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Abstract

Postpartum depression is one of the major categories of maternal disorder right after the delivery
process. Women experience a serious phase of vulnerability during that period. Though
postpartum depression has been found to have an effect on a large number of women after child
delivery in developing countries, no authentic estimation to understand the immensity of this
disorder in Bangladesh. Women in our country might not speak out but this does not excuse the
actual fact that the surrounding system is not ready to concentrate on this matter yet.
Additionally, most of us do not acknowledge the symptoms and ignore it as a negligible matter.
The aim of this study was to elucidate the current scenario of this disorder in Bangladesh,
compare the severity of postpartum depression among housewives and working women while
determining the existence of different support groups that might play a significant role to

overcome this issue.
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Introduction

1 Introduction

Depression is one of the major contributors that might lead to suicide, with an estimation of quite
three hundred million folks of all ages who are suffering globally. Postpartum depression, also
known as postnatal depression, is one kind of clinical depression. Besides, it is the most frequent
complication after childbirth. Postpartum depression may be outlined as an episode of non-
psychotic depression that usually strikes within one year after the birth of a child (Cox et al.,
1993; O'Hara, 1994; Watson et al.,1984). According to DSM IV-TR (APA, 2000), postpartum
disorder is not characterized by their occurrence but by the timeline of its onset, which is within
four weeks following the delivery. Moreover, it involves physical, behavioral and emotional
changes following the delivery process. It is associated with psychological signs and the severity
of this disorder vary from mild to psychotic (Brockington, 2004; Geller, 2004). This post
pregnancy disorder can appear anytime within one year of birthing. However, this is not a
women's issue anymore, it exerts its negative influence on everybody including their marriage
partner, children, family, friends, and colleagues. Recent studies indicate that the frequency of
PPD in developing countries is higher compared to the developed countries (Patel, Rodrigues, &
DeSouza., 2002; Rahman, Igbal, & Harrington, 2003). According to a report of WHO, countries
with higher income have 10-15% prevalence of perinatal disorder whereas, countries with low
and middle income have 10-41%. Another study shows that the postpartum depression
prevalence rate of Asian countries ranges from 3.5% to 63.3% (Klainin & Arthur, 2009).
Maternal disorder, especially postpartum depression is overlooked largely due to various
reasons. One study shows that the reasons are twofold. Firstly, women often feel hesitant to look
for professional assistance (Small, Brown, Lumley, & Astbury, 1994). Secondly, despite being in
constant contact with healthcare professionals, they usually cannot share their problems
regarding emotional health, precisely depression (Brown & Lumley, 2000). If postpartum
depression is not treated properly, it can generate harmful chronic effects. Consequently, it may
cause long-term depression for mothers and a mother's persistent depression may affect
childrens emotive, behavioral, physical and interpersonal areas in future (Jacobsen, 1999).
Additionally, postpartum depression may have an impact on new fathers as well. The first year
following the childbirth, around 3.56% of fathers go through depression (Davé, Petersen, Sherr,

& Nazareth, 2010). The prevalence rate of PPD varies from culture to culture over the world
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(Rahman et al., 2003). Here is a small illustration of this fact.

Table 1.1: Varying rate of PPD in different cultures

Introduction

Reference Country Prevalence of PPD
(Ghubash &  Abou- Middle East 15.8%

Saleh, 1997)

(Cooper, et al., 1999) South Africa 34.7%

(Klainin &  Arthur, Asia 3.5-63.3%

2009)

1.1 Types of Postpartum Depression

Postpartum depression is categorized into three types. Each of these types has its distinct

set of timing, signs and symptoms, duration, development, and treatment. Depending on

the intensity of symptoms from mild to severe, short term to long term, PPD has been

classified into these categories. The types are:

1. Postpartum blues

2. Nonpsychotic postpartum depression and

3. Puerperal psychosis

Table 1.2: Postpartum Depression Types with an overview of Onset, Duration &

Treatment

Source: (Nonacs & Cohen, 1998)

Disorder Prevalence Onset Duration Treatment
Postpartum 30—-75% Day 3 or No treatment
Blues 4 hours to is required

except support

11




Introduction

Postpartum 10 -15% Within From Treatment is
Depression 12 weeks to mostly
months months required
Puerperal 0.1-0.2% Within From Hospitalization
Psychosis weeks to is generally
2 weeks
months required

10-15%

1.1.1 Postpartum Blues

TYPES OF PPD

30-75%

Figure 1.1: Types of PPD

The first type is postpartum blues, which is observed mostly among post-pregnancy mood

disorders. The prevalence rate ranges from 30-75% for this (O'Hara et al., 1984). Possible

symptoms are mood swing, irritation, weepiness, anxiety, trouble in sleeping and loss of

appetite. Moreover, the symptoms arise right after the delivery, generally within 3 to 4
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Introduction

days after birthing and last from hours to several days. This class of PPD is a short-term
depression and do not need any treatment due to its mild effects, the symptoms disappear
within a few days (Kennerly & Gath, 1989; Pitt, 1973). Around 20% of women having
postpartum blues are susceptible to significant depression during their first year

postpartum (Campbell et al., 1992; O'Hara et al., 1991b).

1.1.2 Postpartum Depression

This type is the complicated and difficult part after childbirth affecting around 10-15% of
women (O'Hara & Swain, 1996). The symptoms include a gloomy mood, sadness, feeling
less energetic. Most of the symptoms are similar to the symptoms of major depression.
The onset of action starts within the first six weeks after delivery. Generally, treatment

from the health experts is required for this type.

1.1.3 Puerperal Psychosis

Puerperal psychosis, also known as postpartum psychosis is the rare one among these.
Women undergoing this disorder face serious depressive events and severe psychotic
characteristics. Only 0.1% to 0.2% among 1000 deliveries has to suffer from this
condition (Kendell et al., 1987). This class has a fast onset of action and shows up within
the first 48 to 72 hours after birthing. Moreover, rapid mood fluctuations, misconception,
unorganized behavior and hallucinations (Brockington et al., 1981). Psychological and
demographic features have been found to be the less important element in developing
puerperal psychosis (Brockington et al., 1990; Dowlatshahi & Paykel, 1990). This
disorder may require hospitalization for the purpose of treatment (Nonacs & Cohen,

1998).

1.2 Signs and symptoms of PPD

Postpartum depression has broad signs and symptoms that vary from one to another. The
same set of depressive symptoms is not going to fit everyone. But most usual ones

include:

13



Change in eating habit

Trouble in sleeping

Mood fluctuations

Feeling miserable

Poor self-confidence

Feeling anxious, scared, guilt and shame
Fatigue

Detachment with family and friends
Less interest in activities inclusive sex
Trouble in focusing and remembering things
Feeling less attached to the baby

Having an idea of self-harming and harming the baby

14
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Introduction

Figure 1.2: Signs and symptoms of PPD

1.3 Causes of PPD

According to NIMH, the causes behind PPD are not specific. It is a mixture of physical
and emotional aspects that usually takes place after the childbirth. The underlying fact is
postpartum depression is not the reflection of any positive or negative activities of the
mothers. Following the delivery process, women's hormonal levels (estrogen and
progesterone) fall rapidly, though there is no clear connection between this drop and
postpartum depression. During pregnancy, the mentioned reproductive hormones multiply
ten times compared to the previous level. So, after delivery when the hormones fall back
to its former status, the change may stimulate mood swings. Besides, after nine months of
pregnancy, women try to get back to their earlier position within weeks. Thus, they do not

receive the proper relaxation time needed to recover from birthing issues. Throughout this
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Introduction

stage, physical weakness and uneasiness may occur due to persistent difficulty in sleeping

and this can induce the possibility of PPD.

Figure 1.3: Causes of PPD

1.4 Diagnosis and Treatment

For a better physical and mental health of the mother and baby, prior diagnosis and
treatment of postnatal disorders are very essential (Attia et al., 1999). There are numbers
of screening tests that may include filling out of a questionnaire to evaluate the depression

condition. Depending on the result of the evaluation, effective measures are taken.

Treatment of postpartum depression is a challenging issue requiring proper knowledge
and skill. It involves taking medication and psychotherapy or a compounding of both.
From a review, different strategies and approaches to treatment have been recorded and

enlisted in the table.

Table 1.3: Different treatment approaches based on a literature review (Stewart,

Robertson, Dennis, Grace & Wallington, 2003).
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Strategy Treatment

Pharmacological

Antidepressant Medication

Psychological - Interpersonal Psychotherapy

- Cognitive Behavioral Therapy

Psychosocial - Peer Support
- Partner Support

- Non-Directive Counselling

Hormonal - Oestrogen Therapy
Others - Relaxation/Massage Therapy
- Bright Light Therapy

- Sleep Interventions

Source: (Stewart, Robertson, Dennis, Grace & Wallington, 2003).

Through proper investigation, structuring the attributes of postpartum women and their choice of
treatment would be a great help for the healthcare professionals. Moreover, there are no
particular treatment instructions available due to insufficient research. In addition to that, PPD is
treated with less significance than normal depression (Jermain, 1995; Nonacs & Cohen, 1998,

2002).

1.5 PPD Support Group status in Bangladesh

Women who suffer from PPD always find themselves alone and suppressed. They hardly can
share their feeling with others. In these cases, support groups can play a vital role in improving
their experience during this transition period. Attending the support groups can create hopes
inside women as they find other women going through the similar situation as them. Then, they
do not find themselves abnormal and alone anymore (Berggren-Clive, 1998). But surprisingly,

there are no support groups for PPD in Bangladesh. There are some counselling and therapy

17




Introduction

centers for general depression only, though most of the women show unwillingness to visit there.
Some social media support groups have been found that are created to discuss issues regarding
pregnancy. In United States and Canada, numbers of PPD support groups are available to help

the mothers. Here is a map showing the locations of PPD support group in USA.

(Source: “When Motherhood Meets Mental Health,” 2018)

Figure 1.4: PPD Support groups of USA

1.6 Scenario of PPD in Bangladesh

Bangladesh is one of the highest populated countries in the world with 160 million people
(United Nations 2016). Bangladesh has done an excellent job in health advancements with a
significant decrease in maternal mortality (Arifeen et al. 2014). On the other hand, mental health
is not being prioritized as other diseases. Merely 0.5% of the health cost is allocated for mental
health in Bangladesh. There is no proper national mental health guideline. On top of that, we are

lacking mental health human personnel and other facilities (Islam and Biswas 2015). In every
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Introduction

aspect, this issue of depression, especially postpartum depression remains overlooked here. The
condition of the mothers with low income includes inferior companionship, illiteracy, gender
discrimination and past history of depression which induces the formation of the postpartum
depression in Bangladesh (Nasreen et al. 2011). Women got frustrated for not meeting the
socially demonstrated image of a good mother (Beck 1992, 2002). In Bangladesh, childbirth has
been established as women‘s most triumphal achievement. Women are forced into emotional
constraints due to huge social pressure. Numerous research results have promoted the idea that
depression is caused by inadequate emotional involvement (Brown et al. 1986; O“Hara 1986;
George et al. 1989; Stice, Ragan, and Randall 2004). Due to these social and cultural

perspectives, women are afraid to discuss, diagnose and take treatment for their PPD in Dhaka.
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Methodology

2 Methodology

2.1 Research goals and objectives

The goal of this study was to demonstrate the current scenario of postpartum depression in
Bangladesh and investigate people“s perception about it. Therefore, the main objectives of the
research were to compare the severity of PPD between housewives and working women and

figure out the existence of social support group for PPD.

2.2 Research design and methods
A literature search was conducted first to collect required information about postpartum
depression. Then the design of the study was accordingly done along with other necessary steps.

The subsequent flowchart illustrates the entire methodology of this research.

Designing study

24

[ Preparing survey questionnaire ]

2

[ Identifying 56 participants from different places of Dhaka city

2

[ Collecting data ]

24

[ Analyzing and interpreting data ]

2

Preparing report ]

Figure 2.1: Overview of methodology of the study
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Methodology

2.2.1 Designing study
The first approach of this research was a cross sectional study to determine the intensity of PPD
among housewives and working women in Bangladesh, compare their condition, defining

existence of social support groups and elucidate peoples attitude towards this maternal disorder.

2.2.2 Preparing questionnaire

After designing the study, two questionnaires were selected for the research purpose. One of
them was being used globally for screening PPD (EPDS) and another one was developed
following the collected information related to PPD.

EPDS (Edinburgh Postnatal Depression Scale) is the most extensive psychological tool for the
screening of PPD globally. This is a 10-item self-assessing scale precisely schemed to screen the
depression in postpartum period (Cox, Holden, & Sagovsky, 1987). Every item has been
assigned a score of 4-point scale (from 0 to 3), with a maximum score of 30. The question
consists of the relevant answers about how mothers have felt during past seven days (Glaze &
Cox, 1991).

Another questionnaire was an 8-item questionnaire with few sub sections, including participants
demographic information as well. This was used to illustrate the actual image of a depressed
mother. Only the mothers who scored more than 13 in the previous questionnaire, was selected

for the second stage.

2.2.3 Identifying participants and pre-testing

This study was conducted only by the mothers with first child. When the questionnaires were
ready, 10 participants of the mention category were identified to assess first for pre-testing. After
that, their valuable suggestions were recorded to modify it. Before finalizing the questionnaire, it

was reviewed multiple times.

2.2.4 Collecting data

Pre-testing and modification process of questionnaire was followed by data collection. Total 60
participants were assessed after giving proper instructions. The participants were ensured that
their shared information would be used for research purpose only. Mothers were given the EPDS
questionnaire first and after calculating their scores, mothers scoring 13 or more than that were
given the second questionnaire. After completion of filling up the questionnaires, 4 of them were

eliminated for containing errors. Then, the rest of the questionnaires were forwarded for data
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Methodology

analysis.

2.2.5 Analyzing data
The collected data was then divided according to their score group and analyzed using Microsoft

Excel 2016.

22



Results and Discussion

3. Results and Discussion:

3.1 Edinburgh Postnatal Depression Scale (EPDS) Result:

After evaluating the Edinburgh Postnatal Depression Scale quiz, 66.07% of 56 women
participants had high probability of postpartum depression. Moreover, 7.14% of them were
leading to PPD. Besides, 21.43% and 5.36% of women had been found to deal with baby blues

and low probability of depression respectively.

Depression Condition

15+ (High probability of clinical depression) _
13 to 14 (Leading to PPD) l)
8 to 12 (Most likely dealing with new baby or baby
blues)

0 to 8 (Low probability of depression) .6%

0% 10%  20% 30%  40% 50%  60%  70%
Percentage

Figure 3.1: Percentage of participants at a different level of PPD
This 10-item standard questionnaire was used for the screening test of PPD on the basis of their

last 7 days postpartum experience before filling it out. Now the individual items will be

discussed.

23



Results and Discussion

3.1.1 Ability to laugh and see the funny side of things

Among the 56 participants, only 17.86% of women were able to laugh and find funny things as
much as they always could. Moreover, 35.71% and 37.50% of women were not finding it funny
quite so much now and definitely not so much now respectively. Furthermore, A percentage of
8.93 of total participants were not at all able to laugh and see the funny side of things.

Ability to laugh and see funny side of things

Not at all

Definitely not so much now

Not quite so much now

As much as I always could

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.2: Participant’s responses about their ability to laugh and see the funny side of

things



Results and Discussion

3.1.2 Looking forward with enjoyment to things

An amount of 12.50% women were looking forward to things with enjoyment as much as they
ever did. On the other hand, 37.50% and 33.93% of women were enjoying things rather less than
they used to and definitely less than they used to respectively. Besides, 16.07% of participants

were finding the same enjoyment hardly at all.

Looking forward with enjoyment to things

Hardly at all

Definitely less than I used to

Rather less than I used to

As much as I ever did

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.3: Participant’s responses about their ability to look forward with enjoyment to

things
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Results and Discussion

3.1.3 Unnecessary self-blaming

Women having postpartum depressive symptoms had been observed to make self-blame
unnecessarily when things went wrong. Additionally, 35.71% of participants had agreed to do
this most of the time. Around 32.14% of them were found to it some of the time. Besides,
26.79% and 5.36% of these 56 women were blaming them not very often and never doing self-

blaming at all.

Unnecessary self blaming when things went wrong

No, never

Not very often

Yes, some of the time

Yes, most of the time

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.4: Participant’s responses to unnecessary self-blaming



Results and Discussion

3.1.4 Being anxious or worried for no reason
Around 51.79% of participants, which is more than half of the total number, had responded to
get anxious very often for no good reason. Additionally, 32.14% of them also got worried

sometimes. But only 10.71% and 5.36% hardly ever got anxious and not at all worried

respectively.

Anxiety for no reason

Yes, sometimes
Hardly ever

No, not at all
00% 10% 20% 30% 40% 50% 60%

Percentage

Figure 3.5: Participant’s responses about their anxiety for no reason
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Results and Discussion

3.1.5 Feeling scared or panicky for no good reason

Among the 56 participants who filled out the questionnaire, 32.14% of them had experienced it
quite a lot. Around 37.50%, which was more than one-third of the participants, went through this
sometimes during this period. Furthermore, 21.43% and 8.93% of women responded to feel

scared not much and not at all respectively.

Feeling scared

No, not at all

No, not much

Yes, sometimes

Yes, quite a lot

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.6: Participant’s responses about feeling scared for no good reason



Results and Discussion

3.1.6 Adjustment

Due to the postpartum depressive symptoms, 30.36% of women were unable to cope up with
things around them most of the time. Besides, 37.50% of them found this situation is not as well
as ever sometimes. On the other hand, 21.43% and 10.71% were detected to find things most of

the time quite well and as well as ever respectively.

Adjustment

No, I have been coping as well as ever

No, most of the time I have coped quite well

Yes, sometimes I have not been coping as well as
usual

Yes, most of the time I have not been able to cope at
all

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.7: Participant’s responses about their ability to adjust to their surroundings



Results and Discussion

3.1.7 Difficulty in sleeping

Women participating in this study found it difficult to sleep as they were going through low to
high probability of PPD. Additionally, 33.93% of women responded to face this difficulty most
of the time and sometimes each. Moreover, 21.43% and10.71% had been found to endure this

problem not very often and not at all respectively.

Difficulty in sleeping

No, not at all

Not very often

Yes, sometimes

Yes, most of the time

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.8: Participant’s responses to difficulty in sleeping



Results and Discussion
3.1.8 Feeling sad or miserable
More than one-third of the total participants, which was 37.50%, had experienced to feel sad or
miserable most of the time after childbirth. Besides, 35.71%, another large portion, had to go

through this quite often. Among 56 participants, 23.22% and 3.57% endured this feeling not very

often and not at all respectively.

Feeling sad or miserable

No, not at all -

Not very often

Yes, quite often

Yes, most of the time

0% 5% 10% 15% 20% 25% 30% 35% 40%
Percentage

Figure 3.9: Participant’s responses to feeling sad or miserable



Results and Discussion

3.1.9 Unnecessary crying
Unnecessary crying being unhappy, was one of the symptoms of PPD. Interestingly, 28.57% of

women had responded to cry most of the time, quite often and only occasionally in each section

separately. Besides, 14.29% of total participants had never faced this.

Crying due to unhappiness

No, never

Only occasionally

Yes, quite often

Yes, most of the time

0% 5% 10% 15% 20% 25% 30%
Percentage

Figure 3.10: Participant’s responses to unnecessary crying due to unhappiness
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Results and Discussion

3.1.10 Suicidal tendency

Self-harming and having suicidal thought had been found to be one important aspect of this
questionnaire. This was instructed to observe very carefully. Additionally, 10.71% of 56 women
had a tendency of committing suicide quite often. Besides, 30.36% were thinking about self-
harming sometimes. 16.07% of the participants were having suicidal thought hardly ever. On the

other hand, almost half of the women participants never went through this condition.

Suicidal tendency

Yes, quite often -

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%
Percentage

Figure 3.11: Participant’s responses about their suicidal tendency



Results and Discussion

3.2 Determination of severity of PPD in Bangladeshi Women

After filling the first questionnaire, women scoring 13 or above were marked to have possible
postpartum depression or leading towards this. Subsequently, they had to fill out another
research questionnaire for more information and better understanding. Participants from different

age group and occupation cooperated in this research

AGE PERCENTAGE

Above 30 yrs,
8.93%

22 and below
22 yrs, 12.50%

27-30 yrs,
33.93%

23-26 yrs,
44.64%

Figure 3.12: Participant’s responses about their age

OCCUPATION NON WORKING WOMEN

Left
Non
working
women,
(42.86%)

Job,
Figure 3.13: Participant’s responses about their occupation

16.67%

Currentl

Student
Working | 16.67%

women,

(57.14%) Only

Housewi
fe,
66.66%
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Results and Discussion

This questionnaire had 8 sections with some subsections. Each section will be discussed

separately.

3.2.1 Prevalence of Postpartum Depression among women in Bangladesh
After assessing a sample of 56 participants, 73.21% of participants had been found to have
postpartum depression. Another 26.79% were just dealing with baby blues and low depression.

Prevalence of Postpartum Depression among women in

Bangladesh

Response

Yes

0% 10% 20% 30% 40% 50% 60% 70% 80%
Percentage of prevalence

Figure 3.14: Prevalence of PPD among Bangladeshi women
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Results and Discussion

3.2.2 Postpartum depression timeline

Out of 56 participants, 41 participants had been marked to have postpartum depression. While
doing the assessment, 17.07% of 41 participants had gone through different depressive
symptoms during 48 hours to 4 weeks following childbirth. More than half of them faced this
during 1 to 6 months after childbirth. Another 17.07% were found to endure this situation during
6 months to 1 year after childbirth. Only 2.44% of the total participants experienced this from 48
hours to 1 year after childbirth, which was rare. Moreover, a percentage of 7.32 did not have to

bear this until one year following childbirth. They suffered from the depression “after 1 year of
childbirth”.

Postpartum Depression Timeline

After 1 year of childbirth ~ [F3008
48 hrs to 1 year after childbirth  [§8.44%
6 months to 1 year after childbirth _
1 to 6 months after childbirth _
48 hrs to 4 weeks following childbirth [0

0% 10% 20% 30% 40% 50% 60%
Prevalence percentage

PPD Timeline

Figure 3.15: Participant’s responses about their PPD timeline
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Results and Discussion

3.2.3 Psychological changes during PPD

Women having PPD are susceptible to various psychological changes like periodic mood swing,
trouble in sleeping, fatigue, feeling anxious or sad and having suicidal thought. Over two-thirds
of the participants, which was 73.17%, experienced all of these emotional changes. Around
14.63% of these 41 women were going through two or three mixed physiological changes. Very
few of the participants were undergoing single psychosomatic changes, which were 2.44%,

2.44% and 7.32% for suicidal thought, fatigue and frequent mood changes respectively.

Psychological changes during PPD

Presence of two or three Psychological changes -

Allof them [

Suicidal thought [l.44%

Anxiety and sadness = 0%

Psychological changes

Fatigue l2.44%
Difficulty in sleeping = 0%

Frequent mood changes -%

0% 10% 20% 30% 40% 50% 60% 70% 80%
Prevalence percentage

Figure 3.16: Participant’s responses about their psychological changes
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Results and Discussion

3.2.4 Impact of PPD on the bonding between mother and baby
Out of 41 participants, 29.27% felt detached with the baby. On the other hand, 70.73%
responded that PPD did not affect their relationship with their baby.

Attachment with baby

No, it did not affect the relationship

Impact of PPD on bonding

Yes, I felt detached with the baby

0% 10% 20% 30%  40% 50% 60% 70% 80%
Prevalence percentage

Figure 3.17: Participant’s responses about the impact of PPD on the bonding with baby
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Results and Discussion

3.2.5 Sharing problem and expressing feeling with others

For women passing through the postpartum depressive symptoms, it was difficult to share their feelings
with others. Still, 51.22% of them responded to yes. Around 48.78% were not able to express their
thought and responded to no.

Expression of feeling

z
o

Response towards sharing problem
=<
(¢}

48% 48% 49% 49% 50% 50% 51% 51% 52%
Prevalence percentage

Figure 3.18: Participant’s responses about their problem sharing
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Results and Discussion
3.2.5A Support from family and friends
Among 41 participants, 21 of them responded positively and shared their problems with family
and friends. One-third of them, which was 33.34%, got an understanding ear to listen.
Additionally, 4.76%, 28.57% and again 4.76% responded to made me feel valued, helped me

with the baby and household chores and encouraged me to take medical help respectively.

Interestingly, 28.57% experienced all of them.

Expression of feelings, Response: YES

All of them

Encouraged me to take medical help

Helped me with the baby and household chores

Made me feel valued

Support from family and friends

Offered an understanding ear
0% 5% 10% 15% 20% 25% 30% 35% 40%

Prevalence percentage

Figure 3.19: Participant’s responses to support from family and friends
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Results and Discussion

3.2.5B The reason for the influenced decision

Among the 41 participants, 20 women did not share their problem with anyone and marked no.
In their response to the reason for the influenced decision, 10% of women said that they felt
guilty thinking about being a bad mother. Around 30% of them was afraid of being judged by the
society. Besides, 25% of women responded to did not want to be labeled as mental patient. On

the other hand, 35% of total 20 participants were influenced by all of them.

Expression of feelings, Response: NO

All of them

Did not want to be labeled as mental patient

Afraid of being judged by the society

Reason of Influenced Decision

Felt guilty thinking I was a bad mother

0% 5% 10% 15% 20% 25% 30% 35% 40%
Prevalence percentage

Figure 3.20: Participant’s responses about their influenced decision for not sharing

problems
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Results and Discussion

3.2.6A Treatment
Total 41 women answered this question about whether they took treatment or not, but only 2
women responded to yes, I did. This was 4.88% of the participants. Rest 95.12% of them did not

take any treatment for the depression they were experiencing.

Treatment

Yes, I did 8%

Treatment received

No, i did not

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%
Prevalence percentage

Figure 3.21: Participant’s responses about the treatment they received
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Results and Discussion

3.2.6B Type of treatment
Among the 2 participants who responded yes to the previous question, one of them took

medication only and another one received both medication and therapy.

Type of Treatment

Exercise and yoga

Medication with therapy

Treatment Type

Therapy

0 0.2 0.4 0.6 0.8 1 1.2
Prevalence in Number

Figure 3.22: Participant’s responses about the treatment type
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Results and Discussion

3.2.6C Recovery process

Surprisingly, out of 41 participants, 78.05% of women chose myself as their recovery option.
Because PPD is not so highlighted topic in an Asian country like Bangladesh. Most of the time
women overlooked the symptoms and healed by themselves. Additionally, 4.88% of these
participants took medication as discussed previously. Along with that, 17.07% women had

responded to receive family and social support.

Recovery

Family and social support -

Therapy = 0%

Recovery options

Medication .8%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%
Prevalence percentage

Figure 3.23: Participant’s responses about their recovery process
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Results and Discussion

3.2.7A Life maintenance ways of housewives

41 women were found to have PPD, among them 24 were housewives. In a response to the
question of how actually they maintained housework's during this period, 8.33% of women chose
faced different problems due to compartmentalized focus. Over one-third of the participants
responded to had to balance housework with the parenting of baby. Rest 25% and 29.17% of 24
participants had preferred household works actually helped me to recover this disorder and

others respectively.

Maintenance of houseworks by housewives

Others

Household works actually helped me to recover
this disorder

Had to balance housework with the parenting of
baby

Maintenance Options

Faced different problems due to compartmentalized
focus

0% 5% 10% 15% 20% 25% 30% 35% 40%
Prevalence percentage

Figure 3.24: Participant’s responses about how housewives maintaining life during PPD
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Results and Discussion

3.2.7B Balance in professional life for working women

Nowadays, a large number of women are working outside and creating their own source of
income. 17 women out of 41, were found to be in the corporate field. A percentage of 17.65 had
chosen faced different problems due to compartmentalized focus as their option. Almost half of
the participants, around 41.18% said that they had to balance between personal and professional
life. Furthermore, 17.65% and 23.52% responded to office environment actually helped me to

recover the disorder and others respectively.

Maintenance of professional life for working women

Others

Office environment actually helped me to recover
the disorder

Had to balance between personal and professional
life

Maintenance Options

Faced different problems due to compartmentalized
focus

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%
Prevalence percentage

Figure 3.25: Participant’s responses about how working women balanced life during PPD
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Results and Discussion

3.2.7C Family/office working environment for PPD affected mothers

Women undergoing PPD need a considering and helpful working environment whether at home
or office. 41 women participating in this study shared their response about their working
environment condition. 21.95% of them responded to yes having a concerned workplace. 36.59%

chose to say no and rest 41.46% went for moderate as their option.

Family or Office concern for mothers with PPD

Moderately

Concerned family/office environment
Z
S

Yes

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%
Prevalence percentage

Figure 3.26: Participant’s responses to their family/office working environment



Results and Discussion

3.2.8 Knowledge about PPD support group

In developed countries, large numbers of social support groups are available to normalize PPD
affected mothers and to support general mothering matters. These groups usually render a secure
place to disclose all the problems and experiences. While answering about the social support
group, 37.71% of the total 41 participants replied that they do not have any idea about the social
support group and their role. Surprisingly, only 4.88% of them responded to yes, I know as their
option. More than 63.41% of participants knew about this but unfortunately, they did not find

any social support group.

PPD Social support group status in Bangladesh

Yes, I know '8%

Knowledge about social support group

I do not have any idea about social support group
and their role

0% 10%  20% 30% 40% 50% 60%  70%

Prevalence percentage

Figure 3.27: Participant’s responses about their knowledge of PPD social support groups

Only 2 participants who responded yes to this question, suggested about some Facebook support
groups namely ,,Mommy Talk Bangladesh®, ,Pregnancy, Birth, Motherhood BD* etc. No

suggestions of any physical counseling or therapy center were found.
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Results and Discussion

3.3 Comparison of PPD severity between housewives and working women

While assessing the information provided by the participants, 24 women were found to be
housewives and 32 of them were working women. After analyzing their data, it was observed
that 79.16% of housewives and 68.75% of working women were suffering from PPD
respectively. It clearly shows that housewives are more affected with PPD than working women.
According to a study, working women scored less in depression scale than the housewives, as
profession might have worked as a substitute to alleviate depression (Mohammadi, Aghdam &

Ranji, 2011)

Comparison of PPD severity between housewives and
working women

79.16%

80%
78%
76%
74%
2%
70%
68%
66%
64%
62%

68.75%

Percentage

Housewives Working Women

Figure 3.28: Comparison of PPD severity between housewives and working women
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Conclusion

4 Conclusion

The primary aims of this study were to put spotlight on the updated facts of PPD in Bangladesh.
The study reveals that approximately 66.07% of women have high probability of depression and
7.14 % are leading towards PPD. Besides, the study also shows that housewives are more
clinically depressed than working women. A large portion of these women are not sharing about
their problem with anyone as they do not want to be judged. Most of the time, these women do
not understand their symptoms of depression or overlook those. Around 95% of women do not
take any treatment for this disorder and almost 78% of them retrieve by themselves. The present
scenario of PPD suggests that very few women actually have knowledge about social support
centers but do not find any in Bangladesh. In reference to our findings, it is recommended to
introduce this maternal disorder properly and create awareness among everyone including
maternal health professionals. Moreover, a proper PPD screening program should be inaugurated
to find out the depression condition and reducing the risks during postnatal period. Additionally,
different social support groups should be set up to demonstrate a new picture of women sharing
problems regarding their maternal mental health with others and taking proper advice to diminish
it. They need to understand that taking mental health service is one of their rights and nobody
should judge it. Furthermore, maternal healthcare professionals have to be more helpful and
encouraging in this period. If these measures are taken, the maternal health condition of mothers

can be improved and a new frame work for postpartum depression can be set up in Bangladesh.
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