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Abstract 

Depression is a common mental health problem among women during the 

postpartum period, which is generally known as postpartum depression. Postpartum 

depression negatively affects women, their partners, children and family members. Most of 

the mothers and their family members are not aware of the consequence and the need for 

treatment. Literature on the detailed nature and impact of postpartum depression is limited 

in the world and practically non-existent in Bangladesh. Therefore, the present study was 

designed to explore the nature of postpartum depression and its impact on woman's life.  

This study employed a qualitative research design using phenomenological 

approach. Purposive sampling with specific inclusion and exclusion criteria was used for 

the selection of participants, and maximum variation of sampling was kept in consideration 

while selecting the participants. A two-stage selection process was used with mothers 

attending maternity unit in a hospital in Dhaka city. The first stage of selection involved 

screening of the prospective participants with the Edinburgh Postnatal Depression Scale 

and subsequent diagnostic interviews to identify mothers with postpartum depression. In 

the second stage, the screened women with postpartum depression were invited to 

participate in the study. Ten women were interviewed in-person using a topic guide after 

collecting signed understood consent. The recorded interviews were transcribed for content 

analysis which was carried out in parallel to ongoing data collection.  

Seven broad categories, namely, emotional state, cognitive process, behavior and 

action, coping, physiological state, impact on relations and impact on self, were identified 

to organize the themes and subthemes that emerged during the content analysis. The 

findings indicate that mothers with postpartum depression encounter a wide range of 
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changes in their emotions, thoughts, behaviors and functioning. These changes adversely 

affect the women’s transition to motherhood and interrupt wellbeing as well as the 

functioning of the women, their partner, child and other family members.  

Various types of emotions such as depressed mood, frustration, guilty feelings, 

helplessness, hopelessness, anxiety and irritability were found among participants 

throughout their postpartum period. In the journey of motherhood, many women with 

postpartum depression perceive almost everything in a negative manner which made them 

more vulnerable to depression. Mothers reported feelings of losing control over their 

thoughts, emotions and actions. Aggressive behavior such as hitting self, child and others 

was also reported by them. Some mothers even tried to attempt suicide which is an 

alarming concern for the mother, child and family. Physiological troubles such as 

agitation, exhaustion, pain, sleep disturbances and complications with appetite were 

reported in relation to psychological state and emotional disturbance.  

Growing conflict and emotional isolation with family and friends was another 

feature of postpartum depression. With limited support and cooperation from family and 

friends, they became overwhelmed and frustrated with the situation they are in. Due to a 

lack of understanding of postpartum depression, the women find it challenging to cope 

with it. They reported the use of helpful and unhelpful coping strategies such as accepting 

the situation, thinking positively, trying pleasurable and constructive activities, giving up, 

avoidance, escape, blaming, being aggressive, and having destructive or negative thoughts. 

In the context of limited empirical data on the nature and impact of postpartum 

depression in Bangladesh, the present qualitative research may contribute to reducing the 

gap by providing a detailed understanding of the phenomenon. The findings on the 
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experience of emotion, cognition, behavior, coping, physiological state and interpersonal 

relations may be useful in developing interventions and strategies for improved wellbeing 

of mothers with postpartum depression.  
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Introduction 

Motherhood is often considered the most significant and joyful experience of a 

women’s life. Having a child has been reported as the most fulfilling and satisfying 

experience for many mothers (Regev, 2001), which is also generally a pleasant event for 

the entire family. However, depression in the mother, especially when it develops around 

childbirth (pre or post), can easily turn this joy into despair (Emily C. Clay & Dean A. 

Seehusen, 2004; Miller, 2002). Pre- or post-partum depression may be manifested in mood 

swings, crying spells, sleep disturbances, and undefined anxiety. Although twice as 

common among mothers, such depression can also be seen among fathers (Olshansky, 

2003). The commonness of depression among women during prenatal and postnatal 

periods as reported in the research literature (Stewart, Robertson, Dennis, Grace, & 

Wallington, 2003) and the limited research on these in Bangladesh urges for an exploration 

of the phenomenon in this context.  

Depression of mothers after giving birth is generally known as postpartum or 

postnatal depression (O'hara & McCabe, 2013). Childbirth and the contextual process 

often creates enormous challenges for the mothers in adjusting to their new roles, 

responsibilities and situational demands. No mother can be fully prepared for these 

changes in life that follows childbirth. These, in turn, cause fluctuations in mood and can 

give way to post-partum depression (PPD), i.e., depressive symptoms after the delivery 

(Terry, Mayocchi, & Hynes, 1996). 

 Mothers with PPD are at increased risk of social isolation due to lack of energy, 

fatigue, and feelings of incompetence, worthlessness, and helplessness. Increased need for 

support from the partner (Holopainen, 2002) to cope with these creates additional strain in 
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intimate relationships. Thus, PPD has been associated with marital problems such as 

disagreements, hostility, withdrawal of social support between marital partners (P. T. 

Davies & Windle, 1997; Leinonen, Solantaus, & Punamäki, 2003) as well as separation 

and divorce (Meadows, McLanahan, & Brooks‐ Gunn, 2007). Mother’s depression can 

have a negative impact on the child’s early and later development in cognitive, emotional 

and behavioral domains (Darcy et al., 2011).  

Despite the seriousness of the symptoms and impact of PPD, the family and the 

mothers rarely seek professional support for these (Dennis & Chung‐ Lee, 2006). It has 

been reported that less than 40 per cent of depressed mothers seek help (Haynes, 2007). 

Lack of knowledge and stigma about mental health problems have been suggested as the 

reason behind not seeking help (Leahy-Warren & McCarthy, 2007). Common symptoms 

of postpartum depression such as inadequacy, guilt, fatigue, irritability, anxiety, insomnia, 

changes in appetite and confusion are generally overlooked as a reaction to the physical 

and contextual changes to childbirth, which are thought as something that would disappear 

soon and thus ignored by the mothers resulting in lack of treatment-seeking (Chaudron et 

al., 2005). Furthermore, symptoms of PPD are poorly recognized and often missed by 

healthcare professionals as well (Gjerdingen & Yawn, 2007). Thus, the majority of PPD 

incidences remain unrecognized and are left untreated. Due to the wider impacts of PPD 

on the women, children, partners and other family members, it is important to identify, 

treat and prevent PPD to ensure the wellbeing of new mothers as well as the family 

members (Stotland & Stewart, 2008).  
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1.1 Postpartum Depression 

Postpartum depression is a non-psychotic depressive episode that initiates after 

childbirth (Cox, Murray, & Chapman, 1993; O'hara & Swain, 1996). Globally it affects 

approximately 10-15 per cent of mothers yearly (C. T. Beck, 2002). Criteria for major 

depressive episode along with onset specification of postpartum is used for the diagnosis 

of postpartum depression (American Psychiatric Association, 2013). Postpartum mood 

disorders can be divided into three different categories according to the severity and 

termed as baby blues or maternal blues, postnatal depression or postpartum depression and 

puerperal psychosis or postpartum psychosis (O'Hara, Zekoski, Philipps, & Wright, 1990). 

Maternal blues or baby blues is considered as a temporary reaction of mood changes such 

as depressed mood, guilt, fear, anxiety, irritability etc., due to hormonal reasons following 

childbirth (Robertson, Grace, Wallington, & Stewart, 2004). Baby blues can occur 24 -48 

hours after delivery lasting for up to 10 days, and tends to occur in 50-80% of new mothers 

(C. T. Beck, Reynolds, & Rutowski, 1992; Harding, 1989). If symptoms continue beyond 

this time period and are severe in their intensity, mothers tend to develop postpartum 

depression (Harding, 1989). Postpartum depression often occurs between a few months to 

a year Mauthner (1998). Postpartum psychosis or puerperal psychosis is very rare. Less 

than 2 in 1,000 mothers may develop postpartum psychosis with the symptoms such as 

rapid mood swings, delusions, hallucinations, and loss of the sense of reality. Postpartum 

psychosis generally occurs within the first two weeks to three months after childbirth 

(Harding, 1989; Leitch, 2002; O'Hara et al., 1990). Some researchers have found 

biological (multiple hormones), psychological, familial, social, and cultural factors as the 

causes of postpartum depression (Emily C Clay & Dean A Seehusen, 2004; S. S. Leung, 

Arthur, & Martinson, 2005; S. S. K. Leung, 2001; O'hara & Swain, 1996).  
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1.1.1 Diagnosis of postpartum depression. It has been mentioned in the 

previous section that the clinical criteria and symptoms of postpartum depression are 

considered similar to depressive disorder. The classification systems used for diagnosing 

mental health conditions, namely the Diagnostic & Statistical Manual of Mental Disorders 

(DSM-5; American Psychiatric Association, 2013) and the International Classification of 

Diseases 10th edition (ICD-10; World Health Organization, 1993) are used for diagnosing 

postpartum depression. However, none of them recognizes postpartum depression as a 

separate diagnosis, rather it is considered as part of depressive disorders. The depressive 

episodes following childbirth are collectively referred to as peripartum episodes. As 

postpartum depression is diagnosed with the criteria used for major depressive disorder, it 

requires the presence of five or more symptoms in the area of low mood, loss of interest or 

pleasure, changes in weight, changes in appetite, insomnia or hypersomnia, psychomotor 

agitation, feelings of guilt, difficulty in attention, frequent thoughts of demise or suicidal 

ideation or attempts for a minimum of two weeks to diagnose of postpartum depression. 

According to DSM-5, a postpartum mood episode onset is within four weeks of birth 

(American Psychiatric Association, 2013), whereas ICD-10 consider postpartum 

depression tends to occur 6-weeks after childbirth (World Health Organization, 1993). 

There are differences in opinion regarding the onset of postpartum depression. Many 

clinicians, researchers and health professionals reported that the onset of postpartum 

depression could occur at any time within the first year of childbirth (B. R. Davies, 

Howells, & Jenkins, 2003; O'hara & Swain, 1996; Perry, Thurston, & Osborn, 2008). 

However, some others claimed that postpartum depression can occur anytime in the first 

year and can persist for up to four years following childbirth (Kumar & Robson, 1984; 

Schott & Henley, 1996). 
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Apart from diagnostic interviews, different screening and assessment tools are used 

to aid diagnosis and assess the severity of post-partum depression. The Beck Depression 

Inventory (BDI; A. T. Beck, Steer, & Carbin, 1988) and the Edinburgh Postnatal 

Depression Rating Scale (EPDS; Cox, Holden, & Sagovsky, 1987) are the most common 

globally used tool for screening postpartum depression.  

1.1.2 Prevalence of postpartum depression. Different studies have reported 

different prevalence rates of postpartum depression. Worldwide, the prevalence of PPD 

among women ranges from 0.5% to 60.8% (Halbreich & Karkun, 2006). Commonly it was 

found that the prevalence rate of PPD among women is 10-15% (Halbreich & Karkun, 

2006; Morse, Buist, & Durkin, 2000; Segre, O’Hara, Arndt, & Stuart, 2007). According to 

DSM-5 (American Psychiatric Association, 2013), 3% to 6% of women experience major 

depressive episodes following delivery and 50% of major depressive mood episodes begin 

prior to childbirth. There are very few studies in Bangladesh on PPD and these studies 

have some similar and different findings. In Bangladesh, the prevalence of PPD ranged 

from 18% to 35% among rural mothers has been found (Gausia, Fisher, Ali, & Oosthuizen, 

2009; Nasreen, Edhborg, Petzold, Forsell, & Kabir, 2015). A study conducted in the urban 

slum of Bangladesh found the depressive symptoms among women during their 

postpartum period was 11% (Azad et al., 2019). 

1.1.3 Comorbidity. Post-traumatic stress disorder, postpartum anxiety disorder, 

obsessive-compulsive disorder and panic disorder are the most common comorbid 

conditions with postpartum depression (C. T. Beck, 1998; Stuart, Couser, Schilder, 

O'HARA, & Gorman, 1998; Wisner, Parry, & Piontek, 2002). The anxiety-based disorder 

has been found to be more commonly associated with postpartum depression than other 

disorders (Barnett & Parker, 1986). Research in the areas of the different disorders has 
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been uncommon and contradictory and many of the researches have been formed based on 

case reports or retroactive study designs (C. T. Beck, 1998; Reynolds, 1997; Stuart et al., 

1998). Therefore, more related data are required on PPD.  

1.2 Literature on the Nature of PPD 

The sign or symptoms of postpartum depression may vary among mothers. 

Researchers identified different areas and types of troubling experiences the mothers face 

during postpartum depression. Emotional turmoil, tearfulness, hopelessness, guilty 

feelings, loss of appetite, and sleep disturbances and also feelings of being incapable and 

inadequate to take care of the baby, difficulties with concentration and memory, tiredness 

and irritability among mothers are the most commonly reported complaints in PPD 

(Leahy-Warren & McCarthy, 2007; Robinson & Stewart, 2001). There are some other 

symptoms such as fatigue, anxiety, anger, irritability, self-blaming thoughts were found in 

the research of Pitt (1968).  

Symptoms of PPD can be categorized as emotional, behavioral and physical 

symptoms. Emotional symptoms are sadness, feeling overwhelmed, anxiety, confusion, 

worry, hopelessness. Behavioral symptoms are oversensitivity, crying, irritability, 

hostility, panic attacks, and paranoia. Physical symptoms are lack of energy, sleep 

disturbances, changes in appetite, headaches, chest pains, palpitations, and breathing 

difficulties (Kruckman & Smith, 2008).  

After reviewing some qualitative researches, depressed mood, tiredness, 

hopelessness, loneliness, guilt, anxiety etc., have been found by Leahy-Warren and 

McCarthy (2007) as common emotions of mothers with PPD. Most of the mothers feel 

helpless as they can’t cope with their situation and manage their regular activity. They also 



8 
 

feel guilty for their incapability to meet the needs or demands of the child and for failure to 

perform as an ideal mother during their postpartum period. Mothers also perceive 

themselves as worthless (Miller, 2002). Some mothers may be extremely anxious about the 

health or feeding habits of the child and perceive themselves as helpless, worthless, or 

careless mothers. Mothers feel that everything around them is overwhelming, which makes 

them scared, anxious and worried. Some mothers develop guilty feelings over their 

perceived inadequacy as a parent (Verbeek et al., 2012). 

Negative thoughts such as avoiding the child, thoughts of harming the child and 

fear was found as the sign and symptoms of PPD (Cullen‐ Drill, Smith, & Morris, 2008). 

Some mother experiences the thoughts of harming their child, but actually materialization 

of such harms is rare. Though suicidal attempt is rare, some mothers develop destructive or 

self-damaging thoughts such as hurting or killing themselves (C. T. Beck, 1998; O'hara & 

Swain, 1996). Many mothers complained about their problems with memory and 

concentration (C. T. Beck & Indman, 2005; Flynn, 2005; Hanley, 2006).  Postpartum 

psychosis can also occur with the symptoms such as hallucinations, memory loss, 

confusion, inability to function, incoherence in thought and action and possible harm to the 

child or self. 

Mothers’ experiences are different regarding sleep; some mothers experience 

difficulty with getting sleep, some develop interrupted sleep, mothers also have to 

frequently wake as the baby wake frequently and ultimately, mothers develop difficulties 

with sleep even the baby is steady (Verbeek et al., 2012). As mothers need to feed their 

baby regularly, so their rest is interrupted recurrently and mothers develop sleep 

disturbances, thus mothers get irritated and tired most of the time. Equally, sometimes 

mothers feel so sleepy and struggle to get out of bed (B. R. Davies et al., 2003; Flynn, 
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2005). As a result, simple chore appears too tough for the mother to complete as well as it 

seems difficult for the mother to take care of the baby (Hanley, 2006; V. Williamson & 

Mccutcheon, 2007). Changing in appetite is found common among mothers and these 

changes either led to weight loss following poor appetite or weight gain accompanying 

overeating (Cullen‐ Drill et al., 2008; Hanley, 2006).  

In a qualitative exploration of experiences of mother with PPD, (J. Green, 2004) 

found several central themes which were loneliness, social isolation, concern about self in 

relation to others as the experiences of mothers with PPD. Similarly, it was found that 

depressed mothers developed difficulties with socialization as they were emotionally so 

overwhelmed to respond, and they had felt that no one would understand them (Rice, 

Grealy, Javaid, & Millan Serrano, 2011).  

1.3 Literature on the Impact of PPD 

The consequences of untreated postpartum depression are numerous and can have 

long-standing adverse effects. Apart from being a threat to mothers’ mental and physical 

health, PPD creates significant concerns for the wellbeing of the child and the family. The 

impact of PPD ranges from mildly troublesome to terrifying. Mothers with PPD often lose 

personal freedom and feel challenged to perform regular activities, social networking, 

professional activities and personal health care (K. Green, Broome, & Mirabella, 2006; 

Posmontier, 2008).  

Mothers also lose their ability to take care of themselves (Horowitz & Goodman, 

2005). Researchers noted that mothers who were highly functioning before childbirth 

struggled to manage the most mundane tasks after childbirth due to PPD, and therefore, 

they experienced a loss of capability (C. T. Beck & Indman, 2005). Mothers with 
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postpartum depression faced problems with basic care of children such as bathing, feeding, 

and changing diapers and their daily functioning was adversely affected (Edwards & 

Timmons, 2005). PPD not only impair mothers’ daily functioning, but it also creates 

threats to their survival as suicidal risks of the mother with PPD have been reported in 

different research (King, Slaytor, & Sullivan, 2004; Ratnaike, 2006). The episode of PPD 

can be the precursor of chronic recurrent depression for the mother.  

  Postpartum depression of mothers has an impact on everyone in the house- the 

infant, other children, the spouse and other family members (Meltz, 2003; Puckering, 

2005; Toneguzzi, 2004). Certainly, mothers who suffer from PPD are less capable of doing 

maternal duties such as taking care of baby, playing and talking with them, which may 

influence the infant’s behavioral, cognitive and socioemotional development as well as the 

attachment style of the child (S. H. Goodman, Brogan, Lynch, & Fielding, 1993). 

Similarly, it was found that for the children, mothers’ ongoing depression can contribute to 

emotional, behavioral, cognitive, and interpersonal problems in later life (Miller, 2002). 

Untreated postpartum depression in the mothers negatively impacts their parental ability 

and her self-esteem, which negatively affects child’s physical and mental development 

(Perfetti, Clark, & Fillmore, 2004). Mothers with PPD are reluctant to breastfeed their 

baby, which is required for optimal nutrition as well as immunological and emotional 

nurturing for normal growth and development of the baby (Hatton et al., 2005). Mothers 

with PPD exhibit difficulty in interacting and bonding with child, which is connected with 

the developmental problems of the infants (C. T. Beck, 1995; P. J. Cooper, Murray, 

Wilson, & Romaniuk, 2003; Dennis & Chung‐ Lee, 2006; Hanley, 2006; Stanley, Murray, 

& Stein, 2004). Poor cognitive functioning, behavioral and emotional adjustment problem 

of the child was also documented in several studies as the impact of mother’s postpartum 
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depression (Horowitz & Cousins, 2006; Stanley et al., 2004). Child can develop poor 

vocabulary due to maternal depression in their early age (Leitch, 2002). Some studies 

stated that mother with PPD has poor interaction and bonding with their child (Edhborg, 

Lundh, Seimyr, & Widström, 2001; McMahon, Barnett, Kowalenko, & Tennant, 2006; 

Stanley et al., 2004), which can contribute to child’s speech development deficits (Meltz, 

2003; Puckering, 2005; Toneguzzi, 2004). Mother’s postpartum depression has also been 

associated with child’s behavioral problems. Maternal depression is found as a major 

reason for hyperactivity, aggression, and depression among children (Lusskin, Pundiak, & 

Habib, 2007). Postpartum depression carriages a risk for mother-child attachment and 

bonding. Evidence showed that the effect of postpartum depression has long term effects 

on maternal–infant interaction over 1 year age of children and also the mothers (C. T. 

Beck, 2002). Children of depressed mothers tend to develop insecure attachments at the 

age of 18 months (P. J. Cooper et al., 2003). Commonly mothers who are suffering from 

postpartum depression have thoughts of damaging their children and themselves and they 

are less emotional and less securely attached with their children, so it’s very threatful for 

the mother and the children (Hagen, 1999). Evidence suggests that depressed mothers are 

significantly more likely to engage in unhealthy parenting practices (e.g., corporal 

punishment, reduced home safety practices, non-attendance at child well-health visits); 

less likely to have knowledge about infant development and age-appropriate nurturing and 

sensitive parenting; and less likely to perform literacy enrichment activities (Zajicek-

Farber, 2010).  

The harmful consequences of PPD on wellbeing and family functioning is strongly 

correlated with PPD. PPD the women can have a dramatic effect on the spouse. As the 

partner are unable to support each other throughout this stressful period, it creates pressure 
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on the conjugal relationship (Boath, Pryce, & Cox, 1998). The sudden life changes 

associated with the transition to parenthood often threaten marital relationships during the 

early period of postpartum (Anderson, 1996). Indeed, PPD has been associated with 

decreased relationship satisfaction and marital problems, such as lack of intimacy and 

sexual issues (Meighan, Davis, Thomas, & Droppleman, 1999), sometimes resulting in 

separation or divorce (Sayers, Kohn, Fresco, Bellack, & Sarwer, 2001). Maternal mental 

health problems are also related to family functioning by potentially evoking 

disagreements and hostility between parents, which frequently result in withdrawal of 

social support between marital partners (Leinonen et al., 2003). Postpartum depression is 

associated with impaired interpersonal interactions between partners characterized by 

anger, hostility, mistrust, emotional detachment, reduced nurturance and affiliation 

(Feldbau-Kohn, Heyman, & O’Leary, 1998; Kahn, Coyne, & Margolin, 1985) and intimate 

partner violence (Vaeth, Ramisetty-Mikler, & Caetano, 2010). These interactive 

characteristics function to further complicate mothers’ symptoms of depression (Cohen et 

al., 2002).  

As for the depression of the mother, childcare becomes compromised, intimacy 

with partners suffers, connection with other family members breaks down and social life 

may become detaching. The couple’s relationship is very much affected, along with the 

bonding and care of the child. The partner may need to feed, bath, wash, carpool, shop, 

and pay household bills as well as other countless chores. Spouses and older children may 

become annoyed, exhausted, angry, upset or hopeless with this type of situation. PPD has 

not only a harmful effect on the mother and child but also on her spouse. It is found that 

partners of the mother with PPD are at risk of developing psychiatric disorders (Lovestone 
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& Kumar, 1993). The incidence of depression in men whose partners have PPD is 24% to 

50%, while in general, depression in men is 1.2% to 25.5% (J. H. Goodman, 2004).  

Deteriorating and conflicting relationship between women with PPD and their 

mother-in-law has also been reported (K. Green et al., 2006). Postpartum depression 

creates a huge burden on the mother, the child and the entire family (S. H. Goodman et al., 

1993; Horowitz & Goodman, 2005).  

1.4 Gaps in Understanding PPD  

There are different types of researches on the topic of postpartum depression. After 

analyzing previous studies, some major limitations have been found. Over the past two 

decades amount of research on PPD has been increasing; despite the growing amount of 

research on PPD, there is a gap of detailed understanding about the nature and impact of 

PPD have been found (C. Cooper et al., 2007).  

Postpartum depression has effects on quality of life, social functioning and 

economic productivity (Chisholm et al., 2003). Postpartum depression (PPD) negatively 

affects women’s functioning, marital and personal relationships, maternal-infant 

interaction quality, and children’s social and cognitive developmental outcomes (P. J. 

Cooper & Murray, 1997; P. J. Cooper et al., 2003; Murray et al., 1999). The health 

consequences could also lead to adverse long-term emotional and physical development of 

the infant (Boath et al., 1998). 

Moreover, failure to diagnose these women often leads to safeguarding concerns 

for both mothers and infants (Warrington, Wright, & Team, 2001). In our country, we do 

not have a clear picture of the nature of postpartum depression and its impact on women's 
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lives, which is needed to develop and implement effective interventions to reduce suffering 

and enhance the wellbeing of the mothers and the family. The need for research to 

generate insights on the nature and impact of PPD on women’s life is therefore of crucial 

importance.  A deeper understanding of the phenomenon could be useful in increasing 

awareness among the public and the professionals on PDD and its impact.  

1.5 Objectives 

 The objective of the current study was to improve the understanding of the nature 

of postpartum depression and its impacts on women's life in Bangladesh. For better 

understanding, the researcher broke down the main objective into several specific 

objectives, which are as follows: 

• To explore cognitions associated with PPD; 

• To explore emotions associated with PPD; 

• To explore behaviors associated with PPD; 

• To explore physiological states associated with PPD; 

• To explore the impact of PPD on women’s life;  

• To explore the impact of PPD on family members; 

• To explore the impact of PPD on social life of the women.  
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Method 

2.1 Research Design  

The objective of the present research was to understand the nature and impact of 

postpartum depression (PPD). Due to limited research and understanding of PPD in 

Bangladesh context, a qualitative exploration seemed more suitable for attaining the 

objectives. Qualitative exploration is expected to provide a detailed account on the lived 

experience as well as the contextual features associated with the women’s suffering from 

PPD.  

The phenomenological approach is well suited to grasp the essence of any 

phenomenon from the lived experience of the participants. The present research is also 

aimed at exploring women’s lived experience of PDD to gain a deeper understanding of 

PPD in Bangladesh. Therefore, phenomenological approach was selected for the present 

research. The phenomenological exploration is expected to generate insight regarding 

women’s understanding and experiences of PPD in the context of motherhood, relationship 

and self-perception.  

2.2 Participants 

Postpartum women attending maternity unit in a hospital at Dhaka city participated 

in this study. The inclusion and exclusion criteria used for the selection of suitable 

participants among the women are presented below. 
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2.2.1 Inclusion criteria.  

 A score above 13 in the Edinburgh Postnatal Depression Scale (Cox et al., 

1987).  

 Depressive symptoms after four weeks to one year of childbirth were the 

participants for the present study.  

 Persistence of symptoms for at least two weeks at a stretch.  

2.2.2 Exclusion criteria. 

 Age below 18 

 Lack of insight. 

 Being intoxicated with drug. 

 Inability to communicate or to understand communication.  

 Sought care from any healthcare professional for current phase of depression. 

 Prior history of depression.   

2.2.3 Participant characteristics.  

Ten participants were interviewed for the present study. Their age range was 

between 20 to 36 years. Their socio-economic status ranged from lower to upper class. All 

of them were literate, married and were occupied either as housewife or as professional. 

Most of the participants were urban residents, while a couple of them were living in rural 

or semi-urban areas. Details on the demographic characteristics of the participants are 
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presented in Table 2.1. Participants were selected from Maternal and Child Health 

Training Institute, Azimpur, Dhaka.  

Table 2.1. Details of the participants (N=10) 

Participant Age Education Occupation now 

(Occupation before) 

Age of 

recent child 

Socio-economic 

status 

Participant 1 23 HSC Student 6 months Middle class 

Participant 2 25 Graduate  Student  10 months Middle class 

Participant 3 36 Class 5 Housewife  2 months Lower class 

Participant 4 33 Masters Housewife (Job) 8 months Upper middle class  

Participant 5 20 SSC housewife 2 months Middle class 

Participant 6 28 MBA Housewife (Teacher) 9 months Middle class 

Participant 7 34 Masters Housewife (Job) 11 months Middle class 

Participant 8 22 HSC Housewife 11 months Upper class 

Participant 9 24 Graduate Housewife 4 months Middle class 

Participant 10 32 Masters Job 10 months Middle class 

 

2.3 Sampling 

Purposive sampling was used for this study. Due to the research’s focus on 

exploration of the nature and impact of postpartum depression, which mandated the 

recruitment of a specific population i.e., women with postpartum depression, purposive 

sampling was more suitable than random sampling (K. Williamson, 2002). To ensure 

maximum variation of the participants, the researcher tried to recruit mothers of different 

age, education, income, and residential location.  
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Only those mothers who have postpartum depression were invited to participate in 

this study. Identification for postpartum depression was made primarily by screening done 

with a score of 13 on the Edinburgh Postnatal Depression Scale, which was then followed 

by a diagnostic interview by the researcher. It may be noted here that the researcher had 

relevant clinical training and practical experience on psychological assessment and 

diagnosis of mental health conditions using DSM-5 (American Psychiatric Association, 

2013). 

In line with the tradition of qualitative exploratory research, theoretical sampling 

and saturation were used to decide the number of interviews to be conducted. 

2.3.1 Theoretical sampling. As per the process of theoretical sampling, selection 

for new participants was made based on evolving themes and hypotheses emerging from 

the simultaneous data collection and analysis process used in the present study.  

2.3.2 Saturation. The researcher continued to interview participants as long as 

newer information was coming out of the interview. When the interviews reached a point 

where apparently no new insights were being provided by the participants as reflected by 

little variation with already gathered data, it is believed a saturation has been reached. No 

more interview was deemed required when saturation was reached. In this research, the 

researcher reached the saturation point after interviewing ten participants.  

2.4 Data Collection Method 

 In-depth interview (IDI) along with informal observation was used as the data 

collection method for the present study. 
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2.4.1 In-depth interview (IDI). In-depth interview was the main source of data. 

The researcher conducted in-depth interview using a custom build topic guide suitable for 

the present research. Questions were mostly open-ended with necessary probes for gaining 

a deeper understanding.  

2.4.2 Observation. The researcher also observed participants’ verbal and 

nonverbal responses and kept memo notes on these observations to aid data analysis which 

was carried out later.  

2.5 Instruments 

Interview topic guide, demographic data sheet, explanatory statement form, written 

consent form, Edinburgh Postnatal Depression Scale (Cox et al., 1987) and voice recorder 

were used for the present research. 

2.5.1 Topic guide. Before data collection, a topic guide was prepared following 

the objectives of the study (see Appendix A). Initially, the topic guide was developed 

through brainstorming and mind mapping. It went through several modifications during 

discussions and role-plays between researcher and supervisor. The revised topic guide was 

then used for the interview with the first participant. The topic guide contained different 

exploratory questions to carry out in-depth information from the participants. 

2.5.2 Demographic data form. A demographic data form was prepared to 

collect socio-demographic details of the participant. It contained questions to collect 

information on age, academic background, occupation, socio-economic status, residence, 

number of children, and age of the most recent child (see Appendix B).  
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2.5.3 Explanatory statement form. An explanatory statement form was 

prepared before starting data collection. The explanatory statement form contained a 

detailed description of the study, an explanation of its risk and benefits, confidentiality 

issues, storage of data and the statement that participant can withdraw their consent any 

time during the research. A written Explanatory statement form was provided to the 

participants along with verbal explanations before seeking their consent (see Appendix C).  

2.5.4 Informed consent form. An informed consent form was used and given to 

the participant before the interview (see Appendix D). The consent form contained 

statements and options for participants regarding the understood and voluntary nature of 

their participation. Participants gave their consent verbally (for screening) and in signed 

written form (for interview).  

2.5.5 Edinburgh Postnatal Depression Scale (Cox et al., 1987). The Bangla 

translated version (Gausia et al., 2007) of the EPDS (Cox et al., 1987) was used to screen 

for postpartum depression (see Appendix F). The EPDS (Cox et al., 1987) is a self-report 

questionnaire with ten statements for assessing depressive symptoms during the postnatal 

period. Each statement has four possible responses, which are scored from 0 to 3 

depending on the severity of the response. With higher scores indicating more severe 

problems, the maximum total score can be 30. A cutoff score of 13 is used where, any 

score above 13 on the scale is considered indicative of presence of postpartum depression.  

2.5.6 Voice recorder. In the present study, a digital voice recorder (Sony ICD 

UX-533F) was used for recording the interviews. Later on, all the interviews were 

transcribed in textual data. 
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2.5.7 Referral directory. A list of possible sources of support i.e., a referral 

directory, was provided to the participants (see Appendix G). The referral directory 

contained the contact details of available and reliable mental health service proving 

organizations. As participants had depressive symptoms, therefore referral directory was 

aimed to help them find sources of psychological support to improve their condition and 

wellbeing.  

2.6 Data Collection Procedure  

 All Participants of the current study were selected from Maternal and Child Health 

Training Institute, Azimpur, Dhaka and the necessary permission (see Appendix J) was 

taken from the hospital before data collection. Participants were selected purposively from 

the hospital using the inclusion and exclusion criteria. At first, participants were 

approached and verbally explained the purpose and details of the study. All of the 

participants were given an exploratory statement form. Participants who provided verbal 

consent for screening were administered the Edinburgh Postnatal Depression Scale for 

postpartum depression. One hundred and twenty-seven participants filled up the scale and 

who scored above 13 was considered as having depressive symptoms and they were asked 

for further in-depth interviews. Few participants refused to give further interviews due to 

their personal issues. A written consent form was signed by the participants, who agreed 

for further in-depth interviews. Demographic information of the participants was noted in 

the demographic information form. The schedule for the interview was set according to the 

convenience of the participant. Face to face interviews were conducted with all 

participants. Ten in-depth interviews were conducted following the topic guide. After the 

interview, a referral directory was provided to the participants. The researcher recorded all 

interviews with the participants. Both audio recorders and written notes were used to 
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record information from the participants. The collected data was transcribed later for 

analysis. The data collection procedure is presented in the flowchart (see figure 2.1). 

Submitted permission letter to Maternal and Child Health 

Training Institute, Azimpur, Dhaka 

Purposive sample selection

Exploratory statement form and 

verbal description 

Consent of the participants

Screening questionnaire 

Decision to include

Written consent from 

participant

Demographic 

information

Face to face in-depth 

interview

Providing referral 

directory

Decision to exclude

 

Figure 2.1. Flowchart on data collection procedure. 

2.7 Time Frame 

  Data for the current study were collected from June, 2018 to December 2020.  

2.8 Data Analysis Procedure 

  Data collection and analysis were done simultaneously in the current research. Data 

were transcribed verbatim from the recorded audio. The Nvivo 10 (QSR International, 

2012) software was used to analyze the collected data. The researcher categorized the 
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initial coding based on similarities. Finally, the researcher formulated some major themes 

according to the participants meaning. The process of data collection has been detailed out 

in the following sections.  

2.8.1 Transcription. After the interview, recorded data were transcribed 

verbatim. Transcriptions were done by the researcher and research assistant. The 

transcription done by the research assistant was thoroughly checked with the original audio 

by the researcher. All transcription was done in Bangla, which was the original language 

used in the interviews.  

2.8.2 Memo writing. The researcher wrote down significant information as 

memo notes which helped to understand and gain insight into the data. The memos were 

noted during the interviews and data analysis.  

2.8.3 Data coding. From the transcribed data, the researcher used two levels of 

data coding, namely open coding and axial coding, which are described below.  

2.8.3.1 Open coding. Open coding was done through reading transcribed 

interviews line by line and assigning codes based on apparent content. In the process of 

open coding, the researcher tried to break down the data into small meaningful units and 

identify the core theme that is presented in these units. Then for each unit, code names that 

reflected the essence of the participants’ words were used. 

2.8.3.2 Axial coding. After completing open coding, axial coding was done. In 

axial coding, the researcher began to group the codes into code names and then code 

names into categories systematically. The researcher examined the categories in terms of 

characteristics. The researcher attempted to recognize the connection between categories, 
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generate themes and sub-themes relating to these connections and form broad categories. 

The theoretical framework continued to grow and become more comprehensive as the 

categories were identified and defined. 

2.9 Ethical Considerations 

The present research explored the nature and impact of postpartum depression on 

women’s life. The participating women shared their very personal information. Therefore, 

it was important to strictly maintain the ethical standards for protecting the safety, rights, 

self-respect and wellbeing of the research participant. The researcher complied with the 

principles of human research ethics. The research was approved by the ethics committee of 

the Department of Clinical Psychology, the University of Dhaka on May 2018 bearing 

project number MP180501 (see appendix G). As the researcher could not complete the 

data collection within time, extended approvals till December 2020 was provided by the 

ethics committee (see appendix G). 

The following sections presents a brief summary of the core ethical aspects addressed in 

the present study.  

2.9.1 Informed consent. The participants were clearly informed about the 

purpose and procedure of the study as well as the utilization of data so that they can make 

their voluntary decision regarding taking part in this study or not. Detailed explanatory 

statements were prepared and provided to the participants, which explained the nature, 

procedure and impact of the study along with their rights and choices. Interviews began 

after receiving the verbal and written consent of the participants.  
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2.9.2 Harms and benefits. Before the conduction of the present research, the 

putative harms and benefits were thought out. No harm other than emotional discomfort 

arising from sharing of emotional experiences and memories associated with postpartum 

depression. It was also understood that such discomfort would be transient, and moreover, 

this sharing may also help them ventilate pent up feelings and thus might be useful for 

them. Additionally, they were also provided with a list of services where they can seek 

support if necessary. The harm (transient distress) was thought to outweigh the benefit of 

carrying out the study.  

 The possible harms and benefits were also written in the explanatory statement. 

The researcher kept vigil about the possible discomfort during the interview and asked the 

participant whether they experienced any distress. Furthermore, if the participant becomes 

upset during the interview, the researcher was ready to terminate or postpone the 

interview.  

2.9.3 Privacy and confidentiality. Participants shared their very personal 

information, so it was of utmost importance to maintain privacy and confidentiality. 

Participants were informed that their privacy and confidentiality would be highly 

maintained. Interviews were recorded in a secure place. Recordings and transcripts were 

kept on the researcher's personal computer, which was secured. Personal information 

identity details of the participants were not recorded. A code number was used to 

recognize the data, which was only identifiable for the researcher.  

2.9.4 Flexibility to withdrawal. The voluntary choice was given priority 

throughout the research process. Each participant was informed that they could withdraw 

their participation at any time during the interview if they wished for.  
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2.9.5 Participants’ right to know the findings. Participants have the right to 

know about the findings of the research. In the initial stage, the score of Postpartum 

depression and the interpretation of the score was informed to the participant. Email and 

phone number of the researcher were given to the participant so that they can enquire to 

know the findings once the study is completed.  

  



28 
 

 

 

 

 

 

 

 

 

 

 

CHAPTAR 3 

FINDINGS  

 

 

 

  



29 
 

Findings 

The result of this study explains the nature and impact of postpartum depression on 

woman’s life. From each transcribed data, the researcher tried to explore the context, 

emotional state, cognitive process, behavior, their impact, similarities, dissimilarity and 

connection. The data analysis procedure has described in the methodology section. 

Qualitative data analysis software NVivo-10 was used to analyze ten transcribed data from 

in-depth interviews. From the analysis, seven broad categories have emerged, and these 

were termed as emotional state, cognitive process, behavior and action, coping, 

physiological state, impact on relations and impact on self. These broad categories 

contained themes and sub-themes. The findings of the present study have been presented 

in Figure 3.1.  
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Nature and 

impact of 

postpartum 

depression

Theme Sub-theme 

Emotional 

state

Cognitive 

state

Behavior and 

action

 Coping

Physiological 

state

Impact on 

relations 

Impact on 

self

Internalized 

emotion 

Low mood

Broad category

Frustration
Loss of interest
Guilty feelings
Helplessness 

Irritability 
Anger 

Stubbornness 

Anxiety 
Fear 

Insecure feelings

 Forgetfulness
Poor concentration

Confusion and indecisiveness
Unorganized thought

Thought of dying 
Thought of harming child and others

Thought of withdrawal and escape
Doubtful thought

Negative automatic thought
Ruminating unpleasant memories

Negative self-concept
Hitting child

Losing control
Rude behavior

Avoidance
Leaving home

Self-harm
Suicidal attempt

Suppress reaction
Sharing

Reaction to criticism

Distraction
Blaming, curse and threat

Impatience

Hope and expectation 

Compromise and acceptance
Mature thought

Restlessness
Tiredness and weakness

Breathing problem
Physiological pain

Avoiding child
Child care

Adjustment problem with husband
Distance with husband

Interruptions in regular activities 
Career and academic issue

Lack of self-care

Loss of personal time

Externalized 

emotion

Fear and anxiety

Deficit in cognitive 

functioning

Destructive thought

Dysfunctional 

thought

Aggressive 

behavior

Avoidance and 

withdrawal

Destructive 

behavior

Adaptive thought

Proactive coping

Reactivity and 

externalize reaction

Agitation and 

exhaustion 

Mixed physiological 

symptoms

Appetite

Sleep pattern

Interaction with 

child
 Relationship with 

husband

Socialization

Activity

Self-care

Relationship with in 

laws and others

 

Figure 3.1. Summary of the overall findings 
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3.1 Emotional State 

It was found that participants experienced different types of emotions throughout 

their postpartum period. It was found that behavior and activities of the participants were 

influenced by their emotions, and emotions were connected with their cognitive state. 

Three themes comprised this broad category, which were internalized emotion, 

externalized emotion and fear and anxiety. Each of these themes included emotions in 

several sub-themes (see Figure 3.2). The following section presents a brief summary of the 

themes and sub-themes related to the emotional state category.  

Emotional 

state

Internalized 

emotion 

Low mood

Frustration

Loss of interest

Guilty feelings

Helplessness 

Irritability 

Anger 

Stubbornness 

Anxiety 

Fear 

Insecure feelings

Externalized 

emotion

Fear and anxiety

 

Figure 3.2. The themes and sub-themes related to emotional state. 

3.1.1 Internalized emotion. Different types of emotional states were found 

among the participants. Depressed mood, hopelessness, guilty feelings etc., were the most 

common internalized emotions found among most of the participants. Five sub-themes 

named Low mood, Frustration, Guilty feelings, Loss of interest and Helpless comprised 

this theme.  
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3.1.1.1 Low mood. Low mood was commonly found among all the mothers with 

postpartum depression. Most of the time they felt upset, tearful and empty; they perceived 

themselves as lonely and helpless. Sometimes their sadness made them numb. Some of the 

participants complained that their life become hopeless and monotonous due to their 

sadness. Participants expressed themselves as, 

‘I don’t feel good, I can’t bear it anymore; sometimes I stay alone in the rooftop 

and cry about my life. I questioned myself that why I can’t accept the changes in 

life.” 

 

“All of a sudden, I feel very depressed without any reason, I become tearful. Day 

by day I’m being more depressed after my delivery. I want to get rid of this 

sadness.”  

3.1.1.2 Frustration. Frustration was a common component found among most of 

the mothers. Seven participants reported that they were very frustrated about their life, 

career, academic issues, activity, relationship etc. It was found that they could not manage 

their life according to their expectation; they could not control themselves and were feeling 

hopeless. They wanted to escape from life, some wanted to commit suicide due to 

frustration. A participant expressed as, 

“I can’t do anything; From regular activities to responsibilities, I failed to manage 

everything. I feel very frustrated with breastfeeding my baby, it’s very irritating. I 

have lost control over myself. I’m a failure; I feel very frustrated.”  

3.1.1.3 Loss of interest. Seven participants expressed that they were drowning in 

depression and losing their interest in everything. They did not find any interest in doing 
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their daily activities such as household chores, managing baby and maintaining 

responsivities for husbands and relatives. They also lost their interest in academic 

activities, career and self-care. Some were not interested in communicating with friends 

and relatives. Even some participants reported to lost interest in doing sexual activities. A 

participant stated as, 

“I don’t find any interest in doing anything; most of the time I stay on the bed or sit 

somewhere. I have no interest in work, I feel very upset. Even I don’t like to feed 

my baby. I don’t like to do household chores and don’t have interest in cooking. 

Sometimes I push myself of doing this. I’m not lazy, but I’m helpless.”  

3.1.1.4 Guilty feelings. Guilty feelings were commonly found among most (eight) 

of the mothers. Most of the participants were unable to work efficiently like before, they 

had difficulties with managing child, household chores, career and academic issues and 

fulfilling responsibilities with husband and other relatives, therefore they feel guilty. Some 

participants were unable to control their anger; they shouted or misbehaved with others, 

sometimes they hit their child, these made them feel guilty. A participant articulated as, 

“I can’t take proper care of my baby; I don’t spend that much time with him 

(baby). I’ve less connection with him (baby) compared to other mothers. Sometimes 

I hit him (baby), I feel so guilty that what I’m doing.” 

3.1.1.5 Helplessness. Some participants expressed their helplessness. It was found 

that they had some wish, responsibilities, goals and expectations, but due to depression, 

they were incapable of performing according to their expectation, it made them helpless. 

They wanted to manage their child and family properly, achieve career and academic 

goals; wish to spend quality time with husband and child, but it was difficult for them to 
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manage due to their low mood and they did not know how to manage. They felt like they 

are captive and trapped. A participant shared the following, 

“I feel like I’m the most helpless human in this world. I feel like I’m captive by my 

depression; it seems that I’m in a prison after the delivery of my baby. I don’t have 

any rest, I don’t have time for recreation and self-care, I can’t go for traveling. I 

have gap in physical relation with my husband. I feel that I will turn into a robot 

for all these and I will lose all my feelings.”  

3.1.2 Externalized emotion. Anger, stubbornness, etc., were the most common 

externalized emotions found among most of the participants. Some mothers could express 

their externalized emotions throughout their behavior, and some could not. This theme 

consisted of three sub-themes, namely, irritability, anger and stubbornness and they are 

described in the following section.  

3.1.2.1 Irritability. Irritability was commonly found among all of the participants. 

It was expressed by the mothers that they got easily irritated with very insignificant issues. 

When anything happened unexpectedly, if anyone said anything negative, when they felt 

difficulties with any task such as managing the baby or doing household chores, they 

became irritated. Sometimes they became very impatient and could not tolerate people; 

they form reactions or avoid people and situations due to irritability. A participant 

expressed as, 

“Most of the time I feel very tired and irritated, especially when I wake up in the 

morning. I can’t sleep properly at night as I have to wake up frequently to feed my 

baby, to clean his toilet and change diaper. Then I have to wake up early morning, 

I feel very exhausted and irritated, but I have nothing to do expect doing work. I 
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don’t know how others manage their child, I can’t tolerate anymore, I’m very fed 

up.”  

3.1.2.2 Anger. Anger was one of the most common emotions and nine of the 

participants expressed their anger. It was found that due to anger, they became intolerant to 

people and situations. Sometimes they showed aggressive behaviors such as using abusive 

words, shouting, hitting etc., towards self and others. Their anger was caused by their 

exhaustion, irritability, agitation, uncontrollable negative thoughts and unexpected 

situations. A participant shared that, 

“Maximum time I become angry with my husband and child. If my husband was 

late to call me, I feel anger. I was not like this before; I don’t get angry like this 

before. I know he (husband) might be busy, but still I feel anger; it seems that he 

doesn’t love me anymore. Everything has become changed after becoming 

mother.”  

Another mother expressed as, 

“When I feel difficulties in putting my baby to sleep, I feel so angry that sometimes, 

I hit him. I know that he is a little kid, but I can’t control my anger……...When I try 

to study, he (baby) disturbs me, he destroys my book, it makes me very angry.” 

3.1.2.3 Stubbornness. Participants of the current study shared about their 

stubbornness. Participants reported that they became more stubborn than before. They 

described that they became more impatient and cannot wait for anything. When their needs 

and expectations were not fulfilled, they became more stubborn and angry.  
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“Sometimes I became very stubborn that I don’t listen to anyone. Though I know 

I’m wrong and they are right but I don’t accept others words or opinion. 

Sometimes I became so stubborn that they have to accept whatever I say or want, 

otherwise I refuse to eat and refuse to do anything.” 

3.1.3 Fear and anxiety. It was found that some participants were very anxious. 

They developed worry, fear and insecurity about their life. They were tensed about their 

future. Their fear and anxiety were associated with their negative thoughts. This theme is 

constituted with three sub-themes, namely, anxiety, fear and insecure feelings. 

3.1.3.1 Anxiety. Some participants shared their worries and anxieties. They 

reported that their life became stressful after having the baby. They had to manage their 

child, family, career and academic issue simultaneously, and it was stressful for them to 

manage; they were so worried and tensed that how they would manage all these. They 

were also worried and tensed about their future. Most of the time they remained worried 

and tensed, which made them restless, suffocated and agitated. A participant expressed as, 

“I become very tensed and worried with unimportant issues. For example, if my 

baby suffered from cold, a plenty of negative thoughts come into my mind, I 

became very anxious and worried, I feel suffocated, can’t talk and sleep; whole day 

I became tensed and negative thoughts run through my head.”  

3.1.3.2 Fear. It was found that some participants developed fear about uncertainty, 

they thought that something wrong was going to happen. They could not sleep and stay 

alone due to fear. 

“…….. I become very fearful, can’t breathe properly, it seems that I’m dying. I'm 

scared all the time. I can’t stay alone; I can’t sleep alone.” 
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3.1.3.3 Insecure feelings. Some participants reported that they feel insecure. Their 

insecure feelings came from their negative thoughts.  

“When I go for sleep at night, I feel very lonely, I feel like crying. It seems to me 

that no one is beside me, no one loves me like before. I feel very insecure, no one is 

there to save me.” 

3.2 Cognitive State 

Mothers with postpartum depression presented a range of cognitive aspects, some 

of which are common across the respondents while some others were contrasting across 

them. They have reported changes in their thoughts and cognition after childbirth. Three 

themes comprised this broad category of cognitive state, which were deficit in cognitive 

processing, destructive thought and dysfunctional thought. Each theme has been divided 

into some sub- themes. The summary of cognitive state with its themes and sub-themes are 

as follows (see Figure 3.3).  

Cognitive 

state

 Forgetfulness

Poor concentration

Confusion and indecisiveness

Unorganized thought

Thought of dying 

Thought of harming child and others

Thought of withdrawal and escape

Doubtful thought

Negative automatic thought

Ruminating unpleasant memories

Negative self-concept

Deficit in cognitive 

functioning

Destructive 

thought

Dysfunctional 

thought

 

Figure 3.3. The themes and sub-themes related to cognitive state.  
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3.2.1 Deficit in cognitive processing. Some participants complained that they 

developed difficulties with memory and concentration. They forgot most of the time and 

could not concentrate properly. Some participants reported that they could not think clearly 

like before. Most of the time, they were confused, could not make decision properly and 

their thoughts were disorganized. Four sub-themes that constituted this theme were 

forgetfulness, poor concentration, confusion and indecisiveness and unorganized thought. 

3.2.1.1 Forgetfulness. Some participants have reported about their forgetfulness. 

Participants shared that they forgot important tasks and thus find it difficult to manage 

personal and professional activities. A participant complaint that, 

“I feel low and forget most of the things. I used to forget what I’m going to do. 

When I cook, sometimes I forget to add salt, sometimes I forget to add spice in 

curry. I don’t have any interest in cooking like before.” 

3.2.1.2 Poor concentration. Some mothers developed concentration problems after 

their childbirth. Participants shared that they had difficulties in paying attention and could 

not concentrate properly. A participant expressed as, 

“I used to write dairy and like to read books, but after my delivery gradually I 

can’t concentrate in reading or writing. Sometimes I try to write, but can’t pay 

attention anymore.” 

3.2.1.3 Confusion and indecisiveness. Some mothers were very confused at doing 

anything, they could not decide what to do or not to do. Participants reported that they 

were confused and could not make decision properly. A participant articulated as, 

“I can’t decide that what to do. I always remain confused. In anything and 

everything I can’t understand where to go and what to do.”  



39 
 

3.2.1.4 Disorganized thought. Some participants perceived their as life stressful 

and they had lost their capability of thinking in a systematic way. It was stated by the 

participants that they were gradually losing their sanity. Some participants shared that they 

could not think properly and their thoughts became disorganized. A participant expressed 

as, 

“…… my head (thought) become messy; I can’t maintain time. Sometimes I skip my 

lunch, I can’t manage time for having lunch. Most of the time, I have tea in 

morning, then starve till evening.” 

3.2.2 Destructive thought. Destructive thoughts are one of the troubling and 

alarming thoughts in the current study. Most of the participants described these thoughts as 

disturbing and uncontrollable. Two sub-themes comprised this theme, and they are, 

thought of dying and thought of harming child and others. Some participants stated that 

when they could not manage their emotions such as sadness, anger, hopelessness, they 

developed destructive thoughts such as harming self and others and also wanted to die.  

3.2.2.1 Thought of dying. Participants who were suffering from depression for 

many days grew to disown themselves. They often experienced recurrent thoughts of 

dying. Some participants wanted to die to end their sufferings and get rid of their 

unbearable miserable situations. Some participants expressed that they were very 

frustrated, depressed and helpless, that they wanted to die or attempt suicide to end their 

pain and sufferings. A participant stated as, 

“…… sometimes I feel very depressed, I cut my hand; I have many spots in my 

hand. I have thought of suicide. Most of the time I have thought of killing myself, I 

don’t want to live.”  
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3.2.2.2 Thought of harming child and others. Participants described about their 

thought of harming the child and others as disturbing and horrifying. These thoughts were 

causing participants to feel fear and guilty. Some participants shared that when they felt 

anger or depressed, they had thought to hit their child or husband. Sometimes they had 

thought of killing their child. A participant articulated as, 

“Sometimes I feel very angry and helpless, I think to kill my child and then myself. 

He (child) cries all the time; I can’t sleep or eat properly; I can’t study also. I feel 

very irritated. When I’m alone at home, thought of killing my child comes into my 

mind.” 

3.2.3 Dysfunctional thought. Dysfunctional thoughts are commonly found with 

the participants of the current study. Because of these dysfunctional and negative thoughts, 

most of the mother experienced emotional turbulences. Five sub-themes comprised this 

theme, which were thought of withdrawal and escape, doubtful thought, negative 

automatic thought, recalling unpleasant memories and negative self-concept.  

3.2.3.1 Thought of withdrawal and escape. Six participants reported that they had 

the thought of withdrawal and escaping. They were so stressed and helpless with their life 

that they wanted to avoid or tried to escape their works and responsibilities. It was found 

that they were very tired and frustrated and were unable to manage or cope. This led them 

thinking of giving up, leaving home and avoiding the child. A participant stated as, 

“I feel lots of stress and pressure with everything especially study, I don’t find any 

meaning of life; I’m tensed, upset and can’t bear it anymore, I want to escape to 

somewhere; neither I can focus on my study and child, nor I can manage my 

family. My life has become messy. So, I want to leave everything.” 
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3.2.3.2 Doubtful thought. Some of the participants reported that they developed 

doubtful thoughts about their husbands and others. Participants shared that they expected 

to get support and nurture mostly from their partners and relatives, but were extremely 

disappointed when they perceived that their partners could not provide them enough care 

and support they needed. They were doubtful that maybe their husbands do not love them 

anymore.  

“I can’t tolerate my husband and I have doubt on him. I feel that he doesn’t love 

me and care about me like before; even he doesn’t call me ……...when he goes to 

outside, I become very angry. Everything has been changed after the delivery of my 

child.” 

3.2.3.3 Negative automatic thoughts. Negative thoughts were commonly found 

among most of the participants. Nine participants reported that their thoughts became more 

negative. Most of the time, they perceived and interpreted their situation negatively. Some 

were dissatisfied with their life; some were disappointed with others responses, some had 

negative predictions about the future. It was found that as a result of negative thoughts, 

mothers became more emotionally vulnerable. A participant shared as, 

“No one understand me. They blame me always in everything. I’m burden for all. It 

would be better if I don’t exist in this world. I can’t take care of my child, I’m not a 

good mother” 

Another participant expressed that, 

“I feel like crying in any insignificant issue. It seems to me that no one is accepting 

me positively. No one loves me, no one cares about me. I’m alone, no one is with 

me”  
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3.2.3.4 Ruminating unpleasant memories. It was found that most of the 

participants experienced recurrent negative thoughts and unpleasant memories when they 

had free time. Five participants were found to ruminate their unpleasant memories. Most of 

the time, they recalled unpleasant events and could not forget. A participant shared that, 

“I can’t forget painful event easily. If I became hurt a long-time ago, most of the 

time, it comes to my mind and I quarrel with my husband. I ruminate the pain given 

from my husband and in-laws in past. I can’t forget them; these memories provoke 

me.”  

3.2.3.5 Negative self-concept. It was found that most of the participants had 

negative self-concept. Some participants perceived themselves as a burden, failure and 

valueless; some blamed themselves and some had a lack of confidence. Seven participants 

reported that they have negative self-concepts.  

“I think that I’m the most worthless person in this world. I’m not capable of doing 

anything. Whatever I do, I always do mistake. I’m good for nothing.”  

 

“I always wanted to become an ideal mother, but I can’t manage my child 

properly, I always suffer from inferiority complex. It seems that I failed to become 

a good mother, it’s my limitation. I can’t utilize my intelligence and labor. I’m a 

complete failure.” 

3.3 Behavior and Action 

The interview identified several patterns of behavior among the mothers with 

postpartum depressions. Based on similarity, these behaviors and activities were 
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categorized into three themes, namely, aggressive behavior, avoidance and withdrawal and 

destructive behavior. Each of these themes included behavior patterns in several sub-

themes (see Figure 3.4). The following section presents a brief summary of the behavior 

and action with its themes and sub-themes. 

Behavior 

and action

Hitting child

Losing control

Rude behavior

Avoidance

Leaving home

Self-harm

Suicidal attempt

Aggressive 

behavior

Avoidance and 

withdrawal

Destructive 

behavior
 

Figure 3.4. The themes and sub-themes related to behavior and action.  

3.3.1 Aggressive behavior. Aggressive behavior was commonly found among 

the participant of the current study. Three sub-themes constituted this theme relating to 

aggression and related behaviors. Although the sub-themes were very similar and closely 

linked, they were separated based on the meaning and content. 

3.3.1.1 Hitting child. This is commonly found among the mothers with postpartum 

depression. Most of them (six) mentioned aggression toward the child. The depression and 

the context created so much distress that the reaction was expressed on the child. All of 

these mothers also mentioned about subsequent distress they experienced after hitting the 

child. The following quotation reflects the concern.  

“ .....feel restless, agitated about these issues. My baby is very little – [I often 

react] and beat him. Later I break into tear. I lose control these days.” 
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3.3.1.2 Losing control. Some participants reported that they wanted to control their 

aggressive behavior and activity, but were unable to control themselves. They did not want 

to express aggression towards self and others and wanted to perform their activities 

according to their plan, but failed to manage. A participant expressed herself as, 

“Sometimes I became so irritated that I shout towards my mother and husband, 

though I know that it’s unnecessary, but cannot control myself.”  

3.3.1.3 Rude behavior. Behaving rudely was most commonly (nine) reported by 

the mothers with postpartum depression. They shared that they felt very angry, irritated 

and stressed and therefore showed rude behave such as shouting, using abusive words, 

hitting others, and troughing and breaking things. However, they became more distressed 

about their erratic outburst. A participant reflects her state as, 

“When I became irritated and angry, I use abusive words and then become 

surprised that how could I use those slang.”  

3.3.2 Avoidance and withdrawal. From the response of the participants, it was 

found that some participants avoid their child, friends and relatives, withdrawal themselves 

from different activities. An in-depth look at the content reflected two sub-themes under 

avoidance and withdrawal, which are discussed below.  

3.3.2.1 Avoiding people. Most of the participants of the current study were feeling 

very down, and they do not like to communicate with others. Therefore, they created 

distance from people. Some participants reported that they used to avoid people and 

situations when they became distressed. A participant expressed that, 
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“When I feel sad, I don’t to talk with anyone, I don’t like to talk. And when I 

became hurt or angry by someone’s words, I don’t talk to him.”  

Another participant shared that,  

“I have made too much distance with him (baby) that now I don’t feel anything for 

him. …. I don’t want to have stress for him (baby).” 

3.3.2.2 Leaving home. Most of the mothers reported that they felt so much distress 

that they had thought of leaving home, and some of them actually left their home. Some 

participants reported that they left home when they became angry or upset. 

“I become upset when I feel trouble with my husband, sometimes I leave home with 

my baby suddenly.” 

3.3.3 Destructive behavior. Sometimes mothers became very depressed and 

angry that they harmed themselves and thought of attempting suicide. There are two 

subthemes under this destructive behavior theme, namely, self-harm and suicidal attempt.  

3.3.3.1  Self-harm. Self- harm is one of the most alarming aspects found among 

some participants. Four participants reported that when they could not control their 

emotions, sometimes they cut their hands or other parts of the body and pulled off their 

hair. Most of them reported that they did not have any history of self-harm prior to 

childbirth. The following quotation reflects the experience of self-ham of a mother.  

“….. that day I became very angry and cut my hand as I couldn’t express myself. 

Sometimes I pull off my hair when I become angry and irritated.” 
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“I work for whole day after awaking whole night. No one think about me, no one 

care about me. Then I become more angry and stubborn and I want to kill the 

father of my child. When I can’t express myself, I cut my hand out of anger.”  

3.3.3.2  Suicidal attempt. Some participants who were suffering from depression 

for a long time after childbirth experienced suicidal thoughts. Some were very 

disappointed about their life and perceived themselves as trapped in the situation, and they 

thought that killing themselves was the only way to get relief from their misery. Some 

mothers shared that they attempted to suicide several times when they became sad, 

frustrated or hopeless as a result of their postpartum depression.  

“Often, I want to attempt suicide. Not once, I tried several times.” 

3.4 Coping 

 Despite the uncontrolled emotions, most of the mothers wanted to manage their 

unwanted thoughts, feelings and behavior. They tried different coping strategies to feel 

better. These coping strategies fall under three themes, namely proactive coping, reactivity 

and externalize reaction and adaptive thought, which are presented in the following section 

with sub-themes (see Figure 3.5). 

 Coping

Suppress reaction

Sharing

Reaction to criticism

Distraction

Blaming, curse and threat

Impatience

Hope and expectation 

Compromise and acceptance

Mature thoughtAdaptive thought

Proactive coping

Reactivity and 

externalize 

reaction

 

Figure 3.5. The themes and sub-themes related to coping.  
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3.4.1 Proactive coping. It was found that some of the participants were actively 

working out to feel better. They tried different approaches to overcome depression and its 

impact. Proactive coping consisted of three sub-themes are as following, 

3.4.1.1 Suppress reaction. It was found that most of the participants experienced 

anger and sadness, but some participants tried to control their reactions to have peace. Six 

participants reported that they had difficulties with expressing their feelings and some tried 

to hide their emotions. They shared as, 

“I don’t react and don’t show that I have anger and pain. Try to talk normally or 

talk with smile.” 

3.4.1.2 Sharing. Some participants expressed that they felt relief sometimes when 

they shared their sorrows, sufferings and problems with others. They tried to share their 

issues with their partner, friends or close ones. Some participants reported that they often 

shared their problems with their near ones to reduce their distress. A participant articulated  

“I try to type (text) message or write dairy or try to distract my mind with pleasant 

activity, but I fail most of the time. Then I share every detail with my parents to feel 

better.” 

3.4.1.3 Distraction and engagement. To reduce distress and to feel better, some 

participants tried to do different activities. Six participants shared that they tried to divert 

mind from negative feelings and attempted to engage in pleasurable activities when they 

felt distressed. A participant verbalized as,  

“Whatever I feel, happy or sad, I watch funny videos in YouTube. I try to manage 

myself. If I feel upset, still try to study yet again.”  
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3.4.2 Reactivity and externalize reaction. Some participants shared that they 

became more impatient and reactive after becoming a mother. They expressed that when 

they became sad or angry, they showed reactions towards others. Under this theme, three 

sub-themes emerged, they are, 

3.4.2.1 Blaming, curse and threat. It was found that some participants did not 

want to take responsibility for negative consequences. As they were already in distress, 

they felt relief by blaming, giving curses and threats to others. Some participants shared 

that they used to blame others in any problematic situation. They also gave curses and 

threats when they were in distress. A participant stated as, 

“When I’m surrounded with other people and if my child got wounded in front of 

them, I blame others instead of myself for not being careful, as I’m the mother of 

the child, it’s my responsibility to take care of my baby, but often I blame others.” 

Another participant shared, 

“When I become frustrated and irritated, I give curse to my child that she would 

die, so that I can live a good life alone.” 

3.4.2.2 Impatience. Some participants shared that they became more impatient 

after childbirth. They easily got frustrated, irritated and angry, even could not tolerate any 

minor problem, they became restless. Some participants reported their impatience. A 

participant uttered as,  

“He is a little child, but irritated a lot, I can’t tolerate, I lose my patience.” 
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3.4.2.3 Reaction to criticism. Some participants reported that they could not 

tolerate any comment and criticism after childbirth. Five participants shared that they 

became more reactive, could not bear criticism and protested if anyone complained or said 

anything negative. A participant articulated as,  

“When anyone complaint or say anything negative about my child or my parenting, 

such as my child is unhealthy, I should be more careful or give advice, I couldn’t 

tolerate, I do react and protest. I became changed and it seems like I’m a different 

human.”  

3.4.3 Adaptive thought. Though most participant shared about their negative 

feelings and experiences, a few participants shared that they tried to practice some positive 

and adaptive thoughts as well. It was found that some participants tried to think positively 

to overcome their suffering. It was comprised of three sub-themes, namely compromise 

and acceptance, mature thought and hope, and expectation. 

3.4.3.1 Compromise and acceptance. Compromise and acceptance were 

uncommon strategies found in a participant to cope with distress. A participant stated that 

to maintain peace and harmony in her life and in the family, she was compromising and 

tried to accept her situation. The statement of the participant was as following,  

“It seems that I’m becoming a more compromising person. I’m agreeing to 

compromise to maintain harmony in my family. I think that as a mother I should 

create a positive environment for my child. So, for the betterment of my children, I 

should compromise.” 
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3.4.3.2 Mature thought. Some participants tried to cope with their situation 

through mature thoughts. Some participants reported that they became more mature after 

being a mother. They started thinking in more mature ways and could forgive others for 

maintaining peace in their life.  

“I think my thoughts are more mature than before. Now I think I’m in a real world, 

I was in an abstract world before.”  

3.4.3.3 Hope and expectation. Hope and expectations made people joyful. Despite 

having negative thoughts and feelings, some participants shared their hope, dream and 

expectation, which make them happy sometimes. A participant shared as, 

“I expect that I will do something when my child will grow up; I want to be 

financially independent. ……. I don’t want my daughter to become a doctor or 

engineer, I want her to become a good human being.” 

3.5 Physiological State 

Mothers were found to have different physiological issues during the postpartum 

period. It was found that their physiological state was connected with their thoughts and 

emotions. This broad category was made up of four themes, and which were labeled as, 

agitation and exhaustion, mixed physiological symptoms, appetite and sleep pattern. All 

themes were constituted with some sub-themes. The physiological state representing these 

themes and sub-themes are discussed in the following section (see Figure 3.6). 
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Figure 3.6. The themes and sub-themes related to physiological state.  

3.5.1 Agitation and exhaustion. It was found that some mothers felt agitated and 

exhausted during their postpartum period. They were very weak and tired, which made 

them drowsy. Some complained about their restlessness. This theme consisted of two sub-

themes namely, weakness and tiredness and restlessness. 

3.5.1.1 Weakness and tiredness. Weakness and tiredness were found among 

several (four) mothers with depression. It was found that most of the mothers were so 

depressed that they could not sleep properly, felt drowsy and weak most of the time. They 

had to manage household chores and responsibilities associated with the baby, which led 

them towards tiredness. A participant expressed as,  

“I feel very tired. I have to work for whole day, after a while I have to feed my 

baby. It turns out that I have to stay up all night, even I have no scope to sleep at 

day. …………….. As a whole, I feel very weak.”  

 



52 
 

3.5.1.2 Restlessness. Some participants complained that sometimes they felt very 

restless. It was expressed that they became restless when they were anxious and when they 

felt restless, they had sweat and faster heart rate. 

“Most of the time I do not feel good, I feel very restless.” 

3.5.2 Mixed physiological symptoms. Some participants shared that they 

developed some physiological symptoms after becoming a mother. They experienced pain 

in the head and body, dizziness and breathing problems when they were sad, angry or 

anxious. Mixed physiological symptoms constituted with two sub-themes named breathing 

problem and physiological pain.  

3.5.2.1 Breathing problem. Few participants were found to have breathing 

problems. Some mothers shared that they had difficulties with breathing when they 

experienced emotional disturbances such as low mood, fear, anger, tension and stress. A 

participant shared as, 

“When I’m become depressed or anxious, I can’t breathe, I feel suffocated. It 

seems like I’m dying. Always I’m scared. I can’t stay alone.”  

3.5.2.2 Physiological pain. Some participants shared about their physiological pain 

after childbirth. They reported experiencing occasional headaches and pain in different 

parts of their body without any physical causes. They observed that their pain became 

intense when they were in distress.  

“My mood has become very irritable. I feel headache. I try to find myself.” 
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3.5.3 Appetite. It was found that mothers experienced changes in their appetite 

during their postpartum period. Five participants complained that their appetite had 

become changed after the delivery of the baby. They could not eat like before; their 

appetite had been decreased. it was found that they could not eat when they were in 

distress.  

“Sleep and foods are basic need of human, but when we are deprived from these, 

it’s difficult to survive. I can’t eat, I have lost my appetite.” 

A participant shared opposite experience regarding increased appetite, she reported 

that her appetite had been increased.  

“…………My appetite has been increased and I have gained weight.” 

3.5.4 Sleep deprivation. Sleep deprivation was commonly found among most 

participants. Seven mothers complained that they could not sleep properly, they had to 

wake up frequently to feed and clean their baby. It was found that some mothers could not 

sleep due to emotional disturbances and some others due to responsibilities associated with 

managing their baby. Deprivation of sleep made them feel low and tired. Mothers shared 

their experiences as, 

“I’m managing my child alone for ten months and I couldn’t sleep for one hour till 

then. I can’t remember that I slept randomly for one hour in these ten months. At 

night I stay awake with my baby; sometimes he cries for food and sometime he 

doesn’t sleep.” 
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3.6 Impact on Relations 

Mothers who were suffering from postpartum depression experienced different 

emotional distress, which impacts their life. Most of the mother faced trouble with 

maintaining the quality of relationships with their husband, baby, in-laws, friends and 

other relatives. Four themes comprised this broad category, which were impact on child, 

impact on relationship with husband, impact on relationship with in-laws and others, and 

impact on socialization (see Figure 3.7). The following section presents a brief summary of 

the impact on relations. 

Impact on 

relations 

Avoiding child

Child care

Adjustment problem with husband

Distance with husband

Interaction with 

child
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husband

Socialization

Relationship with 

in laws and others

 

Figure 3.7. The themes and sub-themes related to impact on relations.  

3.6.1 Interaction with child. Usually, mother and child share very close 

bonding, but it was found that due to depression, some mothers could not feel their bond 

with their baby and they avoid their child. Sometimes despite having positive feelings for 

the baby, mothers could not take proper care of the baby, they could not manage, some 

often misbehaved with their child due to their distress. This theme consists of two sub-

themes, namely avoiding child and child care. These are presented in the following, 
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3.6.1.1 Avoiding child. It was found that some mothers were very emotionally 

disturbed and they could not tolerate their children. Most of the time child wanted to be 

closed with their mother, but the mother felt irritated and tried to create distance. They did 

not want to take responsibility of the child; other relatives of the mother took care of the 

baby. A participant described as,  

“He (baby) doesn’t stay with me all day. I feel very tired after having my classes in 

university. Rather than feeding him (baby), I don’t have any interaction with him 

(baby). I think he (baby) doesn’t love me as well……… when he (baby) comes to 

me, I hand him over to my brother or mother. I want him (baby) to stay away from 

me.” 

3.6.1.2 Child care. Most of the mothers loved their child and they wanted to take 

care of the baby, but it was found that due to postpartum depression, mothers could not 

take proper care of the baby. This resulted in emotional disturbance and poor health among 

some children. Five of the mothers reported that their child care has been hampered as they 

could not manage time for the baby and to take care of them in their distress. A participant 

articulated as,  

“I feel that I can’t take care of my baby according to his need. Sometimes, he feels 

hungry, but I need rest, so I take rest and feed him later. Very often, he remains 

dirty with his toilet as I don’t feel interest to clean. I don’t feel well. Again 

sometimes, my baby cry for hunger, but I don’t want to prepare his food. 

Sometimes he remains sick as I can’t take care of him. His weight is low according 

to his age as I can’t feed him properly.”  
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3.6.2 Relationship with husband. During the period of postpartum depression, 

women experienced noticeable emotional distress and negative thought. Due to their 

distress, they felt very emotionally isolated from their partner. There was a lot of anger, 

resentment, sadness in the mother which contributed to arise problem in the relationship 

with their husband. This theme was comprised of two sub-themes, namely adjustment 

problem with husband and distance with husband.  

3.6.2.1 Adjustment problem with husband. Most of the participants (seven) were 

found to have adjustment problems with their husbands after childbirth. Most of the time, 

mothers seemed to lose their temperaments and quarreled with their partners on 

unimportant issues. Some participants were very disappointed with their partner that they 

wanted to be separated or get divorced from their partner.  

“I feel that my husband doesn’t give me proper attention. We quarrel most of the 

time. Our relationship has become worse, I don’t know why. He doesn’t 

understand me. I can’t tolerate him and I can’t control myself of being rude.” 

3.6.2.2 Distance with husband. Mothers with postpartum depression were 

emotionally devasted and physically tired, they needed to be supported, appreciated and 

nurtured. They wanted their partner to understand their pain, support and cooperate them, 

but most of the time partners failed to fulfil their expectations which led them toward 

emotional distance with their husband. Some of the participants shared that they did not 

feel interested in intimate relationship with their partners, which resulted in a gap in sexual 

relation. 

“I feel very unhappy that our distance has increased after my childbirth. My 

husband rarely stays with me, I wanted to be closed with him, but he didn’t pay 
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attention. I felt ignored, now I don’t want him, so we don’t have physical and 

emotional connection like before. I also feel so low and jealous of my child that my 

husband loves my baby more than me.” 

3.6.3 Relationship with in-laws and others. It was found that participants 

developed cold and distant relationships with the in-laws and their family members after 

childbirth. Women with postpartum depression were emotionally devasted, they did not 

find interest in communicating and it became difficult for them to behave nicely all the 

time. They also had negative thoughts about others, which created gaps and adjustment 

problems with their in-laws and other family members. Some participants reported that 

they expected supports and care from their in-laws and relatives, but they were always 

complaining and criticized the mother instead of cooperating, which made the mother 

more depressed and angrier. Some participants avoid their in-laws and relatives to avoid 

conflict.  

“I have cold relationship with my mother-in-law and her family. I have also 

distance with my siblings. Our thoughts and perspectives are different, so I made 

distance with them.” 

3.6.4 Socialization. It was found that mothers suffering from postpartum 

depression did not find interest in communicating with others. They were so down in 

depression that they did not like to attend phone calls and see their friends, neighbors or 

relatives. Some mothers avoid social programs due to depression. It was found that all of 

the participants did not like social interaction.  
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“I don’t like to talk with anyone. Sometime it’s important to talk, but I don’t feel 

any interest. When my friends or relative call me, I don’t receive the call, I just 

don’t want to talk.” 

3.7 Impact on Self 

Mothers with postpartum depression were easily overwhelmed by any smallest 

chore. It was very difficult for them to manage their personal, professional and regular 

household chore. Even they did not have interest for self-care. This broad category is 

constituted of two themes, namely activity and self-care along with several subthemes with 

these (see Figure 3.8). 

Impact on 

self

Interruptions in regular 

activities 

Career and academic issue

Lack of self-care

Loss of personal time

Activity

Self-care

 

Figure 3.8. The themes and sub-themes related to impact on self.  

3.7.1 Activity. It was found that most of the mothers with postpartum depression 

were unable to function at their usual level. Their personal and professional activities had 

been hampered due to depression. This theme is formed with two sub-themes, namely, 

hamper in regular activities and career and academic issue.  

3.7.1.1 Interruptions in regular activities. Most of the mothers had to manage their 

child, husband, household chores and personal activities simultaneously, but it was very 

challenging to maintain all these for the mother with depression. Six of the mothers 
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complained that their functional level had decreased after childbirth. They struggled to 

manage daily household works due to emotional disturbances and lack of energy. It was 

difficult for them to manage time and everything.  

“It’s being very difficult for me to survive. I don’t feel any interest in doing 

anything. I can’t maintain time and manage regular activities. Cooking, cleaning, 

managing home and taking care of baby has been challenging for me, I don’t have 

any energy. Always I’m late in doing anything.” 

3.7.1.2 Career and academic issue. It was found that after childbirth, mothers 

developed difficulties with managing academic and professional issues. They could not 

study properly and could not perform in their workplace. Five of the mothers reported that 

their academic and professional activities had been hampered due to their tiredness and 

emotional disturbance. Some mothers left their job as it was challenging for them to 

manage baby, home and professional issues concurrently.  

“I feel very exhausted and can’t work properly. For example, I have attempted to 

study several times, but couldn’t manage. I have lost my control over myself. 

Sometimes I feel strange about my life. My brain has been disorganized.” 

3.7.2 Self-care. Mothers with postpartum depression did not find interest to take 

care of themselves. Their need for self-care had been decreased after childbirth. They 

could not manage time and energy to pamper themselves. They did not have any personal 

time and did not find interest in doing recreational and pleasurable activities. This theme is 

formed with two sub-themes which are, lack of self-care and loss of personal time.  
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3.7.2.1 Lack of self-care. It was found that most of the mothers have lost their 

interest in grooming and nurturing themselves. Some mothers did not maintain their 

personal hygiene, even they did not wash their face, take showers and brush their teeth 

regularly. Some mothers complained that they forgot when they last combed their hair. 

Eight of the mothers reported that they did not have any interest in self-care.  

“I liked to being presentable before, but now I feel very tired, I don’t have any 

interest. I don’t even look into mirror…… I don’t wash my face; I found these 

unnecessary. I’m just passing my life as Robot.”  

 

“Sometimes when I see my face, I hate myself; I become very ugly. I can’t tolerate 

myself; I don’t like myself. Sometimes I don’t brush my teeth, I don’t eat properly.” 

3.7.2.2 Loss of personal time. It was found that mothers with postpartum 

depression could not manage any personal time to enjoy. Even if they could hardly manage 

time, they did not find any interest in doing pleasurable and recreational activities. Six of 

the mothers stated that they had lost interest or enjoyment in their life. Some mothers 

shared that they used to watch movies, read books, spend time with social media or friends 

or travel, but now they did not find interest.  

“I used to enjoy my life as my requirement. Sometimes I used to read books, watch 

tv, drama or movie, hang out in outdoor, spend time with friends and can study, but 

after having baby, I can’t manage these; I lost my interest.” 
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Discussion 

The present study was conducted to explore the nature and impact of postpartum 

depression on women’s life in Bangladesh. The findings illustrated that participants 

experienced changes in their emotions, thoughts, behaviors, and actions because of the 

transition into motherhood. They were very helpless about their circumstances. Mothers 

were unaware of the challenges, and adjusting to the new experiences without sufficient 

practical knowledge became stuck with the crisis. The quality of life of the mothers was 

hampered due to their postpartum depression. Mothers were dissatisfied with their lives, 

which created a negative impact on themself, their children, husband, and others family 

members.  

 Content analysis of the interview data with postpartum mothers revealed seven 

broad categories with several themes and sub-themes associated with the nature and 

impact of postpartum depression. These include emotional state, cognitive process, 

behavior and action, coping, physiological state, impacts on self and relations. Each 

category was comprised of multiple themes and sub-themes. Most importantly, the 

factors were related to each other. A comprehensive discussion of all these aspects is 

presented in the following section.  

4.1  Emotional State 

Motherhood is a significant experience for every woman. Despite the joy, some 

mothers also feel unhappy during their postpartum period. It has been found that there 

was a various type of emotions experienced by the participants throughout their 

postpartum period. During the transition into motherhood, there were mixed feelings 

like sadness, happiness, surprise and worry. Their life had been changed, and it was 
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very difficult for them to accept the change and cope up with the situation, which made 

them more emotionally vulnerable. Participants shared about their depressed mood, 

tearfulness, frustration, guilty feelings, helplessness, hopelessness, anxiety and 

irritability, which was also reported in other studies by Pitt (1968).  

Mothers discovered themselves as lonely and did not have sufficient support 

from others. Moreover that, they were unable to fulfil their own expectations as well as 

those from others as a mother. As they could not perform according to their 

expectations, they perceived themselves as a failure and started to lose meaning in life. 

They also felt guilty because of their poor functioning, especially when they had 

difficulties with managing their child. It was found that as they could not perform due 

to their emotional disturbance; and this failure made them more emotionally vulnerable. 

Unlike the study of Stewart and Vigod (2016), it was also found in the current study 

that women with postpartum depression experience emotional impairment such as low 

mood and loss of interest. Postpartum depression directly impacts the emotional 

wellbeing of mothers (J. H. Goodman, 2004).  

Participants expressed having less control over their emotions. It was found that 

the greater gap between the pre-birth experience of mothers and the experience of 

motherhood made them helpless and depressed (Romito, 1990). Similar experiences 

were also shared by the depressed post-partum mothers in the present study. However, 

it also raises some questions as similar concerns were also shared by the mothers who 

were having a baby for the second or third time. Participants also shared that their 

helplessness and depression was a reaction created by the combination of inability to 

cope, lack of personal time, fatigue, feeling emotionally unsupported and isolation.  
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Participants in this study also shared their fear and anxiety. They expressed the 

fear of losing everything and the unknown threat in the future. They were worried about 

the negative impact of postpartum depression on their baby, and these feelings are 

common among mothers with postpartum depression (Chan, Levy, Chung, & Lee, 

2002). Mothers with postpartum depression also experience anxiety (Stuart et al., 1998). 

Mothers found themselves alone and insecure, so they developed worry and felt 

nervous. Participants had less tolerance for the situation; they became angry easily and 

showed aggressive behavior towards themselves and others. Most of the time, they were 

unable to manage their anger. Most of the time, the mothers felt tired and exhausted, 

which made them intolerant. Mothers expected help, cooperation and emotional support 

from others, but they were disappointed with the support they received. These made 

them more irritated, stubborn and angry. Similar experience of anger and irritability 

among mothers who were suffering from postpartum depression was also found in the 

study of Vliegen and Luyten (2008). Anger and aggression are considered as 

vulnerability factors for postpartum mood disorders onset (Bruno et al., 2018).  

There are very few qualitative studies on the emotions of women with 

postpartum depression. As quantitative studies do not explore details of participants’ 

experiences, the researcher could not find that much data to compare and find out 

similarities and dissimilarities of the outcome. It was found that mass people and family 

members of the mother are not aware of the emotional vulnerability of the mother; as a 

result, they failed to understand the emotional suffering of the mother, which led the 

mother to feel more depressed and helpless.  
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4.2 Cognitive State 

In the journey of motherhood, participants experienced different thoughts and 

beliefs. Sometimes they had functional thoughts, sometimes dysfunctional. It was found 

that their thoughts and cognitive impairment were very closely related to depression. 

Most of the mothers with postpartum depression perceived almost everything in a 

negative manner. The negative perceptions of motherhood were coming from some 

specific negative beliefs (Warner, Appleby, Whitton, & Faragher, 1997). Due to their 

negative and dysfunctional thought and belief, they were very worried and insecure 

about themselves and their baby. Some studies found both general and maternal-specific 

negative thoughts and beliefs among mothers with postpartum depression (Church, 

Brechman-Toussaint, & Hine, 2005; Grazioli & Terry, 2000). Their thoughts and belief 

made them more emotionally vulnerable, impaired their cognitive functioning and made 

an impact on their emotion, behavior and action. Participants were not aware that their 

feelings and behavior was influenced by their thoughts. Mothers with postpartum 

depression were very helpless as they had trouble with concentration, memory and 

decision making, their self-confidence became low.  

Mothers were unable to manage their misery, so they had thoughts of escape 

somewhere. Some were very frustrated and found no meaning in life. They thought of 

their life as a burden and wanted to kill themselves. Some mothers lost their sanity and 

had thoughts of harming themselves and their children to get relief from their 

uncontrollable negative thoughts and feelings. Sometimes their thoughts were 

unorganized and irrational, and they were very confused. They felt messy about what to 

do and what not to do as they lost their confidence. It was found that these unstable and 

distressing thoughts contributed to the feeling of losing sanity of the mother with 
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postpartum depression (C. T. Beck, 1993; Edwards & Timmons, 2005). Some of the 

mothers wanted to become an ideal mother, but ended up perceiving themselves as a 

bad mother which made them feel guilty. Similarly, C. T. Beck (1993) also found that 

mothers with postpartum depression were having thoughts of self-harm, suicidal 

thoughts and thoughts of harming the baby.  

Aggression towards child and thoughts of harming child was found among 

mothers during their postpartum period (Jennings, Ross, Popper, & Elmore, 1999; 

Wisner et al., 2002). As mothers were unable to resolve the contradiction between being 

an ideal mother and the disturbing thoughts of harming the child, so they developed the 

thought of dying. Mothers also developed guilty feelings, negative self-perception and 

self-blame for their destructive thoughts. Participants anticipated that their lives would 

never be normal like before, and they would never be happy again. Negative thoughts 

among mothers with postpartum depression has also been reported in other studies 

(O'hara & Swain, 1996).  

It was found that mothers who had experienced depression in the postpartum 

developed dysfunctional thoughts and neuroticism (Jones et al., 2010). Postpartum 

depression of mothers is triggered and maintained by destructive and dysfunctional 

thoughts and beliefs. A study by Leigh and Milgrom (2008) also supported that those 

negative thoughts and beliefs have more of an impact on depressive symptoms during 

the postpartum period. As mothers were not aware and prepared for the change in their 

life, it was difficult for them to accept their situation and circumstances. They expected 

positive changes in their life, but ended up with dissatisfaction. Mothers interpreted all 

of these experiences in a negative manner and developed negative thoughts and belief 

about self, others and future, which created emotional vulnerability. As participants 
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were not aware about that their sufferings were related to their cognition, they could not 

work on managing their dysfunctional thoughts and belief and their miseries were 

maintained.  

Due to inadequate amount of qualitative research done on this area, a detailed 

understanding of cognition among mothers with postpartum depression is scarce in the 

literature. This study would be helpful for the mothers, their family and professional to 

identify dysfunctional thoughts and beliefs and work on the management. 

4.3 Behavior and Action 

Depression made significant changes in behavior and action of the mothers 

during their postpartum period. Most of the time, mothers with depression feel 

vulnerable, lost, tired and overwhelmed, which affects their behavior and action. They 

found themselves exhausted and irritated, which led them to a feeling of lost mental 

peace. Sometimes they were intolerant and sometimes reluctant to respond. It was 

assumed that their thoughts and emotional turmoil contributed to their behavior and 

action. When mothers become emotional, they need to control them; avoidances or 

aggressive outbursts were their way to cope with their emotions. Participants reported 

losing control over their emotions and actions.  

Aggressive behavior such as hitting self, child and others was found among 

depressive mothers. Sometimes mothers became overwhelmed and hurt themselves, even 

tried to attempt suicide which was very alarming for the mother, child and others family 

members. Participants experienced a destructive force that destroyed their sense of self, 

and they lost control over themselves. After being normal, they felt ashamed and guilt for 

their unexpected aggressive actions. Loss of control of mothers was very commonly found 
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in many studies on postpartum depression (C. T. Beck, 1993; Chan et al., 2002; V. 

Williamson & Mccutcheon, 2007). Mothers were very tired and exhausted with the fact 

that they did not have control over their feelings and the situation. They felt hopeless and 

wanted to escape from their distress by trying to avoid their child, work and family 

members.  

4.4 Coping 

The emotional, cognitive and behavioral reactions in the women with 

postpartum depression leads to a sense of disturbance among the women for which they 

are most often unable to reach out for help especially considering the lack of 

professional support services in Bangladesh. Participants wanted to feel relief and tried 

different strategies to cope up with their uncontrollable distressful thoughts, feelings 

and behavior. They tried both negative and positive strategies to cope. After childbirth, 

a mother needs to learn to respond to her child’s needs, maintain these needs and 

perform household work and social responsibilities, but it was so difficult for some 

mothers to manage their child, family and professional activities. They were very 

frustrated and helpless. They were unaware and had not enough expertise to cope up 

with their situation. It was very challenging for the mothers to cope and function at their 

usual level with their depression. Mothers started to perceive themselves as inadequate, 

which led them to more dissatisfaction with themself and their life. Similar experiences 

of mothers were found in the study of C. T. Beck (1996).  

 Sometimes mothers blame themselves and sometimes others to avoid their 

responsibility so that they can be free from the accusation of any unwanted event as they 

were already in pain. Some participants gave curses and threats to others in an attempt to 
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release their anger. However, it brings subsequent feelings of shame and guilt to them. It 

was threatful for the mother and others’ mental peace. Some mothers showed a different 

response, they were tried passive coping styles by suppressing their emotions to maintain 

peace and harmony; similar findings have been reported by other researchers as well 

(Gutiérrez-Zotes et al., 2016). Some mothers tried to engage themselves in recreational and 

pleasurable activities to manage their distress. After suffering to some extent, some 

mothers tried to alter their negative thoughts with positive and adaptive thoughts. Self-

distraction, substance use and self-blame with some cognitive and behavioral coping 

strategies among mothers who were suffering from postpartum depression were found in 

the study of Gutiérrez-Zotes et al. (2016); in the present study, similar coping strategies 

were found among participants except substance use. It was an important observation that 

mothers who tried to cope positively such as, accepting their situation, thinking positively, 

trying pleasurable and constructive activities, were less depressed than the mothers who 

gave up, tried to avoid and escape or tried in a negative way such as blaming, being 

aggressive, having destructive or negative thoughts.  

This study would be helpful for the mothers, their family and professionals to know 

about the coping style of mothers and manage their trouble in a healthy way. 

4.5 Physiological State 

Being constantly busy with household chores and nurturing the baby, the 

physical need of the mother was pushed aside or completely denied. Despite being 

drained and exhausted, mothers had no chance to stop for a break. They were desperate 

for a break from work and child, but mothers were constantly busy with no break or rare 

break after a long time. Thus, the experiences of denial of physical needs such as 
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sleeping, eating, taking showers, having rest made mothers foggy, exhausted and 

drained. Participants shared having physiological symptoms during their postpartum 

period. It was found that their physiological trouble, such as agitation, exhaustion, pain, 

sleep disturbances and complications with appetite, was related to their psychological 

state. When mothers were emotionally disturbed, they developed more physical trouble. 

Most of the time, mothers were occupied with taking care of the child and household 

chores. They did not have time for self-care or rest, which made them tired and agitated. 

As mothers needed some relaxed time and quality time for themselves, but they could 

not manage everything, these made them helpless, depressed and anxious, and these 

emotional issues made them tired, exhausted and restless. Due to these emotional 

troubles, mothers had sleep disturbance and trouble with appetite. Sometimes it was 

vice versa. Mothers could not take care of themselves and their children due to their 

fatigue, which made them more helpless and frustrated. Similarly, sleep disturbance, 

tiredness, exhaustion and fatigue of mother during postpartum are found in several 

studies (George, 2005; Hanley & Long, 2006; Hoang, Quynh, & Sue, 2009; Parvin, 

Jones, & Hull, 2004; Rodrigues, Patel, Jaswal, & De Souza, 2003; Tammentie, 

Paavilainen, Åstedt‐ Kurki, & Tarkka, 2004). Denial of physical and emotional needs 

made mothers more tired, and it was found in several studies (Hagen, 1999; Milligan, 

Lenz, Parks, Pugh, & Kitzman, 1996; Small, Brown, Lumley, & Astbury, 1994).  

4.6 Impact on Relations 

During the period of postpartum, the relationships of participants with their 

child, husband and other family members were negatively affected. As participants 

were not happy and satisfied with their life, they developed conflict and became 

emotionally isolated from their family and friends. With the deprivation of physical 
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needs, participants also felt deprivation of emotional needs such as being supported, 

nurtured and appreciated by husband and other family members. Most of the mothers 

were emotionally dependent on family members, specifically on their husbands. They 

expected care and support from their husbands and other family members but were left 

disappointed. Especially they were emotionally devastated when they realized that their 

partner was unable to provide sufficient emotional support they expected and needed; 

this led to distance and conflict in the relationship. Partner was also failed to provide 

instrumental help. Most of the husbands and family members did not share household 

works and responsibilities of taking care of the child, which led mothers towards feeling 

unsupported and frustrated. The lifestyle of mothers became profoundly changed after 

childbirth, especially those who were first-time mothers. Mothers perceived themselves 

as alone and lonely where there was no one beside them to share their workloads and 

responsibilities or help or support them. So, the dynamics of the relationship had also 

been changed. Participants who felt unsupportive and deprived of physical and 

emotional needs became frustrated, angry and resentful towards their partner and family 

members. The unavailability of support and contribution that the mothers needed and 

expected from their husbands made a negative impact on their relationships. As the 

partner was emotionally neglectful, unsupportive and unavailable according to the need 

expectations of the participant, they felt isolated and disconnected from the rest of the 

world. As a result, they began to emotionally drift apart from their partners and 

developed conflict with them. Participants felt the loss of closeness and gradual distance 

from their partners. Studies reported that mothers experience lack of support, conflict 

and adjustment problem with their partner during postpartum period (Dennis & Ross, 

2006; Logsdon, Birkimer, & Barbee, 1997). Less support from the partners affects the 

mood, and functional level of the mother causes her to feel depressed (Lemola, 
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Stadlmayr, & Grob, 2007). Most of the mothers were occupied with managing 

responsibility for the home or children all alone, whereas most of the husbands were not 

sharing the duties, and it was burdensome for the mother (Razurel, Bruchon-Schweitzer, 

Dupanloup, Irion, & Epiney, 2011). This ranged from burden to relationship strain. 

Mothers felt that their partners did not understand their sufferings.  

Sometimes it become stressful and irritating for the mother to breastfeed their child 

as they had to make extra efforts for taking care of the child and managing other 

responsibilities at the same time (Razurel et al., 2011). It was found that mother’s 

depression negatively affects the child’s development and later life functioning (Murray & 

Cooper, 1996; Righetti-Veltema, Bousquet, & Manzano, 2003). A difficult and 

unsupportive relationship with in-laws has been found in Asian culture from different 

studies (Chandran, Tharyan, Muliyil, & Abraham, 2002; Lee, Yip, Leung, & Chung, 2004; 

Mohammad, Gamble, & Creedy, 2011; Rodrigues et al., 2003; Roomruangwong & 

Epperson, 2011). Sometimes mother-in-law hold a dominant position in the family and 

used to criticize the mother, it made her depressed and resentful. It was found that lack of 

understanding, support and dictatorial behavior from in-laws increase the distress of the 

mother during the postpartum period (Wittkowski, Zumla, Glendenning, & Fox, 2011).  

4.7 Impact on Self 

Mothers experienced deprivation of physical and emotional needs during their 

postpartum period. Specially they missed being nurtured, supported, appreciated, 

having rest and personal time for self-care. They also experienced loss of freedom, such 

as going outside when they wished and engaged in pleasurable activities when they 

needed and thus, they realized of having no charge of their life in their hand, which 
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made them feel helpless and captive. It was also difficult for them to continue their 

professional and academic activities. As mothers were emotionally vulnerable and had 

difficulties with managing child, home and professional works, eventually they became 

isolated from the outside world and away from family and friends. Denial of physical 

and emotional needs made the mother feel unimportant and neglected. Mothers 

experienced a lack of care and nurture, which made them empty, unworthy and drained. 

There were similar findings in some studies that the role of motherhood includes 

occupying with multiple tasks and responsibilities were challenging and these also lead 

them to emotionally and physically exhaustion (Forster et al., 2008; George, 2005; 

Hanley & Long, 2006; Parvin et al., 2004). Some of the participants in this study 

expressed about their negative experience of suffering whilst few mothers also shared 

about some positive aspects such as developing coping strategies, discovering new roles 

and new self, think in a more mature way; similar outcomes were reported by Khan, 

Arif, Tahir, and Anwar (2009). Some mothers left their job, and some left their career, 

so that they could take care of their child properly. However, some mothers experienced 

the loss of identity as they have shifted from their role as a professional to a mother. 

Many studies documented similar findings throughout the research about postpartum 

depression (C. T. Beck, 1993; Berggren-Clive, 1998; Edhborg, Friberg, Lundh, & 

Widström, 2005; Mauthner, 1999; Nicolson, 1990).  

4.8 Strengths of the Study 

In Bangladesh, mental health issue has traditionally been given less priority. 

This is especially true for mothers’ mental health who are perceived as the caregivers of 

others. The present study explored a specific aspect of mental health among new 

mothers. In-depth information on depression among postpartum mothers is a valuable 



74 
 

offering for broadening understanding of this important area among professionals as 

well as policymakers. The use of qualitative research design was used was crucial for 

such in-depth insights. The inclusion of first-hand experience from mothers with post-

partum depression is another major strength of this research.  

4.9 Limitations of the Study 

Beyond the strengths of the study, there are some limitations of this study that 

should be noted. This study was conducted in urban areas. It would add significant 

diversity of insights if participants from rural communities could be interviewed. One of 

the inclusion criteria for this study was that mothers with depressive symptoms after 

four weeks to one year of childbirth. Inclusion of mothers with longer (more than one 

year) postpartum depression could also be useful in widening the perspective regarding 

the nature and impact of PPD. In this study, only mothers were interviewed, additional 

information from a secondary source such as the spouse and other family members 

could enrich the data and subsequent insights generated from it. As the study sample 

was small and had a limited regional diversity, the findings can only be used to generate 

initial insights and hypotheses regarding women with postpartum depression.  

4.10 Implications of the Study 

Despite the noted limitations, there are several important implications of this 

study for the researchers who study maternal health. The implications of this study are 

as follows.  

 There are very few exploratory studies on the area of postpartum depression, 

which contributed to the existing gap in understanding of PPD, especially in low 
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resource contexts. The present study, powered by phenomenological exploration, 

contributed by adding in-depth first-hand insights on the nature and impact of 

postpartum depression.  

 The detailed experience involving emotion, cognition, behavior, coping, 

physiological state and relationship of mothers with postpartum depression as described 

in the thesis would be useful for professionals, researchers, and policymakers.  

 It was revealed that harmful behavior among the mothers in the form of 

thought of suicide, self-harm and harming baby, which raised the alarm regarding the 

importance of treatment of PPD, which is often overlooked. These findings would be 

helpful to prevent or minimize the risk of harm.  

 Different coping strategies used by the women with PPD can be explored 

further by the clinicians and these can also be used for developing group-based 

intervention with women suffering from PPD.  

 Current research indicates the sufferings and consequences of untreated 

postpartum depression among mothers. The need for supports, especially from the 

family, has been clearly exposed, which may help in designing supportive intervention 

and strategies involving family and relatives for helping these mothers.  

 Current research brought forth the picture of the sufferings and impacts of 

untreated postpartum depression among the mothers and the family members. These 

findings can be used for awareness campaigns to improve life of the family members 

and the women with PPD.   
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Conclusion and Recommendations 

Though maternal mental health is a very important concern as depression after 

childbirth can affect mothers as well as their families negatively but it is often overlooked 

in Bangladesh due to lack of awareness and stigma. So, it is very important to understand 

postpartum depression and its impact on mothers’ life to increase responsiveness and to 

reduce the distress of mothers and their families.  

Following the objectives, this study explored the nature and impact of postpartum 

depression on women’s life from a qualitative perspective using phenomenological 

research approach. Purposive sampling was used for data collection and ten participants 

were interviewed after screening with Edinburgh Postnatal Depression Scale. Data 

collection was done through in-depth interviews using a topic guide with the consent of 

participants.  

 Content analysis revealed seven broad categories: emotional state, cognitive 

process, behavior and action, coping, physiological state, impact on relations and impact 

on self. Findings illustrated that women with postpartum depression experienced changes 

in their emotions, thoughts, behaviors, actions and physiological state which affects the 

quality of life of the mothers as well as their partner, children and other family members. 

Women in this study expressed that in the journey of motherhood they experienced mixed 

feelings like sadness, frustration, guilty feelings, anxiety and anger. Their negative and 

dysfunctional thoughts and belief made them more emotionally vulnerable, impaired their 

cognitive functioning and made impact on their physiological state, behavior and action. 

Sometimes they lost control over their emotion and action that they behave aggressively 

and became destructive. Sometimes mothers became so overwhelmed and hurt themselves, 



78 
 

even tried to attempt suicide. Participants tried different strategies to cope up with their 

uncontrollable distressful thoughts, feelings and behavior. It was very challenging for the 

mother to cope and function at their usual level with their depression. During the period of 

postpartum, the relationships of participants with their child, husband and other family 

members were negatively affected. As the partner and the family were emotionally 

neglectful, unsupportive and unavailable according to the need expectations of the 

participant, mothers felt isolated and disconnected from the rest of the world. Participants 

missed being nurtured, supported, appreciated, having rest and personal time for self-care. 

It was mentioned before that in Bangladesh, mental health issue has been given less 

priority, especially on mothers’ mental health. So, the most important strength of the 

current study was to focus on the mental health issues of mothers. In-depth information 

about mothers’ postpartum depression has been explored in a detailed manner which 

offered valuable insight for the mothers and professionals to understand and manage 

postpartum depression. 

The present research explored the distress and negative consequences of untreated 

postpartum depression among mothers and their families. From these findings mothers and 

their families can understand the miseries of mothers and the possibilities of pursuing 

mental health treatment for the mothers.  This study also indicated self-harm, suicidal 

attempts, thought of suicide and harming baby, these findings might contribute to prevent 

or minimize the risk. Throughout the outcome of the current study, effective intervention 

could be developed.  
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From the findings of the current study, the following recommendations can be 

made.  

1. The findings of the current study pinpointed the sufferings and negative 

consequences of PPD among women and their families. So further timely 

assessment and treatment strategies could be developed to minimize the distress of 

the women with PPD. 

2. Participants shared about the insufficient support and care from their partner and 

family member during their postpartum period. Further study could be conducted 

to explore the issues and strategies could be developed to educate the partner and 

family member about PPD and its consequences.  

3. Most of the time PPD is unrecognized by the healthcare professional. From the 

findings of the current study, health care providers can be aware of the factors that 

should be considered in the screening and management of PPD. 

4. Researchers, practitioners and policymakers should develop strategies to make 

general people aware of PPD to minimize stigma and ensure support for the 

mothers with PPD.  

5. Present research revealed that mothers with PPD could not take proper care of their 

children, so further research could be done to explore the consequences of mothers’ 

PPD on their children.  

 

 



80 
 

 

 

 

 

 

 

 

 

 

 

 

REFERENCES 

 

  



81 
 

References 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (Vol. 5 ). Washington DC: APA. 

Anderson, A. M. (1996). Factors influencing the father-infant relationship. Journal of 

family nursing, 2(3), 306-324.  

Azad, R., Fahmi, R., Shrestha, S., Joshi, H., Hasan, M., Khan, A. N. S., . . . Billah, S. M. 

(2019). Prevalence and risk factors of postpartum depression within one year after 

birth in urban slums of Dhaka, Bangladesh. PloS one, 14(5), e0215735.  

Barnett, B., & Parker, G. (1986). Possible determinants, correlates and consequences of 

high levels of anxiety in primiparous mothers. Psychological medicine, 16(1), 177-

185.  

Beck, A. T., Steer, R. A., & Carbin, M. G. (1988). Psychometric properties of the Beck 

Depression Inventory: Twenty-five years of evaluation. Clinical psychology 

review, 8(1), 77-100.  

Beck, C. T. (1993). Teetering on the edge: A substantive theory of postpartum depression. 

Nursing research, 42(1), 42-48.  

Beck, C. T. (1995). The effects of postpartum depression on maternal-infant interaction: a 

meta-analysis. Nursing research, 44(5), 298-305.  

Beck, C. T. (1996). Postpartum depressed mothers' experiences interacting with their 

children. Nursing research, 45(2), 98-104.  

Beck, C. T. (1998). A checklist to identify women at risk for developing postpartum 

depression. Journal of Obstetric, Gynecologic & Neonatal Nursing, 27(1), 39-46.  

Beck, C. T. (2002). Theoretical perspectives of postpartum depression and their treatment 

implications. MCN: The American Journal of Maternal/Child Nursing, 27(5), 282-

287.  



82 
 

Beck, C. T., & Indman, P. (2005). The many faces of postpartum depression. Journal of 

Obstetric, Gynecologic, & Neonatal Nursing, 34(5), 569-576.  

Beck, C. T., Reynolds, M. A., & Rutowski, P. (1992). Maternity blues and postpartum 

depression. Journal of Obstetric, Gynecologic, & Neonatal Nursing, 21(4), 287-

293.  

Berggren-Clive, K. L. (1998). Out of the darkness and into the light: Women’s experiences 

with depression after childbirth. Canadian Journal of Community Mental health, 

17(1), 103-120.  

Boath, E., Pryce, A., & Cox, J. (1998). Postnatal depression: the impact on the family. 

Journal of Reproductive and Infant Psychology, 16(2-3), 199-203.  

Bruno, A., Laganà, A. S., Leonardi, V., Greco, D., Merlino, M., Vitale, S. G., . . . 

Muscatello, M. R. A. (2018). Inside–out: the role of anger experience and 

expression in the development of postpartum mood disorders. The Journal of 

Maternal-Fetal & Neonatal Medicine, 31(22), 3033-3038.  

Chan, S. W. C., Levy, V., Chung, T. K., & Lee, D. (2002). A qualitative study of the 

experiences of a group of Hong Kong Chinese women diagnosed with postnatal 

depression. Journal of Advanced Nursing, 39(6), 571-579.  

Chandran, M., Tharyan, P., Muliyil, J., & Abraham, S. (2002). Post-partum depression in a 

cohort of women from a rural area of Tamil Nadu, India: Incidence and risk 

factors. The British Journal of Psychiatry, 181(6), 499-504.  

Chaudron, L. H., Kitzman, H. J., Peifer, K. L., Morrow, S., Perez, L. M., & Newman, M. 

C. (2005). Self-recognition of and provider response to maternal depressive 

symptoms in low-income Hispanic women. J Womens Health (Larchmt), 14(4), 

331-338. doi:10.1089/jwh.2005.14.331 



83 
 

Chisholm, D., Diehr, P., Knapp, M., Patrick, D., Treglia, M., & Simon, G. (2003). 

Depression status, medical comorbidity and resource costs: Evidence from an 

international study of major depression in primary care (LIDO). The British 

Journal of Psychiatry, 183(2), 121-131.  

Church, N. F., Brechman-Toussaint, M. L., & Hine, D. W. (2005). Do dysfunctional 

cognitions mediate the relationship between risk factors and postnatal depression 

symptomatology? Journal of affective disorders, 87(1), 65-72.  

Clay, E. C., & Seehusen, D. A. (2004). A review of postpartum depression for the primary 

care physician. Southern Medical Journal, 97(2), 157-162.  

Clay, E. C., & Seehusen, D. A. (2004). A review of postpartum depression for the primary 

care physician. Southern Medical Journal, 97, 157-161. 

Cohen, M., Schei, B., Ansara, D., Gallop, R., Stuckless, N., & Stewart, D. (2002). A 

history of personal violence and postpartum depression: is there a link? Archives of 

Women's Mental Health, 4(3), 83-92.  

Cooper, C., Jones, L., Dunn, E., Forty, L., Haque, S., Oyebode, F., . . . Jones, I. (2007). 

Clinical presentation of postnatal and non-postnatal depressive episodes. 

Psychological medicine, 37(9), 1273-1280.  

Cooper, P. J., & Murray, L. (1997). Prediction, detection, and treatment of postnatal 

depression. Archives of disease in childhood, 77(2), 97-99.  

Cooper, P. J., Murray, L., Wilson, A., & Romaniuk, H. (2003). Controlled trial of the 

short-and long-term effect of psychological treatment of post-partum depression: I. 

Impact on maternal mood. The British Journal of Psychiatry, 182(5), 412-419.  

Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: 

development of the 10-item Edinburgh Postnatal Depression Scale. The British 

Journal of Psychiatry, 150(6), 782-786.  



84 
 

Cox, J. L., Murray, D., & Chapman, G. (1993). A controlled study of the onset, duration 

and prevalence of postnatal depression. The British Journal of Psychiatry, 163(1), 

27-31.  

Cullen‐ Drill, M., Smith, M., & Morris, M. (2008). Postpartum bipolar depression: A case 

study. Perspectives in psychiatric care, 44(4), 267-274.  

Darcy, J. M., Grzywacz, J. G., Stephens, R. L., Leng, I., Clinch, C. R., & Arcury, T. A. 

(2011). Maternal depressive symptomatology: 16-month follow-up of infant and 

maternal health-related quality of life. Journal of the American Board of Family 

Medicine : JABFM, 24(3), 249-257. doi:10.3122/jabfm.2011.03.100201 

Davies, B. R., Howells, S., & Jenkins, M. (2003). Early detection and treatment of 

postnatal depression in primary care. Journal of Advanced Nursing, 44(3), 248-

255.  

Davies, P. T., & Windle, M. (1997). Gender-specific pathways between maternal 

depressive symptoms, family discord, and adolescent adjustment. Developmental 

psychology, 33(4), 657.  

Dennis, C. L., & Chung‐ Lee, L. (2006). Postpartum depression help‐ seeking barriers and 

maternal treatment preferences: A qualitative systematic review. Birth, 33(4), 323-

331.  

Dennis, C. L., & Ross, L. (2006). Women's perceptions of partner support and conflict in 

the development of postpartum depressive symptoms. Journal of Advanced 

Nursing, 56(6), 588-599.  

Edhborg, M., Friberg, M., Lundh, W., & Widström, A.-M. (2005). ``Struggling with life'': 

Narratives from women with signs of postpartum depression. Scandinavian journal 

of public health, 33(4), 261-267.  



85 
 

Edhborg, M., Lundh, W., Seimyr, L., & Widström, A.-M. (2001). The long-term impact of 

postnatal depressed mood on mother‐ child interaction: A preliminary study. 

Journal of Reproductive and Infant Psychology, 19(1), 61-71.  

Edwards, E., & Timmons, S. (2005). A qualitative study of stigma among women 

suffering postnatal illness. Journal of Mental Health, 14(5), 471-481.  

Feldbau-Kohn, S., Heyman, R. E., & O’Leary, K. D. (1998). Major depressive disorder 

and depressive symptomatology as predictors of husband to wife physical 

aggression. Violence and Victims, 13(4), 347-360.  

Flynn, H. A. (2005). Epidemiology and phenomenology of postpartum mood disorders. 

Psychiatric Annals, 35(7), 544-551.  

Forster, D. A., McLachlan, H. L., Rayner, J., Yelland, J., Gold, L., & Rayner, S. (2008). 

The early postnatal period: exploring women's views, expectations and experiences 

of care using focus groups in Victoria, Australia. BMC pregnancy and childbirth, 

8(1), 1-11.  

Gausia, K., Fisher, C., Ali, M., & Oosthuizen, J. (2009). Magnitude and contributory 

factors of postnatal depression: a community-based cohort study from a rural 

subdistrict of Bangladesh. Psychological medicine, 39(6), 999-1007.  

Gausia, K., Hamadani, J. D., Islam, M. M., Ali, M., Algin, S., Yunus, M., . . . Oosthuizen, 

J. (2007). Bangla translation, adaptation and piloting of Edinburgh Postnatal 

Depression Scale. Bangladesh Medical Research Council Bulletin, 33(3), 81-87.  

George, L. (2005). Lack of preparedness: experiences of first-time mothers. MCN: The 

American Journal of Maternal/Child Nursing, 30(4), 251-255.  

Gjerdingen, D. K., & Yawn, B. P. (2007). Postpartum depression screening: importance, 

methods, barriers, and recommendations for practice. Journal of the American 



86 
 

Board of Family Medicine : JABFM, 20(3), 280-288. 

doi:10.3122/jabfm.2007.03.060171 

Goodman, J. H. (2004). Postpartum depression beyond the early postpartum period. 

Journal of Obstetric, Gynecologic, & Neonatal Nursing, 33(4), 410-420.  

Goodman, S. H., Brogan, D., Lynch, M. E., & Fielding, B. (1993). Social and emotional 

competence in children of depressed mothers. Child development, 64(2), 516-531.  

Grazioli, R., & Terry, D. J. (2000). The role of cognitive vulnerability and stress in the 

prediction of postpartum depressive symptomatology. British Journal of Clinical 

Psychology, 39(4), 329-347.  

Green, J. (2004). Situating Sadness: Women and Depression in Social Context. Journal of 

Reproductive and Infant Psychology, 22(1), 49-50.  

Green, K., Broome, H., & Mirabella, J. (2006). Postnatal depression among mothers in the 

United Arab Emirates: socio-cultural and physical factors. Psychology, health & 

medicine, 11(4), 425-431.  

Gutiérrez-Zotes, A., Labad, J., Martín-Santos, R., García-Esteve, L., Gelabert, E., Jover, 

M., . . . Canellas, F. (2016). Coping strategies for postpartum depression: a multi-

centric study of 1626 women. Archives of Women's Mental Health, 19(3), 455-461.  

Hagen, E. H. (1999). The functions of postpartum depression. Evolution and Human 

Behavior, 20(5), 325-359.  

Halbreich, U., & Karkun, S. (2006). Cross-cultural and social diversity of prevalence of 

postpartum depression and depressive symptoms. Journal of affective disorders, 

91(2-3), 97-111.  

Hanley, J. (2006). The assessment and treatment of postnatal depression. Nursing times, 

102(1), 24-26.  



87 
 

Hanley, J., & Long, B. (2006). A study of Welsh mothers’ experiences of postnatal 

depression. Midwifery, 22(2), 147-157.  

Harding, J. J. (1989). Postpartum psychiatric disorders: A review. Comprehensive 

Psychiatry, 30(1), 109-112.  

Hatton, D. C., Harrison-Hohner, J., Coste, S., Dorato, V., Curet, L. B., & McCarron, D. A. 

(2005). Symptoms of postpartum depression and breastfeeding. Journal of Human 

Lactation, 21(4), 444-449.  

Haynes, C. (2007). The issues associated with postpartum major depression. Midwifery 

today with international midwife(83), 44-45, 68.  

Hoang, T. H. H., Quynh, L., & Sue, K. (2009). Having a baby in the new land: a 

qualitative exploration of the experiences of Asian migrants in rural Tasmania, 

Australia. Rural and Remote Health, 9(1), 1-13.  

Holopainen, D. (2002). The experience of seeking help for postnatal depression. The 

Australian journal of advanced nursing : a quarterly publication of the Royal 

Australian Nursing Federation, 19, 39-44.  

Horowitz, J. A., & Cousins, A. (2006). Postpartum depression treatment rates for at-risk 

women. Nursing research, 55(2), S23-S27.  

Horowitz, J. A., & Goodman, J. H. (2005). Identifying and treating postpartum depression. 

Journal of Obstetric, Gynecologic & Neonatal Nursing, 34(2), 264-273.  

Jennings, K. D., Ross, S., Popper, S., & Elmore, M. (1999). Thoughts of harming infants 

in depressed and nondepressed mothers. Journal of affective disorders, 54(1-2), 21-

28.  

Jones, L., Scott, J., Cooper, C., Forty, L., Smith, K. G., Sham, P., . . . Jones, I. (2010). 

Cognitive style, personality and vulnerability to postnatal depression. The British 

Journal of Psychiatry, 196(3), 200-205.  



88 
 

Kahn, J., Coyne, J. C., & Margolin, G. (1985). Depression and marital disagreement: The 

social construction of despair. Journal of Social and Personal Relationships, 2(4), 

447-461.  

Khan, T. M., Arif, N. H. B., Tahir, H., & Anwar, M. (2009). Role of the husband's 

knowledge and behaviour in postnatal depression: a case study of an immigrant 

Pakistani woman. Mental health in family medicine, 6(4), 195.  

King, J. F., Slaytor, E. K., & Sullivan, E. A. (2004). Maternal deaths in Australia, 1997–

1999. The Medical Journal of Australia, 181(8), 413-414.  

Kruckman, L., & Smith, S. (2008). An Introduction to Postpartum Illness. USA: 

Postpartum Support International. USA. 

Kumar, R., & Robson, K. M. (1984). A prospective study of emotional disorders in 

childbearing women. The British Journal of Psychiatry, 144(1), 35-47.  

Leahy-Warren, P., & McCarthy, G. (2007). Postnatal depression: prevalence, mothers' 

perspectives, and treatments. Archives of psychiatric nursing, 21(2), 91-100.  

Lee, D. T., Yip, A. S., Leung, T. Y., & Chung, T. K. (2004). Ethnoepidemiology of 

postnatal depression: prospective multivariate study of sociocultural risk factors in 

a Chinese population in Hong Kong. The British Journal of Psychiatry, 184(1), 34-

40.  

Leigh, B., & Milgrom, J. (2008). Risk factors for antenatal depression, postnatal 

depression and parenting stress. BMC psychiatry, 8(1), 1-11.  

Leinonen, J., Solantaus, T., & Punamäki, R.-L. (2003). Parental mental health and 

children's adjustment: The quality of marital interaction and parenting as mediating 

factors. Journal of child psychology and psychiatry, and allied disciplines, 44, 227-

241. doi:10.1111/1469-7610.t01-1-00116 



89 
 

Leitch, S. (2002). Postpartum depression: A review of the literature. St. Thomas, Ontario: 

Elgin-St. Thomas Health Unit.  

Lemola, S., Stadlmayr, W., & Grob, A. (2007). Maternal adjustment five months after 

birth: the impact of the subjective experience of childbirth and emotional support 

from the partner. Journal of Reproductive and Infant Psychology, 25(3), 190-202.  

Leung, S. S., Arthur, D., & Martinson, I. M. (2005). Perceived stress and support of the 

Chinese postpartum ritual “doing the month”. Health Care for Women 

International, 26(3), 212-224.  

Leung, S. S. K. (2001). Postpartum depression: Perceived social support and stress 

among Hong Kong Chinese women: Hong Kong Polytechnic University (Hong 

Kong). 

Logsdon, M. C., Birkimer, J. C., & Barbee, A. P. (1997). Social support providers for 

postpartum women. Journal of Social Behavior and Personality, 12(1), 89.  

Lovestone, S., & Kumar, R. (1993). Postnatal psychiatric illness: the impact on partners. 

The British Journal of Psychiatry, 163(2), 210-216.  

Lusskin, S. I., Pundiak, T. M., & Habib, S. M. (2007). Perinatal depression: hiding in plain 

sight. The Canadian journal of psychiatry, 52(8), 479-488.  

Mauthner, N. S. (1998). Re-assessing the importance and role of the marital relationship in 

postnatal depression: Methodological and theoretical implications. Journal of 

Reproductive and Infant Psychology, 16(2-3), 157-175.  

Mauthner, N. S. (1999). " Feeling low and feeling really bad about feeling low": Women's 

experiences of motherhood and postpartum depression. Canadian 

Psychology/Psychologie Canadienne, 40(2), 143.  



90 
 

McMahon, C. A., Barnett, B., Kowalenko, N. M., & Tennant, C. C. (2006). Maternal 

attachment state of mind moderates the impact of postnatal depression on infant 

attachment. Journal of Child Psychology and Psychiatry, 47(7), 660-669.  

Meadows, S. O., McLanahan, S. S., & Brooks‐ Gunn, J. (2007). Parental depression and 

anxiety and early childhood behavior problems across family types. Journal of 

Marriage and Family, 69(5), 1162-1177.  

Meighan, M., Davis, M. W., Thomas, S. P., & Droppleman, P. G. (1999). Living with 

postpartum depression: The father's experience. MCN: The American Journal of 

Maternal/Child Nursing, 24(4), 202-208.  

Meltz, B. F. (2003). Child Caring; Postpartum Depression Affects the Whole Family. The 

Boston Globe, H4.  

Miller, L. J. (2002). Postpartum depression. Jama, 287(6), 762-765.  

Milligan, R., Lenz, E. R., Parks, P. L., Pugh, L. C., & Kitzman, H. (1996). Postpartum 

fatigue: Clarifying a concept. Scholarly Inquiry for Nursing Practice, 10(3), 279-

291.  

Mohammad, K., Gamble, J., & Creedy, D. (2011). Prevalence and factors associated with 

the development of antenatal and postnatal depression among Jordanian women. 

Midwifery, 27(6), e238-e245.  

Morse, C. A., Buist, A., & Durkin, S. (2000). First-time parenthood: influences on pre-and 

postnatal adjustment in fathers and mothers. Journal of psychosomatic obstetrics & 

gynecology, 21(2), 109-120.  

Murray, L., & Cooper, P. J. (1996). The impact of postpartum depression on child 

development. International review of psychiatry, 8(1), 55-63.  

Murray, L., Sinclair, D., Cooper, P. J., Ducournau, P., Turner, P., & Stein, A. (1999). The 

socioemotional development of 5-year-old children of postnatally depressed 



91 
 

mothers. The Journal of Child Psychology and Psychiatry and Allied Disciplines, 

40(8), 1259-1271.  

Nasreen, H., Edhborg, M., Petzold, M., Forsell, Y., & Kabir, Z. (2015). Incidence and risk 

factor of postpartum depressive symptoms in women: a population based 

prospective cohort study in a rural district in Bangladesh. J Depress Anxiety, 

4(1000180), 2167-1044.1000180.  

Nicolson, P. (1990). Understanding postnatal depression: a mother‐ centred approach. 

Journal of Advanced Nursing, 15(6), 689-695.  

O'hara, M. W., & McCabe, J. E. (2013). Postpartum depression: current status and future 

directions. Annual review of clinical psychology, 9, 379-407.  

O'hara, M. W., & Swain, A. M. (1996). Rates and risk of postpartum depression—a meta-

analysis. International review of psychiatry, 8(1), 37-54.  

O'Hara, M. W., Zekoski, E. M., Philipps, L. H., & Wright, E. J. (1990). Controlled 

prospective study of postpartum mood disorders: comparison of childbearing and 

nonchildbearing women. Journal of abnormal psychology, 99(1), 3.  

Olshansky, E. (2003). A theoretical explanation for previously infertile mothers' 

vulnerability to depression. Journal of Nursing Scholarship, 35(3), 263-268.  

Parvin, A., Jones, C. E., & Hull, S. A. (2004). Experiences and understandings of social 

and emotional distress in the postnatal period among Bangladeshi women living in 

Tower Hamlets. Family practice, 21(3), 254-260.  

Perfetti, J., Clark, R., & Fillmore, C.-M. (2004). Postpartum depression: identification, 

screening, and treatment. WMJ-MADISON-, 103, 56-63.  

Perry, C., Thurston, M., & Osborn, T. (2008). Time for me: the arts as therapy in postnatal 

depression. Complementary therapies in clinical practice, 14(1), 38-45.  



92 
 

Pitt, B. (1968). “Atypical” depression following childbirth. The British Journal of 

Psychiatry, 114(516), 1325-1335.  

Posmontier, B. (2008). Functional status outcomes in mothers with and without 

postpartum depression. Journal of midwifery & women's health, 53(4), 310-318.  

Puckering, C. (2005). Mind the gap! Helping the children of mothers with postnatal 

depression. Child: Care, Health and Development, 31(1), 7.  

Ratnaike, D. (2006). Suicide: ending motherhood. RCM midwives: the official journal of 

the Royal College of Midwives, 9(12), 466.  

Razurel, C., Bruchon-Schweitzer, M., Dupanloup, A., Irion, O., & Epiney, M. (2011). 

Stressful events, social support and coping strategies of primiparous women during 

the postpartum period: a qualitative study. Midwifery, 27(2), 237-242.  

Regev, M. (2001). The experience of postpartum depression: A grounded theory study. 

University of British Columbia, Canada.  

Reynolds, J. L. (1997). Post-traumatic stress disorder after childbirth: the phenomenon of 

traumatic birth. Cmaj, 156(6), 831-835.  

Rice, N. M., Grealy, M. A., Javaid, A., & Millan Serrano, R. (2011). Understanding the 

social interaction difficulties of women with unipolar depression. Qualitative 

Health Research, 21(10), 1388-1399.  

Righetti-Veltema, M., Bousquet, A., & Manzano, J. (2003). Impact of postpartum 

depressive symptoms on mother and her 18-month-old infant. European child & 

adolescent psychiatry, 12(2), 75-83.  

Robertson, E., Grace, S., Wallington, T., & Stewart, D. E. (2004). Antenatal risk factors 

for postpartum depression: a synthesis of recent literature. General hospital 

psychiatry, 26(4), 289-295.  



93 
 

Robinson, G. E., & Stewart, D. E. (2001). Postpartum disorders. Psychological aspects of 

women's health care, 117-139.  

Rodrigues, M., Patel, V., Jaswal, S., & De Souza, N. (2003). Listening to mothers: 

qualitative studies on motherhood and depression from Goa, India. Social science 

& medicine, 57(10), 1797-1806.  

Romito, P. (1990). Postpartum depression and the experience of motherhood. Acta 

Obstetricia et Gynecologica Scandinavica, 69(sup154), 1-37.  

Roomruangwong, C., & Epperson, C. N. (2011). Perinatal depression in Asian women: 

prevalence, associated factors, and cultural aspects. Asian Biomed, 5(2), 179.  

Sayers, S. L., Kohn, C. S., Fresco, D. M., Bellack, A. S., & Sarwer, D. B. (2001). Marital 

cognitions and depression in the context of marital discord. Cognitive therapy and 

research, 25(6), 713-732.  

Schott, J., & Henley, A. (1996). Culture, religion and childbearing in a multiracial 

society: a handbook for health professionals (1st ed. ed.): Oxford: Butterworth-

Heinemann. 

Segre, L. S., O’Hara, M. W., Arndt, S., & Stuart, S. (2007). The prevalence of postpartum 

depression. Social psychiatry and psychiatric epidemiology, 42(4), 316-321.  

Small, R., Brown, S., Lumley, J., & Astbury, J. (1994). Missing voices: what women say 

and do about depression after childbirth. Journal of Reproductive and Infant 

Psychology, 12(2), 89-103.  

Stanley, C., Murray, L., & Stein, A. (2004). The effect of postnatal depression on mother–

infant interaction, infant response to the still-face perturbation, and performance on 

an instrumental learning task. Development and Psychopathology, 16(1), 1-18.  

Stewart, D. E., Robertson, E., Dennis, C.-L., Grace, S. L., & Wallington, T. (2003). 

Postpartum depression: Literature review of risk factors and interventions. 



94 
 

Toronto: University Health Network Women’s Health Program for Toronto Public 

Health, 1-289.  

Stewart, D. E., & Vigod, S. (2016). Postpartum depression. New England journal of 

medicine, 375(22), 2177-2186.  

Stotland, N. L., & Stewart, D. E. (2008). Psychological aspects of women's health care: 

the interface between psychiatry and obstetrics and gynecology (2nd ed. ed.): 

American Psychiatric Pub. 

Stuart, S., Couser, G., Schilder, K., O'HARA, M. W., & Gorman, L. (1998). Postpartum 

anxiety and depression: onset and comorbidity in a community sample. The 

Journal of nervous and mental disease, 186(7), 420-424.  

Tammentie, T., Paavilainen, E., Åstedt‐ Kurki, P., & Tarkka, M. T. (2004). Family 

dynamics of postnatally depressed mothers–discrepancy between expectations and 

reality. Journal of Clinical Nursing, 13(1), 65-74.  

Terry, D. J., Mayocchi, L., & Hynes, G. J. (1996). Depressive symptomatology in new 

mothers: a stress and coping perspective. Journal of abnormal psychology, 105 2, 

220-231.  

Toneguzzi, M. (2004). Pediatricians issued alert on depression: Mother, child both at risk 

if disease untreated. The Calgary Herald.  

Vaeth, P. A., Ramisetty-Mikler, S., & Caetano, R. (2010). Depression among couples in 

the United States in the context of intimate partner violence. Journal of 

Interpersonal Violence, 25(5), 771-790.  

Verbeek, T., Bockting, C. L., van Pampus, M. G., Ormel, J., Meijer, J. L., Hartman, C. A., 

& Burger, H. (2012). Postpartum depression predicts offspring mental health 

problems in adolescence independently of parental lifetime psychopathology. 

Journal of affective disorders, 136(3), 948-954.  



95 
 

Vliegen, N., & Luyten, P. (2008). The role of dependency and self-criticism in the 

relationship between postpartum depression and anger. Personality and Individual 

Differences, 45(1), 34-40.  

Warner, R., Appleby, L., Whitton, A., & Faragher, B. (1997). Attitudes toward 

motherhood in postnatal depression: Development of the Maternal Attitudes 

Questionnaire. Journal of psychosomatic Research, 43(4), 351-358.  

Warrington, S., Wright, C., & Team, A. S. (2001). Accidents and resulting injuries in 

premobile infants: data from the ALSPAC study. Archives of disease in childhood, 

85(2), 104-107.  

Williamson, K. (2002). Research methods for students, academics and professionals: 

Information management and systems: Elsevier. 

Williamson, V., & Mccutcheon, H. (2007). The experiences of Australian women 

diagnosed with postnatal depression who received health professional intervention. 

Singapore Nursing Journal, 34(3), 39-44.  

Wisner, K. L., Parry, B. L., & Piontek, C. M. (2002). Postpartum depression. New England 

journal of medicine, 347(3), 194-199.  

Wittkowski, A., Zumla, A., Glendenning, S., & Fox, J. (2011). The experience of postnatal 

depression in South Asian mothers living in Great Britain: a qualitative study. 

Journal of Reproductive and Infant Psychology, 29(5), 480-492.  

World Health Organization. (1993). The ICD-10 Classification of Mental and Behavioural 

Disorders: Clinical Descriptions and Diagnostic Guidelines. Geneva: World 

Health Organization. 

Zajicek-Farber, M. L. (2010). The contributions of parenting and postnatal depression on 

emergent language of children in low-income families. Journal of Child and 

Family Studies, 19(3), 257-269.  



96 
 

 

 

 

 

 

 

 

 

 

 

 

APPENDICES 

  



97 
 

APPENDIX A 

Topic Guide on “Nature and Impact of Postpartum Depression on Women’s Life” 

 

Topic guide 

 

Nature of PPD 

 

1| †ewki fvM mgq Avcwb †Kgb Abyfe K‡ib? Avcbvi gbUv †Kgb _v‡K? 

 wK wK ai‡bi Av‡eM ev Abyf’wZ Avcwb Abyfe K‡ib?  

 K‡e †_‡K Ggb Abyfe K‡ib? 

 †Kvb mg‡q Ggb ‡ewk Abyfe K‡ib? KZ¶Y Ggb Abyf’wZ _v‡K?  

 wK Kvi‡Y Ggb Abyfe K‡ib?  

2| ZLb Avcbvi g‡bi g‡a¨ wK wK fvebv/ wPšZv Av‡m? 

 wK wK †f‡e ev wPš Zv K‡i Ggb Abyfe K‡ib?  

 Avcbvi mgm¨v ev Kó¸‡jv‡K wKfv‡e †`‡Lb ev wPšZv K‡ib? 

 hLb Ggb Abyfe K‡ib ZLb wK Ki‡Z B”Qv nq? †gvKv‡ejv Kivi Rb¨ wK fv‡eb? 

 wb‡Ri m¤c‡K© wK g‡b nq/ wPšZv nq? wb‡R‡K wKfv‡e †`†Lb/ fv‡eb? 

 Ab¨†`i m¤c‡K© wK g‡b nq/ wPšZv nq ev Ab¨†`i wKfv‡e †`‡Lb/ fv‡eb? 

3| Avcbvi kix‡ii g‡a¨ †Kgb Abyfe K‡ib? kixi †Kgb jv‡M?  

 Avcbvi kix†i wK wK cwieZ©b j¶¨ K‡ib?  

 KLb Ggb cwieZ©b j¶¨ K‡ib? KZ¶Y Ggb Abyf’wZ _v‡K? 

4| †h†Kvb cwiw¯ ’wZ‡Z wb‡Ri ev A‡b¨i mv‡_ Avcbvi AvPib, e¨envi ev cÖwZwµqv †Kgb _v‡K? 

 Avcwb hLb Lvivc Abyfe K‡ib, ZLb wK K‡ib? 

 Ab¨‡`i K_v ev Kv‡R Avcbvi AvPib, e¨envi ev cÖwZwµqv †Kgb _v‡K? 

 wb‡Ri cÖwZ Avcbvi AvPib, e¨envi ev cÖwZwµqv †Kgb _v‡K?    

 wb‡Ri cÖwZ †Kgb hZœ †bb? 
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Impact of PPD 

 

Avcbvi eZ©gvb Ae¯ ’v Avcbvi Rxe‡b †Kgb cÖfve †dj‡Q? wK wK cwieZ©b Abyfe Ki‡Qb? 

1| Avcbvi ˆ`bw›`b KvRKg© †Kgb Pj‡Q? 

 Avcbvi cÖZ¨vwnK e¨w³MZ KvRKg© wKfv‡e cwiPvwjZ Ki‡Qb? 

 Avcbvi wb‡Ri cÖwZ ØvwqZ¡¸‡jv wKfv‡e cvjb Ki‡Qb?  

 KvRKg© cwiPvjbvi †¶‡Î †Kvb evuav/mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ mgm¨v? 

we¯ZvwoZ?  

 Avcbvi eZ©gvb Ae¯ ’v Avcbvi ˆ`bw›`b KvRK†g©i Dci †Kvb cÖfve †dj‡Q? wK ai‡bi cÖfve 

†dj‡Q? 

2| Avcbvi †ckvMZ KvRKg© †Kgb Pj‡Q?  

 wKfv‡e cwiPvwjZ Ki‡Qb?  

 KvRKg© cwiPvjbvi †¶‡Î †Kvb evuav/ mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ mgm¨v? 

we¯ZvwoZ?  

 Avcbvi eZ©gvb Ae¯ ’v Avcbvi †ckvMZ KvRK†g©i Dci †Kvb cÖfve †dj‡Q? wK ai‡bi cÖfve 

†dj‡Q? 

3| Avcbvi cvwievwiK ev mvsmvwiK KvRKg© †Kgb Pj‡Q?  

 Avcbvi cÖZ¨vwnK cvwievwiK KvRKg© wKfv‡e cwiPvwjZ Ki‡Qb? 

 KvRKg© cwiPvjbvi †¶‡Î †Kvb evuav/ mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ mgm¨v? 

we¯ZvwoZ? 

 Avcbvi eZ©gvb Ae¯ ’v Avcbvi cvwievwiK ev mvsmvwiK KvRK†g©i Dci †Kvb cÖfve †dj‡Q? wK 

ai‡bi cÖfve †dj‡Q? 

4| mšZv‡bi jvjb-cvjb †Kgb Pj‡Q? 

 mšZv‡bi †Kgb hZœ wb‡”Qb? (LvIqv, Nyg, †Mvmj I Ab¨vb¨) 

 mšZvb cÖwZcvj‡bi †¶‡Î †Kvb †Kvb evuav/ mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ 

mgm¨v? we¯ZvwoZ|  
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 Avcbvi eZ©gvb Ae¯ ’v Avcbvi  mšZvb  cÖwZcvj‡bi  Dci †Kvb cÖfve †dj‡Q? wK ai‡bi cÖfve 

†dj‡Q? 

5| cwiev‡ii m`m¨‡`i (¯ ^vgx I Ab¨vb¨ m`m¨) mv‡_ Avcbvi †hvMv†hvM †Kgb? 

 Zv‡`i mv‡_ Avcbvi m¤cK© †Kgb? 

 Zv‡`i cÖwZ ØvwqZ¡ wKfv‡e cvjb Ki‡Qb? 

 Zv‡`i mv‡_ wKfv‡e †hvMv‡hvM K‡ib? †hvMv‡hv‡Mi aiY †Kgb ev AvPib †Kgb? 

 G†¶‡Î †Kvb evuav/ mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ mgm¨v? we¯ZvwoZ? 

 Zv‡`i cÖwZ †Kgb Abyfe K‡ib? 

 Avcbvi AvPib ev KvR Zv‡`i Dci †Kvb cÖfve †dj‡Q? wK ai‡bi cÖfve †dj‡Q? 

 Avcbvi cÖwZ Zv‡`i AvPib †Kgb? Zv‡`i AvPib Avcbvi Dci †Kvb cÖfve †dj‡Q? wK ai‡bi 

cÖfve †d‡j? 

6| Avcbvi mvgvwRK †hvMv‡hvM †Kgb Pj‡Q? 

 AvZœxq, eÜy, cÖwZ‡ewk I Ab¨vb¨ mvgvwRK gva¨g¸‡jvi mv‡_ Avcbvi m¤cK© †Kgb? 

 Zv‡`i cÖwZ ØvwqZ¡ wKfv‡e cvjb Ki‡Qb? 

 Zv‡`i mv‡_ wKfv‡e †hvMv‡hvM K‡ib? †hvMv‡hv‡Mi aiY †Kgb ev AvPib †Kgb? 

 G†¶‡Î †Kvb evuav/ mgm¨v Abyfe Ki‡Qb wK? Ki‡j wK ai‡bi evuav/ mgm¨v? we¯ZvwoZ? 

 Zv‡`i cÖwZ †Kgb Abyfe K‡ib? 

 Avcbvi AvPib ev KvR Zv‡`i Dci †Kvb cÖfve †dj‡Q? wK ai‡bi cÖfve †dj‡Q? 

 Avcbvi cÖwZ Zv‡`i AvPib †Kgb? Zv‡`i AvPib Avcbvi Dci †Kvb cÖfve †dj‡Q? wK ai‡bi 

cÖfve †dj‡Q? 
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APPENDIX B 

Demographic data form 

 

  

ZvwiLt                                                                                                       †KvWt 

 

e¨w³MZ Z_¨t 

 

bvgt  eqmt 

wVKvbvt  wk¶vMZ †hvM¨Zvt 

†ckvt Av_©-mvgvwRK Ae¯ ’vbt 

ag©t  

 

ˆeevwnK Ae¯ ’vt  

gvwmK Avqt  

 

†dvb bst 

mšZvb Rb¥`vb c×wZt 

 

cwiev‡ii m`m¨ I m`m¨ msLvt  

cwiev‡ii aibt GKK/ ‡hŠ_  

 

mšZvb Rb¥`v†b †Kvb RwUjZv wQj wK bv? 

mšZvb gvZ… ỳ» cvb K‡i wK bv? mšZv†bi msL¨v t  

wkïi IRbt wkïi wj½t  

wkïi †Kvb Amy¯ ’Zv Av‡Q wK bv? Kwbô mšZv‡bi eqmt 
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APPENDIX C 

Explanatory statement form 

 

Explanatory statement (e¨vL¨vg~jK wee„wZ) 

 

M‡elYvi wkibvgt  cÖme cieZ©x welbœZvi cÖK…wZ Ges gwnjv‡`i Rxe‡b Gi cÖfve| (Nature and impact of 

postpartum depression in women’s life.) 

Avwg gygxZv †Rwib bxjvf, Gg. wdj. M‡elK, wK¬wbK¨vj mvB‡KvjwR wefvM, XvKv wek¦we`¨vjq| Avgvi Gg. wdj. M‡elYvi 

Ask wnmv‡e Wt Kvgiz¾vgvb gRyg`vi, mn‡hvMx Aa¨vcK, wK¬wbK¨vj mvB‡KvjwR wefvM, XvKv wek¦we`¨vjq- Gi ZË¡veav‡b 

GKwU M‡elYv KiwQ|  

M‡elYvi j¶¨ 

eZ©gvb M‡elYvi j¶¨ nj gwnjv‡`i cÖme cieZ©xKvjxb welYèZvi cÖK…wZ Ges  gwnjv‡`i Rxe‡b Gi cÖfve m¤c‡K© Rvbv|  

eZ©gvb M‡elYvq Ask MÖnb Ki‡Z Aby‡iva Kivi KviY   

cÖme cieZ©x mg‡q A‡bK gv‡qiB welbœZv †`Lv hvq| Zv‡`i Ae¯ ’v,AwfÁZv Ges Zv‡`i Rxe‡b  welYèZvi cÖfve Rvb‡Z 

Avwg wKQz gv‡q‡`i mv¶vrKvi wb‡Z PvB| Avcbvi eqm hw` 18 eQ‡ii Kg bv nq, Avcwb hw` evsjvq K_v ej‡Z I eyS‡Z 

cv‡ib Avcbvi kvixwiK Ae¯ ’v I gvbywmK fvimvg¨ hw` wVK _v‡K Ges Avcwb M‡elYvq Ask MÖn‡Y B”QzK n‡j Avwg Avcbvi 

KvQ  †_‡K wKQz Z_¨ wb‡Z PvB| Avcbvi DËi †_‡K †evSv hv‡e Avcwb GB M‡elYvq Ask MÖnY Ki‡Z cvi‡eb wK bv| 

M‡elYvq hv Kiv n‡e 

cÖ_gZ, GKwU cÖkœgvjv e¨envi K‡i †`Lv n‡e †h Avcwb GB M‡elYvq Aš —f©z³ n‡Z cvi‡eb wK bv| Avcwb Dc‡hvM¨ 

wnmv‡e we‡ewPZ n‡j, Avcbvi AbygwZ mv‡c‡¶ Avcbvi mv¶vrKvi †iKW© Kiv n‡e I wjwLZfv‡e msiw¶Z n‡e|  

M‡elYvi mgq 

M‡e‡lvYvi cÖkœgvjvwU c~i‡Y 5-10 wgwbU Ges GKK mv¶vrKv†ii Rb¨ 40-60 wgwbU cÖ‡qvRb n‡Z cv‡i| Avcbvi †`qv 

Z‡_¨i ¸i“Z¡ Abyhvqx cieZ©x‡Z Avcbvi Av†ivI GK ev GKvwaK evi  mv¶vrKvi †`qv cÖ‡qvRb n‡Z cv‡i| cÖ‡qvRb 

Abyhvqx Avwg Avcbvi mv‡_ Av‡jvPbv mv‡c‡¶¨ mgq Ges ZvwiL wba©viY Ki‡ev|  

m¤¢ve¨ myweav  

eZ©gvb M‡elYvq Ask MÖn†Y Avcbvi cÖZ¨¶ myweav bv n‡jI M‡elYvi djvdj welbœZvq Avµvš — gv‡q‡`i Ae¯ ’v,AwfÁZv 

Ges Zv‡`i Rxe‡b  welYèZvi cÖfve Rvb‡Z mvnvh¨ Ki‡e hv Zv‡`i Ae¯ ’vi DbœwZ Ges mgv‡R m‡PZbZv ˆZwi‡Z mvnvh¨ 

Ki‡e|  
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m¤¢ve¨ Amyweav  

M‡elYvq †h welq¸‡jv wb‡q K_v ejv n‡e, Zv Avcbv‡K Av‡eMZvwoZ Ki‡Z cv‡i ev mvgwqK Kó ev A¯ ^w¯ — ˆZwi Ki‡Z 

cv‡I wKš ‘ Zv `xN©¯ ’vqx n‡e bv e‡j Avkv Kiv hvq| cÖ‡qvRb n‡j †hLv‡b gvbywmK ¯ ^v¯ ’¨ †mev cvIqv hvq, †mLv‡b †hvMv‡hvM 

Ki‡Z cv‡ib|  

Ask MÖnY cÖZ¨vnvi  

M‡e‡lYvq Ask MÖnb Ges Ask MÖnb cÖZ¨vnv‡ii Dci Avcbvi cyY© ¯ ^vaxbZv Av‡Q| M‡elYvq Avcbvi mv¶vrKvi †_‡K 

msM„nxZ Z_¨ wjwLZ Abywjwc Aby‡gv`‡bi c~‡e© Avcwb †h‡Kv‡bv g~û‡Z© Avcbvi Ask MÖnb cÖZ¨vnvi Ki‡Z cv‡ib|  

†MvcbxqZv 

M‡elYvq Avcbvi cwiPq m¤c~Y© †Mvcb ivLv n‡e| Avcbvi Ggb †Kvb Z_¨ Kv‡iv Kv‡Q ev †Kv_vI cÖKvk Kiv n‡e bv, hv 

Øviv Avcbv‡K wPwýZ Kiv hv‡e|  

msM„nxZ Z‡_¨i msi¶Y 

M‡elYvi Z_¨ XvKv wek¦we`¨vj‡qi wbqg Abyhvqx msiw¶Z _vK‡e| G M‡elYvq cÖvß Z_¨ †_‡K GKwU w_wmm †jLv n‡e| 

M‡elYvwU wi‡cvU© cÖKv‡ki Rb¨ †`qv n‡Z cv‡i Ges GK ev GKvwaK †gŠwLK Dc¯ ’vcbvI n‡Z cv‡i, wKš ‘ †Kvb †¶‡ÎB Ask 

MÖnbKvixi cwiPq cÖKvk Kiv n‡e bv|  

M‡elYvi djvdj 

M‡elYvi djvdj Rvb‡Z M‡el‡Ki mv‡_ (gygxZv †Rwib bxjvf) †dvb (01556343652) ev B‡gBj 

(m.nilav@ymail.com) Gi gva¨‡g †hvMv‡hvM Ki‡Z cv‡ib|  

 

Avcbvi mn‡hvwMZvi Rb¨ ab¨ev`| 

 

 

gygxZv †Rwib bxjvf 
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APPENDIX D 

Informed consent form 

 

m¤§wZ cÎ 

 

M‡elYvi wkibvgt  cÖme cieZ©x welbœZvi cÖK…wZ Ges gwnjv‡`i Rxe‡b Gi cÖfve| (Nature and impact of 

postpartum depression in women’s life.) 

Avwg XvKv wek¦we`¨vj‡qi Dc‡iv³ M‡elYvq Ask MÖnY Kivi m¤§wZ w`w”Q| M‡elYv m¤ci‡K Avgv‡K we¯ —vwiZ eywS‡q ejv 

n‡q‡Q Ges Avwg G welqK e¨vL¨vg~jK wee„wZ c‡owQ/ c‡o †kvbv‡bv n‡q‡Q, hv Avgvi Kv‡Q †iKW© wnmv‡e Av‡Q| Avwg 

eyS‡Z cviwQ †h m¤§wZ cÖ`v‡bi gv‡b n‡”Q –- 

Avwg M‡el‡Ki Kv‡Q mv¶vrKvi cÖ`v‡b m¤§wZ w`w”Q                                  n¨vu                  bv 

Avwg mv¶vrKviwU †iKW© Kivi cÖ`v‡b m¤§wZ w`w”Q                                    n¨vu                  bv  

Avwg cÖ‡qvR‡b cieZ©x‡Z Avevi mv¶vrKvi cÖ`v‡b m¤§wZ w`w”Q                     n¨vu                   bv  

Ges, 

Avwg eyS‡Z cviwQ †h Avgvi Ask MÖnY †¯ ^”Qvg~jK| M‡e‡lYvq Ask MÖnb Ges Ask MÖnb cÖZ¨vnv‡ii Dci Avgvvi cyY© 

¯ ^vaxbZv Av‡Q| M‡elYvq Avgvi mv¶vrKvi †_‡K msM„nxZ Z_¨ wjwLZ Abywjwc Aby‡gv`‡bi c~‡e© Avwg †h‡Kv‡bv g~û‡Z© 

Avgvi Ask MÖnb cÖZ¨vnvi Ki‡Z cvwi hvi Rb¨ Avwg †Kvbfv‡eB ¶wZMÖ¯ — ne bv| 

Ges, Avwg eyS‡Z cviwQ †h M‡elYvq Avgvi mv¶vrKvi †_‡K msM„nxZ Z_¨ cÖKvkbvq ev Dc¯ ’vcbvq †Kvbfv‡eB Avgvi bvg 

cwiPq wjwce× _vK‡e bv ev cÖKvk Kiv n‡e bv| 

Ges, Avwg eyS‡Z cviwQ †h M‡elYvq Avgvi mv¶vrKvi †_‡K msM„nxZ Z†_¨I GKwU wjwLZ Abywjwc Avgv‡K †`qv n‡e hv 

†`‡L Avwg †mwU M‡elYvq Aš—f©z³ Kivi wel‡q wm×vš — wb‡Z cvwi| 

Ges, Avwg eyS‡Z cviwQ †h M‡elYvq Avgvi mv¶vrKvi †_‡K msM„nxZ Z†_¨i †MvcbxqZv i¶v Kiv n‡e Ges Ggb †Kvb Z_¨ 

Kv‡iv Kv‡Q ev wi†cv‡U© cÖKvk Kiv n‡e bv hv †_‡K Avgv‡K †Pbv hv‡e| 

Ges, Avwg eyS‡Z cviwQ †h mv¶vrKv†ii AwWI †iKW© †_‡K cÖvß Z‡_¨i wjwLZ Abywjwc mg~n GKwU wbivc` ¯ ’v‡b msiw¶Z 

_vK‡e Ges Zv M‡elK Qvov Ab¨ Kv‡iv Kv‡Q mnRjf¨ n‡e bv| GQvov Gme Z_¨ 5 eQi msi¶‡Yi ci aŸsm K‡i †djv 

n‡e hw` G Z_¨ Ab¨ †Kvb M‡elYvq e¨env‡ii Rb¨ Avgvi c~e©vbygwZ bv †bqv nq| 

 

AskMÖnYKvixi bvgt  

¯ ^v¶it                                                                            ev wUcmB t 

ZvwiLt 
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APPENDIX E 

 Screening Questionnaire: Part I 

 

  

ZvwiLt                                                                                                       †KvWt 

 

 

M‡elYvq AšZf©’w³ welqK cÖkœgvjv 

 

 

cÖvK AskMÖnY cÖkœgvjv 

cÖkœ  n¨vu bv  

1| Avcbvi mšZv‡bi eqm wK 4 mßvn †_‡K 1 eQi?   

2| weMZ 2 mßvn a‡i wK cÖvq Avcbvi gb Lvivc jv‡M?   

3| Avcbvi eqm wK 18 Gi Kg?   

4| Avcwb wK evsjvq K_v ej‡Z I eyS‡Z cv‡ib?   

5| Avcbvi wK eZ©gv‡b Ggb †Kvb kvixwiK ev gvbywmK mgm¨v Av‡Q  

     hv Avcbv†K eZ©gvb M‡elYvq AskMÖn‡Y evuavMÖ¯ ’ Ki‡Z cv‡i?  

 

 

 

 

6| Avcwb wK GB gyû‡Z© gv`KMÖ¯ ’ Ae¯ ’vq Av‡Qb?   

7| Avcbvi wK Av‡M KL‡bv welbœZv wQ‡jv?   

8| welbœZvi Rb¨ Av‡M KL‡bv wPwKrmv wb‡q‡Qb?    
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APPENDIX E 

Screening Questionnaire: Part II 

 

 

EPDS - B 

Bangla version of the Edinburgh Postnatal Depression Scale 

evsjv- B†WbevM© ‡cvó‡bUvj wW‡cÖkb †¯ ‹j 

m¤cÖwZ Avcbvi GKwU mšZvb n‡q‡Q, Avgiv Rvb‡Z Pvw”Q Avcbvi †Kgb jvM‡Q| ïay AvR‡K Avcbvi †Kgb jvM‡Q Zv 

bq eis MZ GK mßvn (7 w`b) a‡i Avcbvi †Kgb Abyfe n‡”Q Zv wK `qv K‡i Avgv‡`i‡K ej‡eb| GRb¨ Avcbv‡K 10wU cÖkœ 

Ki‡ev| cÖwZwU cÖ‡kœi 4wU K‡i DËi _vK‡e, †h DËiUv Avcbvi m‡½ wg‡j hv‡e ev KvQvKvwQ n‡e †mUvB ejyb| 

GKwU D`vnib w`w”Q 

                Avcwb Avb‡›` wQ‡jbt 

o n üv, me mgqB 

 n üv, †ewkifvM mgqB 

o bv, cÖvqB bv 

o bv, G‡Kev‡iB bv 

 

( ) GUvi A_© n‡”Q ÔAvcwb MZ mßvq †ewkifvM mgq Avb‡›` wQ‡jbÕ, Gfv‡e wbgœwjwLZ cÖk¸‡jvi DËi w`b| 

 

cÖkœ t 1 

 

Avcwb nvm‡Z †c‡i‡Qb Ges nvwm - Zvgvmv Dc‡fvM Ki‡Z ‡c‡i‡Qb 

cÖkœ t 2 

o hZUzKz Avcwb me mgq K‡i‡Qb 

o GLb Av‡Mi gZ ZZUv bv 

o Aek¨B GLb ZZUv bv 

o G‡Kev‡iB bv  

Avcwb mewKQz †_‡K Avb›` cvIqvi Avkvq †_‡K‡Qb 

o hZUzKz Avcwb Av‡M Ki‡Zb  

o Av‡Mi ‡P‡q wKQz Kg  

o Aek¨B Av‡Mi †P‡q Kg 

o ej‡Z †M‡j G‡Kev‡iB bv 

*cÖkœ t 3 ‡Kvb wKQz wVKgZ bv n‡j Avcwb wb‡R‡K A-h_vB †`vl w`‡q _v‡Kb 

o nu¨v, †ewkifvM mgq 

o n üv, gv‡S gv‡S 

o Lye †ewk bv 

o bv, KL‡bvB bv 

cÖkœ t 4 Avcwb Ggwb‡ZB ỳwðšZv K‡i _v‡Kb ev Nvewo‡q hvb 

o bv, KL‡bvB bv 

o LyeB Kg 

o n üv, gv‡S gv‡S 

o n üv, cÖvqB 
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*cÖkœ t 5 Avcwb Ggwb‡ZB fq †c‡q‡Qb I AvZw¼Z n‡q‡Qb 

*cÖkœ t 6 

o nu¨v, Lye †ewk 

o n üv, gv‡S gv‡S 

o bv, ‡ewk bv 

o bv, G‡Kev‡iB bv 

mewKQz Avcbvi Kv‡Q †evSv g‡b n‡q‡Q Ges Avcwb Zv gvwb‡q wb‡Z cvi‡Qb bv 

o nu¨v, ‡ewkifvM mgqB Avcwb gvwb‡q wb‡Z cvi‡Qb bv 

o n üv, gv‡S gv‡S Avcwb gvwb‡q wb‡Z cvi‡Qb bv, †hgb Avcwb 

mvavibZt wb‡q _v‡Kb 

o bv, ‡ewki fvM mgqB Avcwb fvjfv‡e gvwb‡q wb‡”Qb 

o bv, Avcwb me mgq fvjfv‡e gvwb‡q wb‡”Qb 

*cÖkœ t 7  Avcbvi gbUv G‡ZvB Lvivc wQj †h, Avcbvi Ny‡gi Amyweav n‡q‡Q 

o nu¨v, †ewkifvM mgqB 

o n üv, gv‡S gv‡S 

o cÖvqB bv 

o bv, G‡Kev‡iB bv 

*cÖkœ t 8 Avcbvi wb‡R‡K ỳtLx ev Amnvq g‡b n‡q‡Q 

o nu¨v, †ewkifvM mgqB 

o n üv, cÖvq cÖvqB 

o bv, cÖvqB bv 

o bv, G‡Kev‡iB bv 

*cÖkœ t 9 Avcbvi gbUv G‡ZvB Lvivc wQj †h Avcwb †Ku‡`‡Qb 

o nu¨v, †ewkifvM mgqB 

o n üv, cÖvq cÖvqB 

o KL‡bv KL‡bv 

o bv, KL‡bvB bv 

*cÖkœ t 10 Avcwb wb‡RB wb‡Ri ¶wZ Kivi K_v †f‡e‡Qb 

o nu¨v, cÖvqB 

o gv‡S gv‡S 

o LyeB Kg 

o KL‡bvB bv 
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APPENDIX F 

Referral directory 

 

 

  

†Kv_vq cv‡eb gvbwmK ¯ ^v¯ ’¨ †mev 

 

1| wK¬wbK¨vj mvB‡KvjwR wefvM, 5g Zjv, Kjv feb, XvKv wek¦we`¨vjq| 

2| bvwmরুল্লাn mvBK‡_ivwc BDwbU, wK¬wbK¨vj mvB‡KvjwR wefvM, PZz_© Zjv, Kjv feb, XvKv wek¦we`¨vjq| †hvMv‡hvMt 

01755654835 

3| RvZxq gvbwmK ¯ ^v¯ ’¨ BÝwUwUDU I nvmcvZvj, †k‡i evsjv bMi, XvKv| 

4| e½eÜy †kL gywRe †gwW‡Kj BDwbfviwmwU, kvnevM, XvKv|  

5| m¨vi mwjgyল্লাহ †gwWK¨vj K‡jR, wgW‡dvW© †ivW, XvKv|  

6| XvKv †gwW‡Kj K‡jR I nvmcvZvj, eKkx evRvi, XvKv|   

5| b¨vkbvj Uªgv KvD†Ýwjs ‡m›Uvi, 37/3, B¯ ‹vUb Mv‡W©b †ivW, XvKv| 02-. 8321825, 01713-177175 

6| Kvb †c‡Z iB| †hvMv‡hvMt 01779554391, 01779554392, 01688709965 01688709966, 01985275286, 

01852035634| 
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APPENDIX G 

Ethical Approval Letter Part I: Original 
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APPENDIX G 

Ethical Approval Letter Part II: 1st Extension  
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APPENDIX G 

Ethical Approval Letter Part III: 2nd Extension  
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APPENDIX H 

Permission letter for data collection 
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