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1. INTRODUCTION 

 
  Pregnancy is a period of transition in a woman. There are many 

Physical, Physiological and Psychological changes happening in her. 

Though this period is traditionally considered as a period of   emotional 

wellbeing, pregnancy may induce or exacerbate emotional problems .This  

may have  a negative impact on the pregnancy  and also the  postpartum 

period. The antenatal period is considered to be a high risk time for both 

for pre-existing and new onset psychiatric illnesses .
1 

 

1.1 Depression :   

  Depression is a common mental disorder, it is characterized by 

persistent  sadness , marked loss of interest and fatique  as core symptoms 

lasting for at least two weeks or more 
2
.    

 

  Depression is a major public health problem, contributing to 

significant morbidity, disability and mortality along with significant  

economic losses.  Globally  an estimated 322 million people were 

affected by Depression in 2015 
1
. Depression is  predicted to rise by about  

22.5 % .This may be due to population growth and aging
3
. 

  

 

  India has 57 million people (18%) affected by Depression
4
. The  

Disability adjusted life years (DALY) due to depression  accounted  for 
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37% in 2013. By 2025, Depression will  be  ranked the third most  

disabling condition globally
5
.                      

 

  The  lifetime risk of depression in women is  about 1 in 8, and it is 

most prevalent during their reproductive years
6
.                      

 

1.2 Antenatal Depression :  

  Pregnancy and depression affect each other.  In the background of 

chronic life stressors, women may have difficulty in coping with the 

additional demands of pregnancy. Many women, particularly those living 

in poverty or having dependent children, may have a negative view of  

pregnancy. Memories of poor parenting or abuse, the women have 

suffered may resurface and cause distress. Domestic conflicts also lead to 

emotional problems. Maternal mental state in pregnancy may have 

significant impact on the mental and behavioural of the offsprings
7
 . 

 

   Depression, when it occurs in pregnancy is called Antenatal 

Depression. The prevalence of prenatal depression is estimated to be 10–

15% in developed countries and 19–25% in low income  countries 
8
.  

Women who experience antenatal depression often continue to  have  

depressive symptoms in the post-partum period.  A study shows that  

more than 54% of those with post-partum depression report having  

depressive episodes  during pregnancy
9
. 
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  Literature review  also points to a growing  body of evidence that  

common mental disorders (such as depression, anxiety, and stress) during 

pregnancy , conferring a specific risk to the growing fetus and affecting  

the child development
10

.   
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2. JUSTIFICATION  

 

  Historically, greater emphasis was placed on  depression during the 

post-partum period, and relatively less attention was  paid to depression 

in the ante-partum period.   Many Studies have been conducted on post 

partum psychological disorders but Antenatal Psychological Morbidity 

has received less attention.  

 

  Prevalence of Antenatal Depression is higher in low income 

countries
8
. Antenatal depression is a predictor for post partum 

depression
11

. Untreated antepartum depression is of concern not only 

because of its association with post partum depression, but also because 

of the poor physical and neurocognitive developmental outcomes in 

infants
12

. Antenatal depression can also lead to suicide. Rates of suicidal 

ideation among depressed obstetric patients have ranged from 3% in 

Finland to 17.6% in USA .Suicide is a leading cause of death in women 

of reproductive age group in  two of the most populous countries in the 

world, India and China. Mental health problems in mothers can lead to an 

increase in maternal mortality, both through adversely affecting their 

physical health as well as  through suicides
13

.   

   

  Early diagnosis and treatment of depression during pregnancy will 

not only reduce the burden on mothers but also be an important 
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preventive action towards better physical and mental health of the off-

spring
14

. So this  study will  bridge the gap and will help in identifying 

antenatal depression and planning effective prevention and early 

intervention strategies . 

 

  Another important reason for conducting this study was to 

contribute to the body of knowledge of antenatal depression and identify 

the most important predictors of antenatal depression among pregnant 

women since this condition is neither well recognized, thoroughly 

studied, nor properly treated , more so in a  Primary Care Setting.   
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3.OBJECTIVES  

 

1) To estimate the prevalence of  Depression among  Antenatal 

Women residing in rural area. 

2) To identify the risk factors associated with Antenatal 

Depression 

3) To  determine the association between Antenatal Depression 

and low birth weight in babies born to depressed mothers 

through secondary data analysis. 
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4. REVIEW OF LITERATURE 

 
4.1 Depression: Depression is a common illness all over the world.  

Depression is different from the usual mood changes and transient 

emotional reactions to challenges in everyday life.
  

When Depression is 

persistent  and  has a moderate or severe , it may become a serious health 

problem. It can cause the affected person to suffer greatly and can also 

cause functional impairment. Severe depression can lead to suicide. As 

many as 800 000 people die due to suicide every year. Death by suicide is 

the second leading cause of death in 15-29-year-olds
1
.  

 

4.1.1 Global Scenario: More than 322 million people affected 

worldwide
15

. The World Mental Health Survey conducted in 17 countries 

found that “on an  average about 1 in 20 people reported having an 

episode of depression in the previous year”
5
. 

 

  The World Health Organization as ranked depression as the fourth 

leading cause of disability worldwide 
6
. It is projected that by 2020, it 

will be the second leading cause of disability. Depression is also 

predicted to become  the leading cause of disease burden by 2030, and it 

is already the leading cause of disease burden in women worldwide. The 

prevalence of major depression is higher in women compared to  men. In  
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2010 its global annual prevalence was 5.5% and 3.2%, in females and 

males respectively,  a 1.7-fold greater incidence in women
16

.  

 

4.1.2 Indian Scenario:  India accounts for nearly 18% of the world 

population. It accounted for 15% of global DALYs attributed  to mental, 

neurological and substance use disorders (31 million 11 DALYs) with 

depression. This accounted  for 37% (11·5 million DALYs) in 2013
17

. 

The problem is estimated to be higher as per various population-based 

studies,  the prevalence of depression ranging from 1.8% to 39.6%. Lack 

of uniformity across studies,  differences in nature of population, sample 

size of the study population, study instruments, assessment procedures 

and interpretation of findings, contribute to most of the variations in 

prevalence 
18-20

. Common mental disorders  are  prevalent in primary care 

settings in LMICs. Studies conducted in India have documented that 17–

46% of patients attending primary  health centres suffer from CMDs
21,22

. 

 

 4.1.3 Depression in women: In India as in other countries of the world , 

Depression is higher in females (3.1%) than males(2.6%)
23

 Several 

reasons are attributed to higher rates among women. Biological and 

hormonal factors are found to be playing a greater role along with  a wide 

array of social and economic factors. Findings from NMHS have shown 

consistently higher rates of depression for females across all age groups
24

. 
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4.1.4 Causes of Depression: Depression results from a complex 

interaction of biological, psychological, cultural, economic and  social 

factors. People who have gone through adverse life events 

(unemployment, bereavement, psychological trauma) are more likely to 

develop depression
25

.  One third of depression is due to genetic factors 

and two thirds due to non genetic causes. Early childhood traumatic 

experiences increases  the risk of developing depression in the presence 

of genetic vulnerability. Deficiency of monoamines, particularly 

noradrenaline and serotonin, are  known to play a role in the pathogenesis 

of depression. Psychological factors  such as   negative parental 

influences like punitive  parental style during early childhood , early loss 

of the maternal attachment bond are  some of the many psychological 

factors. Social factors like  impaired social relationships , substance abuse 

have been associated with the onset of depression. Domestic and  intimate 

partner violence among women, which is widely prevalent in India and 

other LMICs, along with partner's alcohol use are closely associated with 

depression. The impact of modernization, urbanization, migration and 

globalization and consequent loss of family and social support systems, 

leading to social isolation and hence depression.Economic factors like 

poverty and  cultural factors like religion, caste, beliefs, attitudes  also 

have a role 
13

 . A holistic understanding is critical to develop integrated 

models of care delivery in different settings.  
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4.2 Psychological changes in pregnancy : Pregnancy is  a major  event 

in a woman‟s life. It is characterised by  physical, mental and 

psychological changes. Pregnancy is usually associated with mood 

changes which can range from anxiety, exhaustion,  depressive reaction 

to excitement. 

 

  During pregnancy, there are changes in body appearance, 

affectivity and sexuality.  The position and role of women attains a new 

quality during pregnancy. Even thoughts of pregnancy can bring about 

numerous worries about its course and outcome, and about the  delivery 

itself, which may be so intense that they may acquire a features of 

phobia
26

.  

 

  The pregnant woman  has fears for her own and the new baby's 

survival.  She is very vulnerable to the criticism and judgments of others. 

She wonders if she will really feel able to love  and bond with  her baby. 

The expectant mother‟s ability to create and maintain an adequate support 

network for herself is important during this phase. She    may also fear 

abandonment, emotional as well as physical. The appearance of the new 

baby changes the dynamics between the couple and in the extended 

family 
27

. 
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4.3 Pregnancy as a stressful event: 

  Pregnancy is identified as a potent stressor that not only affects the 

psychic status of pregnant women, perinatal outcome, but also psychic 

functioning of the new-born individual. Appropriate relationship of 

partners and support of the society play an important role in overcoming 

stress during pregnancy. 

 

4.4 Perinatal mental illness: Perinatal mental illness is a significant 

complication of pregnancy and the postpartum period. These disorders 

include depression, anxiety disorders, and postpartum psychosis, which 

usually manifests as bipolar disorder. Perinatal depression and anxiety are 

common, with prevalence rates for major and minor depression up to 

almost 20% during pregnancy and the first 3 months postpartum
28 

 

The common causes of psychological problems during pregnancy
29

 :
 

Previous history of 

 pregnancy loss 

 Previous history of  Perinatal depression , post natal psychosis or 

other disorders 

 Fear of single motherhood 

 Unplanned pregnancy 

 Ambivalence towards pregnancy 
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 Excessive concern about the foetus 

 Marital difficulties 

 Lack of social support 

 Increased life stress 

 Unrealistic expectations versus reality in pregnancy 

 IVF conception 

 

4.4.1 Antepartum Mental Health 

Common Disorders in the antepartum period 

  There a various antepartum disorders that affect women during 

pregnancy. The common psychological problems that have been reported 

in previous studies are depression, anxiety disorders , OCD, phobic 

reaction, stress, panic disorders, somatic symptoms, sleep disturbance 

etc.Though psychosis is not very common,there may be a  relapse of 

psychosis in women with previous history of psychosis.
30 

 

 Anxiety, Fears 

 Sleeping and eating disorders 

 Mood Changes 

 Irritability 

 Self esteem issues 

 Concerns with body image 

 Depressed Mood 
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  Some amount of anxiety and worrying is common in pregnancy.It 

is a normal reaction to a physically and emotionally snt.tressful , life 

altering event. 

 

A. Anxiety Disorder in Pregnancy : 

              Heron et al
31

 reported that 21.9% pregnant women had anxiety 

symptoms and, of these, 64%  continued to have anxiety postnatally. The 

reduced uterine blood flow in  anxious women could be the  mechanism 

for lower birth weight, preterm birth and elevated cortisol levels in 

infants
32

.Dysregulation of the Hypothalamic- Pituitary axis associated 

with depression may also have a direct effect on fetal development
33

. 

Pregnant women experience more anxiety during ante partum period as 

compared to post partum period and most of them are not being 

monitored during this time
34

. 

 

  Common themes of anxiety in pregnancy are fear of fetal loss, fear 

of fetus having any abnormalities, Fear of pain is often reported as the 

reason for fearing delivery.  Other studies have suggested that the greatest 

fear was of delivering a physically  or congenitally malformed child. 
 

. Women who have already suffered during childbirth are afraid of 

retraumatisation
35.  

Anxiety in pregnancy is associated with shorter 

gestation and has adverse implications for fetal neurodevelopment and 

child outcomes
36

. A variety of poor outcomes are associated  with  during 
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pregnancy like Pre eclampsia, increased nausea and vomitting, longer 

sick leave , increased number of visits to the obstetrician, spontaneous 

preterm labour,preterm delivery, low birth weight,, lower apgar scores, 

breastfeeding difficulties, increase of PTSD symptoms, elective  

caesarian section 
37-39. 

 

B. Panic Disorder :  

  Panic disorder is distinguished by sudden and persistent 

unreasonable fear that may be due to  the presence or anticipation of a 

specific object or situation. Panic disorder is more common in adult 

women than men, and the onset of this disorder is in  the mid-20s, which 

coincides with the peak childbearing years. The prevalence of panic 

disorder in the general adult population is approximately 5%; the 

prevalence during pregnancy has not been accurately documented in the 

literature due to a lack of longitudinal and epidemiologic studies
40

. 

 

  Among the most common conditions comorbid with panic disorder 

is depression, with up to two thirds of panic patients experiencing major 

depression at some point during their lifetime. The presence of comorbid 

depression may complicate treatment and increase the  severity of the 

patient's disease, and the presence of panic attacks in patients with major 

depression is associated with an increased risk of suicide
41

. 
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  Main symptoms of panic disorder are : 

  Shortness of breath, palpitation, pounding heart, tremors, 

sweating,feeling unreal, nauea, butterflies in the stomach, light 

headedness,fear of dying or loosing control or going crazy
42

. 

 

C. Phobic Disorder: 

  Fear of childbirth is common and more intense in pregnant 

nulliparous women than in pregnant parous women. Over 20% of 

pregnant women report fear and 6% describe a fear that is disabling. 

Altogether 13% of non-gravid women report fear of childbirth sufficient 

to postpone or avoid pregnancy.  

 

  It is well known that pregnancy may be a time of considerable 

anxiety with symptoms escalating in the third trimester. Women still 

suffer from the fear of death during delivery. When this specific  fear of 

death during parturition precedes pregnancy and is so intense that tokos 

(childbirth) is avoided This  phobic state is  called “tokophobia”. 

Tokophobia may effect women from childhood into old age
35

. 

 

D. Obsessive Compulsive Disorder : 

  Another common mental disorder in pregnancy is Obsessive  

Compulsive Disorder. The prevalence of OCD in pregnancy is   reported 
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to vary between 0.2%- 5.2% , but  the consistent rates among the studies 

are between 1% to 3% 
43

.  

 

Obsessions are defined as: As per DSM V
42

  as “recurrent and persistent  

thoughts, impulses, or images   that are experienced, at some time during 

the disturbance, as intrusive and unwanted, and cause marked anxiety and 

distress “Compulsions are defined
42

 as follows: “Repetitive behaviours 

(eg, hand washing, ordering, checking) or mental acts (eg, praying, 

counting, repeating words silently) in response to an obsession or 

according to rules that must be applied rigidly “. 

 

  Though it  is a heterogenous disorder which can present with a 

wide variety of obsessions and compulsions, there  seems a consistent 

pattern in the content of the obsessions and compulsions in the perinatal 

period. They are contamination obsessions, washing or cleaning rituals 

are common in antenatal period. There is growing evidence to suggest 

that oxytocin may play a role in the pathogenesis of some forms of 

obsessive-compulsive disorder (OCD)
44

. 

 

E. Antenatal Depression 

  Antenatal Depression is a depressive episode that begins in 

pregnancy. Antenatal Depression is a predictor for postnatal depression 

.Depression can influence the health of the mother and the child. 
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Antenatal Depression is  also associated with considerable distress, lost 

productivity and poorer maternal mental health behaviours
45

. 

 

4.5 The burden of Antenatal Depression 

4.5.1 Global Scenario 

  A study  was done in Ethiopia to find the prevalence of  Antenatal 

Depression in Ethiopia among 388 pregnant women attending the 

antenatal clinic at a tertiary care  centre.The prevalence of antenatal 

depression in this study was found to be 23 %
46

 . 

 

  In a study done in rural South Africa to find out the prevalence of 

antenatal depression among 109 pregnant women in their third trimester 

of pregnancy attending a primary health clinic .The prevalence of 

antenatal depression was found to be 51/109 (47%)
47

. 

 

  In a cohort study conducted to assess the risk factors and 

prevalence of   depression in pregnancy among a multi- ethnic population 

of 749 pregnant women attending primary antenatal care during early 

pregnancy in Oslo between 2008 and 2010. The  crude prevalence of 

depression was; Western Europeans: 8.6% (95% CI: 5.45-11.75), Middle 

Easterners: 19.5% (12.19-26.81), South Asians: 17.5% (12.08-22.92), and 

other groups: 11.3% (6.09-16.51)
48

.  
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  A study  conducted to estimate the prevalence and determine the 

risk factors for antenatal depression in Australia among 278 pregnant 

women who attended the antenatal clinics of two large public hospitals in 

suburban Melbourne. The prevalence of antenatal depression was 16.9% 

(N = 278)
49

. 

 

  A study was done to assess the prevalence and riskfactors of 

antenatal depression in Nigeria among 314 pregnant women where the 

prevalence was found to be 24.5%
13

.  

 

  In a longitudinal study conducted to find the prevalence, course 

and riskfactors for antenatal depression in 357 women .The prevalence 

was foUnd to be 37.1%
11

.  

 

  In a study of depressive mood in early pregnancy  and its 

association with risk factors in a national Swedish sample of  3011 

women, Depressive mood was identified in 8% of the women
50

. 

 

  A study was done  examine the factors associated with persistence 

of depression from the antenatal to the postnatal period in urban 

Pakistan. A total of 1,357 pregnant women in their third trimester  who 

attended the antenatal clinic were included in the study. The prevalence 

of Depression was found to be 25.8%
51

. 
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  In a  community-based study study done to estimate the prevalence 

of depression during pregnancy and to identify potential contributory 

factors among rural Bangladeshi women (n= 361),  in Matlab sub-

district.the prevalence of antenatal depression was found to be 33%
52

. 

 

  In a multicentre study on the epidemiology of perinatal depression 

was conducted among Japanese women expecting the first baby (N = 

290). The incidence rate of the onset of Major Depressive Episode 

during pregnancy (antenatal depression) 5.6%
53

. 

 

4.5.2 Indian Scenario: 

   In a study done in rural coastal India to find the prevalence and risk 

factors of antenatal depression. The prevalence was  16.3% among the 

202 women sampled
54

. 

 

   A study was done on 270 pregnant mothers in their third trimester 

of pregnancy attending  the district hospital in Goa. It was found that 

postpartum depression was detected in 59 (23%) mothers at 6 to 8 

weeks after child birth. Of whom 78% had had antenatal psychological 

morbidity
55

. 
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  In a study done to assess and compare the prevalence of anxiety 

and depression during and after pregnancy in an inpatient setting in a 

tertiary level hospital in Delhi, India among 100 pregnant women. It was 

found that 17(17%) had depression
56

. 

 

   In a study done in Guntur ,Andhra Pradesh in a tertiary care centre 

among 254 pregnant women,44.49% were having mental morbidities. 

Of whom 21.26% were having mild depression
57

. 

 

   A prospective  study was conducted in a tertiary hospital in 

Bengaluru disorders during pregnancy and child birth. Of the 132 

pregnant women ,27(20%) had antenatal psychological distress
58

.  
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Indian studies done to estimate the prevalence of antenatal depression 

S.no Author Place of 

study 

Sample size Prevalence 

1. S.Ajinkya
59 

Mumbai 185 9.18% 

2. C. George
54 

Tamilnadu 359 16.3% 

3. Amar D Bavle
60 

Bengaluru 318 12.3% 

4.  Pai
61 

Mangalore 253 36.75% 

5. Jaju S
62 

Kerala 323 9.8% 

 

4.5.3 Risk factors for antenatal depression: 

  In a study done by Bronwyn et al to determine the risk factors of 

antenatal depression significant risk factors for antenatal depression were 

low self-esteem, antenatal anxiety, low social support, negative cognitive 

style, major life events, low income and history of abuse
11

 . 

 

  A systematic review was done to find the risk factors for 

depression during pregnancy   by C A Lancaster et al. Maternal anxiety, 

life stress, history of depression, lack of social support, unintended 

pregnancy, having  insurance, domestic violence, low income, low 

educational status, smoking, single status, and poor relationship quality 

were associated with  antepartum depressive symptoms in bivariate 
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analyses. Life stress, lack of social support, and domestic violence were 

significant  in multivariate analyses
63

.  

 

  A study done to find the prevalence and risk factors for antenatal 

depression in Kwazulu Natal,South Africa, Risk factors for depression 

included HIV seropositivity (p=0.02), a past history of depression 

(p=0.02), recent thoughts of self-harm (p<0.000), single  status (p=0.04) 

and unplanned pregnancy (p=0.01)
64

. 

 

  In study done to find the psychosocial risk factors for antenatal 

depression in Athens , low marital satisfaction and high trait anxiety, 

which is a central component of neuroticism, are major risk factors of 

antenatal depression
65

.  

 

4.6 Outcome of antenatal Depression: 

  Antenatal Depression is associated with various outcomes in the 

mother and child 

 

4.6.1 Postpartum Affective Disorders:  

  Postpartum period extending from the time of delivery to up to six 

weeks is a period of increased risk for the development of mood disorder. 

There are three common forms of affective illness in the postpartum 

period: Maternity blues, postpartum depression and postpartum 
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psychosis. The prevalence, onset and duration of the three types of 

disorders is given in the table
66

. 

 

Postpartum Blues: 

  Postpartum blues is the most common observed puerperal mood 

disturbance, with a prevalence of  30-75% 
67

. The symptoms begin within 

a few days of delivery. and persist for hours  to several days. The 

symptoms include mood lability, irritability, tearfulness, generalized 

anxiety, and sleep and appetite disturbance. Postnatal blues are by 

definition time-limited and mild and do not require treatment other than 

reassurance, the symptoms remit within days
68

. Up to 20% of women 

with blues will go on to develop major depression in the first year 

postpartum
69

. 

 

Postpartum depression: As per DSM V patients  must meet the criteria 

for a major depressive episode and the criteria for the peripartum-onset 

specifier. The definition is therefore a major depressive episode with an 

onset in pregnancy or within 4 weeks of delivery. 

 

 The DSM-5
42

 criteria for a major depressive episode are as follows: 

a) Five or more out of 9 symptoms  (including at least one of depressed 

mood and loss of interest or pleasure) in the  2-week period. Each of 
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these symptoms represents a change from previous functioning, and 

needs to be present most of the time, nearly every day: 

 Depressed mood (subjective or observed)  

 Loss of interest or pleasure 

 Change in weight or appetite.  

 Insomnia or  hypersomnia 

 Psychomotor retardation or agitation (observed) 

 Loss of energy or fatigue 

 Worthlessness or guilt 

 Impaired concentration or indecisiveness; or 

 Recurrent thoughts of death or suicidal ideation or attempt. 

 

Symptoms cause significant distress or impairment. 

  Postpartum depression usually begins within 1–12 months after 

delivery. In some women, post partum blues simply continue and become 

more severe. In others, a period of wellbeing after delivery is followed by 

a gradual onset of depression. Postpartum depression is characterized by 

tearfulness, despondency, emotional lability, feelings of guilt, loss of 

appetite, and sleep disturbances as well as feelings of being inadequate 

and unable to cope with the infant, poor concentration and memory, 

fatigue and irritability 
68

. 
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Postpartum Psychosis: 

  Very severe depressive episodes which are characterized by the 

presence of psychotic features are classed as postpartum psychotic 

affective illness or puerperal psychosis.The clinical onset is rapid, with 

symptoms presenting as early as the first 48 to 72 hours postpartum, and 

the majority of episodes developing within the first 2 weeks after 

delivery. The presenting symptoms are typically depressed or elated 

mood which can fluctuate rapidly, disorganization behaviour,  labile 

mood, and delusions and hallucinations. Due to the nature of psychotic or 

depressive symptoms, new mothers are at risk of injuring their children 

through neglect, practical incompetence or command hallucinations or 

delusions 
69

. 

 

  Many studies have found the impact of antenatal depression. 

Antenatal depression is a significant predictors for postnatal depression.  

Antenatal depression was identified as a mediator between seven of the 

risk factors and postnatal depression 
49

. 

 

 The findings from a meta-analyses of over 14,000 subjects, and 

subsequent studies of nearly 10,000 additional subjects found that 

depression during pregnancy the strongest predictors of postpartum 

depression
70

.  
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4.6.2 Low birth weight and infant growth: 

  A  prospective cohort study of 143 depressed and 147 non 

depressed mothers in Rawalpindi Pakistan found that  relative risk for 

LBW (< or =2500 g) in infants of depressed mothers was 1.9 (95% CI 

1.3-2.9). The association remained significant after adjustment for 

confounders by multivariate analyses
71

.  

 

  Possible mechanisms by which prenatal depression affects infant 

growth and illness include adopting a less healthy lifestyle and reduced 

care-seeking in the prenatal period
72

. 

 

  A cohort study done in Goa, India found that maternal 

psychological morbidity was independently associated with low birth 

weight (odds ratio 1.44, 95% CI 1.0–2.07)
73

.     

 

4.6.3 Adverse obstetric and fetal outcomes: 

  Women diagnosed with depression during pregnancy were 

significantly more likely to have caesarean delivery, preterm labour, 

anemia, diabetes, and preeclampsia or hypertension compared with 

women without depression. Fetal outcomes significantly associated with 

maternal depression were fetal growth restriction, fetal abnormalities, 

fetal distress, and fetal death
74

. 
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  Elevated levels of depression and anxiety were found to be 

associated with obstetric outcome (obstetric complications, pregnancy 

symptoms, preterm labor and pain relief under labor), and had 

implications for fetal and neonatal well-being and behavior
75

. 

 

  Animal models suggest that activity of the stress-responsive 

hypothalamic-pituitary-adrenal (HPA) axis and its hormonal end-product 

cortisol are involved in these effects in both mother and offspring. The 

fetal environment can be altered if stress in the mother changes her 

hormonal profile, and in humans, there is a strong correlation between 

maternal and fetal cortisol levels
76

. 

 

4.6.4 Child emotional behavioural problems: 

  Parental psychological stress and psychopathology during 

pregnancy not only increased across their transition into parenthood but 

was also associated with difficult child temperament at 12 months 

postpartum
77

. An independent effect of antenatal depression on 

children‟s conduct problems and antisocial behaviour is a well-

replicated finding. There is emerging evidence that exposure to 

depression during pregnancy impacts negatively on offspring, although 

the findings are complex and needs replication
27 
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  Hadley et al
78

 found that maternal mental health problems were 

associated with both global and specific developmental problems. Studies 

from New Zealand
79,80 

reported that the prevalence rates of internalizing 

problems were significantly higher in children whose  mothers  had self-

reported symptoms of psychological disorder.  

 

4.7 Screening tools for antenatal depression : 

  Psychological health of pregnant women is as important as their 

physical health. Hence it is important to identify Psychological problems 

in pregnancy especially antenatal depression. Many scales are available to 

assess the mental wellbeing of antenatal women.  

 

4.7.1 Edinburg Postnatal Depression Scale (EPDS) 

  Globally, the EPDS
81

 is the most widely accepted screening tool in 

the perinatal period, with a reported sensitivity of 68±86%, and 

specificity of 78±96% . In an Australian sample of  4,148 women, the 

reported sensitivity was 100% and specificity was 89% . The EPDS tool 

has also been validated for use antenatally in many studies
82

. 

 

  The EPDS has been translated and validated in a number of non-

English speaking contexts ,  Bangladeshi , Chinese , Serbian ,  Greek, 

including  Hindi and  Tamil
83

.The total number of depressive symptoms 

was tallied to obtain a total score (out of 30), which was then coded as a 
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categorical variable (score _13 or score <13) to indicate scores that are 

likely to suggest depressive disorder  woman who reported a higher 

EPDS score of _13 is referred to the psychiatric clinician for formal 

assessment of depression and appropriate management. 

 

  The EPDS rates the severity of depressive symptoms experienced 

over the previous  7 days. Five of the items identify dysphoric mood, two 

identify anxiety, and three identify guilt and suicidal thoughts. 

 

  The sensitivity and specificity of EPDS differed across studies 

which may be attributed to variations in study methodology and 

characteristics of the study populations  . EPDS had pooled sensitivity of 

0. 80 and pooled specificity of 0 .81 after excluding studies for pregnant 

women with Human Immunodeficiency Virus (HIV)  and those who were 

young . The EPDS had the highest level with an area under curve  

ranging from .770 to .965 indicating a high level of accuracy in detecting 

depression in pregnant women in low resource settings
84

. 

 

4.7.2 Beck’s Depression Inventory (BDI) 

  The BDI is a 21-item self-rating inventory which measures 

symptoms of depression on a scale from 0 to 3 [45]. Sensitivity of BDI in 

the two studies was Se = .867 and Se. with AUC of .87 and .90 

respectively (Table 3) BDI had pooled Se = .85 and pooled Sp = .76 
84 
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4.7.3 Kessler-10 (K-10) 

  The Kessler-10 (K-10) is a self-administered 10-item questionnaire 

which measures anxiety and depression rated over the past 4 weeks . The 

data from the two K-10 studies were inconsistent with the second highest 

accuracy (AUC = .95) in India and the lowest accuracy (AUC = .66) in 

South Africa
85

. 

 

4.7.4 Other instruments: 

   A number of other screening instruments were also reported as 

having been used in low resource settings. These were: CES-D, a 20 item 

self-rating scale which measures depressive symptomatology in the 

general population ; the HSCL-25, a self-report inventory for identifying 

common psychiatric symptoms  which include fifteen items for screening 

depression (HSCL- 15); the SRQ, a 20 item scale that is used to assess for 

psychiatric disturbance  and the HAM-D, a 21 items clinician 

administered scale that assesses severity of, and change in, depressive 

symptoms
85

. 

 

4.8 Treatment for Antenatal depression:    

  Given the high prevalence of depression in women of childbearing 

age, promotion of optimal treatment during pregnancy is of major public 

health importance
86

. The treatment of antenatal depression is managed the 

same way as the traditional depression. The safety of the  mother and 
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fetus has to be borne in mind  before starting the treatment. Many patients 

with mild-to-moderate depression can be treated by psychosocial 

approaches including individual and group psychotherapy in lieu of 

medication
87

. Well-known effective psychotherapeutic treatment for 

depression includes cognitive behavioural therapy (CBT) and 

interpersonal psychotherapy 
88

.  Drug treatment with anti depressants like 

SSRI is also commonly adopted by many clinicians for their patients with 

severe disease.  However, proper and vigilant follow-up by the clinician 

is important to protect the patient and the fetus from any rare possible 

side effects of the drug therapy
89

. 
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5.MATERIALS AND METHODS 

 
      5.1 Research Question 

1. What is the Prevalence of Antenatal  Depression among pregnant 

women residing in rural area? 

2. What are the risk factors associated with Antenatal Depression ? 

3. Is there any association between  low birth weight in babies born to 

Antenatally Depressed mothers?  

 

   5.2 Methodology                      

  Study Design : Cross sectional study 

   Target population : Rural population                                        

 

5.3  Study population: 

          Pregnant women  attending the antenatal clinic at the  rural Health 

Subcenter of Peerkankaranai Primary Health Centre of Medavakkam 

Block Saidapet Health Unit District in Kanchipuram District . 

 

Inclusion criteria :     

  Pregnant Women in their third trimester of pregnancy attending 

the antenatal clinic at the health subcenter. 

 

 



33 
 

Exclusion Criteria: 

         Pregnant Women with serious medical conditions and who are in 

labour  were  excluded 

 

5.4 Sample size:    

         Sample size is 260  ( Zα pq/L2) 

 

  For an expected prevalence (p) from previous studies  of  20% with 

Z value of 1.96 at 95% confidence interval, and with limit of accuracy (L) 

at 5 %  (Absolute precision), 5% for non responders ,the sample size 

required was 260 study participants. 

 

5.5 Sampling Procedure:   

        To achieve a sample size of 260, of the 12 months in a year,  3 

months was randomly chosen and all antenatal cases more than 24 

weeks of gestation attending the antenatal clinic at the  Health  subcentre 

who consented to participate in the study were selected . After the 

completion of the study, data on birth weight of the babies were 

obtained from the PICME register which is maintained by the  Village 

Health Nurse. 
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5.6 Ethics Approval 

  The study was approved by the Institutional Ethics Committee 

(IEC) of Government Kilpauk Medical College ( ref no.4721/ME-1/ 

Ethics/2016) on 11.08.16. Participants were informed about the purpose 

of the study. Written informed consent was obtained. The participants 

were assured that the information obtained will be for research purposes 

and would therefore be anonymous and kept strictly confidential . 

 

5.7 Data Collection tools: 

1. Socio demographic and Obstetric data collected with semi structured 

questionnaire. 

2. Socio economic status using MRSI Scale 

3. Edinburg Postnatal Depression Scale 

 

5.8 Overview of Tools: 

1.  A semi structured questionnaire was used to collect data on socio 

demographic details like age education, occupation, income and 

obstetric details like  obstetric score, age of marriage, age of 

conception , spacing between pregnancies, arranged marriage , 

risk factors for Antenatal depression like family history of 

depression , past history of depression, marital conflicts, 

preference of male child, alcohol abuse in partner, lack of family 

support  
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2. Marketing Research Society of India ( MRSI ) : Socio Economic 

Status Scoring  was done using the Marketing Research Society of 

India
90

 It‟s based on two variables, Number of “consumer durables” 

(from a predefined list)-owned by the family. The list has 11 items, 

ranging from „electricity connection‟ and „agricultural land‟- to cars 

and air conditioners.   Education of chief earner . Based on the 

intersection of both variables, the household is categorised into one of 

the five groups Class I – Upper; Class II – Upper Middle; Class III – 

Lower Middle; Class IV – Upper Lower; Class V – Lower . 

 

3)    EPDS :The Edinburg Postnatal Depression Scale, is valuable and 

efficient tool designed to identify women at risk for perinatal 

Depression. The Scale has been thoroughly validated for use in 

Postnatal, Non Postnatal and Antenatal  Women(18,19).It is a 10 – 

items(18,19),Self – rating Scale. Each item is scored on a scale from 0 

to 3.Maximum score is 30.  A score of 13 out of 30 was taken as the 

cutoff, indicative of Antenatal Depression with a sensitivity of  92% 

and specificity 92% 
91

. A validated Tamil Translation of the Scale 
83

 

will be used.  
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Method of data collection:  

  All pregnant women in the study area in their  II or III trimester   

who were attending the antenatal clinic at the health subcentre were   

enlisted in the study after obtaining informed consent . After establishing 

rapport ,Socio demographic details, obstetric data  and details of risk 

factors was  collected from them with a structured and validated 

questionnaire administered in the local language. Presence of antenatal 

depression was assessed using the translated version of  EPDS ( The 

Edinburg Postnatal Depression Scale ). A score of 13 or above  was 

considered abnormal and was  indicative  of Antenatal Depression. Study 

participants with significant scores were referred to the District Mental 

Health Psychiatrist visiting the Medavakkam Primary Health Centre.  

Later after completion of data collection, birth weight of the babies were 

collected  from the EDD register using the PICME Number ( Pregnancy 

Infant Cohort Monitoring and Evaluation).           

 

Operational definitions of terms used in the study: 

Antenatal Depression : Antenatal Depression is defined as depression 

occupying in pregnancy characterised by Depressed mood (subjective or 

observed),  irritability, Loss of interest or pleasure, Change in weight or 

appetite, Insomnia or hypersomnia, Psychomotor retardation or agitation , 

Loss of energy or fatigue, Worthlessness or guilt, Impaired concentration 
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or indecisiveness; or Recurrent thoughts of death or suicidal ideation or 

attempt. Present for most of the day for atleast 2 weeks.
42

  

 

Alcohol Abuse in Partner : Alcohol consumption in partner of the 

equivalent of 60 grams of ethanol more than two times a week. 

 

Marital conflicts : Verbal or physical quarrel between partners resulting 

in significant distress & frustration , more than two times per week   

 

Percieved lack of social support : Perception of the participant that she 

has lesser than expected emotional support from family members. 

 

Unplanned pregnancy : Mistimed, unwanted or unintended pregnancy 

 

Preference for male child : Desire to have male child in the current 

pregnancy.   

 

Low Birth Weight : Weight at birth is less than 2500 gms measured  

using Salters Weighing Scale
92
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5.9 Statistical Analysis: 

1. The  data collected was entered in MS Excel and analysed using 

SPSS 16 version. 

2. the demographic data was presented as frequencies, mean and 

standard deviation 

3. Test of association was done using chi square test 

4. Univariate and multi variate analysis was performed to find the 

strength of association. 



39 
 

6. RESULTS WITH DISCUSSION 

 

  The study was undertaken in the rural population of  

Peerkankaranai PHC area, the field practice area of Department of 

community medicine ,Government Kilpauk Medical College, Chennai 10. 

The study was conducted to find the prevalence and  risk factors of 

antenatal depression in rural population . The results of the study are 

presented and discussed here.  

 

  The total population of Peerkankaranai  is 29250 out of which 260 

pregnant women in their third trimester of pregnancy were included in the 

study. They were in the age group of 18 to 38 years. Majority of them had 

studied up to high school and above, were married and were 

homemakers.  Most of them belonged to upper middle  socioeconomic 

class.  

 

Socio demographic characteristics of the study population : 

  The sociodemographic factors of age, education, occupation, 

economic status  and   family structure   have  been identified as 

important factors in explaining  the  variability of the prevalence rates 

of antenatal  depression.   
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Table1: Distribution of Socio demographic data in study group 

(N=260) 

Variable Frequency Percentage 

Age group 

Less than 30 224 86.15% 

More than 30 36 13.85% 

OCCUPATION 

House wife 245 94.23% 

Working 15 5.77% 

Type of family 

Nuclear 113 43.46% 

Joint 102 39.23% 

Extended nuclear 45 17.31% 

 

  Table 1 shows the basic socio demographic data of  the study 

population.  The mean age of the study population was 25.52 ±3.928. 

Majority 224 (86.15%) of the study participants were less than 30 years. 

The youngest subject was 18 years and oldest age was 38 years in the 

study population. Majority of the study subjects 245 (94.23%) were 

housewives.  About 113 (43.46%) of the study population lived in a 

nuclear family and 102 (39.23%) of them lived in a joint family. 
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Socio economic status of the study population :  

  The socio economic status   varies with the composition  of the 

study population 

 

Fig1: Pie chart of SES distribution in study group (N=260) 

 

  Figure 1 shows that nearly half 125 (48.08%) of the study 

population belonged  to the upper middle class and about s and only 2 

(0.77%) belonged to the lower class. 
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42 
 

Educational status of the study population:  

The distribution of the  educational status of the study population is 

shown in figure2.  

 

Figure 2 : Educational status of the study population 

 

  Figure 2 shows that about 83 (31.92%) participants had a high 

school education and above and 80 (30.77%) had completed upto degree 

and above . There was only 1 (0.4%) who did not have formal education.  

 

Marriage and Conception related factors:  

  Marital factors are associated with antenatal depression in many 

studies. Possible risk factors studied based on literature review were 

teenage marriage and type of marriage (arranged/ love) . 
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Table 2: Distribution  of Marriage and Conception  related factors in 

study group (N=260) 

 

Age at Marriage Frequency Percentage 

Less than 18 15 5.77% 

More than 18 245 94.23% 

Arranged marriage 

Yes 181 69.62% 

No 79 30.38% 

Age at first conception 

Less than 19 22 8.46% 

More than 19 238 91.54% 

 

  Table 2 shows that almost 245 (94.23%) of the participants were 

married after the age of 18 years. About 70% of them had an arranged 

marriage. Around 238 (91.54%) had their first conception after the age of 

19 years but still there were 8.5% teenage pregnancies. 

.  
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Obstetric risk  factors: 

  Obstetric factors like gravidity
59

, parity
93

, number of living 

children, abortion, stillbirth, birth spacing
94

, planned pregnancy were 

some of the  risk factors which were found to be associated with antenatal 

depression in many studies . 

 

Table 3: Distribution of Obstetric factors in study group (N=260) 

GRAVIDA Frequency Percent 

 Primi 115 44.23% 

 Multi 145 55.77% 

Number of living children 

0 133 51.15% 

1 114 43.85% 

2 13 5.00% 

Last Child Birth 

Primi 131 50.38% 

< 3 years 59 22.69% 

> 3 years 70 26.92% 

CURRENT CONCEPTION PLANNED 

Yes 211 81.15% 

No 49 18.85% 

 

Table 3 shows that 145 (55.77%) were multi gravidae.  About 114 

(43.85%) of the women had a single living child. Only 11 (4.2%) of the 

study subjects had more than 2 abortions. There was a history of 

stillbirths in 2 ( 0.7 %) of the  subjects. The birth  spacing was  more than 

3 years in 70 (26.92%) . About 211 (81.15%) participants had a  planned  

pregnancy.   
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 Family and Spouse factors :  

  Marital status, conflicts with spouse, preference for male child and 

perceived lack of social support were found to be associated with in an 

increased risk of antenatal depression. 

Table 4 : Distribution of  family  and spouse related factors in study 

group (N=260) 

Variable Frequency Percentage 

Family h/o depression 

Yes 9 3.46% 

No 251 96.54% 

living with partner 

Yes 255 98.08% 

No 5 1.92% 

Marital conflicts 

Yes 38 14.62% 

No 222 85.38% 

Male child preference 

Yes 70 26.92% 

No 190 73.08% 

Alcohol abuse in partner 

Yes 51 19.62% 

No 209 80.38% 

Percieved lack of social support 

Yes 40 15.38% 

No 220 84.62% 
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  Family history of mental illness was present in 9 ( 3.46%).   None 

of the participants in our study population  had  a past history of 

depression .  

 

  Almost 255 (98.08%) of the participants were living with their 

partners. Marital conflicts were present in 38 (14.62%) of the 

participants. A preference for male child was present in 70 (26.92%) 

participants. Alcohol abuse was present in 51 (19.62%) of  the 

participants. About 40 (15.38%) of the study population perceived a lack 

of social support.  
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Child related factors :  

  Studies have found antenatal depression is associated with adverse 

neonatal outcomes like poor growth leading to low birth weight in babies 

. Birth weight details were obtained by using secondary data from PICME 

register. 

Table 5: Distribution of child related factors in the study group 

(N=260) 

Type of delivery Frequency Percentage 

Normal 116 44.62% 

LSCS 144 55.38% 

Sex of child 

Male 129 49.62% 

Female 131 50.38% 

Birth weight 

Less than 2.5 28 10.77% 

More than 2.5 232 89.23% 

 

  Table 5 shows that almost 116 (44.62%) of the women had normal 

vaginal delivery. Around  131 (50.38%)  babies born  were of female sex. 

Majority 232 (89.23%) of the babies had a normal birth weight. However 

28 (10.77)  of the babies had a low birth weight (<2.5 kg) in our study  . 
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Prevalence of Antenatal Depression 

  Prevalence of antenatal depression was measured using Edinburg 

Postnatal Depression Scale (  EPDS ).This scale  was chosen because it 

has been validated for antenatal   use
91

. We used the cut-off of 13 or more 

(on the 0-30 point scale) to indicate probable depression. This cut-off 

indicates probable depression with a sensitivity of 86% and specificity of 

78% consistent with previous studies in  large cohorts that collected 

EPDS data antenatally and postnatally
95

.   

 

Table  6 :  Distribution of Antenatal depression in study  

group (N=260) 

EPDS SCORE Frequency Percentage 95% CI 

depression> 13 38 14.62% 0.108 0.194 

No depression <13 222 85.38% 0.805 0.891 

 

  According to EPDS score, 38 had antenatal depression. So the 

prevalence of antenatal depression in our study is 14.62%. The mean 

EPDS score was 8.62 ± 4.07 with a minimum score of 0 and maximum 

score of 21.  

 

  This is comparable to the result of a study done by Amar D Bavle 

et al in a tertiary hospital where 12.3% of the population had antenatal 

depression
60

.  
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  In a community based study  done in coastal south India, the 

prevalence of antenatal depression was 16.3%. Also a study done among 

pregnant women in Urban area of Delhi , the prevalence of antenatal 

depression was 17%.The  prevalence of antenatal depression was  18% in 

rural Bangladesh in a study done by E. Nasreen et al
96

. The prevalence of 

antenatal depression in our study is lower compared to other studies done 

in India because of the better health care system in Tamilnadu and 

various welfare measures taken by the Government of Tamilnadu such as 

the Dr.Muthulakshmi Reddy Maternity benefit Scheme which provides 

financial assistance to pregnant mothers. Also the successful 

implementation of various national programs for reproductive and child 

health in the state.   

 

  In contrast a study done by Biratu et al in Ethiopia found a 

prevalence 24.94%  of antenatal depression. This may be due to the lower 

socio economic status of the study  population and due to the inadequate  

primary care facilities in Ethiopia 
29

. 

 

  In a study done in two peri urban settlements in Cape Town, South 

Africa 
97

, the prevalence of antenatal depression was 39%.The possible 

reasons for higher prevalence   may be due to the methodological 

differences between various studies and using of different measurement 

tools. The differences in economic and socio demographic factors might 
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also attribute for the increased  prevalence of antenatal depression in 

other  studies . 

  

 Prevalence of antenatal depression across various risk factors  

  Antenatal depression has to been found to be significantly 

associated with various risk factors like socio demographic factors, 

obstetric factors, marital and conception related factors, family and 

spouse related factors and child related factors. 

 

Socio demographic factors: 

Table 7 : Prevalence of antenatal depression across socio demographic 

factors  in the  study population (N=260)  

 

S.No 

Study Variable Prevalence 

of Depression 

n (%) 

p value 

1. Age 

 

< 30 yrs   (N=224) 

 

>30 yrs  (N = 36) 

 

 

33 (14.73) 

  

5  (13.89) 

 

 

 

0.89 

2.. Education 

Up to middle school (N-

25) 

 

High School( N- 83) 

 

Hr.Sec/Diploma (N-72) 

 

Degree & above (N- 80) 

 

 0  

 

14 (16.86) 

 

14 (19.44) 

 

10 (12.5) 

 

 

 

 

 

 

0.1 

3. Occupation 

House wife  (N-245) 

 

Working  (N-15) 

 

37(15.1) 

 

1(6.6) 

 

 

 

0.369 
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4.. Socio economic status 

 

Upper  (N-99) 

 

Upper middle  (N-225) 

 

Upper lower  (N-34) 

 

Lower  (N-2) 

 

 

15(15.15) 

 

17(7.5) 

 

5(14.7) 

 

1(0.5) 

 

 

 

 

 

0.545 

 

 

5. Family Type 

 

Nuclear   (N-113) 

 

Joint   (N-102) 

 

Extended Nuclear  (N-45) 

 

 

15(13.27) 

 

19(18.62) 

 

4(8.88) 

 

 

 

 

 

0.264 

*
p value  <0.05 is significant 

 

  Table 7 shows the association of antenatal depression with 

sociodemographic factors, like age, education, occupation, socio 

economic status and type of family . There was no significant association 

of the above factors and antenatal depression. 

 

Age : Many studies have found significant correlations between age and 

antenatal depression. Younger age was associated with antenatal 

depression in some of the studies and some studies found advanced 

maternal age to be associated with antenatal depression. Younger women 

may have more difficulty in adjusting to pregnancy because of the 

demands of different roles, including marriage and career
98

. Bodecs T et 

al found teenage and poor socioeconomic status were significantly 
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associated with antenatal depression 
99

.  In a study done by  Rich-

Edwards JW, younger maternal age was associated with increased risk of 

antenatal  depressive symptoms, which may be  attributed  to the 

prevalence of financial problems, unintended  pregnancy, and being 

single
100

. 

 

  Antenatal depression in women with advanced maternal age  may 

be because  older women may  have  more difficult life experiences and 

have to make adjustments to motherhood.  There will be a  lack of peer 

support due to deviation from social norms due to advanced maternal age 

101
. Similar finding was found in a study done by Balestrieri Matteo et al 

in Italy
102

, Ali NS et al 
103

,
.
and Nasreen et al

 91
. Raisanen S et al

104
 found 

both adolescent and advanced age pregnancy are  associated with  

depression. 

 

Educational status: In our study majority of the participants 90%  had 

completed high school and above and more than 30% have college 

education. This is  reflective of the literacy rate in this area. As per census 

2011, Tamilnadu has a high literacy rate of 80.09%. The Kanchipuram 

district, to which our study area belongs has a literacy rate of 84.49%.and 

the literacy rate of  Peerkankaranai area  is 92%. Low educational status 

was associated with ante natal depression in a study done in Serbia
105

. 

Similar results were found by some authors. Similar results were found 
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by Agostini et al who found no association level of education and 

antenatal depression
106

. But Husain et al
107

,  in a study done among 

British Pakistani women found  significant  association between 

education and antenatal depression.  

 

Occupation: In our study majority of the study participants, 94% were 

homemakers.  In a study done by Yanikkerem et al
108

, it was found that 

being unemployed  or being a house wife was associated with antenatal 

depression because these factors lead to restriction of social relationships 

and economic dependence on the spouse or other family members.  

 

Socio economic status:  Socioeconomic status (SES) is one of the most 

important social determinants of health and diseases.  Composite scales 

are generally used to measure the SES, which has a combination of social 

and economic variables.  The most commonly used scales for measuring 

socioeconomic status are modified BG Prasad scale and Kuppuswamy 

scale. However, social transformation and fast growing economy have 

made  these scales ineffective in measuring the socio economic status. 

These scales predominantly use income as one of the parameter to 

measure socio economic  status. Information regarding income was un 

reliable and e people  hesitate to reveal the true income.  Also monthly or 

annual income may not be truly  reflect  the family's economic standing, 

particularly in rural areas, Since the per capita monthly income or family 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4879174/?report=reader#bib70
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4879174/?report=reader#bib70
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4879174/?report=reader#bib70
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income could not be confirmed  from the  population, we used a new 

system of socio economic status classification, called MRSI ( Marketing 

Research Society of India) scale. This scale is commonly used in 

Marketing Research and  is based on the educational status of the head of 

the family, but instead of  income, the total number of durable Items was 

included . The occupation of the head of the family is  also not taken into 

account. Hence the MRSI scale avoids the practical problems of 

enquiring about the  income
90

. 

 

  As per MRSI nearly half of the study population belonged to upper 

middle class and around 13% of the population belonged to upper lower 

class. 

 

Family type: In our study 60% of the were  women  living in nuclear or 

extended nuclear families and 40% of them lived it in a  joint family. This 

shows the effect of urbanisation on rural areas as more families opting for 

nuclear families. Bhattacharjee et al found that antenatal depression is  

negatively  correlated  with social support and this negative correlation 

was  far more among pregnant women from a joint family . 
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Marriage and conception related factors: 

  Factors like age of marriage, arranged, age at first conception, last 

child birth have been found to be  significantly associated with antennal 

depression in many studies.   

 

Table 8 : Prevalence of  antenatal depression across marriage and 

conception related factors of study population (N=260) 

 

Variables 

 

Category 

(N) 

Antenatal 

Depression 
p value 

Present 

n(%) 

 
Less than 18 

(N-15) 
1 (6.6) 

0.369 

Age at marriage 
More than 18 

(N-245) 
37 (15.1) 

Arranged 

marriage 

Yes 

(N-181) 
23 (12.7) 

0.187 
No 

(N-79) 
15 (18.98) 

Age at first 

conception 

Less than 19 

(N-22) 
0 (0%) 

0.043
* 

 
More than 19 

(N-238) 
38 (19) 

Current 

conception 

planned 

Yes 

(N-211) 
30 (14.21) 

0.707 
No 

(N-49) 
8 (16.32) 

Last child birth 

< 3 years 

(N-190) 
29 (15.26) 

0.626 
> 3years 

(N-70) 
9 (12.85) 

  *
p value  < 0.05 is significant 
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  Table 8 shows that there is no  association between marriage and 

conception related factors like age at marriage, arranged marriage,  

planned pregnancy or not and last child birth   and antenatal depression. 

Age at first pregnancy was found to be significantly associated with 

antenatal depression.  

 

Age of marriage: In our study majority of the women ( 94% ) got married 

after the age of 18 , which is the legal age of marriage in India. This is 

similar to the finding in Census 2011 where 95.6%  of women were married 

after the age of 18 years
109

.  

 

Arranged Marriage:  Marriages in which spouses were chosen by the 

elders of the  family  may benefit  from the approval and support of  all 

family members. This family support may improve the quality of  

quality
110

.Poor marital quality has been found to be  associated with 

antenatal depression in a study done by Blizsta et al
111

.  In our study 

nearly 79% of the participants had an arranged marriage.   

 

Age at first conception: Majority of the women in our study, about 92%   

conceived after 19 years i. e beyond teenage. Only 8% of them conceived 

in their teenage. In a study done by Stacy C Hodgkinson et al, it was  

found that pregnant teens had an increased risk for depression,  had more 

suicidal ideations  and had a  risk of delivering low birth weight babies
112

. 
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The apparently protective effect in our study is because the population 

estimate for age at a first conception >19 years is (0.00 to 15.44) very 

wide than the population estimate for age at  first conception < 19 years is 

(11.58 to 21.29). So this apparently protective effect gives a wrong 

impression that teenage pregnancy is protective with regard to antenatal 

depression. 

 

Planned Pregnancy:  Unplanned pregnancies have substantial negative 

consequences for the mother and baby
113

. In our study about 19% of the 

women accepted that their pregnancy is not a planned one. In a study by 

Ajinkya et al 
59

about 20% of the women had an unplanned pregnancy.  
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Obstetric factors :  

Obstetric factors gravidity, number of living children, number of 

abortions were associated with antenatal depression in many studies. 

Table 9 : Prevalence of antenatal depression across variables related 

to obstetric factors  (N=260) 

 

Variable 

 Category 

(N) 

Antenatal 

Deoression 

n(%) 

p value 

Present 
 

 

Obstetric score 
Primi 

(N-115) 
18 (15.65) 

0.673  
Multi 

(N-145) 
20 (13.79) 

 

No of living 

children 

0 

(N-133) 
23 (17.29) 

0.425 1 

(N-114) 
13 (11.4) 

        2 

  (N-13) 
2 (15.38) 

 

No of abortions 
Less than 2 

(N-248) 
36 (14.51) 

0.837  More than 2 

(N-12) 

 

2 (16.66) 

*
p value  <0.05 is significant 
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  Table 9 shows that there is no significant association between 

antenatal depression and obstetric factors like gravid status, number of 

living children, number of abortions   

 

Gravidity: For  55% of the study participants ,the current pregnancy was 

not the first (multi gravida).  Though there was no significant association 

in our study, Ajinkya et al found that gravidity is associated with 

antenatal depression
59

.  

 

Abortion: In our study 4.4% of the participants had more than 2 

abortions.In a study in Pakistan A. Waqas et al 22% of the study 

population had previous abortion and found that previous abortions can 

become a riskfactor for antenatal depression in subsequent pregnancies
114

   

 

Last child birth: As per Government of India norms a birth interval of 3 

years between children is advised for the health and well being of the 

mother and child. In our study around 23 % of the women had a birth 

interval of less than 3 years. Gong et al has found that a short birth 

interval is a risk factor for adverse mental health in pregnant mothers
115

. 
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Family and spouse related factors: 

Family and spouse related factors studied are family history of depression, 

marital conflicts, alcohol abuse in partner, living with spouse, male child 

preference and perceived lack of social support. 

 

Table 10 : Distribution of antenatal depression across variables 

related to family and  spouse related factors (N=260) 

 

Variable Category 

N(%) 

Antenatal Depression 

n(%) 

 

p value 

Present 
 

Family H/o 

depression 
Yes 

(N-9) 
3(33.33) 

0.106 
No 

(N-251) 
35(13.94) 

 

Living with 

partner 

Yes 

(N-255) 
38 (14.9) 

0.350 
 

No 

(N-5) 
0 (0) 

 

 

  Marital         

conflicts 

Yes 

(N-38) 

 

13 (34.21) 

<0.001
* 

 No 

(N-222) 
25 (11.26) 

 

 

Male child 

preference 

Yes 

(N-70) 
14 (0.2) 

0.136 

 
No 

(N-190) 
24 (12.63) 
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*
p value  <0.05 is significant 

 

  Table 10 shows that there was a significant association between 

marital conflicts, alcohol abuse in spouse and perceived lack of social 

support and antenatal depression. There was no significant association 

between antenatal depression and family history of mental illness, living 

with partner and male child preference. 

 

 Past history of depression: A past history of    depression and a history 

of psychiatric treatment for depression during a previous pregnancy or at 

any time during the lifetime, is also a established risk factor for the 

development of antenatal depression
91,116

. In our study none of the 

pregnant women had a past history of depression. This may be due to 

stigma associated with a psychiatric diagnosis that they were not willing 

to reveal even if they had had an episode of depression.  

 

Alcohol 

abuse 

in partner 

Yes 

(N-51) 
13 (25.49) 

0.014
* 

 
No 

(N-209) 
25 (11.96) 

 

Percieved 

lack of social 

support 

Yes 

(N-40) 
13 (32.5) 

<0.001
* 

 
   No 

(N-220) 
25 (11.36) 
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Family history of depression: In our study about 3 % of the women had 

a family h/o depression. This is comparable to the NMHS survey report 

which states that the prevalence of mood disorder in Tamilnadu is about 

4.62%. 

 

  Family history of depression is an important primary risk factor for 

antenatal depression as per S M Marcus et al
117 

who found nearly half of 

the study subjects had a history of depression in the past .  Jeong et al 

found that a family history of psychiatric illness during the lifespan has 

been observed as another important risk factor for antenatal depression 

118
.  Nevertheless, this may sometimes be difficult to evaluate, because 

the woman may not be aware of mental problems that have affected 

relatives, or may be not willing to declare it 
119

. 

 

Living with partner: In our study 98% of the women were living with 

their partner. Balestrieri et al found that women living with their partners 

have a higher level of depression than those women who are living 

alone,with friends or with the community
98

. Bilszta et have found that 

single women have more depressive symptoms compared to women with 

partners
91

. 

 

Marital conflicts: In our study around 15% of the women had marital 

conflicts. Problematic or dissatisfied relationship with partner have been 
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identified as an important risk factor for the onset of anxiety and 

depression during pregnancy.
38,91

  In a study done by Pednekar et al,  it 

was found that interpersonal problems especially related to marital 

relationship were a major cause for depression
120 

 

Preference for male child:  In our study more than one fourth of the 

study population had a preference for male children. Son preference in 

India is  very well documented. There are  economic, religious, social and 

emotional reasons for male child preference
121

.  Maryam Rouhi et al  in a 

sample of Iranain women found  tion of male child preference was 

common and was associated with antenatal depression
122

.  

 

Alcohol abuse in partner :  In our study alcohol abuse was found in 20 

% of the women‟s  partners . Alcohol abuse in partner was found to be 

significantly associated with antenatal depression.  Spousal alcohol use 

can lead to intimate partner violence
123

 and marital conflicts
124

  which are  

risk factors for antenatal depression .  Problems related to alcohol abuse 

in the partner may be  marital problems , domestic violence ,  financial 

and health problems . This   explains the increased risk for depression in 

women who report excessive alcohol use by their partner
125

. 

 

Percieved lack of social support:  Lack of social support is another 

factor strongly associated with an increased risk of antenatal anxiety and 
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depression
128 

. In our study 15 % of the participants perceived a lack of 

social support. A significant association between  percieved lack of social 

support  and antenatal depression was found .  Many studies have found 

that lack of social support is significantly associated with antenatal  

depression
126,127,128

. Adewuya et al in a study done in late pregnancy in 

Nigeria  found that perceived lack of social support (OR=6.08, 95% 

CI=1.42-26.04) was independently associated with antenatal 

depression
126

. Bayrampour et al found low social support, was a common 

predictor of  depression in pregnancy
127

.  Dibaba et al in a study done in 

rural  Ethiopia found women who reported moderate (AOR = 0.27; 95% 

CI 0.14-0.53) and high (AOR = 0.23, 95% CI 0.11-0.47) social support 

during pregnancy were  less likely to report depressive symptoms 
128

.  
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Child related factors : 

This table shows the association antental depression and child related 

factors like type of delivery, gender of the child, low birth weight.  

Table 11 : Prevalence of antenatal depression across variables related 

to child related factors (N=260) 

 

 

 

Variable 

 

Category 

  Antenatal   

Depression 

 

 
p value Present 

 

Birth 

weight 

Less than 2.5 

N-28 
7 (25) 

0.100   More than 

2.5 

        N-232 

    31 (13.36) 

 

 

Sex of child 

Male 

N-129 
18 (13.95) 

0.764 
 

Female 

N-131 
20 (15.22) 

 

 

Type of 

delivery 

    Normal 

     N-116 
15 (12.9) 

0.490 
     LSCS 

     N-144 
23 (15.9) 

*
p value  <0.05 is significant 

 

  Table 11 shows that there was no significant association between 

the type of delivery, gender of the child and low birth weight in our study.  

The finding that low birth weight is not associated with antenatal 

depression in our study may be due to the efficient public health system 
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in the state and also the contribution from increased economic  growth, 

higher literacy rate, gender equality, and lowered fertility rate of the state. 

A study done by Andersson L et al  also found no differences in neonatal 

outcome between women with antenatal depressive disorders and healthy 

subjects and that the neonatal outcome did not deteriorate despite the 

women's impaired mental health during pregnancy
128

.  

 

  In contrast a study done by Steer RA
129

 found that in depressed 

women,  the risk of a poor outcome rose by  5-7% (p < 0.05) for each 

point of  increase in the BDI  score and  the risk of delivering a low birth 

weight baby was  3.97 (95% ( CI )3.80-4.15).  

 

Type of delivery: Studies also provide strong evidence that maternal 

depression is associated with poor growth in infants and other adverse 

neonatal outcomes like operative delivery. In our study about half of the 

study population had a operative delivery. Depression in late pregnancy 

was associated with increased risk, operative deliveries (caesarean section 

and instrumental vaginal delivery) p < 0.2 and other adverse neonatal 

outcomes.  

 

Gender of the baby: Gender of the baby was almost equally distributed 

in our study.   
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Risk Quantification:  

  For factors which showed statistical significance (p< 0.05), 

prevalence odds ratio was estimated initially using univariate analysis and 

unadjusted odds ratio was calculated. 

 

Table 12 : Univariate analysis of statistically significant factors 

S.No Variable Unadjusted Odds 

ratio (95% CI) 

p value 

1. Teenage pregnancy 0.11 (0.006 -1.94) 0.134 

2. Marital conflicts 4.09 (1.86 – 9.01) 0.000
* 

3. Alcohol abuse in 

partner 

2.51 (1.18 – 5.36 ) 0.016
* 

4. Percieved lack of social 

support 

3.75 (1.71 – 8.20 ) 0.000* 

 

*
 P value < 0.05   

  Table 12 shows that marital conflicts, alcohol abuse in partner and 

perceived lack of social support were significantly associated with 

antenatal depression. 
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Multivariate analysis of risk factors for antenatal depression:  

The factors that had statistically significant risk in univariate analysis 

were further subjected to multivariate analysis to find adjusted odds ratio 

and the findings are as follows 

 

Table 13 : Factors associated with occurrence of antenatal 

depression. 

Factors  

Odds ratio 

95%CI for Odds 

ratio 

 

p-value 

Lower Upper 

Marital conflicts 2.961 1.258 6.969 0.013
* 

Alcohol abuse in partner 1.751 0.763 4.017 0.186 

Percieved lack of social support 3.155 1.397 7.122 0.006
* 

 

*
p value  < 0.05 is significant 

  Table 13 the results of  the multi variate analysis . It was found that 

women with marital conflicts have 3 times more chance of developing 

antenatal depression and women who perceived a lack of social support 

have three times more chance of developing antenatal depression. Similar 

association was found by Lee et al 
119

, who found that low perceived 

social support and marital dissatisfaction were significantly associated 
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with antenatal depression and Zeng et al found that good partner 

relationship and social support were positive protective factors against 

antenatal depression
130

.  Alcohol abuse was not statistically significant. 

This may be because of problems with quantification of alcohol 

consumed which might be the reason for the multi variate analysis for  

not picking it up as a risk factor.    
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7.  CONCLUSION 

 
  The study was done among 260 pregnant women from three sub 

centres under Peerkankaranai  PHC, Saidapet  HUD, Kanchipuram  

District. The study was done among pregnant women who completed a 

gestational age of 24 weeks residing in Peerkankaranai PHC area. 

 

Antenatal Depression  

  As per EPDS, 14.62% of study population had antenatal depression 

and 85.38% did not have antenatal depression. The mean EPDS Score 

was 8.62 ± 4.07  with a minimum score of 0 and maximum score of 21. 

 

  Among the various risk factors for antenatal depression studied, 

three factors were found to be significant in univariate analysis .They are 

marital conflicts (p<0.01),alcohol abuse in partner (p<0.05) and perceived 

lack of social support (p< 0.01) 

 

  Subsequent multi variate analysis revealed that Marital conflicts 

(AOR = 2.96, 95% CI 1.25 - 6.96) and perceived lack of social support 

(AOR = 3.15, 95% CI 1.39 – 7.12) were the factors causing  significant 

risk.   
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8. SUMMARY 

 
  The main objective of this study was to find out the prevalence of 

antenatal depression in a rural area which is the area covered by  

Peerkankaranai PHC, a field practice area  attached to the Department of 

Community Medicine, Government Kilpauk Medical College. 

 

Methodology:   

  A cross sectional study was conducted in the Peerkankaranai PHC 

area, Saidapet HUD, Kanchipuram district among 260 pregnant women, 

who are in their third trimester of pregnancy. After getting informed 

consent a pre validated questionnaire was used to collect socio 

demographic, obstetric, risk factor data of the study participants. 

Edinburg Postnatal Depression Scale (EPDS) was used to estimate the 

prevalence of antenatal depression. Data collected was entered in MS 

Excel and analysed using SPSS version 16. 

 

Results and Discussion: 

  The study showed the mean age of the population as 25.52 ±3.928. 

Majority 224 (86.15%) of the study participants were less than 29 years. 

About 90 % of them had high school education. Majority of the study 

subjects 245 (94.23%) were homemakers.  
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About 113 (43.46%) of the study population lived in a nuclear family. 

Nearly half 125 (48.08%) of the study population belonged  to the upper 

middle class and about 99 (38.08%) of them belonged to the upper class.  

Almost 245 (94.23%) of the participants were married after the age of 18 

years.. Around 70% of them had an arranged marriage. Around 238 

(91.54%) had their conception after the age of 19 years.  

 

  In our study 145 (55.77%) were multi gravidae.  About 114 

(43.85%) of the women had a single living child and 5% had 2 children. 

Only 11 (4.2%) of the study subjects had more than 2 abortions. There 

was a history of stillbirths in 2 ( 0.7 %) of the  subjects. The birth spacing 

was less than 3 years in 59 (22.69%) participants. About 211 (81.15%) 

participants had a planned pregnancy. 

 

  Family history of mental illness was present in 9 (3.46%)  None of 

the participants had a past history of depression. Almost 255 (98.08%) of 

the participants were living with their partners. Marital conflicts were 

present in 38 (14.62%) of the participants. A preference for male child 

was present in 70 (26.92%) participants. Alcohol abuse was present in 51 

(19.62%) of the participants. About 40 (15.38%) of the study population 

perceived a lack of social support.  
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  In this study 14.62% of the antenatal mothers had antenatal 

depression as per EPDS. The prevalence of antenatal depression across 

various factors like socio demographic factors, Obstetric factors, family, 

marital, spouse related factors were analysed. Among those factors, 

statistically significant association was found for  teenage pregnancy, 

marital conflicts, alcohol abuse in partner and perceived lack of social 

support(p <0.05). For these factors risk estimation was done.The 

unadjusted odds ratio showed significant value for 3 of the factors namely 

marital conflicts, alcohol abuse in partner and perceived lack of social 

support. Further refining was done by calculating the adjusted odds ratio 

using multi variate analysis which identified 2 factors , marital conflicts 

(AOR = 2.96, 95% CI 1.25 - 6.96 )  and perceived lack of social support  

( AOR = 3.15, 95% CI 1.39 – 7.12 )  as having significant risk. 

 

Conclusion:   

  The present study conducted in a rural area covered by the 

Peerkankaranai PHC. Of the 260 antenatal mothers examined 14.62% 

were positive for antenatal depression. Presence of marital conflicts and a 

perceived lack of social support were significantly associated with 

antenatal depression. 
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These findings demonstrate the importance of antepartum screening for 

depression in antenatal clinics in   primary health care setting . Early 

detection and intervention leads to favourable outcomes.   
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9. LIMITATIONS 

 

 This study was a cross sectional study , so the measurements of 

exposure and disease were collected at the same time, and so a 

temporal sequence  was not established 

 Antenatal depression in our study was assessed by a self-report 

rating scale rather than a structured interview which would have 

confirms the diagnosis . 

 The prevalence of antenatal depression  tends to be higher when 

symptoms, rather than disorders, are investigated  

  The sample size was estimated for finding prevalence and not 

associations. It would required a sample size 960 to an  show an 

association of depression with low birth weight when prevalence 

of depression is 9% normal weight and 18% in low birth weight, 

at 95% confidence level when 10% of babies are expected to be 

low birth weight.  
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10. RECOMMENDATION 

 
  Strategies for developing feasible community-level 

screening in pregnant high-risk women are probably likely to 

be effective in reducing morbidity  

 Screening for  antenatal  depression in antenatal clinics helps  in 

identifying women at risk of developing Antenatal depression. 

Which in turn helps to identify women with risk of developing  

postnatal depression. 

 Screening for antenatal depression should be included in routine 

antenatal care practice. 

 Shorter time efficient and accurate screening methods that can be 

employed by health care workers at the primary level or 

community will be beneficial. 
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ANNEXURE I 

 

 

  



 
 

ANNEXURE II 

     INSTITUTIONAL ETHICAL COMMITTEE CERTIFICATE 

  



 
 

ANNEXURE III 

QUESTIONNAIRE                                                                                             

S. No.  

1. Name:                                                                                                

2. Age /Sex:                                                    

3. Occupation:                                  1.        2.        3.       4.       5.     6. 

4. Educational Qualification:         1.        2.        3.       4.       5.      6.       7. 

5. Socioeconomic status:               1.        2.        3.       4.       5. 

6. Assets : 

7. Residential area:                                                                 

8. Obstetric Score :                G   P   L   A 

9. Family History Of Mood Disorder :      Yes       No 

10. Past History Of Depression : 

11. Age at Marriage  : 

12. Is It an Arranged Marriage :        Yes        No 

13. Age of First Conception : 

14. Last Child Birth : 

15. Is the Current Conception is Planned :       Yes          No 

16. H/O Miscarriage / Still Birth   :        Yes           No 

17. Living with Partner      :          Yes           No 

18. Any Marital Conflicts    :     Yes          No 

19. Preference for Male Child :        Yes           No 

20. Alcohol Use in Partner       :           Yes           No 

21. Percieved Lack of social Support  :     Yes          No 

 



 
 

ANNEXURE IV 

         EDINBURG POSTNATAL DEPRESSION SCALE 

  



 
 

 

ANNEXURE V 

 

Sample size:    

 Sample size is 260  ( Zα pq/L2) 

For an expected prevalence (p) from previous studies
52

  of  20% with Z value 

of 1.96 at 95% confidence interval, and with limit of accuracy ( L ) at 5 %  

(Absolute precision), 5% for non responders ,the sample size required was 260 

study participants. 

q = 1-p (proportion of people without hypertension) = 0.8 

The sample size required for the study was calculated as follows 

     1.96 x 1.96 x 0.2 x 0.8        0.6147 

n = -------------------------  =  ------------- =  246 

             0.05 x 0.05                 0.0025      

 



 
 

ANNEXURE VI 

INFORMATION TO PARTICIPANTS 

 

Investigator : Dr. KAMALI.R 

 

Name of the Participant: 

 

Title :   A  Descriptive Study On The Prevalence Of  Antenatal Depression In a Rural 

Area in Tamilnadu 

You are invited to take part in this research study. We have got approval from 

the IEC.  You will be asked to fill up a Questionaire, and We would be asking 

you questions regarding Your Past and Personal History , so that appropriate 

preventive measures could be planned . 

 

Date:    Signature of the Investigator:  

 

 

 

Place:    Signature /thumb impression of the participant: 

 

 

 

 

 

 



 
 

ANNEXURE VII 

PATIENT CONSENT FORM 

 

Study  detail     :     A  Descriptive Study On The Prevalence Of  Antenatal                        

Depression In a Rural Area in Tamilnadu 

Patients Name  : 

Patients Age  : 

Identification Number   :   

Patient may check (    ) these boxes 

 

I  confirm that I have understood the purpose of procedure for the above study. 

I have the opportunity to ask question and all my questions and doubts have 

been answered to my complete satisfaction. 

I understand that my participation in the study is voluntary and that I am free to 

withdraw at any time without giving reason, without my legal rights being 

affected. 

I understand that the ethical committee and the regulatory authorities will not 

need my permission to look at my health records 

 However, I understand that my identity will not be revealed in any  

information released to third parties or published, unless as required under the 

law. I agree not to restrict the use of any data or results that arise from this 

study. 

I agree to take part in the above study and to comply with the instructions given 

during the study and faithfully cooperate with the study team and to 

immediately inform the study staff if  I suffer from any deterioration in my 

health or well-being or any unexpected or unusual symptoms. 

I hereby consent to participate in this study. 

Signature/thumb impression:     Signature of investigator: 

Patients Name and Address:                  Study investigator’s Name:Dr.Kamali      



 
 

ANNEXURE VIII 

 

MRSI SOCIOECONOMIC SCALE 
 

Market Research Society of India Scale:  

        The New SEC system used to classify Households in india, based  

on two variables 

1) Education of the chief earner   

2) Number of consumer Durables( from a predefined list )- owned by  

the family.  

The list has 11 items, ranging from electrical connection and agricultural 

land to cars and air conditioners  

There are twelve grades in the SEC system , ranging from A1 to E3.  

Source:  Imbrint.com/research/The-New-SEC-system-3rdMay2011.pdf  

As MRSI scale is a new scale, we also used Modified BG.PRASAD 

Socio economic scale classification for comparison 

 

THE NEW MRSI SOCIOECONOMIC SCALE  

 
  



 
 

           THE NEW MRSI SOCIOECONOMIC SCALE 
 

 

 
  



 
 

ANNEXURE IX 

KEY TO MASTER CHART 

Items Description of coded items 

SES A- UPPER, B- UPPER MIDDLE, C- LOWER 

MIDDLE, D- UPPER LOWER, E- LOWER 

TYPE OF 

FAMILY 

1- NUCLEAR, 2- JOINT, 3-EXTENDED 

NUCLEAR 

FAMILY H/O 

DEPRESSION 

1- YES, 2- NO 

PAST H/O 

DEPRESSION 

1- YES, 2- NO 

AGE OF MRG 1-<18 YEARS, 2- >18 YEARS 

AGE AT 

FIRST 

CONCEPTION 

1-<19 YEARS, 2- >19 YEARS 

ALCOHOL 

ABUSE IN 

PARTNER 

1- YES, 2- NO 

LACK OF 

PERCIEVED 

SOCIAL 

SUPPORT 

1- YES, 2- NO 

MARITAL 

CONFLICTS 

1-YES, 2- NO 

EPDS SCORE 1-<13(ANTENATAL DEPRESSION ABSENT),  

2>13(ANTENATAL DEPRESSION PRESENT) 

BIRTH 

WEIGHT 

1- < 2500 GMS ( LBW), 2->2500 GMS (NORMAL 

WEIGHT 

LCB 1- <3 YEARS, 2- > 3 YEARS 

TYPE OF 

DELIVERY 

1-NORMAL, 2- OPERATIVE 



 
 



 
 



 
 



 
 



 
 

ANNEXURE XI 
       

Descriptive Study On The Prevalence Of  Antenatal Depression In a 

Rural   Area in Tamilnadu 

                                    Patient Consent Form In Tami 

 

 


