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ABSTRACT 

The present article is an attempt to explore the concept of Postpartum Depression also known as PPD. This article explores 
what the concept is all about along with outlining its aetiology, symptoms and also the ways in which it can be treated. 
Furthermore, this article also takes into account the effect that it has on not only the individual with PPD but also how it affects 
the child as well. It outlines the psychological basis of PPD and also throws light on how society treats the concept of PPD. 
This article thus aims to bring into focus the topic of Postpartum Depression and tries to give a simple and brief understanding 
of the same. 
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INTRODUCTION 

The birth of a child is a miraculous process; it signifies the 
creative capabilities of living beings and how the cycle of life 
works. The natural reaction by any parent is expected to be of 
happiness, feeling over the top of the world and experiencing 
the entire process of pregnancy with extreme calm, control, 
compassion, care and love. And these emotions are expected 
more from mothers than fathers across all cultures; but what 
if parents especially newly given birth mothers feel the baby 
blues! 

The term baby blues refers to the nervousness, anxiety, mood 
swings and gloomy feeling experienced by parents after the 
birth of their child. When these feelings persist for long, 
disrupting the attachment of parents towards their baby it is 
termed as POSTPARTUM DEPRESSION {PPD}. 
Postpartum depression is a type of clinical depression which 
affects both sexes after childbirth but as females carry the 
child and also due to the expectations from them to act 
maternally, they experience postpartum depression more than 
males. 

Postpartum depression is also termed as postnatal depression 
or according to DSM-5 [1] it is called as depressive disorder 
with peripartum onset. 

Depressive disorder with peripartum onset or PPD can start 
anytime during pregnancy or within four weeks (a month) 
after delivering the child. The criteria for diagnosis of 
postpartum depression DSM-5 [1] must be any five out of the 
nine symptoms listed below experienced persistently for at 
least 2 weeks or more: 

 Feeling sad, empty or hopeless nearly every day, for
most of the day or depressed mood observed by
others.

 Loss of interest or pleasure in activities.
 Weight loss or gain. {Decreased or increased

appetite}.
 Change in sleep patterns.
 Feeling restless.
 Loss of energy.
 Feeling worthless and/or guilty.
 Loss of concentration/attention and/or increased

indecisiveness.
 Recurrent thoughts of death with or without plans of

suicide.

Postpartum depression is different from postpartum psychosis 
which is a form of bipolar disorder and PPD is termed as Baby 
Blues when the above-mentioned symptoms only last for a 
week or 10 days. PPD takes various forms on the basis of 
symptoms experienced by the patients; it can be Postpartum 
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Depression with Panic Disorder when PPD is experienced 
along with recurrent panic attacks; it can be PPOCD i.e. 
Postpartum Obsessive Compulsive Disorder where the patient 
has symptoms of PPD along with obsessive thoughts like “I 
don’t love my child” and associated compulsive behavior like 
changing baby’s diaper over and over again unnecessarily and 
lastly it can take the form of PPPTSD i.e. Postpartum Post 
Traumatic Stress Disorder wherein the patient along with 
PPD symptoms experience nightmares, flashbacks of some 
stressful event or reliving the pain of delivery etc. 

Postpartum Depression is often considered to be caused due 
to expecting parents’ weak mental strength but this is 
absolutely wrong as just like any other depression PPD too 
has multiple causal factors. 

These causes range from biological to socio-cultural and 
finally individual differences among people. The biological 
view of PPD states that after giving birth there is a sudden 
decrease in hormones especially estrogen and progesterone 
which can lead to feeling tired and disoriented. Also, the 
thyroid gland in pregnant women at times may become 
underactive which can lead to low or slow metabolism which 
can cause depressed mood, lethargy etc. And if the concerned 
patient has had depression before or in a more genetic view if 
any of their first relatives (close blood relative sharing more 
than 50 percent genetic material like parents, siblings.) then 
too risk of PPD is very high. The emotional/affective view 
suggests that the mere act of giving birth causes so much 
emotional turbulence in females and the pressure to take care 
of the child causes PPD in parents. The expectation of family 
and Society to have kids and to behave in a particular manner 
congruent to one’s gender role creates a lot of pressure for the 
parents especially females. Apart from these two views one’s 
own mental and physical strength, financial status, giving 
birth to a differently-able child, lack of support and care, 
experiencing parenthood for the first time and the will to have 
a child also contributes as factors causing postpartum 
depression. 

Furthermore, lack of schooling and low socioeconomic level 
are factors more commonly associated with PPD. Among the 
psychosocial factors that present greater association with PPD 
are lack of social support, history of mental illness, 
postpartum sadness, antenatal depression, low self-esteem, 
antenatal anxiety, stressful life events, unplanned pregnancy, 
an attempt to interrupt the pregnancy and negative feelings in 
relation to the child [2]. 

Symptoms may start to show either in a week after giving 
birth or as late as 6 weeks after delivery. The types of 
symptoms seen ranges from physical to psychological with 
mothers experiencing emotional imbalances, moodiness, 
fatigue, lack of appetite, feeling a sense of inadequacy, 
irritation etc. 

In a study by Stewart et al. [3] it was found that nearly all 
women face fear and anxiety after giving birth but not all 

express it as they feel that it is uncharacteristic of a mother to 
express such emotions. 

Another study by Salisbury et al. [4] has stated that women 
especially working women are more likely to suffer with 
Postpartum Depressions since they fear and are anxious as to 
how they will get back and also fear that they won’t be able 
manage their time well. 

It is a universal culture wherein women are given this image 
of nurturer and to such an extent that when a woman decides 
not to have a child or is unable to get pregnant it is considered 
that she is not complete. Such stereotypes push women into 
unplanned and hasty pregnancy which then causes further 
anxiety and nervousness and fear thus leading and taking the 
form of postpartum depression. 

Even though having a child is equally exciting for both males 
and females but the emotion of anxiety is associated more to 
females than to males because it is not masculine enough to 
show weak emotions therefore most epidemiological studies 
have been done keeping in mind women but now due to 
increased awareness and sensitivity studies regarding men too 
have been initiated but yet they are not enough to quote any 
concrete figures regarding PPD. According to APA 
(American Psychiatric Association) 1 out every 5 women 
suffer through PPD and nearly 50 percent of women suffering 
through PPD eventually experience Postpartum Psychosis 
and nearly 30 percent women start having symptoms of PPD 
since the onset of pregnancy. The prevalence of PPD is 
between 10 and 20% according to the majority of studies. 
Variations in the rates of prevalence are probably due to the 
use of diverse diagnostic methods and criteria, as well as 
economic and cultural differences among the groups studied. 

In Brazil, in a study conducted in the District of Anaia, in São 
Gonçalo, in the state of Rio de Janeiro, Da Silva et al. [5] 
observed a prevalence of 12% of depression during the third 
month of the postpartum period (N=33). Two other Brazilian 
studies found similar prevalences: 13.3% (N=120), in the 
Portuguese validation study of the Postpartum Depresson 
Screening Scale (PDSS) conducted in Recife, Pernambuco. 

A number of recent investigations have examined the link 
between race/ethnicity, younger age, and education and PPD. 
Although some studies find clear support for these variables 
as risk factors [6,7], other studies find that these associations 
can be accounted for by SES [8,9], suggesting that poverty 
may be the common factor among many of the demographic 
correlates of PPD. 

A number of perinatal-related stressors have been examined 
as potential risk factors for the development of PPD, 
including perinatal complications, infant health and 
temperament, and mode of delivery. For example, in a sample 
of 4,941 women, Blom et al. [10] found that women 
experiencing a range of complications including pre-
eclampsia, prenatal hospitalization, and emergency cesarean 
section were more likely than other women to score in the 
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clinical range on the Edinburgh Postnatal Depression Scale 
(EPDS) at two months postpartum. These effects remained 
significant when controlling for socio demographic variables 
and pre-existing psychopathology. Further, there is evidence 
that PPD symptomatology may be influenced by infant health 
[10] and temperament [11].

In contrast, mode of delivery has not received support as a 
risk factor for PPD [12,13]. 

The lack of studies regarding males experiencing Postpartum 
Depression and the mere handful of studies done in the past 
5-6 years regarding Postpartum Depression as a distressing
problem faced by expecting or new parents shows that how
low was the awareness among people and also the fact that
people who suffered through this could not speak out either
due to lack of insight; due to the stigma attached to mental
depression or even due thinking how they can feel sad or
disconnected with their children and thus leading them to
believe that maybe they are bad parents or are not meant to be
one. Apart from these even babies also suffer too as during
the first few weeks if babies do not get their mother’s warmth
and have erratic breastfeeding schedule it can hamper their
physical as well as psychological well-being and later on
manifest as either physical illness like pain or psychological
distress like avoidant attachment style, being recessive etc.
thus in such times it is very important that parents especially
mothers suffering through PPD are given support, love, and
proper treatment and therapy so that they can cater to their
child’s needs as well as their own needs in an efficient and
healthy manner.

Women with PPD have been shown to exhibit a number of 
cognitive biases that lead to negative perceptions of 
themselves and others (including their infants) [14,15]. A 
heightened self-focus has been shown to be characteristic of 
many psychiatric disorders [16]. A number of studies have 
demonstrated an increased self-focus in mothers with PPD 
through a variety of methods. For example, increases in 
depressive symptoms during the transition into motherhood 
are shown to predict a decrease in family- related goals and a 
concomitant increase in self-focused goals [17]. Additional 
studies have demonstrated an increased self-focus by showing 
that mothers with PPD were impaired in their ability to 
recognize affective cues [18,19]. 

PPD has been shown to affect numerous maternal caretaking 
behaviors. The negative impact of depressive symptoms is 
apparent in one of the earliest of interactions with her infant-
breastfeeding. Breastfeeding is critical to infant development, 
and exclusive breastfeeding can continue for as long as six 
months postpartum. In a qualitative review of 49 studies, 
Dennis and McQueen [20] identified one study that provided 
longitudinal evidence establishing temporal precedence of an 
effect of PPD on breastfeeding outcomes. 

Later studies have reported support for an effect of PPD on 
breastfeeding outcomes. 

The negative effects of PPD extend beyond the early 
postpartum period to infancy and into childhood. Women 
with depressive symptoms are less likely to attend well-child 
visits, complete immunizations, use home safety devices, or 
place infants in the recommended sleeping position [21]. PPD 
also is associated with problematic practices in putting infants 
to sleep (e.g., nursing the infant to sleep at beginning of 
night), incorrect use of car seats, and setting safe water heater 
temperature levels [22]. In addition to compromising the 
safety and well-being of the infant, mothers with PPD are 
more likely to neglect and abuse their children [23]. 

A meta-analysis of 193 studies demonstrated a small but 
significant association between maternal depression and a 
range of child behavioral outcomes including internalizing 
psychopathology, externalizing psychopathology, negative 
emotionality, and positive emotionality [24]. Although this 
meta-analysis did not focus exclusively on depression in the 
postpartum period, it highlights the importance of numerous 
factors relevant to the consequences of PPD on child 
behavioral outcomes (e.g., child sex, child age, SES). 

Recent studies of the consequences of PPD specifically have 
reported similar conclusions to Goodman et al.’s [24] 
quantitative review, showing that maternal depressive 
symptoms experienced during the first six months postpartum 
are associated with behavioral problems from early childhood 
to adolescence [14,25]. That PPD predicts poorer language 
and IQ development in children and that this effect is found 
across childhood and adolescence [26-28]. 

It is always expected that parents must be selfless, caring and 
always on their toes but this is extremely unrealistic since 
even they too can crack under pressure or feel nervous or 
jittery when faced with any new or unexpected situation and 
these feelings are completely normal to be experienced by 
expecting or newly delivered parents since it’s their first 
experience being parents and also it is completely acceptable 
for even those who aren’t expecting for the first time since 
every pregnancy is not the same as the previous one. This 
feeling of baby blues is even more common nowadays 
considering the hectic and modern lifestyle where both males 
and females are working or when child is being raised by a 
single parent. 

In case of when a child via surrogacy or adoption is accepted 
and also when LGBTQIA+ identifying couples too have kids 
via surrogacy or adoption because in this case due to the 
society’s undue pressure and stereotype already causes a lot 
of stress over which they even have to navigate through 
understanding the child’s needs and also to create a 
harmonized dynamic amongst themselves though this is not 
postpartum depression but they too experience intense 
anxiety, nervousness and even stress which can turn into 
depression or even anxiety disorder in some cases and can 
cause extreme stress to people’s physical and psychological 
health as well. 
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PPD is a major health issue for many women from diverse 
cultures and has well-documented health consequences for 
the mother, child, and family. Randomized controlled trials 
(RCTs) evaluating interpersonal psychotherapy, cognitive- 
behavioral counselling with antidepressants (ADs), health 
visitor-led nondirective counselling and nurse-facilitated 
support groups have suggested that PPD is amenable to 
treatment. 

When the symptoms get too serious then professional help 
must be taken there must be no hesitation in approaching for 
such help. There are a lot of ways to treat this problem ranging 
from counselling to cognitive-behavioural therapy {CBT} to 
prescribing medications like anti-depressant and lastly in 
extreme cases hospitalization is prescribed. In the 
contemporary times due to a lot of celebrities coming out and 
speaking about their experiences of PPD like Chrissy Teigen, 
Sarah Michelle Geller and many other prominent 
personalities a lot more attention is being paid to this issue. 
Today there are also numerous Self-Help Groups both in the 
offline real world and online on social networking sites like 
Frida Mom etc. which are giving space for both women and 
men who suffer through Postpartum Depression. 

Some of the contemporary biological interventions for PPD 
are; Antidepressant (AD) Medication, hormonal 
interventions, DHA, thyroid function and calcium 
supplementation. 

According to research studies, which did a naturalistic follow 
up study of 20 women with initial episodes of PPD who went 
on to have 33 more pregnancies, 6 mothers (30%) developed 
8 subsequent incidences of PPD, suggesting that the risk of 
subsequent PPD occurring among women is approximately 1 
in 4. It has been hypothesized that administration of AD 
medication to asymptomatic women in the immediate 
postpartum period may prevent recurrent episodes of PPD. 
Wisner and colleagues [29] conducted a quasi-experimental 
study to see the efficacy of AD on PPD it was found that its 
effects were limited especially in the case of controlling the 
recurrent episode of PPD. 

During pregnancy the female body goes through a series of 
physical changes these include the maternal pituitary gland, 
thyroid and parathyroid glands, and pancreatic cells all 
increase in size during pregnancy. In addition, there are 
increases in gluoco-corticoid, mineralocorticoids, rennin, 
angiotensin, and androgens. The primary endocrine 
abnormalities can be accompanied by mood changes (for 
example, hyper- and hypothyroidism and diabetes mellitus). 
Thus, hormonal therapies like estrogen and progesterone 
therapies are very common for females along with thyroid and 
calcium supplementation as they help in building up and 
strengthening of the female body thus also bringing in 
hormonal balance which leads to better mood, strength and 
resilience both physically and psychologically as well [30]. 

On the other hand some of the psychological interventions 
used for PPD are: CBT, Psychodynamic therapy, 
interpersonal therapy and general counselling given to the 
clients based on their symptoms and severity of the problem. 

Among mental health problems, PPD offers a unique 
opportunity for prevention. It occurs within a limited time 
frame following a very concrete event (i.e., childbirth), and it 
is preceded by an equally definable experience (i.e., 
pregnancy) during which women are in regular contact with 
the health care system. For these reasons, there has been great 
interest in prevention of PPD. 

Prevention programs can be divided into three large 
categories, universal (all pregnant women), selective 
(presence of purported risk factors such as primiparity or low 
SES), and indicated (presence of depressive symptoms but no 
diagnosis) prevention. Numerous reviews have been 
undertaken of this literature and have come to mixed 
conclusions. There was some evidence in the literature for 
postpartum professional support and that interventions aimed 
at high-risk populations tended to show better preventive 
effects. Two recent reviews of prevention in major depression 
[31] which included several prevention trials with postpartum
women, come to a much more positive conclusion regarding
the efficacy of prevention of major depression.

Lara et al. [32] in a trial conducted in Mexico City, evaluated 
a psycho-education intervention (eight two-hour weekly 
sessions) compared to usual care with women who were 
experiencing moderate levels of depressive symptoms during 
pregnancy. Women in the CBT group had a significantly 
lower incidence of depression over the course of the trial, but 
there were no significant differences in depressive symptoms 
between conditions. A significant limitation of this trial was 
that attrition was over 50%, which limits the generalizability 
of its findings. 

Finally, in a large-scale Canadian trial (N = 701), Dennis et 
al. [20] evaluated the effectiveness of peer support provided 
by women who had previously suffered from PPD in 
comparison with usual care. Women early in the postpartum 
period who had an EPDS score >9 were eligible for 
participation. Women in the peer support condition had 
significantly lower EPDS scores at 12 weeks postpartum, but 
the difference was only one point on the scale. 

A recent study of universal prevention deserves special note 
[33]. This cluster randomized trial was undertaken in the same 
context as the Morrell et al. [34] treatment trial, which was 
discussed previously. Women who were not eligible for the 
treatment trial (EPDS <12 at six weeks postpartum) and who 
consented to participate in ongoing assessments (EPDS and 
other measures) were followed for 18 months postpartum. 
Among these women, 83 of 767 (10.8%) in the usual care 
clusters versus 113 of 1,474 (7.7%) in the intervention group 
clusters (person-centered counseling or CBT-based 
counselling) had an EPDS score ≥12 at six months postpartum 
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(OR = 0.68; 95% CI = 0.50-0.93), indicating that well women 
in the intervention cluster were significantly less likely to 
become depressed than women in the usual care cluster. Mean 
EPDS scores were significantly different in the predicted 
direction as well, though by less than one point [35-40]. 

What is noteworthy is that these women were well at the time 
of study entry and no specific intervention was delivered to 
the women in the intervention group clusters, except that they 
were being cared for by a Health Visitor who had been trained 
in basic counselling skills and in detection of PPD. The 
authors argued that actually more women in absolute numbers 
benefited from the universal prevention trial [33] than from 
the intervention trial with depressed women [34]. These 
findings suggest that making systemic changes to health care 
provision to postpartum women without regard to their 
depression status might have important public health effects 
in reducing the incidence of depression in the postpartum 
period. 

Thus, the literature suggests the possibility of intervening 
early with symptomatic women to prevent the development 
of symptoms into a major depressive episode. Because 
women are in regular contact with health care providers 
during pregnancy, it is an ideal time to identify those women 
who are symptomatic and to address their symptoms directly 
in pregnancy and to carry over these interventions into the 
postpartum period. These interventions could be carried out 
in individual sessions, group sessions, or even in online 
individual and group sessions. 

When we as a society are heading towards new and 
unexplored roads and achieving new milestones then it’s time 
that we become more sensitive to the concept of mental 
distress or mental disorder in an even more severe scenario 
and also accept that PPD or Postpartum Depression too is a 
serious problem symptoms of which can range from mild to 
severe and any one suffering through it are not crazy or 
irresponsible rather they are not able to express their love and 
care towards the baby because they are emotionally and 
physically too exhausted and have confused thoughts and 
feelings. Therefore, we must be attentive to these signs and 
symptoms and provide unconditional love and support [41-
50]. 
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