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Abstract:

Postpartum depression (PPD) can impede mother-child bonding, feeding, and caregiving
to stimulate child growth. The lack of initiative can deprive children of the nurturing essential for
their development. In India, where mental health is considered ‘taboo,” PPD has a high
prevalence rate and goes unnoticed. Therefore, this paper explores the risk factors of PPD in
India, such as age, socio-economic status, education levels, marital and familial relationships,
lack of mental healthcare facilities, and the child’s gender. Studies that investigate these
relationships were used to determine its impact on an infant's physical and psychological
growth. This paper examines current information on how PPD affects children's cognitive
development in India, emphasizes the importance of longitudinal studies to observe its
prolonged effect, and advocates for research on mothers from diverse socioeconomic situations
where healthcare access may not be a constraint.

Introduction

Postpartum depression (PPD) is described as the depressive episode mothers
experience after giving birth, i.e. the postpartum period. What might usually start as
‘postpartum/baby blues’ — mild experiences of sadness, fear, loneliness, etc. — that occur
immediately after giving birth and for days after, may bloom into PPD if untreated (American
Psychological Association, 2022). Common symptoms include those similar to depressive
symptoms: loss of pleasure, interest and motivation, crying spells, anger, anxiety and negative
self evaluation. PPD can last weeks or months and develop into serious disorders like
postpartum psychosis, wherein mothers go through psychotic episodes of hallucinations,
delusions, endangering behaviour and other manic symptoms that pose risks to themselves and
their child/children (American Psychological Association, 2022; O'Hara, 2009). PPD is one of
the most common mood disorders experienced, with a global prevalence rate of 15% annually
(Beck et al., 2006).

Several factors play into the onset of PPD: stressors like hormonal or nutritional
fluctuations, physical and emotional exhaustion, childbirth traumal/injuries, genetic vulnerability,
history of psychiatric disorders and various socio-cultural factors —isolation, social support and
socio-economic elements— aggravate the disorder (Zaidi et al., 2017); an aspect that impacts
PPD in the women of India greatly.

Indian society is generally considered collectivist— a practice of prioritizing a group’s
needs over individuals’. Hence, social units are intimately connected with one another, creating
a closely-knit community (Singer & Cohn, 2017). These groups can create certain perceptions of
mental health, stigmatizing it. This stems from the fear of the ill, which contributes to the stigma
around mental health (Kishore et al., 2011). Indians also tend to turn to those close to them and
religious/superstitious beliefs, making professional help a last resort (Goyal et al., 2015). As a



Q Research Archive of

Rising Scholars (preprint) Where bright minds share their learnings

result, mental health symptoms are often somatized and ignored, being viewed as a sign of
weakness or attention-seeking (Goyal et al., 2015).

In addition to this isolation, various factors which include but are not limited to:
unsupportive and poor relationships with partners or families/in-laws, the unequal share of
burdens in parental or extended familial responsibilities and ingrained cultural/religious beliefs
exacerbate the condition in Indian women. This leads to a lack of support and services that can
provide mothers with the necessary care to treat PPD, making it a common disorder both faced
and unrecognized by both Indian mothers and healthcare. This is supported by its high
prevalence of 22% (Upadhyay et al., 2017). While India’s society has progressed, slowly
mitigating the stigma, maternal psychological care is lacking, where healthcare workers are
often uneducated and untrained in treating PPD, further pushing mothers into a world of
isolation, where PPD overtakes their sense of self. Hence, PPD is a mood disorder that is
overlooked but severely impacts a mother’s functioning.

When PPD goes unnoticed, it infiltrates parents’ lives, affecting motherly roles required to
play such as feeding, sleeping, interacting and nurturing development. The symptoms can
impact parental responsibilities such as lack of effort, responsiveness to needs, emotional
detachment, nutrition and overall love and affection (Farias-Antunez et al., 2018), which
severely stunt child growth, physiologically, intellectually and psychologically (Upadhyay &
Srivastava, 2016). Mothers are considered the primary caregivers of children, influencing
attachment styles and various other traits that build a child’s character. Therefore, any lack in
these aspects can deteriorate their being, which prevail well into adulthood and impact children
in various angles of life (Farias-Antunez et al., 2018).

Therefore, this literature review aims to explore postpartum depression in Indian women,
its contributing factors and its impact on child growth/development, as well as address current
treatments for PPD and expand the field of treatment in India, encouraging changes in the
healthcare system to promote access to seeking help for such disorders.

Risk factors of PPD in Indian Women

)

PPD is defined as “a special state of mental health disorder and a variant of depression’
as per the WHO, which is “characterized by a prolonged period of emotional disturbance,
occurring at a time of major life change and increased responsibilities in the care of the
newborn,” as detailed by the APA (Zaidi et al., 2017), which can be observed from 4 weeks to
3-6 months after delivery (Aoyagi & Tsuchiya, 2019). While the phenomena of stress and
anxiety when understanding the risks of raising a child is natural, prolonged observations and
occurrence of symptoms and their elevated intensity present many risks that adversely affect
family life and its dynamics

In India, the causes for PPD, excluding physiological factors, heavily rely on the various
socio-cultural aspects of Indian society, which can include:

Low Socio-Economic Status (SES) is defined as “having less access to financial,
social, educational and health resources” (Definition of Socioeconomic Status - NCI Dictionary
of Cancer Terms - NCI, n.d.). Financial constraints, inaccessible healthcare, lack of education on
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mental health, etc. inhibit mothers from the necessary means to raise an infant which can pose
a risk for the occurrence of PPD (Goyal et al., 2010; GK & Arounassalame, 2014). Due to these
hindrances, mothers are more likely to carry out home deliveries, increasing the risk of
undiagnosed and untreated PPD (Upadhyay et al., 2017). The limited availability of essential
resources for women contributes to the onset of PPD, making it difficult for affected women to
seek treatment in a country where such services are sparse.

Lack of mental healthcare facilities in India —rural areas especially — can cause PPD to
go untreated due to inadequate treatment for maternal mental health care. This scarcity
contributes to the lack of awareness of PPD and other mental health disorders, leaving mothers
oblivious to their depressive symptoms. Lodha et al., 2022 confirms this, where the idea of PPD
is unfamiliar amongst low-income mothers in Mumbai. It is also concluded that this is because
there is “a lack of education, insufficient attention to maternal health among the general public,
deficiencies in maternal mental health services within health-care facilities and limited mental
health training” (Lodha et al., 2022). This promotes the stigmatization of mental health, where
women might be reluctant to confide due to the taboos surrounding these psychiatric illnesses
(Upadhyay et al., 2017) or do so as they fail to discern these symptoms because of the lack of
information they have on such topics.

Low Education levels in mothers can pose a risk to PPD. Mothers with high educational
levels might understand and recognize the symptoms of depression and therefore, will be able
to seek out help when required (Agarwala et al., 2019). In contrast, lower educational levels in
mothers restrict their ability to make rational and logical decisions, severely impeding their
mental health as they may not be able to register their current feelings as concerning. Especially
as the caregiver of a child, intelligence required for feeding practices and other necessities a
child requires is lacking, increasing their psychological stress to care for a child, amplifying the
onset of PPD (Anoop et al., 2004). In addition, educational levels of the father as well contribute
to the incidence of PPD. Higher levels in men can decrease its risk as they better understand
the symptoms and therefore, aid their partners and prevent PPD (Agarwala et al., 2019). Hence,
lower educational levels result in a lack of understanding and assistance towards the mother’s
needs, contributing to the cause of PPD due to their marital isolation.

Poor relationship with partners and extended family/in-laws also contributes to the
cause of PPD. Unsatisfying relationships with partners, such as improper attachment, poor
communication, unequal partnership in parental responsibilities, lack of support and abusive
relationships can further isolate a woman, potentially decreasing their self-esteem and
increasing maternal stress and the burden of providing care for the infant (Modi et al., 2018;
Gupta et al., 2021). Similarly, tense relations with family members and in-laws can limit the
support the mother requires postpartum. Physical and emotional support plays a protective role
as mothers are more vulnerable to PPD, and therefore, its deficiency can pose a risk to the
onset of PPD (Gupta et al.,, 2021). Overall, any form of social support is necessary for the
mother to prevent the deterioration of her mental and physical health as well as to ensure
healthy child growth outcomes, while also allowing the mother to get the rest needed.

Unplanned pregnancies are a major factor contributing to the cause of PPD. Mothers
with unplanned/unintended pregnancies were more likely to suffer from PPD, due to the
potential burden of unexpected responsibilities they would have to bear when raising their child
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(Zaidi et al., 2017). Moreover, it can cause overall dissatisfaction in life due to the increase in
psychological stressors the mother may experience, such as learning how to care for the child.
(Upadhyay & Srivastava, 2016). This can further pose a risk when the mother might engage in
dangerous behaviours such as smoking, alcohol consumption and lack of self-care and parental
care for the infant (Upadhyay & Srivastava, 2016).

The child’s gender is a deeply-rooted cultural belief in Indian families, where boys have
been preferred over girls, who are ‘more capable’ of providing for the parents as they age, in
terms of financial and emotional support, believing that girls will not be able to care for their
older parents due to marital responsibilities (Pande & Malhotra, n.d.). Therefore, when giving
birth to a girl, it is often believed to be some sort of misfortune and ‘curse’ on the family (Gupta
et al., 2021). These superstitious beliefs can stress the mother out and cause low self-esteem
and confidence, especially when they are blamed for the misfortune, creating a feeling of
self-consciousness (Gupta et al., 2021). This can also cause a lack of support from partners and
family, confining women within their negative emotions and ultimately, increasing the risk of
PPD. When mothers hold such beliefs as well, they may be unsatisfied with having a child of the
unintended gender, therefore they might be negligent towards their child, disregarding their
demands.

The age of the mother might also facilitate the incidence of PPD. Mothers of old age can
suffer more due to the physical and emotional complications they might experience at that age.
Giving birth at older ages can pose risks to a mother’s health due to the susceptibility of many
birth or pregnancy complications (Upadhyay et al., 2017). On the other hand, younger women
are also prone to PPD, where the transition into motherhood is overwhelming, especially for
those who are maturing and gaining independence. This can lead to significant psychological
distress, which can develop into PPD (Zaidi et al., 2017).

The various factors that play into the presence of PPD in women are crucial to
understand as recognizing these crucial stressors can help in determining interventions and
beneficial treatments that can prevent or eradicate the impact of its negative symptoms, while
also promoting maternal mental health to encouraging mothers in similar situations to seek help.

Research Method

1. Search Strategy

The studies used throughout the study were selected by using search engines such as
Google Scholar, ResearchGate, PubMed, Wiley Online Library and Science Direct. Certain
keywords were used in order to narrow the studies down, such as
Postpartum/postnatal/perinatal/after-birth depression, PPD, PPD in India, PPD risk factors, PPD
prevalence rates, effect of PPD on child growth/development, impact of PPD on child growth
and development in India and treatments for PPD. Studies used were research that were done
in the last two decades.

2. Article Selection
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Studies were selected on the basis of language, if they were written in English or
translated to English, included patients diagnosed prior or during the study for postpartum
depression and used samples in Indian regions that evaluated child growth/development on a
physical, cognitive and intellectual basis. Studies were also chosen if they had certain exclusion
criteria, such as mothers raising children independently, who have health conditions, partners
that do not live with each other, those with adopted children, divorced, homosexual and other
sexualities under the LGBTQIA+ orientations.

Literature Review

Various studies have investigated and evaluated the relationship between PPD and child
growth/development, as summarized in Table 1.

(Shriyan et | Bengaluru | 4829 EPDS* Information of Infants with The study uses
al., 2023) pregnant translate | demographics, mothers who a large sample
women d to the [ obstetric details, | were of women. Also
aged 14-32 | required | social support depressed at used a
weeks. language | and depressive birth were universal scale
2647 were symptoms during | likely to have a | for depression
assessed pregnancy and larger waist and its effect.
at birth after delivery, 4 circumference | The sample
follow-up weeks and 1 and sum of was of lower
and 1800 year after. Infants | skinfold socio-economi
14 weeks were measured | thickness. c status, hence
later and on comorbidities, | Additionally, generalization
1135 at the feeding practices | they were is limited.
1-year and more likely to
follow-up. developmental have stunted
growth. growth.
(Anoop et | Vellore, 72 children | Clinical Infant’s height, Major Presence of
al., 2004) | Tamil with Interview | weight and depression in | the control
Nadu malnutrition | for DSM | cognitive the postpartum | group made
were IR milestones were | period, current | the comparison
assessed translate |recorded. depression significant. The
and din Mothers of these [ and low use of a
compared | Tamil. infants were maternal standard
to 72 other interviewed to intelligence clinical
children as determine factors | were interview
a control associated with associated translated




Q Research Archive of

Rising Scholars (preprint)

Where bright minds share their learnings

with ages malnutrition. with ensured data
of 6-12 malnutrition. was accurately
months. The severity of | collected and
malnutrition sufficient.
was also Small sample
associated size with
with these specific
factors. characteristics
(age) makes it
difficult to
generalize.
(Joshi & Unspecifie | 300 EPDS An interview was | Mothers Limited
Raut, d (Central | mothers conducted to diagnosed generalizability
2019) India) and their collect were likely to due to specific
infants socio-demograph | not engage in | samples. The
were ic information. responsive questionnaires
recruited The mothers feeding. include
from visits were assessed Furthermore, sensitive topics
in the with the EPDS the mean that may be
immunizati and were treated | weight of underreported,
on clinic of for depression. infants with influencing
a hospital. depressed results.
mothers was Additionally,
higher than the sample is
average. subjected to
sample biases
due to it being
a
hospital-based
sample.
(Amipara [ Anganwad | 116 EPDS in | They were firstly | 8 mothers Limited
et al., i centers mothers Gujarati | screened with were found generalization.
2020) of Valsad | attending the EPDS and depressed. Of | Data may be
District, Anganwadi then, divided into | 94 children, 15 [ inaccurate due
Guijarat centers ‘likely depressed’ | were to self-reported
(AWC)* and malnourished | data.

‘nondepressed’
groups, to
examine
breastfeeding
practices
according to the

with 1 mother
having PPD,
while 8 were
severely
malnourished,
with 2 of the
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WHO Infant and | mothers
Young Child having PPD.
Feeding
Practices (IYCF).
(Upadhyay | Andhra 1183 WHO Information on Those born The study
& Pradesh children Self-repo | health, from could not
Srivastava, from the rted unintended unintended distinguish
2016) Young Question | pregnancies, pregnancies between
Lives study depressive were likely to unintended
were used, symptoms and be stunted. and mistimed
between other factors Stunted growth | pregnancies.
ages 5-21 were collected in children was | The study fails
months. through associated to use a
questionnaires. with more standardized
depressive scale for
symptoms. depressive
symptoms,
which can help
in identifying
specific risk
factors.
(Mhamane [ Mumbai 314 EPDS Mothers were Infants of The study
et al., slums — samples of |and required to depressed considers
2024) Jari Mari, | mothers WHO answer questions | mothers were | different
Lal with lYCF* related to underweight, periods of
Bahadur children module | demographics, stunted. In PPD, instead
Shastri either medical history, those under 6 | of what is
(LBS) below 6 diet recall and months, considered as
Nagar and | months or nutritional bottle-feeding, | PPD (6-8
Kajupada | age or assessment of delayed or weeks after
above, up the child as per non-exclusive | birth).
until 2 the IYCF. breastfeeding
years. were linked to

PPD and for
6—24 months,
low meal
frequency,
poor diet
diversity, and
early solids
introduction
were also
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associated.
(Patel et Goa 171 infants | EPDS Infants’ weights Underweight Sample is not
al., 2003) from a translate | were measured babies were representative
district d into 6-8 weeks associated of all mothers
hospital Konkani | post-birth. with maternal in the area; it
with an and Growth PPD. Babies in | excluded those
average DASII* outcomes from the with
age of 7.4 the sample of experimental problematic
weeks. infants with group had pregnancies,
depressed worse mental | those who
mothers development opted for
(experimental) scores. private
and a control healthcare, etc.
group were Additionally,
measured 6 maternal 1Q
months after birth had an
with the use of association
DASII. with growth but
was not
studied.
(Roy et al., | Kolkata 174 EPDS A Antenatal Small sample
2022) mothers-chi | translate | semi-structured depression size decreases
Id pairs d into questionnaire predicted PPD. | its reliability.
Bengali, | was used to Those with The use of
FSS* collect antenatal standardized
and information on depression screening tools
DASII. age, income and | had a low ensures that
other family support | no personal
demographic system and research bias
factors. After 3-6 | their children influences data
months, FSS and | were most collection. Risk
EPDS were likely to have factors such as
completed. 1 low motor and | unintended
year later, the cognitive pregnancies,
DASII was done. | attainment at employment
12 months old. | status, etc.

were neither
recorded nor
considered in
the study.
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(Nguyen et | Madhya 2934 ASQ-3*, | Screening tests | Maternal The ASQ
al., 2018) | Pradesh mother-chil | CES-D-1 | were conducted | depressive screening is
d pairs 0* by the mothers symptoms confined to
translate | and results were | were classified | low-income
d into compared to the | as low, settings, which
Hindi. WHO child medium, or limits its
growth high. High generalizability,
standards, symptom and the study's
controlling any scores were cross-sectional
socio-economic | associated design fails to
variables. with lower establish
height/weight | causality.
and an
increased risk
of
developmental
delays.

Table 1: Studies investigating the impact of PPD on child growth outcomes.

*EPDS (Edinburgh Postnatal Depression Scale): 10-item questionnaire used to identify PPD in
mothers (Cox & Holden, 1987); IYCF (Infant and Young Child Feeding Practices): Data collected
by WHO that determines different indicators of infant feeding practices to meet sufficient
nutritional requirement to support growth and development (Infant and Young Child Feeding,
2023); DASII (Developmental Assessment Scale for Indian Infants): Provides detailed analysis
on Indian infants’ cognitive abilities (Madaan et al., 2021); FSS (Family Support Scale)
measures different sources of support to parents in raising their child (Dunst et al., 1987);
ASQ-3 (Ages & Stages Questionnaire): Evaluates the developmental progress in children
(Squires & Bricker, 2009); CES-D-10 (Center of Epidemiologic Studies Depression Scale) is a
10-item questionnaire used to identify depressive symptoms (Andresen et al., 1994); Anganwadi
Centers (AWCs) are the primary public health-care facilities in Indian villages to be accessed by
all.

Discussion

This review explores the different risk factors of PPD in Indian women and how they can impact
a child’'s growth and development, physically and psychologically. While it is normal to
experience the ‘baby blues’ after giving birth caused by the stress of raising the child and the
sacrifices or responsibilities that come with it, PPD symptoms stem from many other factors that
can impair a mother’s ability to nurture a child’s growth, adversely impacting their growth and
health (American Psychological Association, 2022; Anoop et al., 2004). The impacts of PPD can
come in the form of direct exposure to a mother’s depressive symptoms, parenting difficulties as
a result of these symptoms and other risk factors of PPD, including poverty, financial struggles,
etc. (Patel et al., 2003).
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Table 1 summarizes various studies that investigate this topic. One primary finding
observed is that infants with depressed mothers have an increased risk of being underweight,
under the recommended height or malnourished. This stems from the fact that PPD can cause a
loss of motivation in mothers, resulting in a lack of initiative to conduct feeding practices such as
breastfeeding during the weaning period, depriving infants of essential nutrients (Anoop et al.,
2004; Kapoor, 2021). Cessation and delay in exclusive breastfeeding and other practices such
as “meal frequency, dietary diversity, low fruit and vegetable intake, and early introduction of
solids” (Mhamane et al., 2024) severely stunt a child’s growth, which is also another finding
seen in the studies (Patel et al., 2003). The more severe the PPD symptoms are, the more
malnourished and stunted growth can be observed in infants. In contrast, infant adiposity is also
a finding noticed in Shriyan et al., where increased body fat and thick skinfolds were noticed in
infants with depressed mothers. This, once again, indicates that mothers with emotional
detachment with their child might not pay adequate attention to their child’s needs, which
includes feeding patterns. Hence, it is possible that PPD can also cause health complications
like being overweight and stunting due to inattention (Shriyan et al., 2023). Furthermore, this
lack of initiative also leads to a feeling of emotional disconnection between a mother and child,
translating into psychological and intellectual deprivation, leading to developmental delays in
children (Patel et al., 2003; Roy et al., 2022; Nguyen et al., 2018).

The majority of the studies sample mothers from various rural areas within India,
indicating that PPD’s prevalence is relatively higher in these regions (Upadhyay et al., 2017).
Results from socio demographic questions found that many women report being of lower
socio-economic status, intelligence, unawareness of mental health in general and disturbances
in relationships, with partners and families. Information on these factors also brings attention to
the importance of social support, where studies have shown that PPD mediated by social
support reduces the chances of infants being malnourished and having health problems. These
factors may contribute to the disruption in mother-child bonds, making mothers emotionally
unavailable for their children and less engaging in motherly routines that stimulate growth in
infants (Kapoor, 2021). These conclusions line up with the studies summarized in Table 1,
deducing that poor maternal mental health elicits poor child growth (Aoyagi & Tsuchiya, 2019).

Taking into account the grave effect of PPD on maternal and child well-being, it is critical
to explore different treatment methods that can mitigate the negative symptoms of PPD to
prevent the deterioration of both the mother and the child’s physical and emotional health, which
can have serious implications on their lives and those around them as well.

Current Treatments for PPD:

Treating PPD is beneficial, not only for the mother but also for the child and other
individuals involved. Over the years, various treatments have been introduced, both
psychological and pharmacological, and proved to be effective in managing PPD and its
symptoms.

Many therapeutic treatments have been proposed and studied for their effect in
alleviating the negative symptoms of PPD. For instance, Interpersonal Therapy (IPT), is a form
of therapy that addresses depressive symptoms by understanding the complexities of
relationships and how they might impact one’s mood. It has been discovered that it can help in

10
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improving mother-infant relationships, eradicating depressive symptoms and improving their
mood. This can prompt mothers to become more engaged and attentive in their infant’s lives,
nourishing their growth (Fitelson et al., 2010; Saharoy et al., 2023). Another form of therapy that
is effective in treating PPD is Cognitive Behavioural Therapy (CBT), wherein the primary
objective is to alter negative cognitive patterns that correlate to mood to promote healthier
coping mechanisms and overall, change the way one thinks of oneself (Fitelson et al., 2010).
This can alleviate PPD symptoms as it can help mothers change their negative thinking patterns
and make positive changes to their lives, to improve their mental health. By improving thinking
patterns in mothers, it can give rise to healthier mother-child dynamics, making them more
involved in their child’s lives. These therapies have scientific evidence that supports their
efficacy in mitigating PPD symptoms (Dennis & Hodnett, 2007).

Additionally, pharmacological interventions have also been effective in treating PPD,
especially when one fails to respond to therapeutic treatments. Ng. et al.’s meta-analysis on
pharmacological treatments has shown that antidepressants — selective serotonin reuptake
inhibitors (SSRIs) like fluoxetine, venlafaxine, etc. — and other medications like bupropion have
been successful in alleviating depressive and anxious symptoms in women with PPD (Ng. et al.,
2012; Saharoy et al., 2023). This may be due to the fact that SSRIs are commonly used in
general practices when treating those with depressive disorders and hence, can treat PPD as
well due to the similarity in depressive symptoms in both mood disorders. However, further
research is required on the safety of psychiatric medication due to the dangers it poses,
including infecting breastmilk and exposing infants to medication at a young age (Dennis &
Hodnett, 2007).

Many studies have shown that combining psychological and pharmacological treatments
is the most effective in treating PPD as they complement one another (Dennis & Hodnett, 2007).
Medication can target the physiological factors in depressive symptoms and make therapy more
effective for mothers. Psychiatric medicines can alleviate symptoms, encouraging mothers to
take more initiative in motherhood, while therapy can help in managing emotions and
behavioural tendencies in response to certain stimuli. Especially since it is hard to determine the
main factor contributing to PPD, combining medication and therapy can help target the different
potential risk factors, whether it is biological, physiological, psychological and cultural.

However, the efficacy of these treatments in India have yet to be studied. Due to the
stigma around mental health and the general lack of healthcare sectors dedicated to maternal
mental health care, the efficacy of these treatments is inconclusive. Seeking professional help is
seen as difficult and might make mothers reluctant to be treated, especially when it is possible
to be ridiculed for being a ‘bad mother’ for needing medication and therapy (Dennis & Hodnett,
2007; Shelke & Chakole, 2022). India’s healthcare facilities have become more expansive and
inclusive to all, and its society has become more understanding and accepting of mental health,
being more open to treating different disorders. It is crucial that healthcare facilities are
educated and trained to treat PPD to prevent its dangers. In addition, educating Indians about
maternal care and how to recognize PPD can help in early intervention. Saharoy et al. also
suggest home support groups that can provide necessary care to mothers within their
households. This can help those who go through home deliveries of their child, ensuring that
they receive beneficial care despite not visiting any healthcare facilities (Saharoy et al., 2023).

11
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Therefore, it is important to study the effect of PPD on child growth in modern contexts, which
can also provide insight into how PPD is becoming recognized in modern Indian society.

Overall, the field of PPD requires further research to fill in essential gaps in knowledge
that can help in understanding how PPD in women of different backgrounds can impact different
individuals, improving its diagnosis and tailoring treatments, expanding them and introducing
relevant methods that ensure all affected mothers can be treated.

Future Directions:

The field of maternal postpartum depression has many different aspects that must be
addressed to understand how PPD functions in real-life contexts. While various studies confirm
that PPD stunt physiological growth in infants in India, there is a lack of evidence that explores
the effect of PPD on intellectual and psychological growth in Indian children. Ali et al., 2013 and
Quevedo et al., 2011 have investigated the effects of PPD on the mental development of
children, concluding that children with depressed mothers have delayed mental development
and poorer language development. Therefore, extensive research is crucial as it can help us
understand how PPD infiltrates a child’s life and impacts various aspects of their growth,
emphasizing the need to intervene and treat PPD.

Furthermore, the time frame for the occurrence of PPD is undefined, as it can affect
mothers weeks, months and years after giving birth (Upadhyay et al., 2017). Many studies
summarized in Table 1 use cross-sectional, quasi, community or hospital-based research
designs, which helps address the immediate impact of PPD on infants, namely from 6 months to
2 years old. Longitudinal and prospective studies can provide insight into how PPD can prevail
for long periods of time and how it can impact children as they grow older. Understanding how
the effects of a deprived childhood impact the growth of a child can help us understand the
severity of PPD. Many studies also tend to utilize samples from rural areas or mothers of lower
socio-economic status. While it is important to study PPD in these regions, evidence regarding
the effect of PPD in mothers of middle-class and socio-economic status must be sought after to
apply current findings to different groups of women with different backgrounds and resources. It
can also help in identifying other risk factors of PPD, where status and access to healthcare
facilities might not have any impact on its onset, providing further insight into cultural and
religious factors/practices that play a role. Moreover, it is crucial to investigate the effect of PPD
in mothers of different backgrounds, such as those part of the LGBTQIA+ community, surrogate
and adoptive mothers to understand the causes of PPD in different cases, expanding on the
current risk factors discussed. Lastly, studying the effect of PPD on different children, such as
twins/triplets and more, those with certain health conditions, intellectual or physical disabilities
can make the findings current literature has derived more applicable to real-life contexts,
allowing it to be generalized to mothers and children from diverse backgrounds within India.

Screening tools and scales have been used to identify and diagnose mothers with PPD.
The studies in Table 1 majorly used the EPDS translated into native languages spoken by the
sample. This helps provide a standardized perspective into PPD in these mothers. However, an
implication of its usage is that these assessments heavily rely on the participants' responses
and hence, are subjected to biases where self-reported data may be distorted and inaccurate.
Therefore, tools must be developed to ensure that PPD can be diagnosed on the basis of not
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only a patient’s report, but also what is observed by researchers and healthcare workers, to
prevent potential misdiagnosis. Furthermore, screening tools developed for a specific culture are
crucial as the questions and assessment of PPD in standardized tools such as the EDPS are
mostly based on Western culture, where certain symptoms that are under the criteria of PPD
may differ from what individuals might consider a symptom. For example, many studies used
the DASII to assess infant growth in Indian children specifically. Similarly, tools tailored to a
specific culture can help in diagnosing PPD more accurately.

All in all, further research and evidence are crucial to expand the current understanding
of PPD in India and make it applicable to women from various backgrounds, improving current
treatments and tailoring it to Indian culture to ensure its efficacy.

Limitations

This review curated articles from English databases and hence, it might not include
studies under the same topic of research that can provide evidence. Furthermore, the review
does not take into account physiological conditions such as history of psychiatric illnesses and
other health complications, hence the results and conclusions derived might vary and not be
accurate to all affected women. Furthermore, most studies used the EPDS scale with varied
cutoff scores and hence, PPD might have been diagnosed differently in each sample, limiting
the reliability of the data. In addition, most samples from the studies used are similar, such as
mothers from rural areas or of lower socioeconomic statuses, which limits its generalizability to
its target population, being Indian mothers of any context.

Conclusion

In conclusion, maternal PPD in Indian women can gravely impact children in terms of
physiological, psychological and intellectual development. Though it is a current area of
research that requires more evidence, it has the potential to shatter the stigma around mental
health in India, encouraging the expansion of maternal mental healthcare facilities. It also helps
in recognizing and early intervention to treat PPD and prevent mothers from putting their own as
well as their child/children’s lives at risk.
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