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Introduction:
Women are at increased risk for the fi rst onset of 
major depression from early adolescence until 
their mid fi ft ies and have a life time risk of ma-
jor depression 1.7 to2.7 times greater than that 
for men. Risk of depression increases in some 
periods of a women’s life and the postnatal pe-
riod is one of these times.1 Among wide range 
of reasons a unique one is hormonal change 
during the postpartum period that increases 

the incidence of depression in this period.2 Th e 
reported prevalence in the western societies is 
10-18.5%.3 It is especially high among women of 
low socioeconomic status.4

Postpartum depression is defi ned strictly in the 
psychiatric nomenclature as a major depression 
disorder (MDD) with a specifi ed onset within 
one month aft er child birth.5

To meet criteria for MDD, depressed mood or 
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loss of interest or pleasure in activities must be 
present for at least 2 weeks. In addition sleep 
and appetite disturbance, loss of energy, feeling 
of worthlessness or guilt, diminished concentra-
tion and thoughts of suicide may be present.5

Th e perinatal period commences at 22 com-
pleted weeks (154 days) of gestation and ends 
seven completed days aft er birth.6 Loss of fetus/
neonate during this period is a traumatic event 
in life of parents and may have long-term conse-
quences for the psychological health of the fam-
ily. Th e incidence of depressive symptoms, anxi-
ety, guilt, prolonged grieving, and feeling of loss 
of control experienced by parents increases aft er 
perinatal loss.7-8 Subsequent pregnancies can be 
stressful for both parents.9-10 A post-traumatic 
stress disorder (PTSD) has been documented 
for some women in pregnancies aft er stillbirth.10

Th e prevalence of women who had a positive 
screening for PPD with no perinatal loss is 
21.4%.3 the prevalence of depressive symptoms 
in patients having perinatal loss is 33.3%.11 Th e 
postpartum depression will be measured by ap-
plying Edinburg postnatal depression scale. Th e 
Edinburg postnatal depression scores/scale is 
a self-report scale that has ten items relating to 
symptoms of depression. Th e detection rates of 
postnatal depression in the community can be 
improved by implementation of the Edinburg 
postnatal depression score at 6 weeks postnatal 
check.12

Th e aim is to determine the association of post-
partum depression with previous perinatal loss. 
If positive association is found then such women 
should be screened routinely during post-natal 
follow-up. 

Methodology: 
Th e women were recruited from outpatients 
department of gynecology and obstetrics de-
partment of Sind Government Qatar Hospital. 
Th e women up to 1 month of post partum pe-
riod, age range 20-35 years, parity 1-5, history of 
previous delivery with perinatal loss (case) and 
previous delivery with no perinatal loss (con-
trol) were recruited while women with previous 
history of major psychiatric illness, babies with 
congenital anomaly, perinatal loss in current 
pregnancy and instrumental delivery (forceps 
vaginal delivery, vacuum vaginal delivery) were 
excluded. Th ey were asked about mode of deliv-
ery of last baby and newborn baby, whether last 
baby was alive, neonatal death, fresh still birth 
or intrauterine death. Th e case group has all the 
women with history of perinatal loss followed 
by subsequent delivery of healthy infant and 
control group have all women without history of 
prenatal loss. First of all informed consent was 
taken from the participant and proforma were  
fi lled. Confounding variables were controlled 
through maternal age, gestational age and par-
ity. Th e Edinburgh postnatal depression scale 
was applied and if total score is >12 than they 
were labeled as having postpartum depression 
and referred to psychiatrics. Th e data of depres-
sion gathered was entered in the pre-approved 
proforma.

Results:
A total of 450 participants were enrolled in this 
study. 225 each were enrolled as cases and con-
trol respectively. 

Baseline characteristics: Th e mean age of cases 
was 30.1±5.7 and controls 28.2±6.3 years (Ta-
ble 1). Th e mean gestational age of cases was 
37.1±5.1 and controls 38±3.5 weeks (Table 2). 
Among cases, 44.4% had history of miscarriage 
and in controls 46.2% had history of miscarriage. 
Mean parity was 3±1 (Table 3) A total of 73.3% 

Table 1: Age distribution among cases and controls

Age groups Cases Controls Total
20-24 years 84 (37.3%) 63 (28.0%) 147

25-29 years 99 (44.0%) 136 (60.4%) 235

30-35 42 (18.7%) 26 (11.6%) 68

TOTAL 225 225 450
Mean age: Cases (30.1±5.7) and controls (28.2±6.3) years
P-value: 0.002

Table 2: Distribution of gestational age among cases and controls

Gestational age Cases Controls Total
37-38 weeks 147 (65.3%) 142 (63.1%) 289

38-39 weeks 36 (16.0%) 69 (30.7%) 105

39-40 weeks 42 (18.7%) 14 (6.2%) 68

TOTAL 225 225 450
Mean gestational age: Cases 37.1±5.1 and controls 38±3.5 weeks
P-value: 0.64
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newborns were males in cases and 36.9% in con-
trols (Table 4). In 34.7% cases were supported 
by the family aft er perinatal loss compared to 
81.3% in controls (Table 5). History of perinatal 
loss was present in all cases compared to none 
in controls (Table 6). Post-partum depression 
was present in 33.8% cases compared to 21.8% 
in controls (Table 7). 

In Univariante analysis male sex of last baby 
(OR. 4.7; 95%CI:3.2-7.0) were found to be risk 
factors of post partum depression and family 
support (OR. 0.12; 95%CI:0.1-0.2) found to be 
protective factor against depression (Table 8).

In multivariate analysis male sex of last baby (OR. 
3.8; 95%CI:3.1-7.0) were found to be the inde-
pendent risk factors of post partum depression 
and family support (OR.0.2;95%CI:0.1-0.4) 
found to be independent protective factor 
against depression (Table 9).

Discussion:
Depression is common among women, particu-
larly during their child-bearing years with preva-
lence rates ranging from 10%–20%.13 Maternal 
depression not only negatively impacts the 
health of the mother but oft en directly or indi-
rectly infl uences her children’s well-being result-
ing in poorer cognitive, social, and emotional 
child outcomes.14,15 Depression which alters 
parenting behavior is one proposed pathway in 
which depression indirectly impacts child well-
being. Compared to their non-depressed coun-
terparts, depressed mothers engage in fewer 
behaviors that have a positive impact on child 
health and more parenting behaviors that result 
in poorer child outcomes.16,17 Th ese detrimental 
eff ects appear to extend beyond early childhood 
such that older children of depressed mothers 
experience depression, substance abuse, and 
conduct disorders at rates higher than children 
of non-depressed mothers.18 

Th e objective of this study was to determine the 
association of post-partum depression in wom-
en with previous perinatal loss. Our fi ndings 
showed that women with previous perinatal loss 
have a signifi cantly higher incidence of post par-
tum depression compared to controls.

Hughes et al found that, compared with con-
trols, women who were pregnant subsequent to 
a stillbirth had signifi cantly higher levels of de-
pression and state anxiety during pregnancy19 
which is similar to our study.

Additionally, In this study male sex of last baby 
(OR. 3.8; 95%CI:3.1-7.0) was found to be the 
independent risk factors of post-partum depres-
sion which may be explained by preexisting pref-
erence for male babies in south Asian population 
and family support (OR.0.2;95%CI:0.1-0.4) 
found to be independent protective factor 
against depression.

Similar fi ndings are reported in a cross sectional 
study conducted in China, in which sixty-two 
respondents were included and most of them 
were working mothers (77.4%).  Th ere was a 
signifi cant relationship between psychosocial 

Table 3: Distribution of parity among cases and controls

Parity Cases Controls Total
Para 1 102 (45.3%) 80(35.5%) 182

Para 2-5 123(54.6%) 145(64.4%) 268

TOTAL 225 225 450
P-value: 0.043

Table 4: Sex of previous baby cases and controls

Sex Cases Controls Total
Male 165 (73.3%) 83 (36.9%) 248

Female 60 (26.7%) 142 (63.1%) 202

TOTAL 225 225 450
P-value: 0.001

Table 5: History of family support cases and controls

Family support Cases Controls Total
Yes 78 (34.7%) 183 (81.3%) 273

No 147 (65.3%) 42 (18.7%) 189

TOTAL 225 225 450
P-value: 0.001

Table 6: Outcome of last pregnancy cases and controls

Outcome Cases Controls Total
Alive 225 (100%) 225

Perinatal death 225 (100%) 0 225

Neonatal death 71 (31.5%) 0 71

Still birth 67 (29.8%) 0 67

Intrauterine death 87 (38.7%) 0 87
P-value: 0.001
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impact aft er perinatal loss and support from 
friends (P=0.019).20.  

Th is study results indicate the great need to ad-
dress the psychological needs of women experi-
encing perinatal deaths in countries like Pakistan 
which experience high rates of perinatal mortal-
ity. Th is need becomes even more pressing when 
one considers that these mothers are also oft en 
less likely to seek postnatal care for themselves.21 
While professional mental health support and 
help are widely available for bereaved mothers 
in developed countries, delivering such services 
in Pakistan will be a challenging task, given that 
public mental health services do not extend to 
the sub-district level. Th ere is only one psychia-
trist for every two million people in the coun-
try and no mental health disorder is covered by 
social insurance. A special approach using com-
munity health workers with training in cultur-
ally appropriate primary mental health care may 
be the answer.22

Th ere are some limitations of this study. Since 
it is a case control study recall bias is an inher-
ent problem. Th is was a hospital based study so 
the result of study cannot be generalized to the 
population. Since depression in our society is of 

diff erential misclassifi cation. 
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