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ABSTRACT

Background: Postpartum depression (PPD) is a non-psychotic depressive episode within one year post-delivery. If 
left untreated PPD can lead to chronic depression, neglect, substance abuse, or suicidal ideation. It is common and 
often undiagnosed complication of childbirth because routine screening is not standard during postnatal care. The 
Edinburgh Postnatal Depression Scale (EPDS) is a widely used screening tool recommended for early detection. This 
study assesses the prevalence of PPD and its association with socio-demographic, obstetric, perinatal, and psychiatric 
factors.

Methods: A cross-sectional study was conducted at KIST Medical College and Teaching Hospital after ethical 
approval. A total of 167 postpartum women (6–10 weeks post-delivery) were recruited via simple random sampling. 
Data were collected through structured interviews from June to November 2022 using a Nepali-translated EPDS 
(PPD cutoff: ≥13). Statistical analysis was performed using SPSS, with chi-square tests (p<0.05).

Results: PPD prevalence was 17.4% (29/167). Significant associations were found with mode of delivery (p=0.031), 
neonatal ICU admission (p=0.021), past psychiatric history (p=0.000), and family psychiatric history (p=0.000). 
No significant associations were noted for age, education, employment, parity, or maternal complications. The odds 
ratio of PPD were 2.8 times higher in mothers who had their newborn admitted to neonatal ICU- and 14.8 times 
higher in those with a psychiatric history in family.

Conclusions: PPD remains a significant concern despite a lower prevalence than regional studies. Routine EPDS 
screening should be integrated into postpartum care for early detection.
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INTRODUCTION

The postnatal period is a significant risk factor for 
the development of mood disorders. According to 
standardized diagnostic criteria, any episode of 
non-psychotic depression occurring within one year 
of childbirth is classified as postpartum depression 
(PPD).1 PPD is a common complication following 
childbirth,1,2-5 yet it often remains undiagnosed 
despite its clinical importance.1,5 If untreated, it 
may progress into chronic, recurrent depression.1,3,6 

Although PPD is a serious concern, routine screening 
is not consistently incorporated into postnatal care, 
leading to underdiagnosis. Several tools available are 
able to identify PPD, however, the Edinburgh Postnatal 
Depression Scale (EPDS) is the one most widely used.1,7-10 
Routine screening with the EPDS is recommended by the 
American College of Obstetricians and Gynecologists, 
the American Academy of Pediatrics, and the United 
States Preventive Services Task Force. However, clinical 
evaluation remains the gold standard to confirm the 
diagnosis and guide appropriate management.5
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METHODS

A cross-sectional study was conducted among postpartum 
women within the six to ten-weeks of childbirth at KIST 
Medical College and Teaching Hospital, Lalitpur. The 
target population comprised of women who attended 
follow-up visits at the postpartum clinic or vaccination 
clinic for newborns. Ethical approval was obtained 
from the institutional review committee (IRC number 
2078/79/65). Women actively undergoing treatment 
for psychiatric conditions (diagnosed and managed by a 
psychiatrist) were excluded. 

Using a 12% prevalence estimate of postnatal depression 
from a previous Nepali study,8 the sample size was 
calculated using the single-proportion formula:

n = z2 *(pq /d2)  
at 95% confidence level and 5% margin of error, yielding 
n = 163.

A total of 167 participants were enrolled who met 
the inclusion criteria. Informed written consent was 
obtained and one-on-one interviews were carried 
out from June 1, 2022, to November 30, 2022. The 
interviews took place in a secure environment, with 
participants separated from accompanying visitors to 
minimize potential influences on their responses.

The first part of the questionnaire included variables 
assessing socio-demographic factors (age, educational 
status, employment status), obstetric and perinatal 
factors (parity, mode of delivery, peripartum 
complications, neonatal intensive care unit (ICU) 
admission), and medical history (past and family history 
of psychiatric conditions). The second part comprised 
the Nepali-translated version of the Edinburgh Postnatal 
Depression Scale (EPDS),7,11 with scores of 13 or above 
considered indicative of depressive illness.12

Data were analyzed using SPSS version 26. Descriptive 
statistics were employed to present the results in 
terms of frequencies, percentages, mean, and standard 
deviation. The Chi-square test was used to assess 
associations, and a p-value of <0.05 was considered 
statistically significant.

RESULTS

The prevalence of postpartum depression was 17.4%, 
29 out of 167 (score of 13 or more). The mean age of 
women with depression was 26.07 +/- 4.05 years. A 
significant association was found between diagnosis of 

depression (score of 13 or more) to mode of delivery 
(p 0.031), neonatal ICU admission (p 0.021), history of 
psychiatric conditions (p <0.001) and family history of 
psychiatric conditions (p <0.001) (Table 1). There was 
no significant association found between diagnosis of 
depression to age (p value 0.708), level of education 
(p values 0.234), employment status (p value 0.777), 
parity (p value 0.499) and maternal complications (p 
value 0.821) (Table 1). 

Table1. Different characteristics of patients and 
post-partum depression

Depression
(score
>=13)

No 
Depression 
(score < 13)

P 
value 

Mean Age 
+/- Standard 
deviation 

26.07 +/- 
4.05

26.44 +/-
3.47

Age

<30 years 24 110 0.708

>=30 years 5 28

Level of education 

Less than 
Secondary level 

9 59 0.234

secondary level or 
above 

20 79

Employment status

Employed 7 30 0.777

Non employed 22 108

Parity

Primiparous 20 86 0.499

Multiparous 9 52

Mode of delivery

Normal Delivery 12 87 0.031

Cesarean section 17 51

Maternal complications

Yes 2 8 0.821

No 27 130

Neonatal ICU admission 

Yes 12 29 0.021

No 17 109

Past history of psychiatric condition

Yes 5 0 0.000

No 24 138

Family history of psychiatric condition

Yes 6 3 0.000

No 23 135
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Subsequently, multivariate analysis was conducted 
using logistic regression, incorporating variables that 
demonstrated statistical significance in the bivariate 
analysis via the Chi-square test. Neonatal intensive care 
unit (NICU) admission (p = 0.042) and family history of 
psychiatric disorders (p < 0.001) emerged as significant 
predictors of postpartum depression.

Mothers whose newborns required NICU admission 
had 2.8 times higher odds of developing postpartum 
depression compared to those whose newborns did not 
require NICU care. Similarly, the odds of experiencing 
postpartum depression were 14.8 times higher among 
mothers with a positive family history of psychiatric 
conditions compared to those without such a history.

DISCUSSION

The postpartum period is widely recognized as a 
vulnerable phase, marked by an elevated risk of 
developing mood disorders, particularly depression.1 In 
our study, the prevalence of PPD was found to be 17.4%. 
This figure is notably lower than those reported in 
previous studies conducted in Nepal, where depressive 
symptoms were identified in 29% of postpartum women 
at Dhulikhel Hospital and 30% at the Maternity Hospital 
in Kathmandu.4,10 Similarly, a cohort study from Dhading 
and Kathmandu, using an EPDS cutoff score >13, reported 
a prevalence of 22.2%.13 In the broader context of 
developing countries, the reported rates of postpartum 
depressive symptoms range from 11% to 40%,12 with a 
study from India indicating a prevalence of 22%.14

These findings suggest that the prevalence of PPD 
among Nepalese women may be lower compared to 
other developing countries. The observed differences 
in prevalence could be attributed to several factors. 
First, variations in screening tools, such as differences 
in the EPDS cutoff scores, may impact the identification 
and reporting of depressive symptoms. Additionally, 
the timing of assessments in different studies can 
influence the detection of PPD, as symptoms may vary 
in severity and duration over time. Furthermore, sample 
size and demographic characteristics, such as age and 
socioeconomic status, may play a significant role in 
the prevalence rates observed. Cultural perceptions of 
mental health and the stigma surrounding mental illness 
in some communities may also lead to underreporting 
of depressive symptoms. Finally, the availability and 
quality of social and emotional support, both during the 
postpartum period and within the broader community, 
are likely to influence the mental health outcomes of 
women. A supportive environment may buffer against 

the development of PPD, while limited support may 
exacerbate symptoms.

While the lower prevalence of PPD in our study is 
noteworthy, it is essential to consider these contextual 
factors when comparing results across studies. Further 
research, including large-scale longitudinal studies, 
is necessary to better understand the multifactorial 
influences on PPD prevalence and to refine screening 
protocols for more accurate identification and 
management of PPD in diverse setting

Our study did not identify any significant association 
between PPD and demographic variables such as 
maternal age, education level, or employment status. 
These findings are consistent with previous research 
conducted at a university hospital in Kathmandu and 
at Bharatpur Hospital, Nepal.10,15 However, contrasting 
evidence exists; for instance, a study among Rajbangsi 
women in Nepal found a significant association between 
maternal education and PPD.16 In our study, no significant 
association was found between maternal occupation and 
PPD, which aligns with findings from a study conducted 
among North Indian women.17 A study from Turkey 
indicated that being a housewife was associated with 
an increased risk of PPD. This suggests that financial 
independence and secure employment post-childbirth 
may serve as protective factors against the development 
of postpartum depression.18 These divergent findings 
signify the complexity of the relationship between 
employment and PPD. While employment may offer 
economic stability and psychological benefits in some 
contexts, its protective effect may be influenced by 
factors such as job security, workplace stress, and the 
availability of social and familial support, which vary 
across different cultural and economic settings.

Regarding parity, our study did not find a significant 
association with PPD, which aligns with findings from 
a study conducted at Bharatpur Hospital in Nepal. 
15However, this contrasts with a study in Lalitpur, Nepal, 
which reported a significant relationship between parity 
and PPD.19 Parity could influence in several ways. For 
some women, having multiple children may increase 
stress due to greater caregiving demands, while for 
others, previous childbirth experience may provide a 
sense of confidence and coping skills that may reduce 
the likelihood of depression. The lack of a significant 
association in our study suggests that the relationship 
between parity and PPD might be influenced by other 
factors. 

Our study found a significant association between the 
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mode of delivery and PPD. However, international 
research has yielded mixed results, and larger studies 
have yet to establish a definitive link between delivery 
method and the risk of PPD.20 Notably, a study conducted 
in Nepal reported a significantly higher risk of PPD in 
women who delivered vaginally compared to those 
who underwent cesarean sections.10 The discrepancy 
in findings may be influenced by various factors, 
including cultural differences, healthcare systems, 
and the psychological impact of different delivery 
experiences. Vaginal delivery may involve more physical 
trauma, prolonged recovery, and a perceived loss of 
control, all of which could contribute to a heightened 
risk of PPD. Conversely, cesarean deliveries, while 
associated with a different set of challenges, may be 
perceived as less physically taxing, though they can 
bring their own psychological burdens, such as feelings 
of disappointment or guilt. These factors suggest that 
the relationship between mode of delivery and PPD is 
multifactorial and may vary depending on individual 
circumstances and support systems.

Our study did not find a significant association between 
infant health problems requiring ICU admission and PPD. 
This contrasts with a study at the University Hospital 
in Dhulikhel, which found a strong link between infant 
health issues and PPD.10 Similarly, research from Ethiopia 
indicated that mothers with hospitalized children were 
nearly three times more likely to experience depression, 
suggesting that the psychological burden of infant health 
problems may trigger PPD.21 The lack of a significant 
association in our study could be due to differences in 
the severity of health issues, cultural factors, or the 
level of maternal support. While the stress of a critically 
ill infant could contribute to depression, other factors 
such as coping mechanisms or support systems may 
influence PPD risk, highlighting the complexity of this 
relationship.

Our study revealed that a family history of psychiatric 
conditions was associated with an increased risk of 
developing PPD, which aligns with a systematic review 
and meta-analysis showing that mothers with a family 
history of psychiatric disorders have a twofold higher 
risk of developing PPD.22 Additionally, our findings are 
consistent with other studies that have identified a 
past history of affective disorders as a strong risk factor 
for the exacerbation of depressive symptoms.23 Both a 
family history of psychiatric conditions and a personal 
history of affective disorders appear to significantly 
contribute to the risk of developing PPD. The genetic 
and environmental factors associated with a family 
history may increase vulnerability to mood disorders 

during the postpartum period. Similarly, a past history 
of psychiatric illness can predispose individuals to 
heightened emotional distress, leading to a greater 
likelihood of PPD. These findings underscore the 
importance of considering both familial and personal 
psychiatric histories when screening and managing 
postpartum mental health to better identify at-risk 
individuals.

The prevalence of PPD using EPDS in our study seems 
to be lower when compared to other national and 
regional studies yet the number is much bigger when it 
comes to mental health disorder which adversely affects 
overall health and wellbeing of a mother, the newborn 
and overall family. As it is common complication in 
post-partum period mental health screening must be 
integrated into routine care of post-partum women 
to ensure cases of PPD are identified and managed 
promptly. 

Several limitations of our study must be acknowledged. 
First, as the research was conducted in a postpartum 
clinic and a vaccination clinic for newborns within a 
teaching hospital, the generalizability of our findings to 
broader community settings may be limited. Additionally, 
our study relied exclusively on the EPDS, which 
evaluates depressive symptoms but does not provide a 
clinical diagnosis. While EPDS is a widely used screening 
tool, it may not capture the full spectrum of depressive 
disorders, particularly more severe cases that require 
clinical evaluation. Lastly, the potential for recall bias 
in the respondents' reported information cannot be 
excluded, as participants may have unintentionally 
misremembered or underreported certain details 
related to their mental health. These limitations 
highlight the need for caution when interpreting our 
findings and suggest that further research, employing 
diverse diagnostic tools and broader population samples, 
is necessary for a more comprehensive understanding of 
postpartum depression.

CONCLUSIONS

The prevalence of PPD identified using the EPDS in this 
study appears lower than that reported in other national 
and regional studies. However, it remains a significant 
mental health concern with substantial implications 
for the well-being of mothers, newborns, and families. 
Given that PPD is a common complication in the 
postpartum period, integrating mental health screening 
into routine postnatal care is essential to ensure timely 
identification and appropriate management of affected 
individuals.
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