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Antenatal and postnatal depression: A public 
health perspective

Introduction

Antenatal care relates to the care of women during 
pregnancy with an ultimate target to achieve a healthy 
mother and a healthy child at the end of pregnancy.[1] 
However, antenatal care encompasses not only clinical 
examinations/laboratory investigations but also the 
mental conditioning of the women before arrival of the 
child.[1] In fact, adequate time and opportunity should be 
given to pregnant women to clear all the fears, myths, and 
misconceptions associated with pregnancy or delivery.[2] 
Worldwide, depression has been acknowledged as one 
of the major public health problems that is almost twice 
as common in women during the childbearing age than 
in men, and is expected to become the second most 
prevalent of all general health problems globally by the 
year 2020.[2,3]

Depression during pregnancy and in postpartum period
Depression is widely prevalent among women in the 
child‑bearing age, especially during the antenatal and 
postnatal period.[4] In fact, different studies done across 
variable settings have reflected presence of antenatal 
and postnatal depression among both women and 
their husbands.[3,5] However, these estimates do not 
reveal the exact picture, as most of the cases remain 
undiagnosed/unreported due to the absence of 
international agreement on screening.[3] This depression 
deserves more attention as this period is a time of intense 
change  (viz. physiologically/appearance‑wise/socially/
mentally) and transition for women, that essentially 
necessitates adaptation and family support.[3] Generally, 
the postpartum period is a time for the occurrence of 
anxious and depressive events  (viz. fatigue, anxiety, 
disordered sleeping, changing mood, irritability, 
feelings of loss and sadness, and sometimes even loss 
of self‑esteem).[5,6] Globally, post‑partum depression 
has been reported in almost 10% to 20% of mothers, 
and it can start from the moment of birth, or may 
result from depression evolving continuously since 
pregnancy.[5,7] Thus, screening of pregnant females has 
been recommended using different predictive tools to 
facilitate early detection of depression.[5,7] However, 
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while planning corrective strategies there is a need 
to develop strategies based on the local settings  (viz. 
in developing countries, most of the deliveries are 
conducted at home without much antenatal care, while 
in developed nations where antenatal checkup and care 
is the routine norm).

Potential risk factors
A wide range of potential risk factors ranging from 
socio‑demographic parameters, family dynamics, 
antenatal determinants, medical illness and pregnancy 
related outcomes, and health sector related attributes 
have been attributed to the causation of depression 
among women as mentioned in Table 1.[6,8‑14] Similarly, 
parameters such as suicidal ideation among mothers;[15,16] 
unemployment status;[9] fewer biological children; poor 
marital relationship quality;[10,11] first‑time parenting;[9] 
lack of awareness about postnatal depression;[12] lack 
of social support or a limited circle of friends;[11] and 
concurrent stressful life events;[13] have been identified 
in precipitating depression among husbands.

On analysis of all the determinants, the most important 
contributor in causation of antenatal/postnatal depression 
is because of the absence of family support. Presence of a 
healthy and supportive family environment, especially 
support from the husband can virtually neutralize all 
the triggering factors. However, the share of inefficient 
health care delivery system is also extremely crucial 
especially in low‑resource settings.

Consequences of depression
The presence of depression among women has gained a 
lot of attention not only because of the rising incidence 
or worldwide distribution, but also because of the 
serious negative impact on personal, family and child 
developmental outcomes.[4] From the child’s perspective, 
parental depression has shown a negative impact on 
cognition, emotional and physical development of 
the infant and behavioral disturbances.[5,6] As far as 
mothers are concerned, onset of depression tends to 

affect the quality of the relationship with the spouse 
and on other social relationships; brings about an 
alteration in the manner in which mother takes care 
of the baby; negatively influence the quality of life; 
prevents mother from resuming her job and thus affects 
the economic productivity of women and family.[5,6,17,18] 
In fact, depression during antenatal/postnatal period 
even influences the men in their ways of fathering (viz. 
feeling that partner’s depression led to significant 
physical and/or psychological maternal absence as well 
as a fracturing of the family unit).[9,10,19] Furthermore, 
antenatal depression has also been associated with 
pre‑term onset of labor, risk of preterm birth, low birth 
weight, and intrauterine growth restriction.[20‑22]

In fact, findings of a cohort study (viz. Avon Longitudinal 
Study of Parents and Children) revealed that prenatal 
depression is an important determinant of the childhood 
conduct problems, suicidal ideation in the kids, and 
early onset of adult depression.[15,23] In an another 
mother–child cohort study impact of maternal antenatal 
conditions on reproductive outcomes, infant and child 
neurodevelopment and behavior, child development, and 
postnatal depression of the mothers, has been explored.[24] 
Similar sort of impact on child neurodevelopment has 
been observed in another mother and child cohort 
study.[25]

Recommended measures
Although multiple gaps have been identified in the 
existing health set‑up/policies, however the most 
cost‑effective and easily implementable intervention 
will be improving the quality of services offered to 
an antenatal mother during her pregnancy and in her 
postnatal period.[1] This does not require any major 
pooling of resources and can be delivered to the women/
family members without bringing about any major 
health reform.[1,26]

In fact, the physician/attending health care professionals 
can actively screen mothers/fathers for their stressors, 

Table 1: Potential risk factors for causation of antenatal/postnatal depression
Socio‑demographic 
parameters

Family dynamics Antenatal 
determinants

Medical illness and 
pregnancy related 
outcomes

Health sector related 
attributes

Age younger than 
18; race or ethnicity; 
educational status; 
living in a deprived 
area; poverty/low 
socio‑economic 
status; and 
socio‑cultural beliefs

History of marital/domestic violence; 
poor relationship with their partner; 
negligible support from the husband, 
family members, and members 
of society; lack of knowledge and 
awareness about alteration in mood 
and thoughts during pregnancy and 
after delivery among women/family 
members; and birth of girl child, 
when son was desired

Unplanned 
pregnancy; myths 
and misconceptions 
associated with 
pregnancy; poor health 
during antenatal period; 
and poor healthcare 
seeking behavior

History of depression; 
pre‑existing physical 
or mental health 
problems; peripartum/
postpartum adverse 
outcome (viz. newborn 
ill health/still birth); 
and poor maternal 
postnatal health

Inequity in provision of and 
access to health services; 
untrained status of the health 
professionals; absence of 
specific guidelines for the 
health professionals; poor 
quality of doctor‑patient 
communication; and absence 
of a holistic policy developed 
based on the needs of women
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guide them to deal with the stress of pregnancy  (viz. 
ensuring support of family members, medication, 
removal of triggering factors), and even extend referral 
services, if needed.[1,6,10,26] Furthermore, it has been 
recommended that medical practitioners should have 
a high index of suspicion, and assess the mother for 
the presence of depression during their health center 
visits.[1,6] Indirectly, to maximize the output of services in 
the antenatal period there is a need of sensitizing health 
care professionals regarding the need to facilitate early 
detection of depression;[6] addressing communication 
skills of the physicians;[6] motivating health staffs to 
understand the familial dynamics;[6] and ensuring 
involvement of husband during antenatal and postnatal 
period.[9,18]

The next most important intervention can be to design a 
comprehensive public health policy (including a mental 
health strategy), to ensure that universal psychosocial 
assessment in perinatal women is undertaken within 
the primary health care system.[3,12]

In addition, acknowledging the importance of maternal 
depression on different aspects‑personal, child, and 
familial life, implementation of other interventions 
such as analysis of women’s needs prior to formulation 
of policies;[12] promoting rationale use of predictive 
tools during antenatal period to facilitate early 
detection;[5,7] extending psychosocial and psychological 
support;[27] promoting adoption of antenatal emotional 
self‑management training programs/group cognitive 
behavior therapy;[16,28] encouraging women for dietary 
supplements/exercise;[29,30] and conducting online 
cognitive behavior training programs for mothers who 
are reluctant to approach health centers;[31] can also be 
planned in a strategic manner to counter the problem of 
depression during antenatal/postnatal period.

Conclusion

To conclude, depression during pregnancy and in the 
postnatal period is a serious public health issue, which 
essentially requires continuous health sector support 
to eventually benefit not only the woman, but also the 
family, the community, and health care professionals.
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