms

(@ [0 (4
Fidgeting, restessness or pacing, tremor of hands, furrowed brow,
strained face, sighing or rapid respiration, facial pallor, swallowing,
et

14 Behavior at interview




INFORMATION SHEET

We are conducting a study for ASSESSMENT OF POSTPARTUM
DEPRESSION AND ANXIETY AMONG MOTHERS DELIVERING AT
TERTIARY CARE HOSPITAL.

The privacy of the patient in the research will be maintained throughout the study.
In the event of any publication or presentation resulting from the research; no
personally identifiable information will be shared.

Taking part in the study is voluntary. You are free to decide whether to participate
in this study or to withdraw at any time. Your decision will not result in any loss
of benefits to which you are otherwise entitled.

The results of the special study may be intimated to you at the end of the study
period or during the study if anything is found abnormal which may aid in the
management or treatment.

Signature of investigator Signature of patient/guardian
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REMARKS

The study entitled “ ASSESSMENT OF POSTPARTUM DEPRESSION
AND ANXIETY AMONG MOTHERS DELIVERING AT TERTIARY
CARE HOSPITAL”by Dr. Kavitha V, II year Post graduate of Department
of Obstetrics and Gynaecology at Chengalpattu Medical College and
Hospital will be done according to the regulations of the Institutional Ethics
Committee and I recommend it for acceptance.
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