
 

Open Journal of Psychiatry & Allied Scienes (2015) 

6: 101-5. doi: 10.5958/2394-2061.2015.00005.1 

 

 

RESEARCH 

Psychiatric morbidities in postpartum females: a 

prospective follow-up during puerperium 

Adya Shanker Srivastava, Bhaskar Mara, Sulekha Pandey,  

Maheshwar Nath Tripathi, Balram Pandit, Jai Singh Yadav 

 

 

Abstract 

Aims and objectives: Postpartum psychiatric disturbances pose a significant mental health problem in 
community because of their impact on parent-infant and couple relationship. This study was carried 

out with the aim to find out psychiatric morbidities in postpartum females during puerperium so that a 
proper assessment of mental health and comprehensive management can be planned. 

Methodology: Hundred females who had delivered in maternity ward of obstetrics and gynaecology 
department of Sir Sunderlal Hospital, Institute of Medical Sciences, Banaras Hindu University, 

Varanasi were evaluated for mental status on day one (i.e. day of delivery), and followed-up till four 

weeks postpartum period. Psychiatric evaluation was done on the basis of structured proforma 
containing socio-demographic details and the text revision of the fourth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV-TR) diagnostic criteria for diagnosis. Brief 

Psychiatric Rating Scale (BPRS), Hamilton Anxiety Rating Scale (HARS), and Hamilton Rating Scale 

for Depression (HDRS) were used to assess the severity of the respective conditions. 

Result: Psychiatric evaluation during postpartum puerperal stage revealed that 16 (16%) females had 
developed psychiatric morbidity. Twelve (12%) cases fulfilled the criteria for major depressive 

disorder and four (four per cent) patients had features of anxiety disorder. In 84 (84%) cases, 

postpartum period was uneventful and no psychiatric disturbance was found.Seventy five per cent 

females had joint family and good family support. 

Conclusion: Major depressive disorder is the most common psychiatric morbidity observed in 

postpartum females during puerperium. The careful observation of females during postpartum 
puerperal stage may help in identification and proper management of mental state of such females, and 

also proper care of newborn.perspective. 
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Pregnancy and postpartum period are widely 

considered to be periods of increased vulnerability to 

psychiatric disorders.[1] In most instances, pregnancy and 

childbirth evoke joy and anticipation, but in a few women, 

it could be a stressful event, occasionally severe enough to 

provoke mental illness.[2] Maternal psychiatric disorders 

during pregnancy and postpartum period are also 

associated with numerous adverse outcomes for the 

offspring. For these reasons, accurate information about 

the mental health status of women during pregnancy and 

postpartum period is urgently needed. 

Review of literature 

Puerperium is defined as the time from delivery of the 

placenta to the first six weeks after delivery. By six weeks 

after delivery, most of the changes of pregnancy, labour, 

and delivery resolve and the body revert to the non-

pregnant state. The word postpartum means after delivery 

(childbirth). 

The association between the postpartum period and 

mood disturbance has been noted since the time of 

Hippocrates.[3] Studies have shown that a woman has a 

greatly increased risk of being admitted in a psychiatric 

hospital within the first month postpartum than at any 

other time in her life.[4,5] Up to 12.5% of all psychiatric 

hospital admissions of women occur during the 

postpartum period.[6] 

There has long been controversy as to whether 

puerperal illnesses are separate, distinct illnesses,[7,8] or 
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episodes of known psychiatric disorder such as affective 

disorder or schizophrenic psychosis which occur co-

incidentally in the puerperium, or are precipitated by 

it.[9,10] Brockington and Cox-Roper[11] argued that 

childbirth should be seen as a general stressor like any 

other life event which can trigger an attack of illness 

across the whole spectrum of psychiatric disorder. This 

view is now generally accepted and supported by wide 

variety of clinical disorders and symptoms which follow 

childbirth. 

Clinically, postpartum affective disorders are typically 

divided into three categories - postpartum blues, non-

psychotic postpartum depression, and puerperal psychosis. 

Postpartum blues is the most commonly observed 

puerperal mood disturbance.[12] The symptoms begin 

within a few days of delivery, usually on day three or four, 

and persist for hours up to several days. The symptoms 

include mood lability, irritability, tearfulness, generalized 

anxiety, sleep and appetite disturbance. Postpartum blues 

is by definition time limited, mild, do not require 

treatment other than reassurance, and remit within 

days.[13,14] 

Non-psychotic postpartum depression is most common 

complication of childbearing, occurring in ten to 15% of 

women after delivery.[15] It usually begins within the first 

six weeks postpartum; signs and symptoms are same as 

those associated with major depression occurring at other 

times. Suicidal ideation has also been reported. 

Puerperal or postpartum psychosis is the most severe 

and uncommon form of postnatal illness with rates of one 

to two episodes per 1000 deliveries.[4] Clinical onset is 

rapid with symptoms presenting as early as the first 48-72 

hours postpartum, majority of episodes developing within 

the first two weeks of delivery. Manic episodes are less 

frequent, accounting for 15% of psychotic reaction,[16] 

whereas schizophrenic disorder comprise about 30% of 

postpartum psychosis.[17] 

The text revision of the fourth edition of the American 

Psychiatric Association’s Diagnostic and Statistical 

Manual of Mental Disorders (DSM-IV-TR) uses 

postpartum specifier (i.e. onset of episode within four 

weeks postpartum), rest of the symptoms and signs 

mentioned in the diagnostic criteria for various psychiatric 

disorders are the same.[18] The tenth revision of the 

World Health Organization’s International Statistical 

Classification of Diseases and Related Health Problems 

(ICD-10) describes postpartum psychiatric disturbances as 

‘Mental and behavioural disorders associated with the 

puerperium, not elsewhere classified’.[19] 

Methodology 

This study was conducted in Sir Sunderlal Hospital of 

Institute of Medical Sciences, Banaras Hindu University, 

Varanasi. Females admitted for delivery in the Department 

of Obstetrics and Gynaecology from outpatient clinic were 

screened and only those who fulfilled the inclusion criteria 

were included in study. Serial sampling procedure was 

used on patients who fulfilled inclusion criteria. A written 

informed consent was taken from all cases explaining the 

nature of the study. This study is part of MD Thesis 

carried out in Department of Psychiatry and Department 

of Obstetrics and Gynaecology, Institute of Medical 

Sciences. Ethical Committee of the Institute had given the 

clearance for the study. 

Females below 18 years and above 40 years of age, 

having any other associated physical illness, and past 

history of any psychiatric illness were excluded from the 

study. Also, cases of perinatal loss and stillbirth were not 

included in study. 

All the females were evaluated postpartum on the day 

of delivery (i.e. day one) and followed till four weeks 

postpartum (as per DSM-IV-TR). Psychiatric evaluation 

was done on the basis of structured proforma containing 

socio-demographic details, and details of physical and 

mental status examination. Psychiatric diagnosis was 

made according to DSM-IV-TR criteria and severity of 

illness was assessed on the basis of the Hamilton Anxiety 

Rating Scale,[20] the Hamilton Rating Scale for 

Depression,[21] and the Brief Psychiatric Rating 

Scale.[22] 

Analysis of data was based on statistical methods using 

chi-square test, t-test, p-value for significance, and 

correlation coefficient for correlation between different 

variables. 

Results 

Age range of the females was 18-36 years. Majority of 

the females (41%) was in the age range of 23-27 years, 

followed by 32% in 18-22 years, 19% in 28-32 years, and 

eight per cent in 33-36 years of age group. Most of them 

were Hindu (91%), followed by Muslim (eight per cent) 

and Christian (one per cent). Seventy eight per cent 

females belonged to rural, four per cent to semi-urban, and 

18% to urban background. Most of the females were 

educated up to primary standard (44%). Seventeen per 

cent females had education up to secondary standard, 27% 

up to intermediate, and five per cent were graduates; seven 

per cent females were illiterate. Only seven per cent 

females belonged to upper socioeconomic status. Majority 

of the females belonged to middle class (76%), followed 

by lower class (17%). Most of them had joint family 

(75%). Twenty four per cent had nuclear family and only 

one (one per cent) female had extended family. 

Out of the 100 females, 54 (54%) were primipara and 

46 (46%) were multipara. Forty one females had delivered 

male and 58 females had delivered female baby. One 
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female had delivered twins. Mode of delivery was normal 

vaginal delivery in 62 (62%) females, whereas caesarian 

section was performed in 38 (38%) cases. Sixty four 

(64%) females reported their pregnancy was planned, and 

36 (36%) females said that pregnancy was unexpected and 

unplanned. 

Follow up of postpartum females during puerperal 

stage revealed that out of the 100 females, 16 (16%) had 

developed psychiatric morbidity: 12 (12%) females had 

major depressive disorder and four (four per cent) had 

anxiety disorder. Postpartum or puerperal psychosis was 

not observed in any of the postpartum females. In 84 

(84%) cases, postpartum period was uneventful and no 

psychiatric disturbance was reported. 

Among 12 (12%) females who suffered major 

depressive disorder, five (five per cent) had mild 

depression, three (three per cent) had moderate 

depression, three (three per cent) had severe depression, 

and one (one per cent) had very severe depression. In 

anxiety disorder group, out of four (four per cent) cases, 

three (three per cent) cases had moderate anxiety, and one 

(one per cent) case had severe anxiety. 

Table 3. Distribution of psychiatric morbidity 

Psychiatric 

morbidity 

N=100 

% 

Severity, no. of 

cases, score* 

Major depressive 
disorder 

12 Mild, 5, 8-13 
Moderate, 3, 14-18 
Severe, 3, 19-22 
Very severe, 1, >23 

Anxiety disorder 
4 Moderate, 3, 18-24 

Severe, 1, >25 

No psychiatric 
morbidity 

84 - 

*Score: The Hamilton Rating Scale for Depression (HRSD) for 
major depressive disorder, the Hamilton Anxiety Rating Scale 

(HARS) for anxiety disorder. 

No correlation was observed between psychiatric 

morbidity and age group; educational standard; rural, 

semi-urban, or urban background; economic status; and 

type of family. Similarly, no correlation was observed 

between psychiatric morbidity and parity of female, 

planned or unplanned pregnancy, mode of delivery, and 

sex of the child delivered. 

All the cases were admitted through outpatient 

department (OPD). Routine blood investigations were 

carried out during outdoor visits, and at the time of 

admission. No significant finding was found, blood 

reports were within normal limits as per inclusion criteria. 

Discussion 

Childbirth may indeed be a specific causal factor 

associated with an increased risk of mental illness.[23] 

Postpartum syndromes are defined as any psychiatric 

disorder in which childbirth is one of the interacting 

causal agents, a necessary but not sufficient cause.[24] 

Most of what is known about psychiatric problems among 

pregnant women comes from findings among clinical 

samples, often without non-pregnant control group. Many 

studies were limited by use of screening scales rather than 

diagnostic measure, e.g. DSM-IV. A set of risk factors, 

e.g. lack of social support, poor marital adjustment, and 

history of mental health problem may be associated with 

postpartum psychiatric disorder.[15] 

The present study was carried out with the aim to find 

out how many postpartum females who did not have 

previous history of psychiatric disturbance, either before 

pregnancy or during pregnancy, develop psychiatric 

morbidity during puerperium. Absence of past history of 

psychiatric illness ruled out one possible vulnerability to 

develop postpartum psychiatric disturbance. 

In our study, majority of the females (41%) were 

between age range 23-27 years and 44% had education up 

to primary standard. Muneer et al.[25] have also reported 

that majority of the patients in their study were young with 

mean age around 25 years and 33.1% were educated up to 

primary standard. A study by Wan et al.,[26] in a survey 

of Chinese women, have reported that postpartum 

depression was associated with lower income group. In 

Table 1. Socio-demographic profile 

Variable 

% 

(N=100) 

Psychiatric 

Morbidity (%) 

Age  
(in years) 

18-22 
23-27 
28-32 
33-36 

32 
41 
19 
8 

6.25 
24.39 
15.78 
12.78 

Religion 
Hindu 
Muslim 
Christian 

91 
8 
1 

14.8 
37.65 

0 

Education 

Illiterate 
Primary 
Secondary 
Intermediate 
Graduation 

7 
44 
17 
27 
5 

0 
41.17 
35.29 

7.4 
20 

Occupation Housewife 100 16 

Economic 

status 

Upper 
Middle 

Lower 

7 
76 

17 

23.03 
11.84 

23.53 

Residence 
Urban 
Semi-urban 
Rural 

18 
4 
78 

33.33 
0 

12.8 

Type of 
family 

Nuclear 
Extended 
Joint 

24 
1 
75 

20.83 
0.9 

14.66 

Table 2. Obstetric profile 

Variable 

% 

N=100 

Psychiatric 

Morbidity 
% 

Parity 
Primipara 
Multipara 

54 
46 

22.22 
8.69 

Mode of delivery 
Normal 

Caesarian 

62 

38 

12.9 

21.05 

Babies 
Born 

Male 
Female 
Twins 

41 
58 
1 

13.79 
19.51 

0 
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our study, psychiatric morbidity was observed more in 

females belonging to nuclear families as compared to joint 

families. 

In the present study, among primipara females, 22.22% 

developed psychiatric morbidity, whereas in multipara 

group, only 8.69% developed psychiatric morbidity. Irfan 

and Badar[27] have also reported that majority of the 

females developing psychiatric illness were primipara 

(80%). 

Females who underwent caesarian section suffered 

more (21.05%) as compared to females who had normal 

vaginal delivery (12.9%). Amr and Hussein Balaha[28] 

have also reported 22.6% psychiatric morbidity in 

caesarian mode of delivery. 

Psychiatric morbidity was observed in 16% postpartum 

females during follow up in puerperal stage. Twelve per 

cent females were diagnosed as major depressive disorder 

and four per cent as anxiety disorder. Wan et al.[26] and 

Ramchandani et al.[29] have reported prevalence of 

postnatal depression as 15.5% and 16.4%, respectively. 

Britton[30] has reported prevalence of anxiety in 24.9% 

mothers, out of which only one per cent had severe 

anxiety. In 84% females, postpartum period was 

uneventful, and puerperal psychosis was not observed in 

any of the cases. 

In the study of Gedam and Deka,[31] 12, three, and 

one per cent of cases had postpartum depression, panic 

disorder, and mixed anxiety and depressive disorder. 

Kalita et al.[32] found that the prevalence of generalized 

anxiety disorder was 11%, and mixed anxiety and 

depressive disorder was four per cent during postpartum 

period. 

Present study found no correlation of postpartum 

psychiatric morbidity with socio-demographic and 

obstetric profiles. But, Gedam and Deka’s study[31] 

showed significant correlation between socio-

demographic variables such as age, education, 

socioeconomic status, religion, residence, type of family, 

and psychiatric morbidity. The obstetric variables such as 

birth order, mode of delivery, and gender of baby were 

also significantly correlated with psychiatric morbidity in 

their study.[31] 

This study has shown that even if vulnerable cases with 

positive family history and history of previous psychiatric 

illness are excluded, the probability of prenatal mentally 

healthy females developing psychiatric morbidity during 

postpartum period are, though not very high, quite 

considerable, and must be taken care of for the proper 

management of mother and newborn. 

Conclusion 

The present study, a prospective follow up of 

postpartum females during puerperium, revealed that a 

considerable number of females without family history or 

prenatal history of psychiatric illness develop psychiatric 

disturbance during postpartum period. Accurate 

information about mental health status of women during 

pregnancy and postpartum period may help in focused 

planning for development of management and intervention 

programmes. Early diagnosis and treatment of postnatal 

illness are imperative for the health and wellbeing of the 

mother and child.[33] 

Source of support: Nil. Declaration of interest: None. 
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