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Abstract  Original Research Article 
 

Introduction: Depression is one of the main complications of the postpartum period [1]. Yet it is often insufficiently 

prevented, diagnosed and treated. Objectives: To determine the prevalence of postpartum depression and its impact on 

the mother-baby relationship, and to identify associated risk factors. Materials and Methods: Descriptive and analytical 

cross-sectional study, over a three-month period from January 1 to March 31, 2022, of postpartum women using a 

hetero-questionnaire (socio-demographic data); Edinburgh Postpartum Depression Scale (EPDS) and Postpartum 

Bonding Questionnaire (PBQ). Results: We enrolled 227 patients. The mean age of our patients was 28.8 ± 5.76 

years.53.7% of our patients were primiparous, and 83.3% wanted their current pregnancy. 13.7% had given birth 

prematurely. The prevalence of postpartum depression was 21.1% and correlated with celibacy, low educational level, 

lack of desire for pregnancy and poor marital relationship. Post-partum depression is said to have an impact on family 

dynamics, mainly on the mother-baby relationship, and later on the child's psychological balance and development, as 

assessed by the PBQ. The PBQ came back disturbed in our study. Conclusion: Therapeutic, preventive and even curative 

measures should be proposed for postpartum women, from educational measures for women and their close circle, 

psychotherapeutic means to well timed and appropriate drug prescription before complications set in. 
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I. INTRODUCTION 
The post-partum period is a focus of interest for 

many authors, as it is a vulnerable time for 

decompensation and even the emergence of psychiatric 

disorders, of which depression is one of the main post-

partum complications [1]. 
 

According to the Diagnostic and Statistical 

Manual of Mental Disorders, Fifth Edition (DSM-5), 

postpartum depression is a fairly severe depressive state 

occurring within the first four weeks [2]. 
 

Although postpartum depression most often 

occurs in the first four weeks after delivery, it can occur 

at any time during the first year after childbirth. Its 

incidence generally declines within three months of birth 

[3, 4]. 
 

Post-partum depression is a multifactorial 

disorder with interacting biological, psychological and 

sociological aspects [5]. Post-partum depressions are 

difficult to diagnose, given the variability and atypicality 

of the clinical presentation, the frequency of 

somatization and the discreet character of the disorder [6, 

7]. 

However, post-partum depression represents a 

major public health problem, as it is the most frequent 

mood disorder after childbirth [1, 8]. Yet it is often 

insufficiently prevented, diagnosed and treated [7]. The 

onset of such depression is likely to have serious 

consequences, not only for the mother, but also for the 

mother-baby relationship and, consequently, for the 

child's psycho-affective development [7, 9-11]. 

 

The aim of our work is to determine the 

prevalence of post-partum depression and its impact on 

the mother-baby relationship, and to identify the 

associated risk factors. 

 

II. MATERIALS AND METHODS 
1) Study type and population: 

This is a descriptive and analytical cross-

sectional study, over a three-month period from January 

1 to March 31, 2022, conducted at the Souissi maternity 

unit under the Ibn Sina university hospital center, various 

dispensaries, health centers and private practices in the 

Rabat-Kénitra region. 
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2) Eligibility criteria: 

 Inclusion criteria 

We included patients between day 1 and day 90 

of their postpartum period, whatever the mode of 

delivery and the term of delivery, after obtaining free 

consent. 

 

 Exclusion criteria 

Patients with a psychiatric history were 

excluded from the study. 

 

3) Sample size: 

The sample size calculation is based on the 

following: the estimated prevalence, where ''n'' is the 

sample size, ''p'' is the expected prevalence, ''i'' is the 

degree of precision and ''zα/2'' is the critical value of the 

reduced centered normal distribution for a risk of error α 

(for α=5%, zα/2 =1.96). Formula 1 is used to calculate 

the sample size. 

Formula 1: n= (zα x p) x (1- p)/ i2 

 

To estimate the prevalence of post-partum 

depression, we know from the literature that it is around 

21% [7]. Therefore, for an expected prevalence of 21%, 

a risk of alpha error of 5% and a precision of 6%, the 

minimum number of subjects to be recruited in the study 

would be around 178. 

 

4) Data collection and measuring instrument: 

We used a three-part questionnaire for this purpose:  

• The first part concerned socio-demographic 

data such as age, marital status, professional 

situation, educational level, as well as 

parameters related to childbirth: gestational age, 

parity, wanted or unwanted pregnancy, mode of 

delivery... 

• The second part consists of assessing 

depression using a self-administered Edinburgh 

Postnatal Depression Scale (EPDS). The 

version of the EPDS used consists of 10 items 

that can be completed in around 5 minutes (12). 

Each item is scored from 0 to 3 according to 

symptom intensity, with a maximum score of 

30. Post-natal depression is considered 

confirmed when the score is greater than or 

equal to 10 [7]. 

• The third part involves the assessment of 

mother-baby interactions using a 25-item 

Postpartum Bonding Questionnaire (PBQ), 

which evaluates maternal attitudes and 

emotions towards her child [13, 14]. A high 

score indicates that the mother has negative 

emotions towards her baby, and that 

motherhood is a psychological burden for her. 

This self-questionnaire is based on four factors: 

the "general" factor, the "rejection and anger" 

factor, the "anxiety about caring for baby" 

factor, and the "risk of abuse" factor. The first 

factor is based on 12 questions with a maximum 

score of 60. The cut-off was 12. The second 

factor is based on 7 questions with a maximum 

score of 35. This factor identifies severe 

disorders in the mother-baby relationship, with 

a cut-off score of 17. The third factor is based 

on 4 questions concerning anxiety about the 

child, with a cut-off score of 10. The fourth 

factor consists of two questions with a 

maximum score of 10 and a cut-off of 3. 
 

5) Statistical analysis: 

Qualitative variables were expressed in 

numbers and percentages, and quantitative variables 

were expressed as mean +or- standard deviation because 

the variable distribution was symmetrical. 
 

Univariate analysis was performed using the 

chi-square test or Fisher's exact test, depending on the 

test conditions.  
 

Data analysis was performed using jamovi 

2.3.19 statistical software. 
 

III. RESULTS 
Socio-demographic and obstetrical characteristics of 

the study sample:  

We identified 227 patients. The mean age of our 

patients was 28.8 ± 5.76 years. 
 

Table I: Socio-demographic characteristics of our 

patients 

Characteristics n % 

Age 

 ˂ 25 years 54 23.8 

 25- 35 years 137 60.3 

 ˃ 35 years 36 15.9 

Marital status 

 Married 217 95.6 

 Single 10 4.4 

Socio-economic status 

 Low 79 34.8 

 Average 146 64.3 

 High 2 0.9 

Educational level   

 Never attended school 38 16.7 

 Primary school level 49 21.6 

 Secondary school level 81 35.7 

 Academic level 59 26 

Profession   

 No profession 153 67.4 

 Irregular employment 44 19.4 

 Regular employment 30 13.2 
 

53.7% of our patients were primiparous, and 

83.3% wanted their current pregnancy. 13.7% gave birth 

prematurely. 
 

Prevalence of depression: 

EPDS score: 

In our study, 48 patients were depressed, which 

corresponds to 21.1%. 
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Figure 1: Prevalence of depression 

 

 
Figure 2: Postpartum bonding questionnaire for depressed women 

 

Risk Factors Study: 

 

Table II: Relationship between sociodemographic factors and postpartum depression 

 Depressed 

EPDS ˃10 

Not depressed 

EPDS < 10 

P 

n (%) n (%) 

Age 

  ˂ 25 years 

  25- 35 years 

  ˃35 years 

16 (29.6) 38 (70.4) 0.067 

22 (16.1) 115 (83.9) 

10 (27.8) 26 (72 .2) 

Marital status 

  Single 

  Married 

9 (90) 1 (10) <0.001 

39 (18) 178 (82) 

Professional activity 

  Yes 

  No 

12 (16.2) 62 (83.8) 0.206 

36 (23.5) 117 (76.5) 

Educational level 

  Never attended school 

  Primary school level 

  Secondary school level 

  Academic level 

13 (34.2) 25 (65.8) 0.013 

15 (30.6) 34 (69.4) 

13 (16) 68 (84) 

7 (11.9) 52 (88.1) 
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Table III: Relationship between delivery-related parameters, PBQ, and postpartum depression 

 Depressed 

EPDS ˃10 

Not depressed 

EPDS < 10 

P 

 n (%) n (%)  

Desire for pregnancy  

  Absent 

  Current 

31 (81.6) 7 (18.4) < 0.001 

17 (9) 172 (91) 

Birth 

  At term 

  Premature  

42 (21.4) 154 (87.6) 0.793 

6 (19.4) 25 (80.6) 

Parity 

  Multiparous 

  Primiparous 

21 (20) 84 (80) 0.695 

27 (22.1) 95 (77.9) 

Pregnanacy 

  Twin  

  Monofoeatal 

1 (5.6) 17 (94.4) 0.131 

47 (22.5) 162 (77.5) 

Partner 

  Absent 

  Present 

12 (100) 0 <0.001 

36 (16.7) 179 (83.3) 

PBQ (Disturbed) 

  PBQ 1 

  PBQ 2 

  PBQ 3 

  PBQ 4 

32 (45.7) 38 (54.3) <0.001 

25 (58.1) 18 (41.9) 

28 (48.3) 30 (51.7) 

14 (73.7) 5 (26.3) 

 

IV. DISCUSSION 
Prevalence of postpartum depression: 

In our study, 48 patients were depressed, i.e. 

21.1% using an EPDS cut-off score ≥10. This rate varies 

in the literature between 10% and 20% [7, 15, 16]. 

 

An international meta-analysis by O'Hara and 

Swain of 59 studies revealed that postpartum depression 

affects around 13% of women assessed by the EPDS at a 

higher threshold of 12 and above, and therefore 

estimating more severe depression [17]. But if we 

consider both mild and severe depressive symptoms, 

O'Hara and Swain describe a prevalence of 19% [1]. 

 

Studies carried out in Africa or Arab-Muslim 

countries give prevalence values ranging from 9.2% to 

73.7%, depending on the assessment instruments and 

severity thresholds [4]. A study of 150 patients in 

Tunisia, using an EPDS cut-off score ≥10, found a 

prevalence of 14.7% in the first week postpartum [16]. 

Similarly, a study carried out in Iran found an EPDS rate 

of 22% [7], which is in line with our results. However, a 

higher postpartum depression rate of 73.7% was found in 

the Egyptian town of Kom-ombo, but the sample size 

was small (57 mothers) and the study duration longer, 

ranging from two weeks to one year postpartum [18]. 

 

The prevalence of post-partum depression using 

an EPDS cut-off score ≥12 was 9.2% in Sudan [19], 

16.8% in the United Arab Emirates [20], 17.6 in Qatar 

[21], 21% in Lebanon [22]. A Moroccan study conducted 

by Agoub et al., in 2005, using the same threshold score, 

found a post-partum depression rate of 20.5% [23]. On 

the other hand, a study carried out in Bahrain showed 

higher post-partum depression rates, reaching 37.1% 

[24]. 

 

The difference in prevalence of post-partum 

depression may be explained by the existence of 

postnatal rituals and support networks that are more 

important and therefore more effective in some societies 

than in others [7, 16]. Our study population, being 

Moroccan, belongs to an Arab-Muslim society known 

for its strong family presence and care of the mother and 

her baby during the postpartum period. Nevertheless, this 

aspect does not protect all postpartum women and those 

accumulating several risk factors. 

 

Risk factors: 

In the literature, postpartum depression results 

from the interaction of several psychological, social and 

biological risk factors [5, 25].  

 

In our study, the risk factors for post-partum 

depression were celibacy, low level of education, lack of 

desire for pregnancy and poor marital relationship, all of 

which are in line with the literature. 

 

From a socio-environmental point of view, low 

educational attainment, financial difficulties and 

inadequate social and family support, particularly marital 

support, are major risk factors for post-partum 

depression [4, 16, 25, 26]. 

 

This underlines the importance of educating 

those close to pregnant women, especially their spouses. 

It should be remembered that in our study, insufficient 
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marital support after childbirth was correlated with the 

onset of post-partum depression. 

 

We also note that the absence of the desire for 

pregnancy was significantly associated with the 

occurrence of postpartum depression in our study. This 

is in line with data from most studies that have evaluated 

this factor [27-29]. 

 

Other risk factors have been reported in the 

literature, such as personal history of depression, 

exposure to violence or stress during pregnancy and 

preterm delivery [16, 30]. 

 

Post-partum depression is said to have an 

impact on family dynamics, mainly on the mother-baby 

relationship, and later on the child's psychological 

balance and development, as assessed by the PBQ. The 

PBQ came back disturbed in our study. This result was 

shared by other studies [31, 32]. 

 

Study Limitations 

Our population was heterogeneous, both 

inpatient and outpatient, and the majority of patients 

were not assessed immediately postpartum to detect any 

postpartum Blue that might have developed into 

postpartum depression, as there was no follow-up over 

long periods.  

 

Educational level prevented some women from 

taking part in the study. Nevertheless, this factor 

emerged as a risk factor for the onset of postpartum 

depression in our survey. 

 

Although the EPDS is well accepted and has 

globally satisfactory psychometric qualities, it leaves 

open the possibility of false positives and requires a 

psychiatric examination to confirm a diagnosis of 

depression [33, 34]. 

 

V. CONCLUSION 
For many authors, post-partum depression is a 

public health problem. The prevalence of post-partum 

depression in our study was 21.1%, making it necessary 

to generalize postpartum depression screening via the 

EPDS, currently available in Arabic. 

 

Therapeutic, preventive and even curative 

measures need to be proposed for post-partum women, 

from educational measures for both women and their 

families, with psychotherapeutic means to appropriate 

drug prescriptions at the right time, before complications 

set in. 
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