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Abstract

Background: Depression and anxiety are considered to be significant mood changes
among pregnant women. Numerous studies have reported fluctuations in levels of
depression and anxiety over time among women who planned for caesarean section
(CS) more than a normal vaginal delivery. Based on data from the World Health
Organization, around ten percent of pregnant women around the world and 13 percent
of the women who have given birth experience a mental disorder, and primarily

depression.

Aim: The study aims to investigate the prevalence of depression and anxiety among
women who have undergone a caesarean section versus woman who delivered normal,

and to identify the related predictors of depression and anxiety.

Methodology: A quantitative prospective cross-sectional approach was used in this
study. The researcher used the Edinburgh Postnatal Depression Scale (EPDS). The
Postpartum Specific Anxiety Scale (PSAS) for anxiety was used after two weeks and
six weeks of postpartum and applied on 361women who underwent caesarean section

and normal delivery at large hospitals in Palestine.

Results: The study showed that the majority of the participants were aged 28-37
(38.8%) and 47.1% holding a bachelor's degree. About 30.5% of women experienced
psychological stress after childbirth. Family support was available to 73.1% of
participants. The study revealed significant differences in anxiety and depression scores
after 2 weeks post-delivery, associated with various obstetric factors such as allergies,
surgical procedures, medical diseases, and family psychological history (p < 0.05).
Additionally, factors like gravity, parity, abortion, gestational age, number of foetuses,
number of male and female babies, type of delivery, planned caesarean delivery, type of

XI



anaesthesia during delivery, health problems after delivery, and type of feeding also
showed similar associations (p < 0.05). These findings underscore the importance of
considering these obstetric factors as potential risk factors impacting maternal mental

health during the postpartum period.

Conclusions: The researcher found the total percentage of post-partum women who
suffer from severe PPD and anxiety were high especially for CS group, according to the
findings of the study, midwives should focus on providing healthcare for woman after
six weeks of childbirth especial CS group, because through our study, the incidence of
PPD and anxiety increase with time, especially in this period and focus on decreased
factors that increased occurrence of PPD and anxiety.

Keywords: Cesarean section, Postpartum depression, Anxiety, Risk factor, Women,

Normal Delivery.
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Chapter One

Introduction and Theoretical Background

1.1 Introduction
1.2 Overview

Postpartum depression (PPD), which is also referred to as postnatal depression, is a
complex and challenging depressive disorder that impacts approximately 10-15% of
women globally (Villegas et al., 2010). The beginning of sadness in post pregnancy
period is considered as a significant general medical condition influencing mother, kids,
father, and the entire family (Letourneau et al., 2012); Also, PPD fundamentally affects
the mother and long-haul outcomes on the psychological and enthusiastic advancement
of youngest woman (Tammentie et al., 2004).

According to statistics, depression is one of the top three causes of mortality worldwide
(Nonacs and Cohen, 2000). Actually, the PPD in the United States is a critical maternal
health challenge. Its reported occurrence has increased in 27 states within the late 15
years, and it presently affects about one of every seven women (Haight et al., 2019).
Postpartum depression is connected to the increased possibilities of severe maternal
difficulties like self-destruction, and it contributes primarily to avoidable maternal death
(Johannsen et al., 2016). But in the United Kingdom, maternal self-destruction is the
essential reason of direct maternal deaths from almost 1.5 month postpartum up to one

year postpartum (Knight et al., 2014).

Arabic women have been accounted for the level of PPD in Jordan (Mohammad et al.,
2011), the United Arab Emirates (Abou-Saleh et al., 1998) and Lebanon (Chaaya et al.,
2002) about (21-22%). PPD commonness among Arab population who live in Palestine
lands 48 has gone from 8% in the north of the country (Glasser et al., 2011), to 25% in a
centre region (Eilat-Tsanani et al., 2006), and 26% among Bedouin populaces in the
south (Glasser et al., 2011).

PPD normally happens inside the initial four weeks after labor, endures at least fourteen
days, and can cause clinically huge impedance in day by day working (Reck et al.,
2008). PPD manifestations incorporate sensations of uneasiness, sadness, diminished

craving, powerlessness to focus, diminished revenue in the child or life as a rule, and



adjusted rest designs. In any case, clear rules for diagnosing PPD are as yet ailing in the
“Diagnostic and Statistical Manual of Mental Disorders (DSM)” (Segre & Davis, 2013).

Females who get general anesthesia throughout CS are considerably more probable to
go through severe PPD leading to self-harm or suicidal thoughts and hospitalization. It
could be due to the fact that administering general anesthesia may postpone
breastfeeding and hinder skin-to-skin contact between the mother and newborn, and
usually leads to heightened and constant pain following childbirth (Dennis & McQueen,
2009).

Furthermore, Meky et al., (2019) revealed that the occurrence of PPD was noticeably
higher among women who underwent emergency CS during both the 8th and 16th
weeks after giving birth as compared to elective CS or normal vaginal delivery.

Therefore, the researcher decided to examine the occurrence of PPD, and anxiety to
examine the related predictors of depression, and anxiety on woman who undergo CS
compared with vaginal delivery.

1.3 Research questions

e What is the prevalence of PPD among woman who undergo CS versus normal
vaginal delivery?

e What is the prevalence of anxiety among woman undergo CS versus normal vaginal
delivery?

e Is there some associated predictors of depressionand anxiety among woman who
undergo CS compared with vaginal delivery?

1.4 Problem statement

Postpartum depression and anxiety are significant mental health challenges that affect
women after childbirth with a high prevalence rate. In addition, fatigue, labour pain,
worried about new baby, new pressures, and emotional fluctuations are common
symptoms during the postpartum phase that can negatively affect a woman's mental
well-being, so the risk for postpartum depression and anxiety increased. As the
researcher noticed from her experience at labour and postpartum wards in Al-Ittihad
hospital as midwife. In addition to increased percentage of CS delivery in Palestine

related to Palestinian ministry of health, CS percentage in 2021lincreased to 28.4%.



More ever not much research in Palestine about postpartum depression and anxiety. The
mode of delivery, whether cesarean section or vaginal delivery, has been suggested to
influence the occurrence and severity of postpartum mood disorders. Understanding the
potential differences in postpartum depression and anxiety between women who
undergo cesarean section and those who have vaginal deliveries is crucial for providing

appropriate support and intervention.

1.5 Significance of the Study

This study's findings could assist the Palestinian Ministry of Health in implementing
and utilizing screening tools for postpartum depression, and anxietyat all primary health
care clinics and during every maternal check-up. This would aid women in experiencing
a postpartum period free from depression, and anxiety, as well as promoting the healthy
development of their infants. Additionally, this would support mental health service
policymakers and managers in creating applicable protocols and guidelines for

identifying women who are suffering during the postpartum phase.

Also, this study contains relevant and beneficial data for health staffs to establish the
frequency or occurrence and level of PPD and accompanying factors that encourage
health professionals to provide professional postnatal care and psychological support
during the postpartum period. Correspondingly, the findings of the research will be
significant evidence for health staffs and researchers when performing further research
in related topics in Palestine.

1.6 Aims of the study

The aims of the study are to investigate the prevalence of PPD, and anxiety; in addition
to examine the associated predictors of depression, and anxiety among woman who

undergo CS compared with vaginal delivery.
1.7 Objectives

e To determine the prevalence of PPD among woman who undergo CS versus normal
vaginal delivery.

e To identify the prevalence of anxiety among woman undergo CS versus normal
vaginal delivery.

o To identify whether there are associated predictors of depression and anxiety among

woman who undergo CS compared with vaginal delivery.
3



1.8 Research hypothesis

e There is a significant relationship between demographic data such as (age, level of
education, marital status, resident, family type, number of family members, family
income, work, smoking, allergy, surgical history, family psychological history,
gravity, parity, abortion, gestational age, number of baby related to gender, type of
delivery, type of anesthesia during delivery, breastfeeding, bottle feeding,
psychological stress after childbirth, family support) of women and occurrence of
postpartum depression at the level p-value < 0.05.

e There is a significant relationship between demographic data such as (age, level of
education, marital status, resident, family type, number of family members, family
income, work, smoking, allergy, surgical history, family psychological history,
gravity, parity, abortion, gestational age, number of baby related to gender, type of
delivery, type of anesthesia during delivery, breastfeeding, bottle feeding,
psychological stress after childbirth, family support) of women and occurrence of
anxiety, at the level p-value < 0.05.

e There is a significant relationship between women who has CS and experience a
significant level of postpartum depression at two and six weeks post-delivery
compared with normal vaginal delivery, at the level p-value < 0.05.

e There is a significant relationship between women who has CS and experience a
significant level of anxiety at two and six weeks post-delivery compared with normal
vaginal delivery, at the level p-value < 0.05.

1.9 Definition of related terms
Postpartum depression

PPD related to DSM-5 “It refers to a complex combination of emotional, physical, and
behavioral changes that occur in some women after giving birth” (American Psychiatric
Association, 2013).

It is considered the greatest widespread complication connected to childbirth (Keane et
al., 2011).



Normal delivery

“It is a natural bodily process in which the uterus expels the fetus, placenta, umbilical

cord, and membranes” (Milton, 2019).
Cesarean delivery (C-section)

“It is a surgical procedure that involves delivering a baby by making incisions in the
abdomen and uterus” (Berghella, 2022).

Anxiety

It is a common response to stress and could be advantageous in some conditions. It can
warn us of threats and assist us to be prepared and to be focused (American Psychiatric
Association & Muskin, 2021).

Anxiety disorders vary from neutral feelings of anxiousness or nervousness and involve
encompass extreme anxiety or fear. Moreover, they are considered to be highly
prevalent mental disorders and influence approximately 30% of persons at some point
in their lifetimes. It is considered treatable, and there are a lot of available effective

treatments (American Psychiatric Association & Muskin, 2021).

1.10 Literature Review
1.11 Postpartum depression
1.12 Postpartum depression time of occurrence

While the American Psychiatric Association specifies postpartum depression as having
an onset within four weeks after childbirth, this time frame has been a subject of debate.
Many experts argue that the onset of PPD can occur at any time during the first year
after giving birth, with the incidence falling significantly afterward three months of
childbirth  (American Psychiatric Association, 2013). However, the International
Classification of Diseases (ICD-10) by the World Health Organization (WHO) defines
PPD as having an onset within six weeks following childbirth (World Health
Organization, 2013).



1.13 Postpartum Affective Disorders

Postpartum affective disorders are typically classified into three groups: “postpartum

blues”, “non-psychotic postpartum depression”, and “postpartum psychosis” (Nonacs &

b

Cohen, 1998). See Table (1).

Table 1
Prevalence, onset, and duration of the three types of postpartum affective disorders (Nonacs &
Cohen, 1998)

Disorder Prevalence Onset Duration Treatment

No treatment requir
Day 3 or Hours to 0 treatment required

Blues 30 to 75% other
4 days
thanreassurance
Postpartum Within4  Weeksto  Usually treatment is
10 to 15% )
Depression weeks months required
I Usually
Puerper_al 0.1t00.2% Within 2 Weeks to hospitalization is
Psychosis weeks months .
required

1.14 Signs and symptoms of postpartum depression

Figure (1) displays the most frequent signs and symptoms of PPD (Sharma, V., &
Sharma, P. 2012).



Figure 1
Signs and symptoms of postpartum depression (Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) in 2013)

Symptoms of postpartum depression

Depressed mood

Lack of pleasure or interest

Sleep disturbance (insomnia or hypersomnia)

Weight loss

Loss of energy

Agitation or retardation

Feelings of worthlessness or inappropriate guilt

Diminished concentration or indecisiveness

Frequent thoughts of death or suicide

1.15 Risk factors for postpartum depression

Many factors play a significant role in causing PPD as a woman's history of depression
or specific socioeconomic risk factors, (e.g., young parenthood or low income). A
history of depression and psychopathology during the present pregnancy is another
substantial predictor of PPD. However, a small number of these risk factors, are easily
changeable. In addition to routine prenatal screening for PPD symptoms and
interventions for females with recognized risk factors for PPD, identifying actionable
risk factors for PPD prior to depression symptoms arise would be an additional

approach (Curry et al., 2019).

According to two recent meta-analyses, CS is associated with a higher incidence of
PPDwhen compared to vaginal delivery (Moameri et al., 2019; Xu et al., 2017).
However, a delayed first contact between the mother and her baby, as well as a delayed
first attempt of breastfeeding, postpartum discomfort, and a mismatch between women's
expectations for giving birth and treatment provided mother dissatisfaction are all

possible factors.



According to the studies conducted by Nikolajsen et al., (2003) and Yurashevich et al.,
(2019), the use of general anesthesia during CS delivery may raise the likelihood of
PPD. This is because it linked with a delay in the first skin-to-skin contact between the
mother and baby, postpone the initial attempt at breastfeeding, increase the likelihood of
lower maternal satisfaction, and persistent postoperative pain associated with anesthesia

care.

Many variables contribute to the incidence of PPD, including medical issues(like
preeclampsia, delivery type, pain accompanying with delivery and hospital admission of
the mother and baby afterward childbirth and infection after delivery); socio-
demographic aspects (for example being younger in age, unemployment, single
motherhood, low income, low level of education and smoking); and also the
psychological factors to consider, are lack or low support from partner and mother
family, poor relationship quality, serious life events, and a negative response to the

pregnancy (Bloch et al., 2005).

The type of delivery has been recognized as a risk factor for PPD and mother mental
health disorders. According to previous studied, caesarean section is a possible risk
factor for emotional problems in women throughout the pre and postpartum stages
(Blom et al., 2010).

1.16 DSM-5 diagnostic criteria of postpartum depression

Based on the DSM-5,2013 (a guide utilized to diagnose mental disorders), “PPD is a
type of major depression that starts throughout four weeks following childbirth; the
diagnosis of postpartum depression is based on the severity of the depression, not only
on the length of time between childbirth and the onset” (American Psychiatric
Association, 2013).

The DSM-5 sets out the subsequent criterion for diagnosing depression. The person has
to experience five or more symptoms throughout a 2-week period and at least one of the
symptoms should be either (1) loss of pleasure or interest or (2) depressed mood

(American Psychiatric Association, 2013).

The symptoms must manifest for almost the entire day, about every day, for a duration

of two weeks, along with a related decline in social and/or occupational functioning. A

depressed mood resulting from substance use (such as medications, alcohol, or drugs) or
8



as a consequence of an overall medical condition is not considered in the diagnosis of a
major depressive episode. Furthermore, it is important to exclude uncomplicated
bereavement. The symptoms of depression are generally similar, whether they are
experienced during the postpartum phase or at any other time. There is commonly a
focus on maternal or infant care issues in PPD. Mothers who have PPD may experience
concurrent symptoms like psychotic features, compulsions, obsessions, or panic attacks.
The comorbidity of psychiatric can appear at the syndromic level in the type of anxiety

or substance usage disorders (Spinelli, 2004).

Mothers with PPD commonly experience comorbid obsessive-compulsive thoughts
(41% to 57%), which are ego-dystonic in nature, but there is preservation of rational

judgement and reality testing (Spinelli, 2004).

1.17 Scalesof postpartum depression

The Edinburgh Postnatal Depression Scale (EPDS) is the standard screening tool
utilized to detectfemales with PPD (Cox JL,1987). This is a 10-items structure that was
developed in several communities and was intended to be given in almost every
language. A rating of ten or higher on this scale, or a positive answer on 10-items
(existence of thoughts about suicide) indicates PPD. It is important to note that if the
cut-off score for the EPDS is set at twelve, the test's ability to accurately identify cases
of primary depression is improved, which is known as its specificity. However, this also
results in a significant decrease in the test's sensitivity, which makes it less useful for
screening purposes. Most significantly, it must be underlined that a multiplied rating at
the EPDS does currently no longer always confirms the diagnosis of PPD, this
necessitates an extra thorough diagnostic procedures or evaluation (MGH Center for
Women’s Mental Health, 2016).

Other measures have been used to screen for PPD. The “Postpartum Depression
Screening Scale (PDSS)” is a self-report questionnaire specifically designed for
postpartum women, consisting of 35 items that can be completed in 5 to 10 minutes. It
is worth noting that there is no validation of the “Hamilton Depression Rating Scale”
and the “Beck Depression Inventory” in pregnant or postpartum women (MGH Center
for Women’s Mental Health, 2008).



1.18 Cesarean section (CS):

Based on the WHO in 2010, the rate of CS should not go above 10% to 15%. However,
in both developed and developing nations, caesarean sections have become
progressively prevalent. Caesarean deliveries rate has grown considerably in recent
years around the world, and several nations exceeding the WHO recommended rate
(Gibbons et al., 2010). The total number and expenses of additionally required and
unneeded CS done each year: Excessive usage as a barrier to global coverage. In the
Palestinian territory, the rate of CS deliveries in the national population has almost
doubled in a span of eight years; Specifically, it increased from 6.8% in 1996 and
16.7% in 2010 to 28.4% in 2021(Palestinian Ministry of Health, 2021); while still far

lower than in numerous Latin American countries.

The percentage of CS in Palestine during the period from 2010 to 2021 is presented in
Table 2, which shows a continuous increase in the percentage of CS over time in
Palestine (Palestinian Ministry of Health, 2021)

Table 2
Percentage of CS in Palestine
Year Percentage of CS in Palestine
2010 16.7%
2011 20.7%
2012 18.7%
2013 18.8 % “Only in west bank”
2014 22.4%
2015 24.4%
2016 24.9%
2017 25.8%
2018 25.1%
2019 25. 8%
2020 28.4%
2021 28.4%
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According to table (2) percentage of CS increased during the period between 2010 to
2021. Cesarean section delivery is becoming a very widespread event for females
delivering in the developed countries. In recent years, over than 20% of deliveries in the
United Kingdom and the United States were achieved by cesarean section (Thomas et
al., 2000). Concerns have been raised since the 1970s that CS delivery may be related
with negative psychological implications for women, such as PPD, anxiety, and
sleeplessness (Bradley, 1976).

CSs are considered a major surgery, as well as vital birthing event, with both
psychological and physical consequences for adaption (Lobel & DelLuca, 2007). A
recent study discovered that women with high dread of delivery were more possible to
undergo elective caesarean sections (Nieminen et al., 2009) and repeatedly suffered
from higher incidence of anxiety and depression symptoms (Laursen et al., 2008).
Anxiety and depression are greatly widespread throughout the childbirth period (Naki¢
Rados, 2018).

According to DSM-5, PPD is defined as “having five or more of the following
symptoms for at least two weeks: psychomotor agitation or retardation, suicidality,
decreased concentration, feelings of hopelessness or guilt, appetite changes, fatigue, and
insomnia/hypersomnia. These episodes often begin within four weeks after childbirth
and can persist up to a year.” According to the WHO, “around 10% of pregnant women
globally and 13% of new mothers suffer from a mental disorder, mostly depression”

(Wisner et al., 2010).

According to American Psychiatric Association (APA), “anxiety is a normal response to
stress and can be advantageous in a few conditions. It can warn us of threats and assist
us in preparing and paying attention; it is distinguished from normal feelings of
anxiousness or nervousness by the presence of excessive anxiety or fear; and considered
the most common mental disorder affects around 30% of people at some point in their
lives. This disorder is treatable, and there are various effective treatments available.
These treatments enable the majority of people to lead normal and productive lives”

(American Psychiatric Association, 2013).

Based on the finding from a retrospective cohort study that conducted by Guglielminotti
& Li, (2020) to investigate CS cases performed in hospitals at New York City; It

pointed out a total of 1158 female needed admission to hospital due to severe
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postpartum depression; Also, demonstrated that the general anesthesia for CS is
correlated with a raised risk of severe PPD necessitating admission to hospital, suicidal
thoughts, and self-inflicted harm. The author suggested that the general anesthesia for
CS may rise the incidence of postpartum depression since it postpones the initiation of
skin-to-skin interaction between the mother and newborn and breastfeeding, which lead
to more acute and prolonged postpartum pain.

1.19 Literature review
1.20 Overview

Up to 85% of women experience some form of postpartum temper disturbance, with
most signs and symptoms being temporary and minor. Nevertheless, up to one in every
seven women suffer from chronic sort of despair, which is linked to main maternal and
neonatal morbidity if not properly managed (Goweda & Metwally, 2020). Cesarean
section delivery is becoming a very routine occasion for women giving birth in the
developed nations. Over than 20% of deliveries in the United Kingdom and the United

States were performed by cesarean section (Thomas et al., 2000).

Through a review of previous studies and research papers, the researcher reviewed and
looked at the studies that focused on the postpartum depression, and anxiety among
women who had undergone cesarean section versus those who had vaginal deliveryin
Palestinian territories. The researcher utilized psychiatric and health research resources
such as PsycINFO, CINAHL, Google Scholar and PubMed to collect articles that
related to this study, by utilizing the subsequent key words: “postpartum depression”,
“anxiety”,“cesarean section”, and “vaginal delivery”. Included in the study were
original articles that were written and published in the English language. Additionally,
once the various sources had been cross-referenced and duplicates and irrelevant articles

were removed, the articles were selected.

1.21 International studies about postpartum depression and anxiety

Prospective longitudinal research was undertaken on post-delivery women139 who had
a CS. The State Anxiety Inventory and EPDS were used to evaluate depression and
anxiety symptoms during the third trimester and at various points after childbirth,
including 1 day, 1 week, 1 month, and 6 months. Researchers found that there were
three different patterns or trajectories of depression symptoms: "lowdepression
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symptoms” (30.9%), "milddepression symptoms" (41.7%), and "highdepression
symptoms" (27.3%) for the participants. While the anxiety symptoms were identified
four groups: low anxietysymptoms (19.4%), mild anxiety symptoms (44.6%), high
anxiety symptoms (28.8%), and very severe anxiety symptoms (7.2%). The authors
concluded that the most prevalent combined trajectory was mild symptoms of either
depression or anxiety (Kuo et al., 2014).

Also, there was a prospective cohort research conducted by Xie et al., (2011) in China.
The Chinese version of the EPDS was applied to measure PPD at 2 weeks after
childbirth, with a score of +13 indicating PPD. The aim of this research was to
investigate the likelihood of PPD in females who underwent CS. In the final analysis,
534 women were included in the study, of whom 415 (77.7%) had a cesarean delivery,
with most of them having no medical indication. The researcher found that the rate of
PPD was 21.7% among females who gave birth via cesarean section, compared to

10.9% among females who had a vaginal delivery.

In another prospective cohort study, Bell et al., (2015) aimed to inspect the connotations
between different aspects of delivery and increased postpartum signs of anxiety and
depression. The researcher conducted a secondary analysis of perinatal data, which
included a sample size ranging from 4,657 to 4,946, from the Avon Longitudinal Study
of Children and Parents. The findings showed that the EPDS measured heightened
depression symptoms (with a score of 13 or more), while the Crown-Crisp Experiential
Index was used to evaluate increased anxiety symptoms (with a score of 9 or more) at 2
and 8 months throughout postpartum phase. A more unfavourable impression of the
recent delivery experience was linked with increased symptoms of anxiety at 2 months
and 8 months throughout postpartum phase; however not linked with increased
depression symptoms at either time point; also, the delivery type and immediate
complications after childbirth were not linked to increased anxiety or depression

symptoms.

In addition, there was a systematic review and meta-analysis performed by Moameri et
al., (2019). The purpose of this research was to assess the association between CS and
PPD. The following worldwide databases were explored in this research: Ovid,
EMBASE, Science Direct, Web of Science, Scopus, and Medline till May 2017. The
outcome revealed that 989 studies were reviewed, 32 of which were included in the
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review because they matched the eligibility criteria. The authors stated that “the OR of
the association between CS and PPD was adjusted to 1.15 (with a 95% confidence
interval of 1.00 to 1.34), whereas the crude odds ratio was 1.36 (with a 95% confidence
interval of 1.20 to 1.55). Additionally, the odds ratios for the association between
elective and emergency CS and PPD were 1.29 (with a confidence interval between
1.12 and 1.49) and 1.36 (with a confidence interval between 1.20 and 1.55),
respectively”. In addition, the pooled relative risk ratio of the correlation between CS
and PPD in cohort studies was calculated to be 1.22 (with a 95% confidence interval of
0.94 to 1.58).

However, a study of Goker et al., (2012) sought to ascertain the impact of type of
delivery on the likelihood of PPD. The study involved 318 pregnant females who
applied for delivery. The EPDS was used during the 6th week postpartum visit. The
results indicated that type there was no significant difference (P > 0.05) in EPDS scores
based on age, education, gender, family type, income level, fear about birth, wanting the
pregnancy, and gravidity. Participants who experienced vomiting throughout pregnancy,
were housewives, and had a prior history of depression showed markedly higher scores
on the EPDS scale (P<0.05). EPDS scores were unaffected by spontaneous vaginal

delivery, emergency CS or elective CS.

Furthermore, Guglielminotti & Li, (2020) performed a retrospective cohort study in
which to investigate CS cases performed in New York City hospitals from January 2006
to December 2013. The information was collected from 428,204 females undergoing CS
delivery, including 34,356 performed by using general anesthesia. A total of 1158
women (95% CI, 2.5—2.9) needed admission to hospital for manage the severe PPD, of
which 60% found for the period of readmission with a median of 164 days following
discharge. Contrasted with females who have had spinal or epidural anesthesia, it was
stated that general anesthesia for CS could raise the risk of PPD requiring admission to
hospital, self-inflicted injury, and suicidal thoughts because it postpones the initiation of
mother-to-baby skin-to-skin contact and breastfeeding, which lead to more acute and

incessant postpartum pain.

According to a study of Carter et al., (2006) in which a Medline and Psychinfo
databases were searched. All research papers on CS that assessed maternal mood from
10 days to 1 year post birth were evaluated. In which, 9 methodologically research,
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involving only one randomized controlled trial, were evaluated separately. The nine
research that presented acceptable summary statistics were combined in a meta-analysis.
The purpose of this study was to look at the evidence supporting a link between CS and
PPD. The findings confirmed that there was a total of 24 research examined the
relationship between CS and PPD, of which 5 studies indicated a significant adverse
association between CS and PPD, 15 indicated that there was no significant
relationship, and 4 reported mixed results. With the exception of one study,
methodologically superior research showed no significant association or mixed
evidence for a link between CS and PPD. Meta-analyses of relevant research found no
indication of a link between CS and PPD.

According to cross-sectional study of llska et al., (2020) which conducted to compare
the early symptoms of PPD in females who had vaginal deliveries vs caesarean sections
(emergency or elective), questionnaires were filled out by 224 women in early
postpartum 2—7 days after delivery recruited from a government hospital in Poland. The
findings pointed that the CS (particularly emergency CS under general anesthesia) is a
risk factor for PPD, and the severity of pain suffered rises the potential severity of PPD.
Assessment of factors related to postpartum pain and depression symptoms can assist
midwives and doctors better counsel females about their delivery options and encourage
better care of females who have both types of delivery experiences.

Another study was carried out in Shanghai, China, on 1204 mothers who gave birth at a
baby-friendly hospital. This was a cross-sectional survey conducted six weeks after
delivery to examine the relationship between PPD and sociodemographic, perinatal, and
postpartum anxiety (PPA). The Self-Rating Anxiety Scale (SAS) and the EPDS were
employed to gauge indications of depression and anxiety. The study discovered that
symptoms of PPA were present in 15.2 percent of the mothers, while symptoms of PPD
were observed in 23.2 percent of them. Additionally, the results showed that
experiencing symptoms of PPD and fatigue were identified as risk factors for PPA
symptoms. Conversely, it was observed that having support from family and feeling

content with the childbirth experience had a protective effect (Liu et al., 2020).

Also, Dennis et al. (2013) conducted a descriptive cross-sectional study in which a

sample of 522 females from the general population completed the State-Trait Anxiety

Inventory (STAI). Furthermore, a self-report tool comprising of 20 items was used to
15



assess anxiety levels, with participants rating each item on a 4-point Likert scale. The
total score ranges from 20 to 80, where higher scores indicate higher levels of anxiety.
According to the study, 22.6% of females scored 440 or above on the STAI at one week
postpartum, which decreased to 17.2% at four weeks and 14.8% at eight weeks. Using
the cut-off score of 440, the study found that the STAI administered at one week
postpartum accurately classified 84.0% of females at four weeks and 83.6% at eight
weeks as either having or not having anxiety symptoms. Furthermore, there was a
substantial relationship between the STAI scores obtained at one, four, and eight weeks
postpartum. The study also found that females who scored 440 or above on the STAI at
one week postpartum were 15.2 times more likely at four weeks (95%) and 14.0 times

more likely at eight weeks to experience postpartum anxiety symptoms.

Finally, as per Wenzel et al.'s (2005) study, postpartum women are more likely to
experience anxiety disorders than the general population, with estimates of incidence

ranging from 6.1% to 27.9% during the first six months following delivery.

1.22 Studies about postpartum depression,and anxietyin Arabcountry

According to a cross sectional study that has been conducted by Goweda & Metwally,
(2020) to estimate the prevalence of PPD and identify related risk factors in randomly
chosen three Primary Health Care Centers affiliated to Suez governorate, Egypt. An
interview questionnaire comprising possible risk factors for PPD was employed. The
Arabic version EPDS was applied to assess the symptoms of PPD. The research
included 237 postpartum women, according to the findings 58.6% (n=139) of women
had a secondary level of education, 82.3% (n=195) were housewives, and 76.4%
(n=181) had a CS. The approximate prevalence of PPD was 26.6%, with suicidal
thoughts accounting for 4.6%. Factors considerably related to high EPDS scores were
unhealthy newborn, an unplanned pregnancy, having more than 2 children, and bad

relationship with the husband.

Another cross-sectional correlational study was conducted by Yehia et al., (2013) to
examine the occurrence of PPD symptoms and psychosocial factors among Arabic
Muslim Jordanian females who were serving in the military. Jordanian deployment-
ready military females who had conceived a child within the prior year (n = 300) and
worked in four clinics took part in the research. The EPDS, the Multidimensional

Perception of Social Support, and the influence of Occasion Scale-Revised were
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utilized. A total of 67% of research participants experienced mild to severe PPD
symptoms, whereas 16% had elevated levels of indications of PPD symptoms. Also,
75% stated that they had acceptable social assistance, and about 75% expressed stress
about the cut-off score. Additionally, there was a strong positive and critical connection
between PPD symptoms and stress perception; there was a significant moderate
unfavourable relationship between PPD symptoms and attitudes toward social
assistance. Type of delivery, pregnancy intendedness, pay, family friendly help, and
stress perception were the most significant indicators of PPD. There was a
confirmedassociation between PPD and psychosocial factors, with females who had low
levels of apparent stress and contentment with social aid having fewer symptoms of post

pregnancy.

Moreover, there was longitudinal research conducted in Bethlehem sought to ascertain
the prevalence of PPD and its risk factors among Palestinian women. A total of 101
women were included throughout registering their child's birth (within one week) at the
Bethlehem branch of Ministry of the Interior. Face-to-face interviews were used to
assess the included women, and telephone interviews were conducted one week, two
weeks, six weeks, three months, and six months to follow up the participants. The
Arabic version of EPDS was utilized in the interviews. Over the follow-up period, the
researcher noticed that the prevalence of depression symptoms remained relatively
steady (14-19%); the majority of depression symptoms appeared within one month of
delivery; women who had depression symptoms at three months postpartum were more
possible to have symptoms at six months. About 27.7% (n=28) of mothers fulfilled PPD
criteria. PPD was linked with high parity, unplanned pregnancy, and gender of the child
is not the desired one (Qandil et al., 2016).

On the other hand, Ayoub et al., (2020) conducted a systematic literature review
research on PPD in the Arab Region. This study's methods included an evaluation of all
peer-reviewed journal that published papers on PPD and associated risk factors among
Arab women up until February 2016. A total of 25 papers were included in the review
after searching on the following databases were explored: Arab psychnet, Springlink,
Science Direct, PubMed, and EBSCOhost. PPD rates were found to be high in general,
although prevalence rates were close to those found in other poor and lower-middle-
income nations. Twelve studies found PPD prevalence ranging from 15 to 25%,

17



whereas seven studies reported that the prevalence was less than 15%, and six studies
revealed that the prevalence was less than 25%. The findings pointed out the highly
significant risk factors for PPD were personal or family history of depression, stressful
lifetime events throughout pregnancy, marital conflicts, low social and husband support,
formula feeding, ill baby, unwanted pregnancy, obstetric complications throughout

pregnancy, and low income or socioeconomic status.

1.23 literature review conclusion

In many study researchers found woman who delivered by cesarean section high risk for

postpartum depression and anxiety more than who delivered by normal delivery.

1.24 Conceptual framework:

According to the review of the available literature, the researcher established the
conceptual framework. The conceptual framework is the map that directs the design &
achievement of the study, and to summarize and clarify the study's variables, also it
serves as a guiding tool for the research process and helps to enhance the importance

and relevance of the findings. See Figure (2).
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Figure 2

Risk factors of postpartum depression, and anxiety
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Chapter Two
Methods

2.1 Overview

A quantitative prospective, cross-sectional comparativedesign was used in this study.
Theresearcher compares between two groups: women who undergo normal delivery

versus cesarean section group in relation to depression, and anxiety.

2.2 Study Design

A quantitative, prospective, cross-sectionalcomparativedesign was utilized in this study.

Where the quantitative method involves obtaining, evaluating, analysing, and
scrutinizing numerical data, which can be employed to discover associations, patterns,
and mean values, create forecasts, verify causal relationships, and extend outcomes to
larger populations (Bhandari, 2022). Besides, a cross-sectional study is “a research
design where data is collected and examined from a population at a particular point in
time”(L. Thomas, 2022). Furthermore, in prospective studies, researchers gather a
sample, classify participants, and then follow up over time to determine if they have a

particular condition (Simkus, 2022).

2.3 Study Population

The target population involved females who have had cesarean section and those who
have had normal delivery during the study period. Data collected after two and six
weeks after delivery in Al Ittihad hospital. The overall count of these mothers in Nablus
between November 2021 and June 2022 was roughly 6000, with an average of around

500 cases per month.

2.4 Site and Setting

This study was performed in Al Ittihad hospital postnatal department in at Nablus

governorate.
2.5 Study Period
The study period was between November 2021 to June 2022.

It began in November 2021, following approval from the Institutional Review Board

(IRB) at An-Najah National University and approval from Al Ittihad hospital. Data
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collection was started on 15th of November 2021 until May 2022. After that, the
process of inputting and analysing the data was finished in July 2022.

2.6 Sample Size

In this study, a group of 361 participants were chosen from the women who visited Al
Ittihad hospital. The sample size was determined through the utilization of a formula for
calculating sample size in net population in number of delivered women in West Bank
in 2020 divided on number of months’ 76000/12 =6000; 95% confidence level,
confidence interval (0.05 = 5). Total number of sample size is 361. The researcher
recruited 183 from the CS group and 178 from normal delivery group.

Furthermore, the size of the sample was recognised by employing an online calculator
for determining sample size (Appendix A).

2.7 Sampling Technique

The sampling method utilized in this study was convenience sampling as defined as
non-probability sampling strategy that was used by researchers, in which the data was
collected from suitably accessible respondents, it still is the most commonly used
strategy for sampling as it’s economical, uncomplicated, and incredibly, quick, and
economical. In numerous cases, respondentsare willingly reachable to participate in the
sample. (Simkus, 2023).

2.8 Inclusion and Exclusion Criteria

Inclusion Criteria

¢ All females who have delivered by CS in Al Ittihad Hospital from15th of November
2021 until May 2022.

¢ All females who have normal delivery in Al Ittihad Hospitalfrom15th of November
2021 until May 2022.

Exclusion Criteria

e \Woman who delivered twins.

e Woman who has psychiatric disease such as (Depression, Obsessive compulsive

disorder. etc.).

¢ Woman who refused to participate.
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2.9 Instrument used in this study

In this study instrument (Appendix B) consists of three sections:

The first part of the study tool involved a self-administered questionnaire that was
developed in collaboration with mental health professionals and the researcher's
supervisor. The questionnaire was created by reviewing and modifying several
questions and questionnaires from previous and related studies. The questionnaire was

divided into three parts:

The first part: Patient’s information: it consists of four sections including: socio-
demographic data such as the mother's age, educational level, marital status, place of
residency, level of income and employment status, smoking status and family type);
medical and psychiatric history; childbirth experiences (age & sex of baby, planned
pregnancy, number of children, type of delivery, planned caesarean delivery, type of
anesthesia during delivery complication during delivery, satisfaction of the sex of the

baby and feeding type); Finally, presence of support.

The second part: Edinburgh Postnatal Depression Scale (EPDS) in Arabic language was
used, postpartum specific anxiety scale was using two weeks, and after six weeks
postpartum, the first day after delivery, researcher has collected demographic data face
to face then in 2 weeks and 6 weeks by phone. The questionnaire was filled out by
phone, for many reasons. First, the difficulty of meeting the women, because each
woman is from a different regions and difficult political situation such as
barriers.Second, there is no referralsystem after childbirth. Third, most of the woman
preferred to fill out the questionnaire by phone, due to them less of time and the
difficulty of returning to the hospital and covid -19. The EPDS is a group of ten
screening questions which may help in determine whether a parent exhibits signs of
depression and anxiety that are typical of pregnant and postpartum women who suffer

from these conditions and also in the months following delivery.

The third part: The Postpartum Specific Anxiety Scale (PSAS)developed by Dr. Victor
Fallon and her colleagues in 2016 used to measures how frequently mothers feel
parental and child anxiety throughout the first year of their babies' lives. The 51-item
test examines four factors of anxiety, connected to the postpartum time. Factor 1

(Maternal Competence and Attachment Anxieties) includes 15-items covering anxieties
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relating to the mother-child relationship, parenting competence, and maternal self-
efficacy. Factor 2 (Infant Safety and Welfare Anxieties) has 11-items relating to fears
about cot death, accidents, and infant diseases. Factor 3 (Practical Infant Care
Anxieties) includes 7-items covering anxieties relating to baby care like sleeping,
feeding, and daily routine. Finally, factor 4 (Psychosocial Adjustment to Motherhood)
has 18-items relating to modification concerns since the delivery of the baby and about
support and relationships, finances and work, sleep, and personal appearance
management. Each and every respond has been given a score between 1 and 4 with the
maximum total score of 204. The English-language version of the primary validation
revealed a score of 112 or above and this may probably be specified in a clinical level of
anxiety (Fallon et al., 2016). PSAS is universal tool and well known, with reliable and
valid use (Cronbach's o= 0.93) (Fallon et al., 2016).

The Arabic and English version of EPDS and English version of PSAS questionnaires
are available online and can be used without permission, except the Arabic version of
PSAS; the permission for using the Arabic version of PSAS was obtained from Sanaa
Saad EI-Din, who had previously translated PSAS and validated it in the Palestinian
environment (Appendix C).

2.10 Reliability

The measurement technique used to assess variables must be reliable, as this indicates
the degree to which the questionnaire is consistent and stable. This means that the
measure is considered reliable if it produces consistent results each time the situation or
factor is assessed.The study employed Cronbach's alpha coefficient to evaluate the
internal consistency of the main domains of the questionnaire. The table below presents
the Cronbach's alpha coefficients for the primary study domains utilizing the overall

sample of 361 questionnaires:
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Table 3

Cronbach's alpha coefficients for the main study domains (n=361).

Domain (Scale) Number  Cronbach’s

of Items alpha

Depression Scale at 2 weeks post-delivery 10 0.80
Depression Scale at 6 weeks post-delivery 10 0.77
Anxiety Scale at 2 weeks post-delivery 50 0.95
Anxiety Scale at 6 weeks post-delivery 50 0.93

The results in the table above show that Cronbach's alpha coefficients for the depression
scale are ranged between 0.77 - 0.80, and for the anxiety scale are ranged between 0.93
- 0.95, so that the questionnaire can reproduce the same results with high internal

consistency and high reliability of constructs.

On the other hand, the test-retest method of reliability can be used to test how large the
correlations between the scale at 2 weeks and the scale at 6 weeks, the results showed
that the Pearson correlation coefficient between depression scale at 2 weeks post-
delivery and depression scale at 6 weeks post-delivery is 0.971 and the Pearson
correlation coefficient between anxiety scale at 2 weeks post-delivery and anxiety scale
at 6 weeks post-delivery is 0.956, indicating high reliability levels of the used

measurement scales.

2.11 Validity

Content-related validity evaluates whether the measurement method includes all the
essential elements that are relevant to the construct being measured. To establish
content-related validity, the study tool was evaluated by six professionals in the relevant
field, who had a strong interest in the related issues.The research tool and aims were
sent to the experts to provide them with an understanding of the study's objectives.

The researcher also assessed construct validity by computing the Pearson correlations
between the total score of each main domain (scale) and its individual items. This
approach measures the degree to which the items are related to their respective main

domain or scale, and thus the extent of validity. The subsequent table presents the
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results of Pearson correlations between the total score of each main domain and its
individual items, using the full sample of 361 respondents:

Table 4
Pearson Correlation coefficients for the Depression Scale at 2 weeks post-delivery and at 6
weeks post-delivery (N=361)

Domain (Scale) Pearson Correlations  P-values
Depression Scale at 2 weeks post-delivery 0.452 - 0.692 <0.001
Depression Scale at 6 weeks post-delivery 0.456 - 0.659 <0.001
Anxiety Scale at 2 weeks post-delivery 0.265 - 0.654 <0.001
Anxiety Scale at 6 weeks post-delivery 0.203 - 0.583 <0.001

2.12 Statistical Analysis

The data was entered, coded, cleaned, and interpreted, then it was analysed using the
SPSS V25 program.

The descriptive analysis was utilized in this study to present the frequency and
percentages of variables, including personal and social characteristics of the
participants, and to explore the relationship between dependent and independent
variables. Also, the study utilized a two-sided chi-square test at a significance level of
0.05 and a t-test to examine the differences between groups. Statistical significance was

calculated at a p-value of <0.05 and a 95% confidence interval.

2.13 Data Collection

The researcher collected the data fromthe postpartum departments at Al Ittihad hospital,

through interviews in a quiet location.

The interview process began with the researcher providing the mothers with a complete
clarification of the study, its objectives, and the importance of providing accurate

answers. Then the researcher collected data by phone to follow up the questionnaire.

Participants mothers interviewed and asked to fill out a questionnaire that includes
questions about their socio-demographic dataat 1% day after delivery face to face. In
addition, the researcher used the Arabic version of EPDS and also PSAS scale at 2 and

6 weeks after postpartum. For collecting the data and it’s scoring the phone was used.
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2.14 Ethical Consideration

Current study detailed in the Helsinki Declarations. This study permitted by “the
Institution’s Review Board of An-Najah National University” (Appendix D).
Additionally, approval letter from Al Ittihad hospital was obtained (Appendix E).

All respondents accepted to participate in this study by signing consent forms

(Appendix F) after the researcher explained the study's goal and procedure.
All obtained data from study participants were kept confidential.

2.15 Data Security

The researcher took measures to ensure the security and confidentiality of the electronic
data by storing it on a computer with a password protection and an encrypted flash
drive. This was done to ensure that only the researcher had access to the data. The data

was gathered and recorded in a Microsoft Excel file that was password-protected.
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Chapter Three

Results

3.1 Overview

This section of the thesis presents the findings of the study, including the characteristics
of the participants and the average proportion of responses for each item in the survey.
A total of 361questionnaires were performed between the end of November 2021 and
the end of May 2022 from post ward at Al Ittihad hospital. Questionnaires were taken at
the 1% day after delivery to take demographic data then at two weeks after delivery and

after 6 weeks.

3.2 Statistical Methods

The initial phase of data analysis involved data management, which was carried out in
the following manner:

1. Over viewing the filled questionnaires.

2. Coding of questionnaires.

3. Data entry and data cleaning.

The second step of data analysis involved the utilize of the statistical software package
for social sciences (SPSS Version 25), for data analysis. The various descriptive
statistical techniques such as frequencies, proportions, means, and standard deviations
were operated. To analyse the data, the subsequent statistical tests and methods were
employed, and the P-value < 0.05 was deemed significant. Consequently, if the P-value
is less than 0.05, the hypotheses of no differences or no relationships in means between

study groups will be rejected:”

1. Independent Samples T-test for differences in depression and anxiety Scales at 2 and
6 weeks post-delivery between the cesarean delivery group and the normal delivery
group.

2. Paired Samples T-test for differences in depression and anxiety scales within the
cesarean delivery group and the normal delivery group between the 2 weeks post-
delivery scales and the 6 weeks post-delivery scales.
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3. One- and two-Way Analysis of Variance (ANOVA) test for differences in depression

and anxiety scales at 2 and 6 weeks post-delivery according to the personal and

demographic (Socio-demographic) variables.

4. Multivariate logistic regression used to measure predictors associated of depression

and anxiety among delivery women in Nablus.

Distribution of the socio-demographic variables among the study participants

Table 5

Distribution of the socio-demographic variables among the study participants

Variable Group Frequency Percentage
Less than 18 years 2 0.6%
18-22 years 55 15.2%
Age 23-27 years 130 36.0%
28-37 years 140 38.8%
38 years or more 34 9.4%
Less than Tawjehi 75 20.8%
Level of education Tawjehi % 26.3%
Bachelor 170 47.1%
Postgraduate 21 5.8%
Marital status M_arried _ 357 98.9%
Divorced or Widow 4 1.1%
City 129 35.7%
Place of residence Village 189 52.4%
Camp 43 11.9%
Extended 47 13.0%
Family type Joint family 61 16.9%
Nuclear family 253 70.1%
. 3or less 138 38.2%
r':‘;mggso'c family 4-6 178 49.3%
More than 6 45 12.5%
Less than 1880 NIS 12 3.3%
Family income 1880-3000 125 34.6%
More than 3000 NIS 224 62.0%
Housewife 250 69.3%
Work Worker 111 30.7%
Smoking Yes 72 19.9%
No 289 80.1%
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Table 5 illustrates the socio-demographic characteristics among the study participants.
The results show that the majority of participants (38.8%) fell within the age range of
28-37 years, while 36.0% were aged 23-27 years. The highest level of education was a
bachelor's degree, constituting 47.1% of the participants, and a small proportion (5.8%)
held a postgraduate degree. Marital status revealed that an overwhelming majority
(98.9%) were married. Regarding place of residence, the majority lived in villages
(52.4%), followed by cities (35.7%). Most participants belonged to nuclear families
(70.1%), while a smaller percentage were part of joint families (16.9%) or extended
families (13.0%). The number of family members indicated that nearly half of the
participants (49.3%) had 4-6 family members, while 38.2% had three or fewer family
members. Family income distribution revealed that the majority (62.0%) reported a
family income higher than 3000 NIS. In terms of work status, a significant proportion
identified as housewives (69.3%), while 30.7% were workers. Smoking habits showed
that 19.9% of participants reported being smokers, with the majority (80.1%) not

smoking.

29



Table 6

Distribution of the obstetric information among the study participants

Variable

Allergy

Surgical history

Medical disease history

Family psychological history

Gravity

Parity

Abortion

Gestational age

Number of foetuses

Number of male babies

Number of female babies

Type of delivery

Planned caesarean delivery

Type of anesthesia during

delivery

Health problems after delivery

Type of feeding

Group

Yes

No

Yes

No

Yes

No

Yes

No

1

2-3

More than 3

1 or less

2-3

More than 3
No

1-2

More than 2
Less than 16 weeks
16-26 weeks
More than 26
weeks

1 or less

2 or more

1 or less

2 or more

1 or less

2 or more
Caesarean
Normal

Yes

No

Full

Partial

Yes

No

Breast feeding
Bottle feeding
Mixed feeding

Frequency
33
328
152
209
38
323
25
336
62
148
151
133
99
129
236
114
11
28
16

317

320
41
231
130
247
114
183
178
92
91
104
79
27
334
195
79
87

Percentage
9.1%
90.9%
42.1%
57.9%
10.5%
89.5%
6.9%
93.1%
17.2%
41.0%
41.8%
36.8%
27.4%
35.7%
65.4%
31.6%
3.0%
7.8%
4.4%

87.8%

88.6%
11.4%
64.0%
36.0%
68.4%
31.6%
50.7%
49.3%
50.3%
49.7%
56.8%
43.2%
7.5%
92.5%
54.0%
21.9%
24.1%

Table 6 showed obstetric information among the study participants. The results showed

that 90.9% of the participants had allergies, 42.1% underwent surgery, and 10.5% had

medical diseases. However, 6.9% reported a family psychological history, and 10.5%

had other diseases. The gravity scores were distributed with 41.0% scoring 2-3 and
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41.8% scoring >3, while 17.2% scored one. Regarding parity, the results showed that
36.8% had a parity of 1 or less, 27.4% had a parity of 2-3, and 35.7% had a parity of
more than 3. The results showed that 31.6% had 1-2 abortions, and only 3.0% of them
had more than two abortions. Most participants had a gestational age of more than 26
weeks (87.8%). The results showed that 11.4% had number of fetuses was
predominantly having two or more fetuses. The majority of deliveries were cesarean
(50.7%), with 50.3% being planned cesarean deliveries. Full anesthesia was used in
56.8% of the deliveries, while 43.2% had partial anesthesia and after delivery, 7.5% of
participants experienced health problems.

Table 7
Distribution of the psychological stress after childbirth and Family support among the study
participants

Variable Group Frequency Percentage
. — Yes 110 30.5%
Psychological stress after childbirth NoO 251 69.5%
Familv suoport Yes 264 73.1%
y supp No 97 26.9%

Table 7 showed that Table 7 shows psychological stress after childbirth was reported by
30.5% and 73.1% had family support.
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Table 8

Comparison of depression between 2 and 6 weeks post-delivery among the study participants

Depression post-delivery

Variable Group 2 weeks 6 weeks v;;Je
N % N %
CAOSUEUCh as | always 127 352% 127 352%  0.368
1-1 have beenable to lough G0 o ite asmuchnow 111 307% 112 31.0%
and see the funny side of Definitely not so much
things: now 96 26.6% 95 26.3%
Not at all 27 7.5% 27 7.5%
As much as | ever did 126 349% 126 34.9% 0.368
Rather less than | used
2- | have looked forward to 127 35.2% 128 35.5%
with enjoyment to things: lE)Seef(;ntl(';ely less than | 71 19.7% 70 19.4%
Hardly at all 37 10.2% 37 10.2%
3-1 have blamed myself No never 59 16.3% 54 15.0% 0.092
unnecessarily when things Not very often _ 90 24.9% 91 25.2%
went wrong: Yes, some of the time 140 38.8% 144  39.9%
' Yes, most of the time 72 20.0% 72 19.9%
No not at all 49 13.6% 46 12.7% 0.016
4-1 have been anxious or Hardly ever 102 28.3% 93 25.8%
worried for no good reason: Yes sometimes 160 443% 168  46.5%
Yes, very often 50 13.8% 54 15.0%
5-1 have felt scared or No not at all 52 14.4% 34 9.4% 0.000*
panicky for no very good No not muph 126 349% 128 35.5%
reason Yes sometlmes 127  352% 138 38.2%
Yes, quite a lot 56 15.5% 61 16.9%
No,|feveDEencoping 77 2130 70 194% 0014
Nomostofthetime | = y5q 35795 125  34.6%
have coped quite well
6- Things have been getting Yes, sometimes |
on top of me: haven’t been coping as 111 30.7% 113  31.3%
well as usual
Yes, most of the time |
haven’t been able to 44 12.3% 53 14.7%
cope at all
71 have been so unhappy No not at all 70 19.4% 53 14.7%  0.000*
that I have had difficulty Not very o_ften 107  29.6% 108 29.9%
sleeping: Yes sometimes 147  40.7% 156 43.2%
' Yes, most of the time 37 10.3% 44 12.2%
NO not at all 59 16.3% 40 11.1%  0.000*
8-1 have felt sad or Not very often 133 36.8% 123 34.1%
miserable Yes, quite often 138 382% 156 43.2%
Yes, most of the time 31 8.7% 42 11.6%
No never 94 26.0% 72 19.9%  0.000*
9-1 have been so unhappy Only occasionally 125 346% 138 38.2%
that | have been crying: Yes, quite often 101 28.0% 109 30.2%
Yes, most of the time 41 11.4% 42 11.7%
Never 176  48.8% 123 34.1%
10-The thought of harming Hardly ever 75 20.8% 105 29.1%  0.000*
myself has occurred Sometimes 77 21.3% 100 27.7%
Yes, quite often 33 9.1% 33 9.1%
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Table 8 showed the depression scale differences at 2 and 6 weeks post-delivery. Items
assessing humor, with 35.2% at 2 weeks and 35.2% at 6 weeks; enjoyment of activities,
with 34.9% at both time points; and self-blame, with 38.8% at 2 weeks and 39.9% at 6
weeks, showed non-significant differences between the time points. However, the
results showed that there is statistically significant different between anxiety post-
delivery of 2 weeks compared to 6 weeks regarding anxiety, feeling overwhelmed, sleep
quality, overall mood, frequency of crying, and thoughts of self-harm exhibited

statistically significant differences (P<0.05).

Table G.1 in appendix G showed the differences in anxiety scale responses at 2 and 6
weeks post-delivery for variables 1 to 50. Significant differences were found for various
items. For example, Item 1 (concerning negative thoughts about the baby-parent
relationship), participants reporting "Not at all" decreased from 45.2% at 2 weeks to
14.1% at 6 weeks, while those with negative thoughts increased from 24.9% to 37.7%.
Similar trends were observed for feelings of inadequacy in caring for the baby (Item 2),
worries about the bond with the baby (Item 4), and concerns about the baby's
contentment with others (Item 5). Furthermore, anxiety about one's capabilities and
coping abilities showed significant differences in several items. However, not all items

indicated significant changes, such as worries about the baby's sleep duration (Item 31).

Table 9
Comparison of depression and anxiety Scale at 2 and 6 weeks post-delivery among the study
participants

Post-delivery

Variables 2 weeks 6 weeks Pt_atlégtd p-value
Mean + SD Mean + SD
Depression score
(Total score) 13'(%)‘_‘;—“(‘;’)'63 13'(%7;—’3)'29 11.959  0.000*
(10 items, Max score = 30)
Anxiety score 2.27+0.49 2.48+0.4 *
(50 items, Max score = 4) (1.04-4) (1.56-4) 25513 0.000

Table 9 showed the comparison of depression and anxiety scores at 2 and 6 weeks post-
delivery among participants. The mean depression score at 6 weeks post-delivery
(13.97+5.29) was higher than the mean score at 2 weeks post-delivery (13.14+ 5.63).
The paired t-test showed there is a significant difference between the two-time points
(t=11.959, P<0.05), indicating a statistically significant increase in depression

symptoms from 2 to 6 weeks post-delivery. Similarly, the mean anxiety score at 6
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weeks post-delivery (2.48+0.4) was higher than the mean score at 2 weeks post-delivery
(2.27%0.49). The paired t-test also showed a significant difference between the two-time
points (t=25.513, P<0.05), suggesting a statistically significant increase in anxiety levels

from 2 to 6 weeks post-delivery.

Table 10
Comparisons of depression and anxiety Scale at 2 and 6 weeks post-delivery among the study
population
Post-delivery p.
Variable Group 2 weeks 6 weeks value
N % N %
1 1 - 0, 0,
Depression Mild Depression (0-9) 94  26.0% 72 19.9% 0.000%
score Moderate Dle;)ressmn (10- A4 1290 49 13.6%
Severe Depression (13+) 223 61.8% 240 66.5%
Very Mild 58 16.1% 7 1.9%
Anxiety Mild 201 55.7% 175 48.5% 0.000%
score Moderate 90 24.9% 167  46.3%
High 12 3.3% 12 3.3%

Table 10 illustrates the comparisons of depression and anxiety scales at 2 and 6 weeks
post-delivery. At 2 weeks post-delivery, 16.1% had very mild anxiety, 55.7% had mild
anxiety, 24.9% had moderate anxiety, and 3.3% had high anxiety. At 6 weeks post-
delivery, the proportions were 1.9% for very mild anxiety, 48.5% for mild anxiety,
46.3% for moderate anxiety, and 3.3% for high anxiety. A significant difference was
found between the two time points, indicating that anxiety symptoms increased from 2

to 6 weeks post-delivery (P<0.05).

participants at 2 weeks and 6 weeks post-delivery, focusing on various socio-
demographic variables. The results showed significant difference in depression levels
regarding age groups, education levels, marital status, place of residence, family types,
and the number of family members (P<0.05). However, family income and work status
were not significantly associated with changes in depression scores (P>0.05).

Similar patterns were observed for anxiety scores, with younger participants, lower
education levels, being married, and living in cities, villages, and camps showing
significant increases in anxiety scores over time. Family types and the number of family

members also had significant associations with changes in anxiety scores (P<0.05).
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Family income, work status, and smoking status did not show significant differences in

anxiety scores (P>0.05).

Table G.3 in appendix G showed the comparisons of depression and anxiety scale
scores at 2 and 6 weeks post-delivery among women with different obstetric
information. For depression, significant differences were found in several variables such
as allergies, a history of surgical procedures, medical diseases, and a family
psychological history had higher depression scores at 2 weeks post-delivery compared
to those without these conditions. Gravity, parity, abortion, gestational age, number of
fetuses, number of male and female babies, type of delivery, planned cesarean delivery,
type of anesthesia during delivery, health problems after delivery, and type of feeding
were also associated with significant differences in depression scores at both 2 and 6
weeks post-delivery (P<0.05). Regarding anxiety, similar significant differences were
found in the same variables as depression such as allergies, a history of surgical
procedures, medical diseases, and a family psychological history had higher anxiety
scores at 2 weeks post-delivery compared to those without these conditions. Gravity,
parity, abortion, gestational age, number of fetuses, number of male and female babies,
type of delivery, planned cesarean delivery, type of anesthesia during delivery, health
problems after delivery, and type of feeding were also associated with significant

differences in anxiety scores at both 2 and 6 weeks post-delivery (P<0.05).

Table G.4 in appendshowed that the comparisons of depression and anxiety scale scores
at 2 and 6 weeks post-delivery among participants experiencing psychological stress
after childbirth and those receiving family support Regarding depression, the results
showed that participants experiencing psychological stress after childbirth had
significantly higher depression scores at both 6 weeks compared to 6 weeks post-
delivery. Similarly, participants without family support had significantly higher
depression scores at 6 weeks compared 2 weeks post-delivery (P<0.05). In terms of
anxiety, participants experiencing psychological stress after childbirth exhibited
significantly higher anxiety scores at 6 weeks compared 6 weeks post-delivery.
Additionally, participants without family support had significantly higher anxiety.
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Chapter Four
Discussions and Conclusions

4.1 Discussion

Postpartum anxiety and depression are prominent mental health issues that have a
substantial impact on mothers following the delivery. The objective of this research is to
investigate the prevalence of postpartum anxiety and depression in mothers who deliver
their babies via caesarean section in comparison to mothers who deliver their babies via
vaginal delivery in the district of Nablus. The selection of the type of delivery might
have consequences for a woman's psychological well, given that caesarean sections
include surgical procedures and may introduce supplementary sources of stress.
Through an examination of this subject within the framework of Nablus, this research
attempts to elucidate an individual experiences of women in this locality. Gaining
insight into the possible differences between both of these methods of delivery may
contribute to the knowledge base of the health care practitioners and administrations,
enabling them to provide appropriate support and treatments for women who are at risk

of experiencing postpartum anxiety and depression.

The findings indicated the prevalence and proportions of several socio-demographic
factors, including the participant's age, marital status, education, type of the family,
number of individuals in the family, income of the family, place of living, smoking
habits, and employment status. A study of the age distribution for the individuals who
participated might provide valuable data into the demographic composition of the
participants. The findings indicate that there was a relatively low percentage (0.6%) of
individuals under the age of 18 among the participants, suggesting that the research
probably had a restricted sample size in terms of younger people. Furthermore, the
study indicates that a proportion of the individuals included in the research fell within
the ages of 18-22 years is 15.2%, indicating that this particular group of individuals was
somewhat represented among the participants in the study. Also, the researcher
observed a higher prevalence (36.0%) of participants within the age range from 23-27
years. Likewise, the findings indicate that individuals between the ages of 28 and 37
constituted the greatest proportion, accounting for 38.8% of the total sample. This
observation suggests a notable representation of individuals among the aforementioned

age group. The research's findings reveal that a group of the respondents from the older
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age ranges were 38 years or more, which represents (9.4%), hence showing the research
included a subgroup of individuals from the older age groups as well.

The findings underscore the categorization of individuals according to their educational
background. The findings indicate that a proportion of those surveyed had an
educational attainment that fell under the Tawjehi level. Likewise, the study indicates
that a proportion of the participants had educational attainment at the Tawjehi level,
implying that another subset of the participants in the study had successfully fulfilled
the requirements of the Tawjehi level of education. The findings additionally indicate
that a substantial majority of those who participated had a bachelor's degree, suggesting
that a considerable segment of the study population had successfully finished their
undergraduate studies. Furthermore, the data indicates that a minority of those who
participated had obtained postgraduate degrees, indicating that a smaller subset of
individuals in the study population were interested in educational attainment following
their undergraduate studies. The data displays the educational backgrounds of

participants at all levels, with a large percentage having a bachelor's degree.

The data indicates that a large fraction of the participants was married. In addition, the
results of the study show that just a small proportion of the people who participated
were either divorced or had been bereaved. According to the results, a sizeable fraction
of the sample population lived in an urban setting, which points to urbanisation of the
sample. Also, the data shows that a particular percentage of those surveyed lived in a
village, which is indicative of a rural location of living. In addition, it has been reported
that a proportion of those involved lived in a camp. Most participants belonged to
nuclear families. A fraction of participants lived in joint families. The findings suggests
that some individuals had extended families.

According to the data, a portion of the participants had families consisting of three
people or less, which is indicative of reduced average family sizes overall. In addition to
this, it was mentions that there were a proportion of families had between four and six
individuals, which is indicative of a home with a typical size. Finally, it is demonstrated
that there were a proportion had more than six members of their family, which is

representative of families with greater sizes.

The findings emphasise the fact that a proportion of respondents reported a monthly

salary of no more than 1,880 NIS, showing that the sample population as a whole falls
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into the lowest-income group. In addition to this, it indicates that a proportion had a
monthly salary that fell somewhere between 1,880 and 3,000 NIS, which is the middle-
income bracket. In addition, it claims that the majority of participants indicated a family
income that was above 3,000 NIS, which indicates that the participants fall into a higher

income group.

Moraes et al. (2006) and Bener et al. (2012) each carried out their own research to
investigate the prevalence of postpartum depression (PPD) and the variables that are
linked with it. Both studies came to the same conclusion, which is that a poor family
income is associated with a greater likelihood of PPD. It was shown that puerperal girls
whose families had low incomes had a greater likelihood of having depression, and the
incidence of PPD rose as the income of the household went down. Furthermore, the
research conducted by Bener et al. (2012) found that women whose families had lower
earnings were considerably more probably to be at an elevated risk for PPD when

compared to women whose families had higher incomes.

The findings reveal that a certain number of the respondents considered themselves to
be housewives. This suggests that a sizeable proportion of the sample was made up of
women who were largely responsible for taking care of domestic tasks. In addition, it is
stated that a proportion of the participants were employees, which indicates the
existence of individuals who were actively involved in the workforce. According to the
findings, a proportion of people admitted to smoking, which shows that some of the
people who took part in the study did, in fact, smoke. In addition to this, the majority of
the respondents did not participate in the habit of smoking. The current research
provides a detailed examination of the socio-demographic characteristics of people who
enrolled. This analysis covers factors such as marital status, location of residence, type
of family, the total number of family members, salary of family members, the use of
cigarettes, and career status. The results of the current study are consistent with those
found by Zejnullahu et al. (2021) and Xie et al. (2011) respectively.

The current research investigates the frequency of occurrence as well as the ratios of a
number of obstetrical attributes among the subjects that took part in the study. These
attributes are past experiences of surgical procedures, the presence of past psychological
illnesses in family members, history of medical problems, allergies, gravity scores,
parity, history of abortion, gestational age, the overall number of foetuses, number of
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female and male newborns, the method of delivery, planned caesarean delivery,
anaesthesia throughout delivery, medical problems after the child's birth and ways of
feeding. A significant proportion of the participants indicated the presence of allergies;
however, a subset of individuals disclosed a history of surgical interventions or medical
conditions. Only some of the people who took part in the study provided information
that their families were affected by psychiatric problems. The women who took part in
the study had a variety of different features, such as different gravity scores, parity
levels, gestational ages, abortion histories, numbers of foetuses, and gender-different
babies. The prevalence of caesarean section births was much greater, and the women
who were examined presented various rates of planned CS births in addition to diverse
approaches to anaesthesia. Some people had postpartum health complications, while
others did not have any difficulties in this area after giving birth. In addition, newborn
feeding practises varied. The above findings provide details about the participants'
obstetric characteristics. The results shown here are in line with those found in research
carried out by Rauh et al. (2012) and Olieman et al. (2017), both of which revealed that
a sizeable number of persons suffered from allergies, while a subset had undergone
surgical operations in the past or were suffering with medical illnesses. The findings
presented here are compatible with these studies.

The study examined the frequencies and percentages of psychological stress after
childbirth and family support. Findings indicated that a portion of the participants
reported experiencing psychological stress after childbirth, while the majority did not.
Family support was available to a significant proportion of the participants, while a
smaller percentage did not have family support. Zanardo et al., (2018) and Padawer et
al., (2018) had similar the current study psychological stress after childbirth and family
support. Some participants experienced postpartum stress, while most did not. A

significant proportion had family support, but a smaller percentage lacked it.

The findings of a study analysing depressive symptoms at 2 and 6 weeks after delivery.
The results include ten items measuring different aspects of depression, along with
groups, depression scores, and associated p-values. The analysis involved a total of
participants. Item 1 assessed the ability to find humor, showing stable percentages at
both time points with a non-significant p-value. Similarly, item 2 examined activity

enjoyment, revealing consistent percentages and a non-significant p-value. Item 3
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explored self-blame, indicating a slight increase at 6 weeks without statistical
significance. Items 4 and 5 examined anxiety and panic, showing significant differences
between groups. Item 6 revealed fluctuations in feeling overwhelmed, with a significant
difference. Items 7 and 8 showed significant differences in sleep quality and overall
mood. Item 9 assessed crying frequency, revealing significant differences. Lastly, item
10 explored self-harm thoughts, indicating notable differences and a significant p-value.
Overall, the study highlights differences in depression symptoms between 2 and 6
weeks post-delivery. The current results agree with Al Rawahi et al., (2020) showed
that depressive symptoms at 2 and 6 weeks post-delivery, using ten items to measure
various aspects of depression. The results showed stable percentages and non-
significant p-values for items assessing humor and activity enjoyment. Self-blame
slightly increased without significance. Significant differences were found for anxiety,
panic, feeling overwhelmed, sleep quality, overall mood, crying frequency, and self-
harm thoughts. Overall, the study highlights differences in depression symptoms during

the post-delivery period.

Tables in chapter three presents the results of a study examining differences in anxiety
levels at 2 and 6 weeks post-delivery. The results include 50 variables related to anxiety
symptoms, with corresponding response percentages and p-values. Significant
differences were found in several variables. For example, there was a significant
decrease in participants reporting negative thoughts about their relationship with the
baby from 2 to 6 weeks. Conversely, the proportion of participants feeling that their
baby would be better cared for by someone else increased. Similar patterns were
observed for other variables, such as feelings of incompetence in meeting the baby's
basic care needs, worries about the bond with the baby, and concerns about other
mothers coping better. However, not all variables showed significant differences
between the two time points, such as worries about the baby's weight, completing
household chores, and appearance. In general, the research elucidates the variations in
anxiety symptoms observed among postpartum individuals and offers valuable
understanding on certain domains of apprehension and enhancement across the duration
of 2 to 6 weeks. The findings presented in this study are consistent with the findings that
were reported by Kuo et al. (2014) and Lin et al. (2022) which demonstrated a potential
association between elevated risk of PPD and "prenatal anxiety, early postoperative
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occurrence of PPD symptoms, and pain experienced at six weeks after delivery” among

women who have CS.

The results indicate a substantial increase in symptoms of anxiety and depression
throughout the period spanning from two to six weeks after childbirth. The mean scores
pertaining to anxiety and depression exhibited an increase at the six-week in comparison
to the two-week, suggesting a progressive deterioration of symptoms as the time
progressed. The results emphasise the need for postpartum mothers' mental health to be
monitored and supported in the first few weeks after delivery. Further research is
required in order to explore the various factors contributing to the deterioration of
depressive and anxiety disorders, in addition to establish particular techniques that can
effectively treat these difficulties. Researchers Wang et al. (2022) found that there was a
significant increase in the symptoms of both anxiety and depression over the time
period extending from two weeks to six weeks following delivery. The 6-week mean
scores increased, indicating symptom worsening. This highlights the need for
postpartum mental health monitoring and treatment, as well as further research and

targeted therapies.

The 6-week mean depression score was higher than the 2-week score, indicating an
increase in depression symptoms. In the same way, it was observed that the mean score
of anxiety at the 6-week had a greater magnitude compared to the score at the 2-week,
indicating a rise in levels of anxiety. The results mentioned above underscore the
necessity of monitoring and attending to mental health issues throughout the postpartum
phase, underscoring the significance of offering suitable support and treatments to
enhance postpartum mental wellness. Additional studies can investigate the many
elements that contribute to these elevations and design focused therapies for women
who are suffering postpartum anxiety and depression. According to the study published
by Wenzel et al. (2005), it was observed that postpartum women possess a greater
propensity for developing anxiety disorders in comparison to the population as a whole;
with the incidence rates throughout the initial six months after childbirth were estimated
to range from 6.1% to 27.9%. While Dennis et al. (2013) performed descriptive cross-
sectional research with the aim of evaluating levels of anxiety among mothers after
childbirth. A decrease in levels of anxiety was seen throughout the period following

childbirth, whereas a strong association was found amongst anxiety scores collected at
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various time intervals. Women who had greater scores on anxiety assessments one week
after giving birth were shown to have a greater likelihood of experiencing symptoms of
postpartum anxiety at both the fourth and eighth weeks after childbirth.

The findings indicated that a significant proportion of the individuals had severe
depression and mild anxiety at the two-week after childbirth. At 6 weeks post-delivery,
the proportions remained similar, indicating a prevalence of severe depression and
moderate anxiety. The comparisons between the two time points showed significant
differences for both depression and anxiety scores. These findings suggest an increase
in the prevalence of depression and anxiety symptoms from 2 to 6 weeks post-delivery.
The study by Tan et al. (2021) found a significant association between postnatal
depressive and anxiety disorders in nulliparous women, emphasizing the importance of
pain management during childbirth for mental health. The systematic review by Lara-
Cinisomo et al. (2021) examined technology-based interventions for perinatal
depression and anxiety in Latina and African American women, finding promise in

culturally tailored approaches for improving mental health outcomes.

The present study examined the changes in depression and anxiety scores among
postpartum participants at 2 weeks and 6 weeks post-delivery, focusing on various
socio-demographic variables. The findings demonstrated noteworthy differences in
depression scores throughout several demographic factors, including categories of age,
levels of education, marriage status, location of living, type of the family, number of
individuals in the family, and income levels for families. Individuals who were younger,
had a lower level of education and were married exhibited considerable rises in score of
depression from two to six weeks after delivery. Participants who lived in various
environments, belonged to various family types, and had varied numbers of relatives all
had significant rises in the score of depression. Nevertheless, the analysis revealed that
there was no significant impact on changes in depression scores based on employment
status and smoking. The study findings revealed comparable patterns in anxiety scores,
whereby statistically significant elevations were noted amongst individuals in the
younger age group, individuals with a smaller degree of educational attainment, and
participants who were married. Differences in score of anxiety were further seen among
subjects living in varied environments, belonging to distinct family types, and

possessing variable numbers of close relatives. Nevertheless, the alterations in scores of
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anxiety were not shown to be substantially influenced by factors such as income of the
family, employment status, and smoking habits. These findings highlight the importance
of considering socio-demographic factors when assessing postpartum depression and
anxiety and provide insights for targeted interventions to address mental health concerns
during the postpartum period. The study by Smorti et al. (2019) conducted a
comprehensive analysis of postpartum depression risk factors, highlighting the
significance of socio-demographic, individual, relational, and delivery characteristics.
Gotlib et al. (1989) high prevalence rates and demographic characteristics associated
with depression in pregnancy and the postpartum period. Giardinelli et al. (2012)
investigated the prevalence and risk factors of depression and anxiety in the perinatal
period in an Italian sample. Overall, these studies contribute to current study for
identifying significant variations based on socio-demographic variables such as age,
education, marital status, residence, family type, and income. Younger age, lower
education, and marriage were associated with increased depression and anxiety scores,

highlighting the need for targeted interventions.

The findings from the study examining depression and anxiety scale scores at 2 and 6
weeks post-delivery, considering various obstetric factors, provide valuable insights into
the impact of these factors on maternal mental health during the postpartum period. The
analysis of the data reveal that there are significant variations in the levels of depression
and anxiety experienced by women who have a history of allergic responses, a history
of previous surgical procedures, physical illnesses, and a history of the existence of a
psychiatric disease among family members, in addition to having a variety of obstetric
concerns. These findings emphasise the necessity of addressing these factors when it
comes to the delivery of services related to maternal health. This finding is in line with
the findings of a study conducted by Xiong et al. (2021), who emphasised the
significance of postpartum depression, anxiety, and pain by taking into consideration a
variety of obstetric concerns. In addition, a longitudinal study that was carried out by
Luciano et al. (2022) offers more evidence to corroborate the link between anxiety and
depression scale scores throughout the course of the periods of two and six weeks
following labour, taking into consideration a variety of obstetric variables. Besides, the
research that was carried out by Long et al. (2020) contributes to the current body of
information by evaluating the psychometric properties of the Edinburgh Postnatal

Depression Scale in a group of women who were getting obstetric care. The reliability
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of this screening tool for assessing levels of anxiety and depression throughout two and
six weeks following delivery, as well as its connection with numerous obstetric factors,
is the particular emphasis of this line of research. The results of earlier research, as well
as the findings of the current study, indicate the necessity of attention to the mental
well-being of mothers during the postpartum period. These findings, when combined,
give helpful insights for medical professionals working in the area of obstetrics.

The current research aimed to examine the differences in anxiety and depression scale
scores Dbetween individuals who experienced psychological stress post-delivery
compared to those who received family support, at two and six weeks after childbirth.
The findings of the study indicated that those who encountered psychological stress
subsequent to delivery and were devoid of familial support had notably elevated levels
of anxiety and depression over both assessed periods, in contrast to individuals who did
not experience stress and received support from their families. This underscores the
adverse effects of psychological stress and lack of support on the mental well-being of
individuals in the postpartum period. The aforementioned results demonstrate the
significance of including these elements into treatment options designed to enhance
mother well-being in the postpartum phase. Numerous scientific investigations have
been conducted to explore the association between stresses associated with delivery and
the occurrence of symptoms pertaining to anxiety and depression. For example, an
investigation carried out by Bradshaw et al. (2022) revealed an associated positive
relationship between elevated stress levels in women during the postpartum phase and
an increased likelihood of developing symptoms of depression. In the same direction,
the investigation conducted by Koc et al. (2021) revealed a positive association between
the absence of social support in postpartum women and an increased susceptibility to
the occurrence of anxiety symptoms. These studies highlight the negative consequences
of psychological stress and lack of support on postpartum mental health, aligning with
the findings of the present study. Furthermore, interventions targeting these factors have
shown promising results in promoting maternal well-being. For instance, a meta-
analysis conducted by Liu et al. (2020) revealed that exercise on pregnancy and
postpartum fatigue focusing on reducing stress and enhancing social support during the
postpartum period led to significant improvements in maternal mental health outcomes.

Taken together, the present study contributes to the existing body of research by
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reinforcing the importance of addressing psychological stress and lack of support in

interventions aimed at promoting maternal well-being during the postpartum period.

The current study conducted logistic regression analyses to identify predictors
associated with depression and anxiety among delivery women in Nablus. The findings
revealed that socioeconomic factors such as level of education, marital status, place of
residence, and family income did not show significant associations with depression.
However, family type, experiencing psychological stress after childbirth, and lack of
family support were found to be significantly associated with depression. Additionally,
for anxiety, level of education, family size, and type of feeding demonstrated significant
associations. Experiencing psychological stress after childbirth and lack of family

support were also significantly associated with anxiety.

These results are consistent with previous research that has explored the relationships
between various factors and postpartum mental health outcomes. For instance,
Bianciardi et al. (2020) found that insecure attachment styles, which are related to
family dynamics and support, were associated with depression during pregnancy and
the postpartum period. Pariente et al. (2020) found that among the predictors, family
type was significantly associated with depression, with women from nuclear families
having higher odds of depression. Allergies, experiencing psychological stress after
childbirth, and lack of family support were also significantly associated with higher
odds of depression and anxiety. Other socioeconomic, medical, obstetric, and
psychological factors did not show significant associations with depression or anxiety.
These findings highlight the importance of family-related factors and psychological
stress in the development of postpartum depression and anxiety. Furthermore, Liu et al.
(2021) investigated mental health among pregnant women and found that associated
with poorer mental health outcomes. Taken together, these studies align with the current
findings, highlighting the significance of family-related factors, psychological stress
after childbirth, and lack of support in predicting depression and anxiety among
postpartum women. The current study adds to the existing literature by focusing
specifically on delivery women in Nablus, providing valuable insights into the context

of postpartum mental health in this population.
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4.2 Conclusion

The study findings reveal a significant increase in depression and anxiety scores from 2
to 6 weeks post-delivery, emphasizing the importance of addressing mental health
concerns during the postpartum period. Although depression symptoms slightly
decreased, the prevalence of anxiety symptoms remained stable. Socio-demographic
factors such as age, education level, marital status, place of residence, family type, and
family income were associated with variations in depression and anxiety scores.
Participants who were younger, had lesser levels of education, and were married had
elevated levels of symptoms. The absence of familial support continuously exhibits a
positive correlation with elevated levels of symptoms of depression and anxiety, hence
emphasising the need of systems that provide social support. Elevated levels of
symptoms were shown to be connected with medical issues, including allergies, as well
as psychological factors like as feeling stress following delivery. The impact of obstetric
characteristics on anxiety levels was shown to be varied, but smoking, employment
status, and type of delivery did not exhibit any statistically significant relationships. The
findings from the multivariate logistic regression study underscore the necessity of
adopting a holistic strategy to management of postpartum mental health issues, which
takes into account the interaction between personal characteristics, social factors, and
environmental variable Recommendation

1. It is important to offer early intervention as well as assistance services to
successfully deal with mental health issues and facilitate improved the outcomes of
mental health in the period following childbirth.

2. An educational intervention has to be applied throughout the postpartum period
with the aim of providing knowledge pertaining to coping techniques, managing
stress, and awareness of mental health.

3. Promoting family engagement and fostering understanding of the significance of
support in the context of postpartum mental health might provide favourable
outcomes for a female's overall welfare.

4. Practitioners in the health care field ought to have knowledge about the possible
influence of medical issues, like allergy symptoms, on the mental well-being of
women after childbirth. It is vital for them to contemplate suitable treatments or

referrals for women experiencing these illnesses.
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5. Health-related initiatives and interventions have to take into account the
environmental variables that might potentially contribute to elevated levels of
anxiety and depression, like those who reside in rural areas or in camps. It is
essential to devise customised approaches that can efficiently offer accessible and
suitable mental health assistance within these particular environments.

6. Further investigation is required to examine the fundamental reasons that contribute
to the persistence of anxiety symptoms, in contrast to the marginal decline seen in
symptoms of depression throughout the period spanning from two to six weeks
after childbirth. Gaining a knowledge about these distinctions might provide
valuable insights for developing focused therapies aimed at addressing certain

mental health disorders that arise in the weeks and months following delivery.

4.3 imitation of the study

There are various limitations in this research that need consideration. Initially, it should
be noted that the samples utilised during this study were exclusively gathered from one
hospital. Consequently, this limited scope may restrict the applicability of the results to
a more extensive demographic of postpartum women. Furthermore, the researchers had
difficulties in recruiting participants since some couples refused to take part, thus may
lead to the introduction of selection bias. The study also took a long time to complete,
which may have influenced the continuity and consistency of data collection.
Furthermore, the lack of sufficient related studies in the literature might have limited the
depth of analysis and comparison of findings. Future research should aim to address
these limitations by including diverse and representative samples, improving participant
recruitment strategies, and conducting a comprehensive review of relevant literature to

strengthen the study's findings.

4.4 Strength of the study

The majority of research conducted in Palestine has been centred on examining post-
partum depression, but there has been comparatively less attention paid to anxiety that
may occur during the postpartum period. This study is unique in its exploration of the

incidence of postpartum depressiist of Abbreviations
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ANOVA
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Massachusetts General Hospital

Mini International Neuropsychiatric Interview
Number of participants

New Israeli Shekel

Postpartum Anxiety

Postpartum Depression

Postpartum Specific Anxiety Scale
Self-Rating Anxiety Scale

Statistical Package for the Social Sciences version 25
State-Trait Anxiety Inventory

World Health Organization

48



References

Abou-Saleh, M. T., Ghubash, R., Karim, L., Krymski, & Bhai. (1998). Hormonal
aspects of postpartum depression. Psychoneuroendocrinology, 23(5), 465-475.
https://doi.org/10.1016/s0306-4530(98)00022-5

Adejuwon, G. A., Adekunle, I. F., & Ojeniran, M. (2018). Social Support and
Personality Traits as Predictors of Psychological Wellbeing of Postpartum
Nursing Mothers in Oyo State, Nigeria. International Journal of Caring
Sciences, 11(2), 717.

Al Rawahi, A., Al Kiyumi, M. H., Al Kimyani, R., Al-Lawati, I., Murthi, S., Davidson,
R., ... & Al Azri, M. (2020). The effect of antepartum depression on the
outcomes of pregnancy and development of postpartum depression: a
prospective cohort study of Omani women. Sultan Qaboos University Medical
Journal, 20(2), e179.

American Psychiatric Association, & Muskin, P. R. (2021, June). What are Anxiety
Disorders? American Psychiatric Association. Retrieved May 4, 2022, from
https://www.psychiatry.org/patients-families/anxiety-disorders/what-are-
anxiety-disorders

American Psychiatric Association. (2013). DSM-5: Diagnostic and Statistical Manual
of Mental Disorders (5th Edition). Generic Tyzek.

Arifunhera, J. H., Srinivasaraghavan, R., Sarkar, S., Kattimani, S., Adhisivam, B., &
Vishnu Bhat, B. (2015). Is maternal anxiety a barrier to exclusive breastfeeding?
The Journal of Maternal-Fetal &Amp; Neonatal Medicine, 1-4.
https://doi.org/10.3109/14767058.2015.1104662

Ayoub, K., Shaheen, A., & Hajat, S. (2020). Postpartum Depression in The Arab
Region: A Systematic Literature Review. Clinical Practice &Amp;
Epidemiology in Mental Health, 16(2), 142-155.
https://doi.org/10.2174/1745017902016010142

49


https://doi.org/10.1016/s0306-4530(98)00022-5
https://www.psychiatry.org/patients-families/anxiety-disorders/what-are-anxiety-disorders
https://www.psychiatry.org/patients-families/anxiety-disorders/what-are-anxiety-disorders
https://doi.org/10.3109/14767058.2015.1104662
https://doi.org/10.2174/1745017902016010142

Bell, A. F., Carter, C. S., Davis, J. M., Golding, J., Adejumo, O., Pyra, M., Connelly, J.
J., & Rubin, L. H. (2015). Childbirth and symptoms of postpartum depression
and anxiety: a prospective birth cohort study. Archives of Women’s Mental
Health, 19(2), 219-227. https://doi.org/10.1007/s00737-015-0555-7

Bener, A., Burgut, F. T., Ghuloum, S., & Sheikh, J. (2012). A Study of Postpartum
Depression in a Fast Developing Country: Prevalence and Related Factors. The
International Journal of Psychiatry in Medicine, 43(4), 325-337.
https://doi.org/10.2190/pm.43.4.c

Berghella. (2022, August 3). Cesarean birth: Preoperative planning and patient
preparation. UpToDate.

Bhandari, P. (2022, November 24). What Is Quantitative Research? | Definition, Uses
& Methods. Scribbr.  https://www.scribbr.com/methodology/quantitative-
research/

Bianciardi, E., Vito, C., Betro, S., De Stefano, A., Siracusano, A., & Niolu, C. (2020).
The anxious aspects of insecure attachment styles are associated with depression
either in pregnancy or in the postpartum period. Annals of general psychiatry,
19, 1-9.

Bloch, M., Rotenberg, N., Koren, D., & Klein, E. (2005). Risk factors associated with
the development of postpartum mood disorders. Journal of Affective Disorders,
88(1), 9-18. https://doi.org/10.1016/j.jad.2005.04.007

Blom, E., Jansen, P., Verhulst, F., Hofman, A., Raat, H., Jaddoe, V., Coolman, M.,
Steegers, E., & Tiemeier, H. (2010). Perinatal complications increase the risk of
postpartum depression. The Generation R Study. BJOG: An International
Journal of Obstetrics &Amp; Gynaecology, 117(11), 1390-1398.
https://doi.org/10.1111/j.1471-0528.2010.02660.x

Bradley, C. F. (1976). Effects of hospital experience on postpartum feelings and
attitudes of women [PhD dissertation]. University of British Columbia.

50


https://doi.org/10.1007/s00737-015-0555-7
https://doi.org/10.2190/pm.43.4.c
https://www.scribbr.com/methodology/quantitative-research/
https://www.scribbr.com/methodology/quantitative-research/
https://doi.org/10.1016/j.jad.2005.04.007
https://doi.org/10.1111/j.1471-0528.2010.02660.x

Bradshaw, H., Riddle, J. N., Salimgaraev, R., Zhaunova, L., & Payne, J. L. (2022). Risk
factors associated with postpartum depressive symptoms: A multinational study.
Journal of Affective Disorders, 301, 345-351.

Carter, F. A., Frampton, C. M. A., & Mulder, R. T. (2006). Cesarean Section and
Postpartum Depression: A Review of the Evidence Examining the Link.
Psychosomatic Medicine, 68(2), 321-330.
https://doi.org/10.1097/01.psy.0000204787.83768.0c

Chaaya, M., Campbell, O. M. R., El Kak, F., Shaar, D., Harb, H., & Kaddour, A.
(2002). Postpartum depression: prevalence and determinants in Lebanon.
Archives of Women'’s Mental Health, 5(2), 65-72.
https://doi.org/10.1007/s00737-002-0140-8

Cowell, W., Colicino, E., Askowitz, T., Nentin, F., & Wright, R. J. (2021). Fetal sex
and maternal postpartum depressive symptoms: findings from two prospective
pregnancy cohorts. Biology of Sex Differences, 12(1).
https://doi.org/10.1186/s13293-020-00348-x

Curry, S. J., Krist, A. H., Owens, D. K., Barry, M. J., Caughey, A. B., Davidson, K. W.,
Doubeni, C. A., Epling, J. W., Grossman, D. C., Kemper, A. R., Kubik, M.,
Landefeld, C. S., Mangione, C. M., Silverstein, M., Simon, M. A., Tseng, C. W.,
& Wong, J. B. (2019). Interventions to Prevent Perinatal Depression. JAMA,
321(6), 580. https://doi.org/10.1001/jama.2019.0007

Dennis, C. L., & McQueen, K. (2009). The Relationship Between Infant-Feeding
Outcomes and Postpartum Depression: A Qualitative Systematic Review.
Pediatrics, 123(4), e736—-e751. https://doi.org/10.1542/peds.2008-1629

Dennis, C. L., Coghlan, M., & Vigod, S. (2013). Can we identify mothers at-risk for
postpartum anxiety in the immediate postpartum period using the State-Trait
Anxiety Inventory? Journal of Affective Disorders, 150(3), 1217-1220.
https://doi.org/10.1016/j.jad.2013.05.049

51


https://doi.org/10.1097/01.psy.0000204787.83768.0c
https://doi.org/10.1007/s00737-002-0140-8
https://doi.org/10.1186/s13293-020-00348-x
https://doi.org/10.1001/jama.2019.0007
https://doi.org/10.1542/peds.2008-1629
https://doi.org/10.1016/j.jad.2013.05.049

Eilat-Tsanani, S., Merom, A., Romano, S., Reshef, A., Lavi, |., & Tabenkin, H. (2006).
The effect of postpartum depression on women’s consultations with physicians.

Israel Medical Association Journal, 8(6), 406-410.

Fallon, V., Halford, J. C. G., Bennett, K. M., & Harrold, J. A. (2016). The Postpartum
Specific Anxiety Scale: development and preliminary validation. Archives of
Women’s Mental Health, 19(6), 1079-1090. https://doi.org/10.1007/s00737-
016-0658-9

Giardinelli, L., Innocenti, A., Benni, L., Stefanini, M. C., Lino, G., Lunardi, C., ... &
Faravelli, C. (2012). Depression and anxiety in perinatal period: prevalence and
risk factors in an Italian sample. Archives of women's mental health, 15, 21-30.

Gibbons, L., Belizan, J. M., Lauer, J. A., Betran, Merialdi, M., & Althabe, F. (2010).
The global numbers and costs of additionally needed and unnecessary caesarean
sections performed per year: overuse as a barrier to universal coverage. In
International Household Survey Network [IHSN]. WHO. Retrieved January 8,
2022, from https://catalog.ihsn.org/index.php/citations/2800

Glasser, S., Tanous, M., Shihab, S., Goldman, N., Ziv, A., & Kaplan, G. (2011).
Perinatal Depressive Symptoms Among Arab Women in Northern Israel.
Maternal and Child Health Journal, 16(6), 1197-1205.
https://doi.org/10.1007/s10995-011-0845-2

Goker, A., Yanikkerem, E., Demet, M. M., Dikayak, S., Yildirim, Y., & Koyuncu, F.
M. (2012). Postpartum Depression: Is Mode of Delivery a Risk Factor? ISRN
Obstetrics and Gynecology, 2012, 1-6. https://doi.org/10.5402/2012/616759

Gotlib, I. H., Whiffen, V. E., Mount, J. H., Milne, K., & Cordy, N. I. (1989). Prevalence
rates and demographic characteristics associated with depression in pregnancy

and the postpartum. Journal of consulting and clinical psychology, 57(2), 269.

Goweda, R., & Metwally, T. (2020). Prevalence and associated risk factors of
postpartum depression: a cross sectional study. Archives of Clinical Psychiatry
(Sao Paulo), 47(4), 106-109. https://doi.org/10.1590/0101-60830000000242

52


https://doi.org/10.1007/s00737-016-0658-9
https://doi.org/10.1007/s00737-016-0658-9
https://catalog.ihsn.org/index.php/citations/2800
https://doi.org/10.1007/s10995-011-0845-2
https://doi.org/10.5402/2012/616759
https://doi.org/10.1590/0101-60830000000242

Guglielminotti, J., & Li, G. (2020). Exposure to General Anesthesia for Cesarean
Delivery and Odds of Severe Postpartum Depression Requiring Hospitalization.
Anesthesia &Amp; Analgesia, 131(5), 1421-1429.
https://doi.org/10.1213/ane.0000000000004663

Haight, S. C., Byatt, N., Moore Simas, T. A., Robbins, C. L., & Ko, J. Y. (2019).
Recorded Diagnoses of Depression During Delivery Hospitalizations in the
United States, 2000-2015. Obstetrics &Amp; Gynecology, 133(6), 1216-1223.
https://doi.org/10.1097/a0g.0000000000003291

Hamdan, A., & Tamim, H. (2012). The Relationship between Postpartum Depression
and Breastfeeding. The International Journal of Psychiatry in Medicine, 43(3),
243-259. https://doi.org/10.2190/pm.43.3.d

Hoff, C. E., Movva, N., Rosen Vollmar, A. K., & Pérez-Escamilla, R. (2019). Impact of
Maternal Anxiety on Breastfeeding Outcomes: A Systematic Review. Advances
in Nutrition, 10(5), 816-826. https://doi.org/10.1093/advances/nmy132

Ilska, M., Banas, E., Gregor, K., Brandt-Salmeri, A., liski, A., & Cnota, W. (2020).
Vaginal delivery or caesarean section — Severity of early symptoms of
postpartum depression and assessment of pain in Polish women in the early
puerperium. Midwifery, 87, 102731.
https://doi.org/10.1016/j.midw.2020.102731

Johannsen, B. M. W., Larsen, J. T., Laursen, T. M., Bergink, V., Meltzer-Brody, S., &
Munk-Olsen, T. (2016). All-Cause Mortality in Women With Severe Postpartum
Psychiatric Disorders. American Journal of Psychiatry, 173(6), 635-642.
https://doi.org/10.1176/appi.ajp.2015.14121510

Keane, V. O., Lightman, S., Patrick, K., Marsh, M., Papadopoulos, A. S., Pawlby, S.,
Seneviratne, G., Taylor, A., Moore, R. (2011). Changes in the maternal
hypothalamic—pituitary—adrenal axis during the early puerperium may be related
to the postpartum “blues”, J Neuroendocrinol, 23(11), 1149-55.

Knight M, Bunch K, Tuffnell D, et al; on behalf of MBRRACE-UK. Saving Lives,

Improving Mothers’ Care -Lessons Learned to Inform Maternity Care From the

53


https://doi.org/10.1213/ane.0000000000004663
https://doi.org/10.1097/aog.0000000000003291
https://doi.org/10.2190/pm.43.3.d
https://doi.org/10.1093/advances/nmy132
https://doi.org/10.1016/j.midw.2020.102731
https://doi.org/10.1176/appi.ajp.2015.14121510

UK and Ireland Confidential Enquiries Into Maternal Deaths and Morbidity
2014-16: National Perinatal Epidemiology Unit.Oxford, UK: University of
Oxford; 2018.

Koc, A. E., Colak, S., Colak, G. V., Pusuroglu, M., & Hocaoglu, C. (2021).
Investigating fear of childbirth in pregnant women and its relationship between
anxiety sensitivity and somatosensory amplification. Journal of Obstetrics and
Gynaecology, 41(2), 217-223.

Kuo, S. Y., Chen, S. R., & Tzeng, Y. L. (2014). Depression and Anxiety Trajectories
among Women Who Undergo an Elective Cesarean Section. PLoS ONE, 9(1),
e86653. https://doi.org/10.1371/journal.pone.0086653

Kuo, S. Y., Chen, S. R., & Tzeng, Y. L. (2014). Depression and anxiety trajectories
among women who undergo an elective cesarean section. PloS one, 9(1),
e86653.

Lara-Cinisomo, S., Ramirez Olarte, A., Rosales, M., & Barrera, A. Z. (2021). A
systematic review of technology-based prevention and treatment interventions
for perinatal depression and anxiety in Latina and African American women.
Maternal and child health journal, 25, 268-281.

Laursen, M., Hedegaard, M., & Johansen, C. (2008). Fear of childbirth: predictors and
temporal changes among nulliparous women in the Danish National Birth
Cohort. BJOG: An International Journal of Obstetrics and Gynaecology,
115(3), 354-360. https://doi.org/10.1111/j.1471-0528.2007.01583.x

Lee, S. Y., & Lee, K. A. (2007). Early postpartum sleep and fatigue for mothers after
cesarean delivery compared with vaginal delivery: an exploratory study. The
Journal of Perinatal & Neonatal Nursing, 21(2), 109-113.

Letourneau, N. L., Dennis, C. L., Benzies, K., Duffett-Leger, L., Stewart, M.,
Tryphonopoulos, P. D., Este, D., & Watson, W. (2012). Postpartum Depression
is a Family Affair: Addressing the Impact on Mothers, Fathers, and Children.
Issues in Mental Health Nursing, 33(7), 445-457.
https://doi.org/10.3109/01612840.2012.673054

54


https://doi.org/10.1371/journal.pone.0086653
https://doi.org/10.1111/j.1471-0528.2007.01583.x
https://doi.org/10.3109/01612840.2012.673054

Lin, R, Lu, Y., Luo, W., Zhang, B., Liu, Z., & Xu, Z. (2022). Risk factors for
postpartum depression in women undergoing elective cesarean section: A

prospective cohort study. Frontiers in Medicine, 9, 1001855.

Liu, J., Hung, P., Alberg, A. J., Hair, N. L., Whitaker, K. M., Simon, J., & Taylor, S. K.
(2021). Mental health among pregnant women with COVID-19-related stressors
and worries in the United States. Birth, 48(4), 470-479.

Liu, N., Wang, J., Chen, D. D., Sun, W. J,, Li, P., & Zhang, W. (2020). Effects of
exercise on pregnancy and postpartum fatigue: a systematic review and meta-
analysis. European Journal of Obstetrics & Gynecology and Reproductive
Biology, 253, 285-295.

Liu, Y., Guo, N., Li, T., Zhuang, W., & Jiang, H. (2020). Prevalence and Associated
Factors of Postpartum Anxiety and Depression Symptoms Among Women in
Shanghai, China. Journal of Affective Disorders, 274, 848-856.
https://doi.org/10.1016/j.jad.2020.05.028

Lobel, M., & DeLuca, R. S. (2007). Psychosocial sequelae of cesarean delivery: Review
and analysis of their causes and implications. Social Science &Amp; Medicine,
64(11), 2272—-2284. https://doi.org/10.1016/j.socscimed.2007.02.028

Long, M. M., Cramer, R. J., Bennington, L., Morgan Jr, F. G., Wilkes, C. A,
Fontanares, A. J., ... & Paulson, J. F. (2020). Psychometric assessment of the
Edinburgh Postnatal Depression Scale in an obstetric population. Psychiatry
Research, 291, 113161.

Luciano, M., Di Vincenzo, M., Brandi, C., Tretola, L., Toricco, R., Perris, F., ... &
Sampogna, G. (2022). Does antenatal depression predict post-partum depression
and obstetric complications? Results from a longitudinal, long-term, real-world
study. Frontiers in Psychiatry, 13, 1082762.

Meky, H. K., Shaaban, M. M., Ahmed, M. R., & Mohammed, T. Y. (2019). Prevalence
of postpartum depression regarding mode of delivery: a cross-sectional study.
The Journal of Maternal-Fetal &Amp; Neonatal Medicine, 33(19), 3300-3307.
https://doi.org/10.1080/14767058.2019.1571572

55


https://doi.org/10.1016/j.jad.2020.05.028
https://doi.org/10.1016/j.socscimed.2007.02.028
https://doi.org/10.1080/14767058.2019.1571572

MGH Center for Women’s Mental Health. (2008, October 27). ldentifying Postpartum
Depression: A Three Question Screening Tool. Retrieved February 5, 2022,
from https://womensmentalhealth.org/posts/identifying-postpartum-depression-

a-three-question-screening-tool/

MGH Center for Women’s Mental Health. (2016, September 13). Edinburgh Postnatal
Depression Scale for Postpartum Depression: Three Items Better Than Ten.
Retrieved March 3, 2022, from
https://womensmentalhealth.org/posts/edinburgh-postnatal-depression-scale-

postpartum-depression-three-items-better-ten/

Milton, S. H., MD. (2019, January 24). Normal Labor and Delivery: Practice
Essentials, Definition, Stages of Labor and Epidemiology. Retrieved August 7,

2022, from https://emedicine.medscape.com/article/260036-overview

Moameri, H., Ostadghaderi, M., Khatooni, E., & Doosti-Irani, A. (2019). Association of
postpartum depression and cesarean section: A systematic review and meta-
analysis. Clinical Epidemiology and Global Health, 7(3), 471-480.
https://doi.org/10.1016/j.cegh.2019.02.009

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), £238-e245.
https://doi.org/10.1016/j.midw.2010.10.008

Moraes, I. G. D. S., Pinheiro, R. T., Silva, R. A. D., Horta, B. L., Sousa, P. L. R., &
Faria, A. D. (2006). Prevaléncia da depressdo pés-parto e fatores associados.
Revista De Salde Publica, 40(1), 65-70. https://doi.org/10.1590/s0034-
89102006000100011

Naki¢ Rados, S. (2018). Anxiety During Pregnancy and Postpartum: Course, Predictors
and Comorbidity with Postpartum Depression. Acta Clinica Croatica, 57(1), 39—
51. https://doi.org/10.20471/acc.2018.57.01.05

Nieminen, K., Stephansson, O., & Ryding, E. L. (2009). Women’s fear of childbirth and

preference for cesarean section — a cross-sectional study at various stages of

56


https://womensmentalhealth.org/posts/identifying-postpartum-depression-a-three-question-screening-tool/
https://womensmentalhealth.org/posts/identifying-postpartum-depression-a-three-question-screening-tool/
https://womensmentalhealth.org/posts/edinburgh-postnatal-depression-scale-postpartum-depression-three-items-better-ten/
https://womensmentalhealth.org/posts/edinburgh-postnatal-depression-scale-postpartum-depression-three-items-better-ten/
https://emedicine.medscape.com/article/260036-overview
https://doi.org/10.1016/j.cegh.2019.02.009
https://doi.org/10.1016/j.midw.2010.10.008
https://doi.org/10.1590/s0034-89102006000100011
https://doi.org/10.1590/s0034-89102006000100011
https://doi.org/10.20471/acc.2018.57.01.05

pregnancy in Sweden. Acta Obstetricia Et Gynecologica Scandinavica, 88(7),
807-813. https://doi.org/10.1080/00016340902998436

Nikolajsen, L., Sgrensen, H., Jensen, T., & Kehlet, H. (2003). Chronic pain following
Caesarean section. Acta Anaesthesiologica Scandinavica, 48(1), 111-116.
https://doi.org/10.1111/j.1399-6576.2004.00271.x

Nonacs, R. & Cohen, L.S. (2000). Postpartum psychiatric syndromes. In B. Sadock &
V. Sadock. (Eds.), Comprehensive Textbook of Psychiatry (7th ed.).
Philadelphia, PA: Lippincott Williams & Wilkins.

Nonacs, R., & Cohen, L. S. (1998). Postpartum mood disorders: diagnosis and treatment
guidelines. The Journal of Clinical Psychiatry, 59 Suppl 2, 34-40.

Olieman, R. M., Siemonsma, F., Bartens, M. A., Garthus-Niegel, S., Scheele, F., &
Honig, A. (2017). The effect of an elective cesarean section on maternal request
on peripartum anxiety and depression in women with childbirth fear: a
systematic  review. BMC  Pregnancy and  Childbirth,  17(1).
https://doi.org/10.1186/s12884-017-1371-z

Olieman, R. M., Siemonsma, F., Bartens, M. A., Garthus-Niegel, S., Scheele, F., &
Honig, A. (2017). The effect of an elective cesarean section on maternal request
on peripartum anxiety and depression in women with childbirth fear: a

systematic review. BMC pregnancy and childbirth, 17, 1-8.

Palestinian Ministry of Health. (2021). Health Annual Report Palestine 2021.
Palestinian Health Information Center (PHIC).
https://site.moh.ps/Content/Books/Hqgu4D5vfT6bDhDUtI36GHhx90YICS9Jpl
XYDfOMKrnDt6YoDPKPdI_I6mhnD3xb5MaPpX1mx6k6J4WowTnGUc1135
KRHMmuMWEi1Zh1QUmFY .pdf

Pariente, G., Wissotzky Broder, O., Sheiner, E., Lanxner Battat, T., Mazor, E., Yaniv
Salem, S., ... & Wainstock, T. (2020). Risk for probable post-partum depression
among women during the COVID-19 pandemic. Archives of Women's Mental
Health, 23, 767-773.

57


https://doi.org/10.1080/00016340902998436
https://doi.org/10.1111/j.1399-6576.2004.00271.x
https://doi.org/10.1186/s12884-017-1371-z
https://site.moh.ps/Content/Books/Hqgu4D5vfT6bDhDUtl36GHhx9oYlCS9JplXYDfOMKrnDt6YoDPkPdl_I6mhnD3xb5MaPpX1mx6k6J4WowTnGUc1135KRHMmuMwEi1Zh1QUmFY.pdf
https://site.moh.ps/Content/Books/Hqgu4D5vfT6bDhDUtl36GHhx9oYlCS9JplXYDfOMKrnDt6YoDPkPdl_I6mhnD3xb5MaPpX1mx6k6J4WowTnGUc1135KRHMmuMwEi1Zh1QUmFY.pdf
https://site.moh.ps/Content/Books/Hqgu4D5vfT6bDhDUtl36GHhx9oYlCS9JplXYDfOMKrnDt6YoDPkPdl_I6mhnD3xb5MaPpX1mx6k6J4WowTnGUc1135KRHMmuMwEi1Zh1QUmFY.pdf

Qandil, S., Jabr, S., Wagler, S., & Collin, S. M. (2016). Postpartum depression in the
Occupied Palestinian Territory: a longitudinal study in Bethlehem. BMC
Pregnancy and Childbirth, 16(1). https://doi.org/10.1186/512884-016-1155-x

Rados, S. N., Tadinac, M., & Herman, R. (2018). Anxiety during pregnancy and
postpartum: course, predictors and comorbidity with postpartum depression.
Acta Clinica Croatica, 57(1), 39.

Raosoft. (2022, January 5). Sample Size Calculator by Raosoft,

Inc.http://www.raosoft.com/samplesize.html

Rauh, C., Beetz, A., Burger, P., Engel, A., Haberle, L., Fasching, P. A., ... &
Faschingbauer, F. (2012). Delivery mode and the course of pre-and postpartum

depression. Archives of gynecology and obstetrics, 286, 1407-1412.

Reck, C., Struben, K., Backenstrass, M., Stefenelli, U., Reinig, K., Fuchs, T., Sohn, C.,
& Mundt, C. (2008). Prevalence, onset and comorbidity of postpartum anxiety
and depressive disorders. Acta Psychiatrica Scandinavica, 118(6), 459-468.
https://doi.org/10.1111/j.1600-0447.2008.01264.x

Ria, M. B., Budihastuti, U. R., & Sudiyanto, A. (2018). Risk Factors of Postpartum
Depression at Dr. Moewardi Hospital, Surakarta. Journal of Maternal and
Child Health, 03(01), 81-90. https://doi.org/10.26911/thejmch.2018.03.01.08

Sarah, S., Forozan, S., & Leila, D. (2017). The relationship between model of delivery
and postpartum depression. Annals of Tropical Medicine and Public Health,
10(4), 874. https://doi.org/10.4103/atmph.atmph_236_17

Sateia, M. J., Doghramji, K., Hauri, P. J., & Morin, C. M. (2000). Evaluation of chronic
insomnia. An American Academy of Sleep Medicine review. Sleep, 23(2), 243-
308.

Segre, & Davis. (2013). Postpartum Depression and Perinatal Mood Disorders in the
DSM. In Postpartum Support International. Postpartum Support International.
Retrieved  June 7, 2022, from  https://www.postpartum.net/wp-
content/uploads/2014/11/DSM-5-Summary-PSI.pdf

58


https://doi.org/10.1186/s12884-016-1155-x
http://www.raosoft.com/samplesize.html
https://doi.org/10.1111/j.1600-0447.2008.01264.x
https://doi.org/10.26911/thejmch.2018.03.01.08
https://doi.org/10.4103/atmph.atmph_236_17
https://www.postpartum.net/wp-content/uploads/2014/11/DSM-5-Summary-PSI.pdf
https://www.postpartum.net/wp-content/uploads/2014/11/DSM-5-Summary-PSI.pdf

Sharma, V., & Sharma, P. (2012). Postpartum Depression: Diagnostic and Treatment
Issues. Journal of Obstetrics and Gynaecology Canada, 34(5), 436-442.
https://doi.org/10.1016/s1701-2163(16)35240-9

Simkus, J. (2022, January 29). Prospective Study | Definition & Examples - Simply
Psychology. Simply Psychology. Retrieved September 5, 2022, from
https://www.simplypsychology.org/prospective-study.html

Simkus, J. (2023). Convenience Sampling: Definition, method and examples. Simply

Psychology. https://www.simplypsychology.org/convenience-sampling.html

Smorti, M., Ponti, L., & Pancetti, F. (2019). A comprehensive analysis of post-partum
depression risk factors: the role of socio-demographic, individual, relational, and

delivery characteristics. Frontiers in public health, 7, 295.

Spinelli, M. G. (2004). Maternal Infanticide Associated With Mental IlIness: Prevention
and the Promise of Saved Lives. American Journal of Psychiatry, 161(9), 1548—
1557. https://doi.org/10.1176/appi.ajp.161.9.1548

Swanson, L. M., Pickett, S. M., Flynn, H., & Armitage, R. (2011). Relationships
Among Depression, Anxiety, and Insomnia Symptoms in Perinatal Women
Seeking Mental Health Treatment. Journal of Women'’s Health, 20(4), 553-558.
https://doi.org/10.1089/jwh.2010.2371

Tammentie, T., Paavilainen, E., Astedt-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.
https://doi.org/10.1046/j.1365-2702.2003.00824.x

Tan, C. W., Tan, H. S., Sultana, R., Chui, A., Chua, T. E., Chen, H., & Sng, B. L.
(2021). Association of Childbirth Pain with Postnatal Depressive and Anxiety
Disorders in Nulliparous Parturients: A Prospective Study. Neuropsychiatric
Disease and Treatment, 2625-2636.

Thomas, J., Callwood, A., Brocklehurst, P., & Walker, J. (2000). The National Sentinel

Caesarean Section Audit. BJOG: An International Journal of Obstetrics and

59


https://doi.org/10.1016/s1701-2163(16)35240-9
https://www.simplypsychology.org/prospective-study.html
https://www.simplypsychology.org/convenience-sampling.html
https://doi.org/10.1176/appi.ajp.161.9.1548
https://doi.org/10.1089/jwh.2010.2371
https://doi.org/10.1046/j.1365-2702.2003.00824.x

Gynaecology, 107(5), 579-580. https://doi.org/10.1111/j.1471-
0528.2000.th13296.x

Thomas, L. (2022, July 21). Cross-Sectional Study | Definition, Uses & Examples.

Scribbr. https://www.scribbr.com/methodology/cross-sectional-study/

Tzeng, Y. L., Chen, S. L., Chen, C. F., Wang, F. C., & Kuo, S. Y. (2015). Sleep
Trajectories of Women Undergoing Elective Cesarean Section: Effects on Body
Weight and Psychological Well-Being. PLOS ONE, 10(6), e0129094.
https://doi.org/10.1371/journal.pone.0129094

van der Zee-van, A. |., Boere-Boonekamp, M. M., Groothuis-Oudshoorn, C. G., &
Reijneveld, S. A. (2021). Postpartum depression and anxiety: a community-
based study on risk factors before, during and after pregnancy. Journal of
affective disorders, 286, 158-165.

Villegas, L., McKay, K., Dennis, C. L., & Ross, L. E. (2010). Postpartum Depression
Among Rural Women From Developed and Developing Countries: A
Systematic Review. The Journal of Rural Health, 27(3), 278-288.
https://doi.org/10.1111/j.1748-0361.2010.00339.x

Wang, W., Xu, H., Ling, B., Chen, Q., Lv, J., & Yu, W. (2022). Effects of esketamine
on analgesia and postpartum depression after cesarean section: a randomized,
double-blinded controlled trial. Medicine, 101(47).

Wenzel, A., Haugen, E. N., Jackson, L. C., & Brendle, J. R. (2005). Anxiety symptoms
and disorders at eight weeks postpartum. Journal of Anxiety Disorders, 19(3),
295-311. https://doi.org/10.1016/j.janxdis.2004.04.001

Wisner, K. L., Moses-Kolko, E. L., & Sit, D. K. Y. (2010). Postpartum depression: a
disorder in search of a definition. Archives of Women’s Mental Health, 13(1),
37-40. https://doi.org/10.1007/s00737-009-0119-9

World Health Organization. (2013). WHO Application of ICD-10 to Deaths During
Pregnancy, Childbirth and the Puerperium: ICD-Maternal Mortality.

60


https://doi.org/10.1111/j.1471-0528.2000.tb13296.x
https://doi.org/10.1111/j.1471-0528.2000.tb13296.x
https://www.scribbr.com/methodology/cross-sectional-study/
https://doi.org/10.1371/journal.pone.0129094
https://doi.org/10.1111/j.1748-0361.2010.00339.x
https://doi.org/10.1016/j.janxdis.2004.04.001
https://doi.org/10.1007/s00737-009-0119-9

Xie, R. H., Lei, J., Wang, S., Xie, H., Walker, M., & Wen, S. W. (2011). Cesarean
Section and Postpartum Depression in a Cohort of Chinese Women with a High
Cesarean Delivery Rate. Journal of Women’s Health, 20(12), 1881-1886.
https://doi.org/10.1089/jwh.2011.2842

Xie, R. H., Lei, J., Wang, S., Xie, H., Walker, M., & Wen, S. W. (2011). Cesarean
section and postpartum depression in a cohort of Chinese women with a high

cesarean delivery rate. Journal of women's health, 20(12), 1881-1886.

Xiong, P. T., Poehlmann, J., Stowe, Z., & Antony, K. M. (2021). Anxiety, depression,
and pain in the perinatal period: a review for obstetric care providers.
Obstetrical & Gynecological Survey, 76(11), 692-713.

Xu, H., Ding, Y., Ma, Y., Xin, X., & Zhang, D. (2017). Cesarean section and risk of
postpartum depression: A meta-analysis. Journal of Psychosomatic Research,
97, 118-126. https://doi.org/10.1016/j.jpsychores.2017.04.016

Yehia, D. B. M., Callister, L. C., & Hamdan-Mansour, A. (2013). Prevalence and
Predictors of Postpartum Depression Among Arabic Muslim Jordanian Women
Serving in the Military. Journal of Perinatal &Amp; Neonatal Nursing, 27(1),
25-33. https://doi.org/10.1097/jpn.0b013e31827ed6db

Ystrom, E. (2012). Breastfeeding cessation and symptoms of anxiety and depression: a
longitudinal cohort study. BMC Pregnancy and Childbirth, 12(2).
https://doi.org/10.1186/1471-2393-12-36

Yurashevich, M., Carvalho, B., Butwick, A. J.,, Ando, K., & Flood, P. D. (2019).
Determinants of women’s dissatisfaction with anaesthesia care in labour and

delivery. Anaesthesia, 74(9), 1112-1120. https://doi.org/10.1111/anae.14756

Zanardo, V., Giliberti, L., Giliberti, E., Volpe, F., Straface, G., & Greco, P. (2018). The
role of elective and emergency cesarean delivery in maternal postpartum
anhedonia, anxiety, and depression. International Journal of Gynecology &
Obstetrics, 143(3), 374-378.

61


https://doi.org/10.1089/jwh.2011.2842
https://doi.org/10.1016/j.jpsychores.2017.04.016
https://doi.org/10.1097/jpn.0b013e31827ed6db
https://doi.org/10.1186/1471-2393-12-36
https://doi.org/10.1111/anae.14756

Zejnullahu, V. A., Ukella-Lleshi, D., Zejnullahu, V. A., Miftari, E., & Govori, V.
(2021). Prevalence of postpartum depression at the clinic for obstetrics and
gynecology in Kosovo teaching hospital: Demographic, obstetric and

psychosocial risk factors. European Journal of Obstetrics & Gynecology and
Reproductive Biology, 256, 215-220.

62



Appendices

Appendix A

Sample size calculator

" Raosoft. I

What margin of error can you accept?

5% is a common choice

iI

What confidence level do you need? 5 04
Typical choices are 90%, 95%, or 99%

What is the population size? 6000

If you don't know, use 20000

What is the response distribution? 50 0,

Leave this as 50%

Your recommended sample size is 361

Source: (Raosoft, 2022).
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Appendix B
Study Tools

An-Najah National University
Faculty of Graduate Studies
Master of Community Mental Health

Questionnaire about:

POSTPARTUM DEPRESSION AND ANXIETY
AMONG WOMEN UNDERGO CESAREAN
SECTION COMPARED WITH VAGINAL
DELIVERY IN NABLUS

Prepared by:
Sojoud Abu-Baker

Supervised by:

Dr. Eman Alshawish
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The First section

Patient’s information
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The Second section

Edinburgh Postnatal Depression Scale (EPDS)

The Edinburgh Postnatal Depression Scale

Cox JL, Holden JM Sagovsky R (1987) Detection of postnataldepression: development of the

10-item Edinburgh postnataldepression scale. Brit J Psychiatry150 782-86. Reproduced
withpermission

*
‘-‘!..‘!; FAMILY NAME MRN
NSW | Health GIVEN NAME MALE FEMALE
FaCility: D.0.B: / / M.O.
ADDRESS:
The Edinburgh Postnatal Depression Scale
Cox JL, Holden JM Sagovsky R (1987) Detection of postnatal LOCATION:

depression: development of the 10-item Edinburgh postnatal
depression scale. Brit J Psychiatry150 782-86. Reproduced with
permission
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The Edinburgh Postnatal Depression Scale

Today'sDate:__/__/____ Weekspregnant: or week postnatal:
Surname: Given Name: Total Score:
INSTRUCTIONS:

Please select one option for each question that is the closest to how you have felt in the PAST SEVEN DAYS.

1. I have been able to laugh and see the funny side of 6. Things have been getting on top of me:
things: ( ) Yes, most of the time | haven't been able to cope at all
( )JAs much as | always could ( ) Yes, sometimes | haven't been coping as well as usual
( )Not quite as much now ( ) No, most of the time | have coped quite well
( )Definitely not so much now ( ) No, | have been coping as well as ever
( )Not atall
7.1 have been so unhappy that | have had difficulty
2.1 have looked forward with enjoyment to things: sleeping:
( ) As much as | ever did ( ) Yes, most of the time
( ) Rather less than | used to ( ) Yes, sometimes
( ) Definitely less than | used to ( ) Not very often
( )Hardly atall ( )No,not at all
3. have blamed myself unnecessarily when things went 8.1 have felt sad or miserable:
wrong: ( ) Yes, most of the time
( ) Yes, most of the time ( ) Yes, quite often
( ) Yes,some of the time ( ) Not very often
( ) Not very often ( )No,not at all

9. have been so unhappy that | have been

4. | have been anxious or worried for no good reason: crying:

( )No, not at all () Yes, most of the time

( ) Hardly ever () Yes, quite often

( ) Yes, sometimes ( ) Only occasionally

() Yes, very often ( ) No, never

5.1 have felt scared or panicky for no very good reason: 10. The thought of harming myself has occurre

() Yes,quitealot () Yes, quite often

() Yes, sometimes ( ) Sometimes

( ) No, not much ( ) Hardly ever

( )No, not at all ( ) Never
INSTRUCTIONS:

TOTAL
Add the number next to each circle that has been filled in. This is the total score. See below SCORE:

for the range of scores on the EPDS.
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QUESTIONS 1,2, & 4 (without an*)
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom box scored as 3.

QUESTIONS 3,5-10 (marked with an*)
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0.

Range of EPDS Scores

Scores

0-9: Scores in this range may indicate the presence of some symptoms of distress that may be short-
lived and are less likely to interfere with day to day ability to function at home or at work. However if
these symptoms have persisted more than a week or two further enquiry is warranted.

10-12: Scores within this range indicate presence of symptoms of distress that may be
discomforting. Repeat the EDS in 2 weeks time and continue monitoring progress regularly. If the

scores increase to above 12 assess further and consider referral as needed.

13 +: Scores above 12 require further assessment and appropriate management as the likelihood of
depression is high. Referral to a psychiatrist/psychologist may be necessary.

Item 10: Any woman who scores 1, 2 or 3onitem 10 requires further evaluation before leaving the
office to ensure her own safety and that of her baby.
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The Third section
The Postpartum Specific Anxiety Scale (PSAS)

Instructions to participants:

We are interested in how you are feeling since you had your baby. Please choose the
answer that comes closest to how you have felt IN THE PAST 14 DAYS, not just how
you feel today. As this reflects the past fourteen days, you may want to repeat this scale
again to track any changes in your frequency of symptoms after 6 weeks from your
delivery. This questionnaire consists of 51 groups of statements. Please read each group
of statements carefully. Note: In developing the scale preliminary consultations
identified some items as not being applicable to all mothers. These items have been
marked with an asterisk (*), for example: [*2.] If these marked items are not applicable
to you or your circumstances, please leave the item response blank. Please take your
time and read each question carefully, selecting the most appropriate answer for each
question from the following options:

1 = Not at all
2 = Not Very Often
3 = Often

4 = Almost Always

Source (Fallon et al., 2016).
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PARTICIPANT ID:

AGE OF BABY IN

DATE:

WEEKS:
5 _ | & 2
3 S | O c | 2
g 5 |2 |& | <
Z = ) 1)
S e . § ,>_. I E
2 The postpartum Specific Anxiety Scale I o ™ =
@ _ e <
S T n
(@4 (qV] <
1. have had negative thoughts about my relationship
with my baby
2. | have felt that my baby would be better cared for
my someone else
3. | have felt unconfident or incapable of meeting my
baby’s basic care needs
4. I have worried about the bond I have with my baby
5. | have worried that my baby feels more content in
someone else’s care
6. | have felt that other mothers are coping with their
babies better than me
7. I have felt that | am not the parent | want to be
8. I have worried I will not know what to do when my
baby cries
9. | have worried about how | will cope with my baby
when others are not around to support me
10. | I have worried about being unable to settle my baby
11. | I have worried that my baby is picking up on my
anxieties
12. | I have worried that my baby is less content than
other babies
13. | I have worried that other people think my parenting

skills are inadequate
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14. | I have felt that motherhood is much harder than
expected O

15. | I have felt that I should not need help to look after
my baby

16. | I have worried about my baby being accidentally
harmed by someone or something else

17. | I have repeatedly checked on my sleeping baby

18. | I have worried that my baby will stop breathing
while sleeping

19. | I have felt frightened when my baby is not with me

20. | I have worried about leaving my baby in a childcare
setting

21. | I have worried about accidentally harming my baby

22. | I have thought of ways to avoid exposing my baby
to germs

23. | I have not taken part in an everyday activity with
my baby because | fear they may come to harm

24. | I have worried about my baby’s health even after
reassurance from others

25. | I have worried that | will become too ill to care for
my baby

26. | I have felt a greater need to do things in a certain
way or order than before my baby was born

27. | I have worried about my baby’s milk intake

28 I have worried about my baby’s weight

29. | I have worried about getting my baby into a routine.

30. | I have worried about the way that | feed my baby.

31. | I have worried about the length of time that my
baby sleeps.

32 | have used the internet for reassurance about my
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baby’s health.

33. | I have worried that my baby is not developing as
quickly as other babies

34. | I have felt resentment towards my partner.

35. | I have felt tired even after a good amount of rest.

36. | I have worried more about my relationship with my
partner than before my baby was born.

37. | I have worried that | am not going to get enough
sleep

38. | I have worried that my partner finds me less
attractive than before my baby was born

39. | I worried a lot about my relationship with my family
after giving birth.

40. | I have worried more about my appearance than
before my baby was born.

41. | I have worried more about completing household
chores than before my baby was born.

42. | I have had difficulty sleeping even when | have had
the chance to.

43. | I have worried more about my appearance than
before my baby was born.

44. | | have worried more about my relationship with my
friends than before my baby was born

45. | I have been less able to concentrate on simple tasks
than before my baby was born.

46. | I have worried about returning to work

47. | I have worried more about my relationship with my
family than before my baby was born.

48. | I have felt that | have had less control over my day
than before my baby was born.

49. | I have felt isolated from family and friends
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50.

| have worried more about my finances than before
my baby was born —0.11

51.

beneficial.

| have felt that when I do get help it is not
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Appendix C

Permission for using the Arabic version of PSAS

Dear Sana can | use your PSAS
scale in arabic version in my
sl sl study please

‘" ~

Jo¥l upiai Yo Ul

T Jo¥l (i YY Sana SaadAdeen
v Uil

Dear Sujood,
Hope you are doing well.

Yes | do not mind.
You can use it with reference.

78



Appendix D
IRB Approval Letter
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Appendix E

Approval letter from Al Ittihad hospital
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Appendix F

Consent form

e
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Appendix G
Tables

Table G.1
Comparison of anxiety between 2 and 6 weeks post-delivery among the study
participants

Anxiety post-delivery

Variable Group 2 weeks 6 weeks v;;Je
N % N %
NOLRU 163 45206 51 141%  0000*
. Not
1. have had negative Very 90 249% 136 37.7%
thoughts about my Often

relationshipwith my baby 00 g4 23306 144 39.9%

Almost o, e 30 8.3%
Always

Not at
all
Not
Very 109 30.2% 129 35.7%
Often
Often 67 186% 89 24.7%

Almost oo cg0 30 8.3%
Always

160 44.3% 113 31.3% 0.000*

2. | have felt that my baby
would be better cared for my
someone else

Not at
all
Not
Very 111 30.7% 138 38.2%
Often
Often 79 219% 98 27.1%

144 399% 86 23.8%  .000*

3. I have felt unconfident or
incapable of meeting my
baby’s basic care needs

Almost o0 S50 39 10.9%
Always
Ngltlat 157 435% 103 285%  0.000*
Not
4. 1 have worried about the Very 112 31.0% 141 39.1%

bond I have with my baby Often
Often 71 19.7% 87 24.1%

Almost o1 sy 30 8.3%
Always

Not at
5. I have worried that my all
baby feels more content in Not
someone else’s care Very 102 283% 135 37.4%
Often

151 418% 94 26.0% 0.000*
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Ofttn 80 222% 96  26.6%
Almost e 200 36 10.0%
Always
Ngltlat 141 391% 94  26.0%  0.000*
Not
6.1havefeltthatother o0 155 3380 143 39.6%
mothers are coping with their Often
babies better than me Often 76 21 1% 96 26.6%
Almost o, o0 28 7.8%
Always
Ngltlat 150 41.6% 89 24.7%  0.000*
Not
7. 1 have felt that I am not the Very 106 29.4% 133 36.8%
parent | want to be Often
Oftn 79 21.9% 107 29.6%
Almost oo 100 32 8.9%
Always
Ngltlat 107 29.6% 66 18.3%  0.000*
) ) Not
8. | have worried | will not Very 142 393% 149 41.3%
know what to do when my Often
baby cries Often 86 23.8% 115 31.9%
Almost oo 2300 31 8.5%
Always
Ngltlat 121 335% 68 18.8%  0.000*
9. | have worried about how | Not
will cope with my baby Very 138 38.2% 158 43.8%
when others are not around Often
to support me Often 77  213% 100 27.7%
Almost oo 200 35 9.7%
Always
Ngltlat 137 38.0% 131 36.3%  0.109
) Not
10. I have worried about Very 119 330% 119 33.0%
being unable to settle my Often
baby Often 79 219% 82  22.7%
Almost oo 2100 29 8.0%
Always
Ngltlat 108 29.9% 34  9.4%  0.000*
11. I have worried that my Not
baby is picking up on my Very 139 385% 154 42.7%
anxieties Often
Oftn 84 233% 129 357%
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Almost

30 83% 44 12.2%
Always
Ngltlat 129 35.7% 62 17.2%  0.000*
12. I have worried that my \l/\le?t 117 324% 139 38.5%
baby is less content than Ofte¥1 70 70
other babies Often 83  23.0% 119 33.0%
Almost o) 8906 41 11.3%
Always
Ngltlat 123 341% 21 58%  0.000*
. Not
13. I have _vvorrled that o_ther Very 197 35920 153 42.4%
people think my parenting Often
skills are inadequate Often 84 233% 140 38.8%
Almost o0 240 47 13.0%
Always
Ngltlat 63 175% 24  66%  0.000%
Not
14. | have felt that Very 116 321% 121 335%
motherhood is much harder Often
than expected 0 Often 123 34.1% 148 41.0%
Almost oo 16300 68 18.9%
Always
Ngltlat 80 222% 25 69%  0.000%
Not
15R. | have felt that | should Very 153 424% 164  45.4%
not need help to look after Often
my baby Often 92  255% 124 34.3%
Almost o0 9900 48 13.4%
Always
Ngltlat 71 197% 20 55%  0.000%
16. | have worried about my Not
baby being accidentally Very 138 382% 152 42.1%
harmed by someone or Often
something else Often 102 283% 129 35.7%
ﬁ:mOSt 50 13.8% 60 16.7%
way’s
Ngltlat 30 83% 6  17%  0.000*
Not
17. | have repeatedly Very 108 29.9% 105 29.1%
checked on my sleeping baby Often
Often 132 36.6% 151 41.8%
Almost 91  252% 99  27.4%
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Always

Ngltlat 34 94% 4  11%  0.000*
) Not
18. 1have worried thatmy ;0o 149 38805 120 33.2%
baby will stop breathing Often
while sleeping Often 108 29.9% 150 41.6%
Q:V”J;’;; 79 21.9% 87 24.1%
Ngltlat 31 86% 3  08% 0.000*
Not
19. I have felt frightened Very 110 305% 87 24.1%
when my baby is not with me Often
Often 134 37.1% 164 45.4%
Q:VT;’;; 86 238% 107 29.7%
Ngltlat 71 197% 2 06%  0.000*
) Not
20. | have worried about Very 87 241% 93  258%
leaving my baby in a Often
childcare setting Often 113 31.3% 155 42.9%
Q:VT;’;; 90 249% 111 30.7%
Ngltlat 61 169% 20 55%  0.000*
) Not
21. | have worried about Very 125 346% 131 36.3%
accidentally harming my Often
baby Often 106 29.4% 134 37.1%
ﬁl'vrc;’; 60 191% 76 21.1%
Ngltlat 44 122% 0  00%  0.000*
Not
22. I_have tho_ught of ways to Very 99  274% 84  23.3%
avoid exposing my baby to Often
germs Often 119 33.0% 164 45.4%
ﬁl'vrc;’; 99  27.4% 113 31.3%
Ngltlat 101 28.0% 20 55%  0.000*
23. | have not taken part in Not
an everyday activity with my Very 121 335% 151 41.8%
baby because | fear they may Often
come to harm Often 101 28.0% 138 38.2%
ﬁl'vrc;;; 38 105% 52 14.5%
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Not at

all 64 17.7% 54 15.0%  0.012
. Not
24. 1 ha’ve worried about my Very 144 399% 146  40.4%
baby’s health even after Often
reassurance from others Often 105 291% 110 30.5%
Almost e 1330 51 14.1%
Always
NOLEL 67 186% 61 169% 0019
. . Not
25. | have w'orrled that I will Very 120 339% 125 34.6%
become too ill to care for my Often
baby Often 118 32.7% 119 33.0%
Almost 56 1550 56 15.5%
Always
NOLE 57 158% 20 55%  0.000*
26. | have felt a greater need Not
to do things in a certain way Very 120 332% 130 36.0%
or order than before my baby Often
was born Often 146  40.4% 165 45.7%
AImost a9 106% 46 12.8%
Always
NOLE 67 186% 15 42%  0.000*
Not
27. | have worried about my Very 156 43.2% 161 44.6%
baby’s milk intake Often
Often 97 26.9% 136 37.7%
Almost 1 1930 49 135%
Always
N 76 210% 37 102%  0.000%
Not
28. | have worried about my Very 147  40.7% 152 42.1%
baby’s weight Often
Often 91 252% 117 32.4%
Almost 07 13006 55  15.3%
Always
NOLE 69 100% 33 9%  0.000%
. Not
29. I_have worrled_ about Very 149 413% 159  44.0%
getting my baby into a Often
routine. Often 108 29.9% 125 34.6%
AIMost o5 9706 44 123%
Always
30. | have worried about the Not at 66 183% 36 10.0% 0.000*
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way that | feed my baby. all
Not
Very 128 355% 128 35.5%
Often
Often 122 33.8% 139 38.5%
Almost e 15406 58 16.0%
Always
Ngltlat 64 17.7% 29  8.0%  0.000*
) Not
31. | have \_/vorrled about the Very 148 410% 151 41.8%
length of time that my baby Often
sleeps. Often 118 32.7% 139 38.5%
Almost 5 gee 42 11.7%
Always
Ngltlat 61  16.9% 15 42%  0.000*
] Not
32. | have used the internet Very 112 310% 118 32.7%
for reassurance about my Often
baby’s health. Often 121 335% 152 42.1%
Almost o0 18506 76 21.1%
Always
Ngltlat 91 252% 39 10.8%  0.000*
] Not
33. lhaveworried thatmy /o0 140 38805 141  39.1%
baby is not developing as Often
quickly as other babies Often 90 24.9% 123 34.1%
Almost 0 11106 58 16.0%
Always
Ngltlat 111 307% 37 10.2% 0.000*
Not
34. | have felt resentment Very 119 33.0% 134 37.1%
towards my partner. Often
Often 96 26.6% 134 37.1%
Almost o0 9200 56 15.6%
Always
Ngltlat 57 15.8% 39 10.8%  0.000*
Not
35. I have felt tired even after Very 138 382% 129 35.7%
a good amount of rest. Often
Often 117 32.4% 136 37.7%
Almost /o 13606 57  15.8%
Always
36. I'have worried more Notat .00 283% 102 283% 0317
about my relationship with all
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my partner than before my Not
baby was born. Very 127 352% 126 34.9%
Often
Often 97 26.9% 98 27.1%
Almost a5 9606 35 9.7%
Always
Ngltlat 44 122% 44 122%  0.000*
Not
37. I have worried that | am Very 138 38.2% 138 38.2%
not going to get enough sleep Often
Often 119 33.0% 119 33.0%
Almost o 16606 60 16.6%
Always
NOLE a1 250% o1 252% 0317
38. I have worried that my Not
partner finds me less Very 132 36.6% 131 36.3%
attractive than before my Often
baby was born Often 94 26.0% 94 26.0%
Almost 0 1000 45 125% 0317
Always
NOLEL 116 321% 116 32.1%
39. I have worried more Not
' Very 122 338% 123 34.1%
about my appearance than Often
before my baby was born. Often 88 24.4% 88  24.4%
Almost o5 9706 34 9.4%
Always
NOLEL 69 100% 69 191% 0317
40. | have worried more Not
about completing household Very 137 38.0% 136 37.7%
chores than before my baby Often
was born. Often 110 305% 111 30.7%
Almost o o406 45 125%
Always
NOL® 50 139% 50 13.9% 0.000*
. Not
41. | have had difficulty Very 134 37.1% 134 37.1%
sleeping even when | have Often
had the chance to. Often 131 36.3% 131 36.3%
Almost e 15706 46 12.7%
Always
42. | have worried more Not at 71 19.7% 71 197% 0317
about my appearance than all
before my baby was born. Not 136 37.7% 135 37.4%
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Very

Often
Often 101 28.0% 102 28.3%
Almost oo 946% 53 14.6%
Always
Ngltlat 86 238% 86 238% 0317
43. | have worried more Not
about my relationship with Very 126 34.9% 125 34.6%
my friends than before my Often
baby was born Often 113 313% 113 31.3%
Almost 56 15006 37 10.3%
Always
Ngltlat 75  208% 75 20.8%  0.317
44. | have been less able to Not
concentrate on simple tasks Very 144 39.9% 143 39.6%
than before my baby was Often
born. Often 101 28.0% 102 28.3%
Almost /0 91306 41 11.3%
Always
Ngltlat 108 29.9% 108 29.9%  0.083
Not
45. | have worried about Very 107 29.6% 104 28.8%
returning to work Often
Often 94 26.0% 97 26.9%
Almost oo 14506 52 14.4%
Always
Ngltlat 87 241% 69  19.1%
46. | have worried more Not
about my relationship with Very 130 36.0% 134 37.1% 0.001
my family than before my Often
baby was born. Often 106 29.4% 114 31.6%
Almost 50 10506 44 1220
Always
Ngltlat 71 197% 68 18.8%  0.156
Not
47. | have felt that | have had Very 128 355% 126 34.9%
less control over my day than Often
before my baby was bam. Often 122 33.8% 125 34.6%
Almost /0 91006 42 11.7%
Always
Not at 0 0 *
48. | have felt isolated from all 89 24.1% 53 14.7%  0.000
family and friends Not 124 343% 128 355%
Very
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Often

Often 119 33.0% 138 38.2%
ﬁl'vrc;’;; 29 80% 42 11.6%
Ngltlat 100 27.7% 29  8.0%  0.000*
. Not
49. | have worried more Very 135 37.4% 150 41.6%
about my finances than Often
before my baby was born Often 81 224% 123 34.1%
ﬁl'vrc;’;; 45  125% 59  16.3%
Ngltlat 116 321% 66 18.3% 0.000*
Not
50. I have felt that when | do Very 118 32.7% 138 38.2%
get help it is not beneficial. Often
Often 94 26.0% 111 30.7%
QI'V”J;;; 33 92% 46  12.8%

socio-demographic variables.
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Table G.2

Comparisons of depression and anxiety Scale at 2 and 6 weeks post-delivery among socio-demographic variables

Depression . Anxiety .
Variable Group N MeanzSD t value MeanzSD t value
2 weeks 6 weeks 2 weeks 6 weeks
LeS; ;2?: 18 5 1400#424 1550+2.12 1000 0500 2.57+01  2.69+0.13  6.000  0.105
18-22years 55 12934618 13844585 4336 0. 238%0.52 258+044 7819 ...
pe 23-27years 130 12924587 13848552 8258 o, 228049 247041 16291 o,
28-37years 140 13204521 14.06£485 7042 o, 223049 245:039 16543 oo,
3Byearsor 5, 13684580 14264554 2.837 0.008* 2.28+047 2.48+04  8.867
more 0.000*
F 0.181 0.105 1.159 1.231
P-value 0.948 0.981 0.329 0.297
Less than 75 14434546 15.09+5.10  4.902 2.40+0.58 2.59+0.48 10.977
tawjehi 3OL. VIR, : 0.000* <0 Y. : 0.000*
Tawjehi 95  1216#549 13124525 5945 ... 216£045 204:0.36 12609 . .
Level of education Bachelor 170 13.18+5.85 14014550 8757 ... 2304047 249+0.39 18512 ...
Postgraduate 21 12.76+446 1352+378 3200 0004 217+045 237:0.37 7159 ...
F 2.326 2.023 3.768 4.014
P-value 0.074 0.110 0.011* 0.008*
Marital status Married 357 13184562 14.01+528 11.904 228+0.49 2.48+041 25.197
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0.000* 0.000*
D'\‘,’\‘/’irgg\?vor 4 950+6.66 10254525 1.000 0.391 2.08+0.38 2374029  6.232 0.008*

t 1.302 1.417 0.794 0575

P-value 0.194 0.157 0.428 0.566
City 129 12.33:5.35 13314499 7488 o0, 2241047 246+037 14529 ...
_ Village 189 13614569 1436544 8761 . 2314052 251044 18615 ..

Place of residence

Camp 43 1353t606 14261544 3499 0001% 2212042 24+034 10810 ..

F 2.094 1.584 1.362 1.567

P-value 0.125 0.206 0.257 0.210
Extended 47 11708612 1266+6.06 3612 0001% 222£055 248:0.46 9.040 ...
_ Jointfamily ~ 61  13.20:5.83 13924535 4645 o 217:051 2412042 11448 o

Family type Nuclear

family 253 13404547 1423t511 10728 oo, 231047 250:039 21451 oo,

F 1.810 1.756 2135 1.232

P-value 0.165 0.174 0.120 0.293
3 or less 138 13.73t5.87 1467¢4552  7.440 oo, 242t049 260:040 13573 ...
Number of family 4-6 178 12604534 1345¢497 9187 oo, 2194045 240+0.37 20488 ..
members Morethan6 45 1351¢593 13914568 2721 0.009% 2184057 242045 9065 g0

F 1.697 2.073 9.786 10.908

P-value 0.185 0.127 0.000* 0.000*
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Less than

1880 NIS 12 22.0848.14 22.83+7.73  1.129 0.283  2.83+1.00 3.04+0.80 2.756  0.044*
o 1880-3000 125 13.76+5.70 14.51+5.27  6.210 0.000* 2.28+0.54 2.48+0.46 15.340 0.000*
Family income More than
3000 NIS 224  12.3244.97 13.20+4.67 10.661 0.000* 2.24+0.40 2.45+0.31 21.769 0.000*
F 20.189 22.239 8.384 12.583
P-value 0.000* 0.000* 0.000* 0.000*
Housewife 250 13.11#5.65 13.91+5.37  9.388 0.000* 2.26+0.51 2.48+0.41 20.364 0.000*
Work Worker 111  13.2245.63 14.11+5.14  7.543 0.000* 2.30£0.45 2.49+0.38 16.617 0.000*
t -0.162 -0.325 -0.722 -0.345
P-value 0.871 0.746 0.471 0.730
Yes 72 13.15£5.21 14.17+4.52 5.576 0.000* 2.24+0.47 2.45x0.38 11.617 0.000*
Smoking No 289  13.1445.74 13.92+5.47 10.620 0.000* 2.28+0.50 2.49+0.41 22.681 0.000*
t 0.015 0.348 -0.579 -0.679
P-value 0.988 0.728 0.563 0.497
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Table G.3

Comparisons of depression and anxiety Scale at 2 and 6 weeks post-delivery among the obstetric information

Depression P Anxiety p.
Variable Group N Mean+SD t value Mean+SD t value
2 weeks 6 weeks 2 weeks 6 weeks
Yes 33 19.88+7.23  20.36+6.78 2.268 0.030* 2.74+0.8 2.87+0.7 5.059 0.000*
Allergy No 328  12.47+498  13.33%4.67 11.827 0.000*  2.23+0.43 2.44+0.34  25.459  0.000*
t 7.777 7.873 5.975 6.016
P-value 0.000* 0.000* 0.000* 0.000*
Yes 152  13.2446.12  14.19+5.86 8.054 0.000*  2.29+0.54  2.51+0.45 16.560  0.000*
Surgical history No 209  13.07+5.27  13.81+4.84 8.897 0.000* 2.26+0.45 2.46+0.37 19.486  0.000*
t 0.285 0.669 0.619 1.245
P-value 0.775 0.504 0.536 0.214
Yes 38 14.3746.78  14.61+6.55 2.476 0.018* 2.32+0.66  2.50+0.56 8.430 0.000*
Medical disease history No 323  13.00+5.48  13.90+5.13  11.864 0.000*  2.27+0.47  2.48+0.38 24.160  0.000*
t 1.418 0.779 0.635 0.294
P-value 0.157 0.436 0.526 0.769
Yes 25 13.36+5.49  13.96+5.08 2.683 0.013*  2.32+0.42  2.49+0.35 7.429 0.000*
Family psychological history No 336  13.13+5.65 13974531 11.655 0.000*  2.27+0.50 2.48+0.41 24530  0.000*
t 0.198 -0.012 0.427 0.135
P-value 0.843 0.990 0.670 0.893
1 62 13.19+5.75  14.06%5.35 4911 0.000*  2.39+0.52  2.57+0.42 9.580 0.000*
2-3 148  13.18+6.01  14.03%+5.55 7.747 0.000* 2.30+0.49 2.50+0.42 15.665  0.000*
Gravity More than 3 151  13.0945.23  13.88+5.04 7.637 0.000* 2.20+0.47  2.43+0.38  17.907  0.000*
F 0.011* 0.040* 3.305 2.756
P-value 0.989 0.961 0.038* 0.065
1 or less 133  13.76%5.81  14.65+5.44 7.631 0.000* 2.43+0.48 2.61+0.40 14.741  0.000*
2-3 99 12.53+5.91  13.32+5.43 5.892 0.000* 2.18+0.47 2.39+0.40 13.411  0.000*
Parity More than 3 129  12.98+5.19  13.78+4.98 7.056 0.000*  2.19+0.49 2.42+0.39 16.312  0.000*
F 1.446 1.925 10.845 10.785
P-value 0.237 0.147 0.000* 0.000*
No 236 13.31+5.48  14.0645.13 8.987 0.000* 2.28+0.47 2.48+0.39 19.820  0.000*
Abortion 1-2 114  12.78+6.08  13.79+5.77 7.667 0.000* 2.28+0.55 2.49+0.45 14.937  0.000*
More than 2 11 13.36+4.11  14.00+3.46 2.283 0.046* 2.16+0.30  2.38+0.25 7.842 0.000*
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Gestational age

Number of foetuses

Number of male babies

Type of delivery

Planned cesarean delivery

Type of anesthesia during delivery

Health problems after delivery

F 0.346 0.100 0.306 0.368
P-value 0.708 0.905 0.737 0.693
Les@;@i’; 16 28 13.11+752 14.00#6.78  3.593  0.001* 227+0.74 254+0.61  7.446  0.000*
16-26 weeks 16 12944672 13.69+630 2236  0.041* 2.17+0.66 2.43+056 6772  0.000*
Moffv’;g‘lf: 26 317 13164540 13.98+511 11160 0.000% 2284046 248:037 23688  0.000*
F 0.012 0.024 0.359 0.393
P-value 0.988 0.976 0.698 0.675
1or less 320 1343564 14264531 11212 0.000* 2294050 2.50+0.41 23.623  0.000*
2 or more 41 10954516 11.71+4.62 4184  0.000* 2.13+041 2.36+0.36  9.746  0.000*
t 2.670 2.943 1.945 1.963
P-value 0.008* 0.003* 0.053 0.050
1 0r less 231 13624555 14424512 9718  0.000% 2.33+0.47 2524040 21.244  0.000*
2 or more 130 12.29+571 13.17+551  7.015  0.000% 2.17+051 2.42+041 15504  0.000%
t 2.166 2175 2.944 2.203
P-value 0.031* 0.030* 0.003* 0.028*
1or less 247 13304557 14174530 10287 0.000% 2.32+0.48 2524039 20287  0.000*
2 or more 114  12.824577 13544526  6.116  0.000% 2.17+0.52 2.40+0.42 15684  0.000*
t 0.752 1.045 2,683 2514
P-value 0.453 0.297 0.008* 0.012
Cesarean 183  13.90+6.15 14.70+583 8352  0.000% 2.34+0.55 254+0.46 18561  0.000*
Normal 178 12.37+494 1322¢457 8540  0.000% 2.21+0.42 2.42+034 17.696  0.000*
t 2502 2691 2613 2,655
P-value 0.010* 0.007* 0.009* 0.008*
Yes 92  13.15+562 14124533 7254  0.000% 2274049 2.48+041 16100  0.000*
No 91 14654660 15304627  4.657  0.000% 2424059 2.60x049 10.949  0.000%
t -1.652 -1.369 -1.837 -1.758
P-value 0.100 0.173 0.068 0.080
Full 104 1571583 16404561 5968  0.000% 2.53+0.50 2.68+0.43 14.923  0.000*
Partial 79 1151577 1247+537 5881  0.000* 2.09+051 2.35+0.41 13.889  0.000*
t 4.854 4788 5.904 5.284
P-value 0.000* 0.000* 0.000* 0.000*
Yes 27 13.70+7.15 14.33+671 2849  0.008* 2.34+0.61 251+053  7.128  0.000*
No 334 13104550 13.94+517 11.613 0.000% 2274048 2.48+0.39 24577  0.000%
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t 0.536 0.368 0.676 0.347

P-value 0.592 0.713 0.499 0.729

Breast feeding 195  11.15+5.08  12.11+4.76 9.283 0.000*  2.12+0.44  2.36+0.35 20.009  0.000*

Bottle feeding 79 16.10£5.92  16.66%5.62 5.032 0.000*  2.55+0.55  2.69+0.48 12.373  0.000*

Type of feeding Mixed feeding 87 14.92+4.76  15.70+4.46 5.822 0.000*  2.37+0.43  2.56+0.35 13.058  0.000*
t 32.106 31.412 26.610 22.497
P-value 0.000* 0.000* 0.000* 0.000*
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Table G.4

Comparisons of depression and anxiety Scale at 2 and 6 weeks post-delivery among the psychological stress after childbirth and Family

support
Depression Anxiety
Variable Group N Mean+SD t P-value Mean+SD t P-value
2 weeks 6 weeks 2 weeks 6 weeks
Yes 110  16.88+5.16 17.24+4.98 4.809 0.000* 2.56+0.52 2.71+0.45  13.608  0.000*
Psychological stress after No 251  11.51+5.03 12.54+4,77  11.350  0.000* 2.15+0.42 2.38+0.34  22.771  0.000*
L t 9.280 8.492 7.943 7.621
childbirth .
0.000* 0.000* 0.000* 0.000*
value
Yes 264  12.38+5.92 13.26+5.53  10.343  0.000* 2.21+0.51 2.43+0.42  22.620  0.000*
No 97 15.22+4.11 15.92+3.99 6.067 0.000* 2.46+0.41 2.63+0.33  12.345  0.000*
Family support t -4.341 -4.338 -4.366 -4.227
P- 0.000* 0.000* 0.000* 0.000*
value
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Table G.5

Multivariate logistic regression measure predictors associated of depression and

anxiety among delivery women in Nablus

Depression Anxiety
Variable Group o OR(95%CI) Pwvalue  OR (95%Cl)
Lessthan tawjei 0301 1% %55' 0.049% 273 (1.01-7.39)
Level of Tawjehi 0632 07802 5771 086(0.33-23)
. 2.12)
education 0.94 (0.36-
Bachelor 0.901 ' 2 46.) 0.187 1.87 (0.74-4.75)
Postgraduate Reference
Married 0.491 2 (0.28-14.37) 0.346 2.98 (0.31-28.95)
Marital status Divorced or
. Reference
Widow
City 0.467 0'7f ég_):g?- 0.791 1.1 (0.55-2.2)
Place of 1 12' (0.55-
residence Village 0.758 ' 5 27') 0.303 1.42 (0.73-2.76)
Camp Reference
Nuclear family 0.007* 2'32 %)27' 0.106 1.69 (0.9-3.17)
Family type Joint family 0.057 2'12 ég')g& 0953  1.02(0.47-2.22)
Extended Reference
Number of 3 or less o101 77 ég')89' 0.001*  3.29 (164-6.63)
family 4-6 0358  137(0.7-266) 0849  1.07 (0.54-2.09)
members
More than 6 Reference
Less tmg 1880 0999  15(0.0-350) 0.124  2.84(0.75-10.78)
Family 1880-3000NIS 0697 022058 189 074 (0.48-1.16)
income 1.44)
More than 3000 Reference
NIS
1.14 (0.71-
Work Worker 0.594 1.84) 0.174 1.36 (0.87-2.14)
Housewife Reference
1.18 (0.68-
Smoking Yes 0.552 2.07) 0.654 1.13 (0.67-1.89)
No Reference
4.02 (1.38-
* * -
Allergy Yes 0.011 11.71) 0.043 2.18 (1.02-4.64)
No Reference
1 or less 0.485  1.2(0.72-2.02)  0.000*  2.63 (1.59-4.34)
Parity 2-3 0.610  0.87(0.5-1.5)  0.338 0.77 (0.45-1.32)
More than 3 Reference
Number of 1 or less 0.012*  2.31(1.2-4.45)  0.007* 2.64 (1.3-5.35)
foetuses 2 or more Reference
Number of 1.74 (1.11-
male babies 1 or less 0.016* 2.73) 0.003* 1.92 (1.24-2.98)
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2 or more Reference
Number of 1 or less 0.251 1'321 (()g.)sz- 0.009* 1.82 (1.16-2.86)
female babies 2 or more Reference
Type of Caesarean 0.064 1'522 :())(;.)98- 0.268 1.26 (0.84-1.91)
delivery Normal Reference
Type of 4.85 (2.43-
anaesthesia Full 0.000* 9.68) 0.000* 5.73 (3.02-10.9)
du_rlng Partial Reference
delivery
Breast feeding Reference
Type of Bottle feeding 0.000* 4.63(2.4-8.94)  0.000* 3.41 (1.96-5.91)
feeding Mixed feeding ~ 0.000%  *% %)35' 0000 2,61 (1.55-4.38)
Psychological Yes 0.000* 5.1(2.76-9.41)  0.000* 3.41 (2.11-5.5)
stress after No Reference
childbirth
Family Yes 498 (2.56- Reference
support No 0.000* ' 9 56') 0.000* 3.69 (2.22-6.12)
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