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ABSTRACT

Objective: To explore the cultural risk factors influencing the Postpartum Depression of first-born infants’
mothers.

Study Design: Correlational survey.

Place and Duration of Study: Jannat Maternity Home, Dera Ghazi Khan, Pakistan, from Jan to Nov 2019.
Methodology: A sample of 101 first-born infants’ mothers with ages ranging from 18 to 26 years was selected
through purposive sampling. Edinburgh Post-Partum Depression Scale and Oslo Social Support Scale were used.
Results: Results suggested significantly lower mean scores for Postpartum Depression of mothers having a first-
born baby boy (M=5.98, SD=2.44) and higher for those having a girl (M=18.33, SD=4.62). Multi-factorial analysis
of variance indicated a significant main effect of Social Support and Family System on Postpartum Depression
levels of first-born infants’” mothers, explaining 44% and 11% variance respectively. Further, Post-Hoc analysis
revealed higher levels of Postpartum Depression for mothers having poor Social Support (M=17.30, SD=6.15) as
compared to those having moderate (M=9.68, SD=6.27) and strong Social Support (M=6.26, SD=2.30). Moreover,
pair wise-comparisons demonstrated higher levels of Postpartum Depression for first-born infants” mothers
belonging to nuclear families (M=17.61, SD=7.09) as compared to joint ones (M=9.60, SD=5.70).

Conclusion: The study establishes that first-born infants” gender, degree of social support, and nature of family
have a profound effect on the Postpartum Depression levels of mothers. These findings will extend the under-
standing of cultural risk factors influencing first-born infants” mother’s mental health.
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INTRODUCTION Postpartum Depression (PPD) does not only

Post-partum depression (PPD) is a debilita- affect the .mother’s physical and psychological
ting condition occurring within one month follo- health but it also has serious consequences for the
wing childbirth and is characterized typically newborn. Women with post-partum major dep-
by sadness, hopelessness, low self-esteem, guilt, ~ T€SSIV€ eplsod‘es show hghly variable maternal
sleep and eating disturbances, inability to be attitudes ranging from disinterest, fearfulness of
comforted, exhaustion, emptiness, anhedonia, being alone with the infant, or over intrusiveness,
social withdrawal, low or no energy, becoming that inhibits adequate infant rest. The maternal
easily frustrated, feeling inadequate in taking  COMS€qUENCES of PPD include health, psycholo-
care of the baby, impaired speech or writing, gical well-being, interpersonal relationships,
spells of anger towards others, increased anxiety breast feeding, maternal bond with the infant and
or panic attacks. It is necessary to distinguish risky behaviors. It also has consequences for the
PPD from “maternity/ baby blues” which cons- newborn’s health as anthropometry, and distur-
titute transitory and mild moodiness suffered by ~ bances in sleep, motor, cognitive, language, emo-
up to 80% of the women. PPD however, differs in tional and social dev-elopment?.
both intensity and duration of symptoms which Risk factors for PPD can be categorized into
may last for a year’. biological, psychological, and social ones. Among
the biological risk factors, hormonal dys-regula-
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Also, vitamin D deficiency, low Omega 3 fatty
acid consumption and lack of physical activity
have been attributed to modern lifestyles® can put
one at risk for PPD. Among social psychological
factors, disruption of birth plans, satisfaction with
the birth experience and inadequate support from
maternity providers are salient in contributing to
PPD?. While the risk factors for PPD may vary
greatly across cultures and ethnicities®, inquiries
intospecific cultural contexts revealed the alar-
ming situation of 28% to 63% the highest one in
Asia-with up to 29% found in Pakistani samples?,
which alludes to the fact that PPD has remained a
neglected issue in Pakistani health concerns.

The variability of PPD across cultures sug-
gest socio-cultural factors an important area to be
investigated. Furthermore, while the above litera-
ture presents lack of social support from mater-
nity providers as important risk factor, it can be
argued that in a family-oriented cultural context
of Pakistan, social support as a contributing
factor to PPD may be further investigated. Also,
given that the local culture is embedded in a
patriarchal tradition showing preferences for the
baby boy, the gender of the newbornmay factor
be investigated as a contributing to PPD. Earlier
indigenous research on PPD10 showed PPD to
vary as a function of the gender of the baby but
one limitation of these project was that it did
not control the birth order of the child and other
important demographics relevant to PPD. The
current research would investigate cultural
factors as the gender of the baby as well the social
support and other demographics as maternal
education and socio-economic class while con-
trolling for birth order and biological factors so
that treatment strategies incorporate the cultural
information for better patient outcomes. It
was predicted that among mothers of first-born
infants, mothers of baby girls would have a signi-
ficantly higher level of PPD than mothers of baby
boys. Furthermore, PPD would vary as a function
of social support and there would be a significant
negative correlation between PPD and social
support. Moreover, significant differences were
expected to determine the PPD prevalence based
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on family system (joint or nuclear), socio-econo-
mic status, mother’s education, and occupation.

METHODOLOGY

The study employed a correlational design
using a survey method to gain observations on a
sample consisting of 101 firstborn infants” moth-
ers at Jannat Maternity Home, Dera Ghazi Khan,
Pakistan, from January to November, 2019. The
sample was drawn with a purposive sampling
technique. Mothers with biological factors as thy-
roid problems in mothers and congenital prob-
lems in infants, birth with a c-section, as well as
mothers of second and next born infants were
excluded from the study. The study was conduc-
ted from January to November, 2019. The ethical
principles as informed consent, the confidentia-
lity of the participant, providing them with kno-
wledge of the purpose of the study, and ensuring
access to any publications upon their demand
were thoroughly followed. Certification of follo-
wing ethical standards was approved by relevant
authorities (Certificate No. DJK/JMH/11/2019).
Urdu version of Edinburgh Post-Partum Depres-
sion Scale!!, a highly reliable and widely used
measure of PPD, comprising of 10 items was used
to measure Postpartum Depression. Urdu version
of Oslo social support scale (OSSS-3)12 was used
to measure social support. The OSSS-3 consists of
three items assessing the level of social support
with scores of 3 to 8 indicating poor social supp-
ort, scores from 9 to 11 reflecting moderate social
support, and scores from 12 to 14 strong social
support. The firstborn infants” mothers were app-
roached on their after-delivery visit (approxima-
tely 5 to 7 days after delivery) to the gynecologist.
Along with noting down demographic data as
age, education, occupation, socio-economic status
and family system (joint /nuclear) Edinburgh
Post-Partum Scale!! and OSSS-312 were given to
the mothers and taken back in their next visit.
The participants were also instructed to fill in the
scale alone to avoid any possible social pressures
on their responses. Data were analyzed using
SPSS package 23 employing statistical techniques
of t-test and multi-factorial ANOVA.
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RESULTS

A total of 101 new firstborn infants” mothers
participated in the study, 50 (49.5%) were mot-
hers of newborn baby boys, and 51 (50.5%) of
newborn baby girls. The age of mothers (M=22.05

Table-I: Differences in postpartum depression of
firstborn infants’” mothers regarding their baby’s
gender (n=101).

Pak Armed Forces Med ] 2021; 71 (Suppl-1): S47-51

gender. Mothers who have first-born baby girl
had higher PPD levels (18.33 + 4.62) as compared
to mothers who have a first-born baby boy (5.98 +
2.44). Pearson Correlation indicated a high nega-
tive correlation (r=-0.64, p<0.001) between Social
Support and PPD.

A multi-factorial analysis of variance
(ANOVA) (table-II) indicated a statistically signi-

Boys’ Girl's ficant main effect of Social Support (F (2, 101) =

Variable Mothers Mothers p- 14.36, p<.001, nP2=0.44) and Family System (F (1,

Mean+SD | MeantSD | Y2Iue 101) = 4.45, p=.042, nP2=.04) on PPD of firstborn

Postpartum | ¢ g0 5 4y 18334462 | 0.001* infants ‘mothers. Partial eta Squared 1r;d1cat?d

depression that social support was responsible for 44% varia-
*p<0.01

+ SD= 1.89) varied from a minimum of 18 years to
a maximum of 26 years. Twenty two (21.8%) first
born infants” mothers were from lower, 39(38.6%)
from the middle, and 40 (39.6%) were from upper
socio-economic status. Forty five (44.6%) matri-
culated/intermediate, 48 (47.5%) bachelors, and
8 (7.9%) masters. Thirty five (34.7%) were house

nce and family system 11% variance in PPD of
firstborn infants” mothers. The observed power of
the test was very high (1.0) for Social Support and
satisfactory (0.54) for Family System indicating
that the test was able to detect the difference it
was there.

However, Socio-economic status, Mother’s
education, and occupation had no statistically

Table-II: Multi-factorial ANOVA and comparisons using Post-Hoc Tukey test to explore the role of social
support, family system, socio-economic status, mother’s education, and occupation in postpartum depression

of firstborn infants” mothers (n=101).

Parameters Mean  SD Mean * SD Mean * SD p-value
Social Support 305615 omsen | 1rs0eats | 00
Socio-economicSatus |5 D a7 i bas | 057
Mother’s Education Intlevrlizlgiiltit?gi%) Bachelors (n=48) Masters (n=8)

11.91+7.09 12.46 +7.53 12.50 + 6.78 0.305
Mters Occupton | 120 (T | Shoct b () | Sotenplel 6ol |
Family System Se0e570 Seis7m 002z

*9<0.05, *p<0.01

wives, 36 (35.6%) school teachers, and 30 (29.7%)
self-employed. Sixty Eight (67.3%) belonged to
the joint while 33 (32.7%) were from nuclear fami-
lies. Forty four (43.6%) reported poor, 34 (33.7%)
moderate, and 23 (22.8%) strong social support
on the OSSS-32 social support scale.

The t-test (table-I) indicated a statistically
significant difference in means scores of PPD of
first born infants” mothers based on their baby’s

significant main effect on PPD of firstborn inf-
ants’ mothers. Interaction effects between inde-
pendent variables were neither the focus here nor
statistically significant. Further, post hoc analysis
revealed that the firstborn infants” mothers who
had poor social support experienced higher levels
of PPD as compared to those who had moderate
and strong social support. Additionally, the
exploration by pair wise comparisons revealed
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higher PPD levels for those firstborn infants’
mothers from nuclear families as compared to
those belonging to the joint family.

DISCUSSION

The results of the present study supported
that mothers of baby girls had a significant higher
level of PPD than mothers of baby boys. Social
support and family system also significantly pre-
dicted PPD. This explains the findings of prev-
ious studies!3, where other known PPD risk fac-
tors may be similar across different cultures, ex-
cept an infant’s gender. As researches from wes-
tern societies demonstrated a weak or null asso-
ciation between the baby’s gender and mother’s
risk of developing PPD and studies from collec-
tivistic cultures identified a significant relation?3.
This highlights the influence of familial and social
discriminatory attitudes toward infants’ gender
on mother’s PPD.

Corroborating with the other research
efforts!4 social support turned out to be another
factor pointing the culture and social fabric.
Strong social support leading to lowest and poor
Social Support to highest PPD levels delineated
the precedence of social support in mediating
the risk factors for PPD. These results supporting
previous research suggests that intensive and
negative involvement of relatives in a partici-
pant’s life and lack of support from husband
were strongly associated with significant PPD
symptoms!>. Also, previous research on rural
samples establishes the importance of partner’s
support!s; social support is also the best interven-
tion strategy to lower PPDY. Further, imputing
social support in a collectivistic society like
Pakistan, the family system comes first. This may
be the reason why family system was also sup-
ported and concordant to other investigations
of urban samples!s, signifying the role of a joint
family system in lowering the risk of PPD as
compared to the nuclear family system. However,
a sample of rural mothers with first-borns may
depict different results, considering that rustic
areas are also going through familial transitio-
ning.
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Socio-economic status, mother’s education
and occupation were not substantiated. However,
other studies had shown significant differences
in SES, mother’s education, and occupation?®.
This may be due to higher sample diversity, as
they may not have theoretical restrictions such as
firstborn infants” mothers only.

Like any other scientific investigation, this
study also has some limitations. First, narrow
sample spectrum for mothers” age limiting any
significant variance on maturity basis. This may
happen due to cultural differences as in western
cultures first pregnancy may occur much later in
their life, and contrastingly Pakistani culture en-
courages early marriage and pregnancy. Further
efforts can strive for an extended range of mot-
hers” age. Second, self-report measures are prone
to bias, which may have influenced our findings.
Third, despite measures taken to avoid any
influential bias, participants were still prone to be
influenced by other primacy and recency effects
while filling the questionnaire at home. Future
investigations can incentivize the participation to
pursue mothers to fill the questionnaire during
their visit. Moreover, this study was conducted
on an urban sample of first-born baby mothers
who are more likely to visitthe gynecologist. Rep-
resentation of various portions such as rural part-
icipants may provide a comprehensive picture of
the Pakistani population.

CONCLUSION

The most unique findings of this study were
the birth order of the infant and family system as
contributing factors of PPD. Previous researches,
exploring PPD, in the Pakistani context, have
not yet considered these factors which are much
more relevant to cultural dynamics. The study
concludes that the gender of the first-born child,
social support, and family system matters most
when considering the risk of PPD of firstborn
infants” mothers.
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