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Abstract 

 
Background: The stress of giving birth, the quick changes in the body's systems, and the duty of child raising are the main 

factors contributing to postpartum depression(PPD), a multifactorial condition. Developed by Cox for use in the puerperium 
and during pregnancy, the Edinburgh Postnatal Depression Scale(EPDS) is a screening tool for postpartum depression. 

Aim and objectives: Using the EPDS as a screening tool for PPD, this study aims to examine the prevalence and risk factors 
among women giving birth at the University Hospital of the Egyptian Tertiary Care System.  

Patients and methods: From October 2023 through October 2024, two thousand individuals who had vaginal or cesarean 
deliveries and were followed up on were included in this observational cross-sectional study. An initial translated version of 
the EPDS and a second subset of obstetrical and related psychosocial components were administered to all patients.  

Results: In the whole studied population, the depressed mothers were 341 mothers (17%), while the non-depressed mothers 
were 1659 mothers(83%). The mothers who suffered from depression were categorized as follows: 160(or 8%) were moderately 
depressed, scoring 10–12 on the Edinburgh Post-Depression Scale(EPDS), and 181(or 9%) were severely depressed, scoring 13 or 
higher. Regarding the presence of personal mental history, 80% of women were depressed while 20% non-depressed(p=0.016). 
Regarding the presence of family mental history, 50% of women were depressed, while 50% of them were non-depressed, 
p=0.135. 

Conclusion: Comprehensive screening and intervention programs that are culturally sensitive are necessary because the results 
show that biological, psychological, and social factors all interact in a complex way to cause PPD. 
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1. Introduction 

 
   here are usually a lot of emotional, social,  
   and physical shifts that occur around the 

time a woman becomes a mother. New mothers 

are more likely to devote themselves fully to 

caring for their infants when they experience a 

sense of fulfillment in their role as mothers, 

despite the immense demands of this duty. A 
mother's bond with her newborn is fragile, yet it 

develops quickly after giving birth and 

continues throughout the years; any disruption 

to this bond can affect the infant's 

maturation.1     

There is a correlation between the stress of 

puerperium and the development of mental 

disease. Most of the time, this mental disease is 

the beginning of a new disorder, although it can 
also be a return of an earlier mental illness. 

Among the non-psychotic depressive illnesses, 

postpartum depression(PPD) begins during the 

puerperium. Most women report the onset of 

symptoms within the first week after giving 

birth, though they can persist for up to a year 
after the big day.2          
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Worldwide, women and men of childbearing 

age suffer from depression at much higher rates 

than the general population, as reported by the 

World Health Organization(WHO). Prevalence 

estimates for PPD on a global scale vary from 

4.63 to 63.9%. Minor or serious postpartum 
depression arises in 10–20% of Western 

parturients. Nonetheless, low- and middle-

income emerging nations have a higher 

prevalence. Prevalence estimates in China range 

from 11% to 14%, while in Africa they fall 
anywhere from 6.6% to 50.4%.3  

There are three distinct types of postpartum 

psychological disorders: the "blues," PPD, and 

postpartum psychosis. Periods of melancholy, 

sobbing, worry, forgetfulness, and irritability 

are symptoms of postpartum blue, a short-lived 
depression disorder. Within 10 days, it typically 

goes away on its own.4          

PPD continues for a longer period of time. 

There are a lot of factors at play here, but the 

most important ones are the demanding nature 

of child-rearing, the stress of giving birth, and 
the quick changes that occur in the body's 

systems. A number of studies have linked PPD 

to variables such as the mother's age, marital 

status, substance usage, infertility prior to 

conception, abortions, nausea and vomiting 
throughout pregnancy, delivery method, 

neonatal prognosis, and the mother's level of 

stress during puerperium.5             

In order to determine the frequency and risk 

factors of PPD, this study will evaluate the 

EPDS as a screening tool among women giving 

birth at the University Hospital, which is part of 

Egypt's tertiary care system. 

 

2. Patients and methods 
The 2000 patients who participated in this 

observational cross-sectional study were chosen 

from the outpatient Obstetrics and Gynecology 
clinics at Al Azhar University Hospitals. They had 

either a vaginal or cesarean delivery and were 

followed up with. The study ran from October 

2023 to October 2024. We used a systematic 

random sampling procedure to gather our 

samples. 
We made sure to get patients' written informed 

permission. Following clearance from the relevant 

local ethics committee, the research may proceed. 

Exclusion criteria: 

Individuals experiencing difficulty 

understanding the study's questionnaire, as well 
as pregnant women taking mental medication. 

Every patient had to go through the following: 

a full medical history, a personal history, any 

complaints they might have, a review of their 

previous surgeries and medical conditions, a 
review of their family medical history, and finally, 

a thorough physical examination that included 

vital signs like blood pressure, temperature, heart 

rate, and respiratory rate as well as signs of illness 

like pallor, cyanosis, jaundice, and enlarged lymph 

nodes. 

Along with the nursing staff and family wing 
matron, the data collection team also included an 

intern doctor. Each patient was given a separate 

set of questionnaires and led to a separate room. A 

translated version of the EPDS made up the first 

section of the questionnaire, while obstetrical and 
related psychosocial aspects made up the second.  

After participants finished filling out the 

surveys, the data collectors double-checked them 

for accuracy before returning them to the 

researcher in a sealed envelope. The data collection 

team received thorough instruction in both 
technical and interpersonal skills. Language 

clarity, font size, and other necessary adjustments 

were made to the questionnaires. At regular 

intervals, the researchers would also visit the data 

collection room to ensure that the data was 

complete.  
Maternal age, parity, educational attainment, 

profession, and family structure were all 

considered socio-demographic factors. Included in 

the category of "obstetrical and Associated Factors" 

were things like postpartum blues, the method of 
delivery, the obstetrical outcome (i.e., whether the 

baby was healthy or unwell), and nausea and 

vomiting throughout pregnancy. Babies are 

considered unwell if they spend three days or more 

in the neonatal intensive care unit (NICU).  

Problems with conceiving and previous H/O 
abortions were linked to this pregnancy. 

Psychosocial variables of PPD were the subject of a 

comprehensive research review. Considerations 

included postpartum nurse attitude, the difficulty 

of the puerperium, the baby's preferred sex, the 
availability of social support, family strife, the 

recent death of a family member, and a history of 

chronic illness in a prior pregnancy. 

Primary outcome: 

Was to determine how common PPD was. We 

used EPDS to accomplish this. The Arabic version 
of the EPDS scale has been validated for screening 

for PPD. The EPDS score was translated into 

Arabic and utilized. Following the lead of several 

studies, we employed an EPDS cut-off value of 13 

or higher to identify PPDes. 
Secondary outcome: 

The aim was to find out the risk factors 

associated with PPD in Egyptian women. 

Sample Size Calculation: 

Based on the work of Vishal et al.3 this study 

uses Epi Info STATCALC to determine the sample 
size, taking into account the following 

assumptions: With an 80% power, the two-sided 

confidence level is 95%, with an odds ratio of 1.115 

and a 5% margin of error. Based on the results of 
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the Epi-Info analysis, the maximum sample size 

was 1900. This led to an increase in the sample 

size to 2000 participants in order to account for 

potential cases of dropout during follow-up. 

Statistical analysis:  

Data was analyzed using SPSS v22, which was 
developed by IBM Inc. and is based in Chicago, IL, 

USA. Standard deviation(SD) and mean(IQR) were 

used to display quantitative variables. When 

comparing the means of two samples, we utilized 

Student's t-test to see whether there was a 
statistically significant difference. To determine 

whether a treatment had a statistically significant 

effect, researchers utilized a paired t-test, which 

involved comparing a patient's readings taken at 

the beginning and end of the treatment period. 

Qualitative factors were displayed using 
percentages and frequency counts. X2-test, also 

known as the Chi-square test, is a statistical tool 

for determining whether there is a statistically 

significant relationship between two or more 

variables, grades, or percentages. The Z-test is 

used to compare two percentages for statistical 
significance. It was deemed significant if the two-

tailed P-value was ≤0.05. 

 
Figure 1. Edinburgh postal depression 

scale(EPDS) questionnaire. 
(After: Cox et al.,6 & Wisner et al.,7 ) 

3. Results 
Table 1. The Socio-demographic characteristics of 

the participants. 
VARIABLE CATEGORIES TOTAL MEAN 

[95% 

CI] 

AGE 17-24 
years 

25-34 
years 

35-44 
years 

  

 

N(%) 

840 

(42%) 

980 

(49%) 

 

180(9%) 

2000 

(100%) 

26.13 

[25.45- 
26.81] 

RESIDENCY Great 

Cairo 

Delta Upper 

Egypt 

  

N(%) 980(49%) 600 

(30%) 

420(21%) 2000(100%) - 

EDUCATION 6 years or 
less 

7-12 
years 

>12 
years 

  

 

N(%) 

 

80(4%) 

1060 

(53%) 

860 

(43%) 

2000 

(100%) 

12.59 

[12.20- 

12.98] 

OCCUPATION Housewife Employed -   

N(%) 1800 

(90%) 
200(10%) - 2000 

(100%) 
- 

The mothers who took part in the study were 

between the ages of 18 and 41, with a mean age of 

26.13 (SD±5.3) years and a median age of 25. 

Their ages at marriage ranged from 18 to 30 years, 
with a mean age of 25.6(SD±3.24) years and a 

median of 23. Of the mothers who participated, 

over 40% had completed some form of post-

secondary education, with an average of 12.6 

years and a median of 12 years. Surprisingly, only 
10% of these mothers had jobs, while the other 

90% were stay-at-home mothers. 
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Table 2. Relationship between psychological factors and PPD. 
VARIABLE CATEGORIES DEPRESSED NON- 

DEPRESSED 

TOTAL OR[95% CI] P-VALUE 

PERSONAL 
MENTAL 

HISTORY 

Yes 8(80.0%) 2(20.0%) 10 15.72[1.59-155] 0.016* 

No 319(16.0%) 1671(84.0%) 1990 

FAMILY MENTAL 
HISTORY 

Yes 10(50.0%) 10(50.0%) 20 5.08[0.69- 
37.18] 

0.135* 

No 327(16.5%) 1653(83.5%) 1980 

DEPRESSION 

DURING 

PREGNANCY 

Yes 263(52.5%) 237(47.5%) 500 20.54[8.84- 

47.74] 

<0.001* 

NO 77(5.1%) 1423(94.9%) 1500 

As regarding presence of personal mental 

history, 80% of women were depressed while 20% 

non-depressed, p=0.016. Regarding presence of 

family mental history, 50% of women were 
depressed while 50% of them non-depressed, 

p=0.135.  

 

Table 3. Percentage of post-partum depression 

Depressed Non-depressed 

341 mothers(17%) 1659 mothers(83%). 

     In whole studied patients, the depressed 
mothers were 341 mothers(17%), while non-

depressed mothers were 1659 mothers(83%), 

table 3; figure 2. 

 

Figure 2. Percentage of depression post-partum. 

 

 
 

 

 

 

 
 

 

 

 

 

 
 

Table 4. An overview of the study's newborn-
related characteristics. 

VARIABLE CATEGORIES 

NEWBORN SEX Male Female - 

N(%) 1200(60%) 800(40%) - 

DESIRED 
NEWBORN SEX 

Male Female NO 
DIFFERENCE 

N(%) 1100(55%) 700(35%) 200(10%) 

BABY'S SEX 
AGREEMENT WITH 

MOTHER’S DESIRE 

Agree or 
no 

difference 

Do not agree - 

N(%) 1560(78%) 440(22%)  

NEWBORN 

ILLNESS 

Yes No - 

N(%) 30(1.5%) 1970(98.5%) - 
NICU ADMISSION Yes No - 

N(%) 280(14%) 1720(86%) - 

The previous table (4) showed that the gender of 

newborn was male in 1200 newborns, and female 
in 800 newborns, while the desired newborn sex 

was 1100 males, while 700 females, but 200 

women had no difference regarding the desire of 

their babies. On the other hand, 1560 

women(78%) agreed the sex of babies. Regarding 

the illness of newborn, 30 newborn developed 
illness, while 280 were admitted in NICU. 

 

Table 5. Study participants' psychological 
characteristics. 

VARIABLE CATEGORIES 

PERSONAL 

MENTAL 
HISTORY 

Yes No DON’T 

KNOW 

N(%) 10(0.5%) 1990(99.5%) - 

FAMILY 
MENTAL 

HISTORY 

Yes No DON’T 
KNOW 

N(%) 20(1%) 1800(90%) 180(9%) 
DEPRESSION 

DURING 

PREGNANCY 

Yes No DON’T 

KNOW 

N(%) 500(25%) 1500(75%)  

The previous table (5) showed that 10 women 

showed personal mental history, 20 women had a 

family mental history, while 500 women developed 
depression during pregnancy. 

 

Table 6. Relationship between sociodemographic factors and PPD. 
VARIABLE CATEGORIES DEPRESSED NON- 

DEPRESSED 

TOTAL OR 

[95% CI] 

P-VALUE 

AGE 17-24 years 185(22%) 655(78%) 840 1 0.211 

25-34 years 137 

(14%) 

843 

(86%) 

980 0.57[0.28- 

1.15] 

0.117 

35-44 years 19(10.5%) 161 

(89.5%) 

180 0.37[0.08- 

1.72] 

0.266 

RESIDENCE Great Cairo 201(20.5%) 779(79.5%) 980 1 0.360 

Delta 79(12.9%) 521 

(87.1%) 

600 0.57[0.25- 

1.31] 

0.187 

Upper Egypt 61(14.6%) 359 420 0.66[0.26- 0.378 
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(85.4%) 1.66] 

EDUCATION 6 years or less 11(12.5%) 69(87.5%) 80 1 0.145 

7-12 years 229 
(21.6%) 

831 
(78.4%) 

1060 1.93[0.23- 
16.36] 

0.547 

>12 years 101 

(11.8%) 

759 

(88.2%) 

860 0.93[0.11- 

8.26] 

0.951 

OCCUPATION Housewife 333 

(18.5%) 

1467 

(81.5%) 

1800 1 0.089 

EMPLOYED 8(4.2%) 192 

(95.8%) 
200 0.19[0.03- 

1.46] 

 

The previous table (6) showed that the most 

common category of age was 25-34 years, the 

most habitant area was the delta. On the other 
hand, most of our patients completed 7-12 years 

of education, while 90% of them were housewives. 

 

4. Discussion 
Mothers' ages in our study varied from 18 to 

41 years old, with a mean of 26.13(SD±5.3) years 
and a median of 25 years. The average age at 

marriage was 25.6(SD±3.24) years, with a 

median of 23 years, and the age range from 18 to 

30 years was represented. 

These results, supported by Mohamed et al.,8 

They set out to determine how common 
postpartum depression is and how much moms 

knew about it. With an average age of 28.4±5.5 

years, they demonstrated that most of the moms 

surveyed were between the ages of 20 and 35. 

The majority of moms' marital lengths were 
between one and five years.  

Of the moms who took part in our survey, just 

10% had jobs while 90% stayed at home to care 

for their children. 

In accordance, Mohamed et al.,8 reported that 

the majority of studied mothers were 
unemployed.  

These findings came in line with Aslam et al.,9 

according to whom the majority of participants 

were jobless. 

The study found that almost 40% of mothers 
had completed some kind of post-secondary 

education, with a mean of 12.6 years and a 

median of 12 years. 

These results, confirmed by Daliri et al.,10 who 

reported that less than half studied mothers had 

a secondary education.  
We observed that 17% of Egyptian women 

suffer from postpartum depression, with 8% 

reporting moderate depression and 9% severe 

depression.  

Similarly, in Ghana, the prevalence of PPD was 

50.4%, as reported by Daliri et al.10 However, 
research by Mokwena & Modjadji,11 revealed that 

the prevalence of PPD was 22% in South Africa.  

The results of the current study were in 

disagreement with those of other studies 

conducted in Africa. As reported by Obioha et 
al.,12 in Southwest Nigeria, the prevalence of PPD 

was found to be 52.3%.  

In comparison to neighboring middle eastern 

countries, the study's findings disagree with those 

of Almuqbil et al.,13 who found that the 

prevalence of PPD was 59.68% in Saudi Arabia, 
and 60% in Libya, according to Saeed et al.,14 

also, in Iraq, Al-Imam et al.,15 discovered a 

prevalence of PPD of 51.49 percent. 

The prevalence of PPD varied obviously not just 

among countries but also within the same nation. 
So, while Sohag City indicated a lower prevalence 

of PPD, the current study found a greater one in 

Egypt, Salem et al.,16 who found that the 

incidence of PPD was 7.32%. This variation might 

arise from having noticed that the Sohag study's 

participants were exclusively women between the 
ages of 20 and 35 years who were within six 

weeks postpartum. 

Our study found that younger mothers(17-24 

years) had a higher prevalence of PPD(22%) 

compared to older age groups.  
This aligns with findings from other studies, 

such as Chaudron et al.,17 who reported that 

younger maternal age was a risk factor for PPD. 

However, the association was not statistically 

significant in this study, which could be due to 

other confounding factors. 
In our study, mothers with 7-12 years of 

education had the highest prevalence of 

PPD(21.6%).  

Similarly, Elashiry et al.,18 found that there was 

a statistically significant relationship between the 
educational level of women and PPD. However, 

the same author agreed with the current study 

and reported that two-thirds of illiterate mothers 

were depressed. 

This contrasts with some studies that show an 

inverse relationship between education level and 
PPD risk Gelaye et al.19 The reasons for this 

finding warrant further investigation and may be 

related to specific socio-cultural factors in Egypt. 

In our study, housewives had a higher 

prevalence of PPD(18.5%) compared to employed 
mothers(4.2%). While this difference was not 

statistically significant, it's consistent with other 

studies that have found employment to be a 

protective factor against PPD.20    

In our study, mothers of male infants had a 

higher prevalence of PPD(21.7%) compared to 
those with female infants(12.6%).  

This finding is interesting, as it contradicts 

some studies from other cultures where the 

preference for male children is strong.21 It may 
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reflect changing attitudes towards child gender 

in Egypt or other underlying factors that require 

further exploration. 

In our study, all of the infants with illness 

experienced PPD, highlighting the significant 

impact of infant health on maternal mental well-
being.  

This is consistent with other studies that have 

found a strong association between infant health 

problems and PPD.22             

In our study, women with a personal history of 
mental health issues had a significantly higher 

risk of PPD(80% vs. 16%, p=0.016).  

This strong association is well-documented in 

the literature Robertson et al.,23 and underscores 

the importance of identifying and supporting 

women with pre-existing mental health 
conditions during the perinatal period. 

In our study, there was a strong association 

between depression during pregnancy and 

PPD(52.5% vs. 5.1%, p<0.001).  

Consistent with other research, this data 

confirms that prenatal depression is a major 
predictor of postpartum depression.24             

We found three major factors that predicted 

PPD using the logistic regression model: anxiety 

and sadness when pregnant(OR:11.21, 95% CI: 

3.79-33.19). Having a baby girl(odds ratio:0.29, 
confidence interval:1.098-0.85). Feeling 

overwhelmed by more than two stressful 

situations(OR:1.76, 95% CI:0.84-3.66). 

 
4. Conclusion 

The results underscore the necessity for all-

encompassing screening and intervention 

programs that are culturally relevant, since they 

show how biological, psychological, and social 

components interact intricately to cause PPD. 
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