
Introduction
Studies have shown that women suffer from depression 
more than men (1). Among different types of depres-
sion, postpartum depression is worthy of significant at-
tention because it not only affects mother’s health, but 
also adversely affects growth and psychological evolution 
of the newborn (2,3). In many women, child birth is a 
stress-causing factor which is the stimulus for beginning 
of an acute depression or its recurrence (4). In fact, the 
period after the childbirth is the transitional period in 
which mother faces new roles, models, and relations that 
she has to adapt to (5). On the other hand, since the en-
ergy stored in a mother is lost during puerperium due to 
fatigue, drug effects, maternity duration, problems caused 
during the maternity process etc., the mother is subjected 
to emotional and psychological crises, including depres-
sion more than any other time (6).
Based on criteria described by the Diagnostic and Statis-
tical Manual of Mental Disorders (fourth edition), post-
partum depression is defined as the depression which oc-
curs at the fourth week after the childbirth. This disorder 
is specified by signs and symptoms including depressed 
mood, lack of sense of satisfaction from life, irritability, 

amnesia, repeated dizziness, physical symptoms, ambiv-
alence, negative feeling about the infant, inability to take 
care of the child, suicide thoughts (7), decreased self-con-
fidence (8), hopelessness and incompetency, sense of guilt, 
fear and worthlessness (9).
According to the family systems theory, any factor that 
affects one member of a family and causes disorders in 
their performance within the family system, would in-
evitably also affect other members of the family, causing 
disorder in their behavior and performance (10). Preva-
lence of depression in husbands of the women suffering 
from this disorder is 5%-20% greater than others (11). 
Postpartum depression is one of the most important prob-
lems that threaten lives of mother, infant and their fam-
ily (12). This disorder would result in decreased level of 
healthy relationship between mother and the infant (13), 
disorder in the growth of the infant (14,15), decreased lev-
el of mother health, permanent depression in the wom-
en, problems and conflicts in the marital relationships 
(16,17), increased obsessive-compulsive thought (18) and 
inability to carry out maternal and marital duties (19). De-
pressed mothers have lower sense of responsibility and re-
sponsiveness towards their infants and have complicated 
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Introduction 
Throughout the history of the world, the ones who had 
confronted the bitterest face of poverty and war had al-
ways been the women. As known poverty and war affects 
human health either directly or indirectly, the effects of 
this condition on health and status of women in the so-
ciety should not be ignored. This study intends to cast 
light on the effects of war and poverty on the reproductive 
health of women. For this purpose, the face of war affect-
ing the women, the problem of immigration, inequalities 
in distribution of income based on gender and the effects 
of all these on the reproductive health of women will be 
addressed.

War and Women’s Health
Famine, synonymous with war and poverty, is clearer for 
women; war means deep disadvantages such as full de-
struction, loss of future and uncertainty for women. Wars 
are conflicts that destroy families, societies and cultures 
that negatively affect the health of community and cause 
violation of human rights. According to the data of World 
Health Organization (WHO) and World Bank, in 2002 
wars had been among the first ten reasons which killed 
the most and caused disabilities. Civil losses are at the rate 
of 90% within all losses (1).
War has many negative effects on human health. One of 
these is its effect of shortening the average human life. 
According to the data of WHO, the average human life is 
68.1 years for males and 72.7 years for females. It is being 

thought that severe military conflicts in Africa shorten 
the expected lifetime for more than 2 years. In general, 
WHO had calculated that 269 thousand people had died 
in 1999 due to the effect of wars and that loss of 8.44 mil-
lion healthy years of life had occurred (2,3).
Wars negatively affect the provision of health services. 
Health institutions such as hospitals, laboratories and 
health centers are direct targets of war. Moreover, the wars 
cause the migration of qualified health employees, and 
thus the health services hitches. Assessments made indi-
cate that the effect of destruction in the infrastructure of 
health continues for 5-10 years even after the finalization 
of conflicts (3). Due to resource requirements in the re-
structuring investments after war, the share allocated to 
health has decreased (1).

Mortalities and Morbidities
The ones who are most affected from wars are women and 
children. While deaths depending on direct violence af-
fect the male population, the indirect deaths kill children, 
women and elders more. In Iraq between 1990-1994, in-
fant deaths had shown this reality in its more bare form 
with an increase of 600% (4). The war taking five years 
increases the child deaths under age of 5 by 13%. Also 47% 
of all the refugees in the world and 50% of asylum seekers 
and displaced people are women and girls and 44% ref-
ugees and asylum seekers are children under the age of 
18 (5).
As the result of wars and armed conflicts, women are 
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problems interacting with their child (20), which greatly 
threatens cognitive-psychological evolution of the child 
and might also cause ignorance and misbehavior in the 
child-care (21). Previous studies in Michigan University 
have verified the presence of relation between depression 
symptoms in mothers and hormonal-neural changes and 
disorder in adapting to various aspects including sleep, 
diet, emotion and attachment in the child (22).
Different levels of prevalence of postpartum depression 
have been reported by different studies (8,14). It seems 
that the difference in the tools used for measuring the de-
pression, method of selecting subjects for the study and 
demographic characteristics, as well as cultural differ-
ences can be the reason for different levels of prevalence 
of this health problem in various societies (14,23). Level 
of prevalence of postpartum depression was reported as 
10%-20% in the international studies (24). Studies in Iran 
reported the prevalence of postpartum depression to be 
within the range of 16%-31% (25-27).
Since prevalence of postpartum depression and its fac-
tors depend on cultural and social factors and there are 
various contradicting findings on the prevalence and eti-
ology of the postpartum depression and also due to lim-
ited number of studies on this topic, especially in Qom 
city, therefore the purpose of this study was to investigate 
level of prevalence of postpartum depression and also to 
identify relationship between some of the factors with this 
disorder among women visiting health-medical centers in 
Qom city.

Materials and Methods
This study was a survey research which was conduct-
ed during 2014 in health-medical centers in Qom city. 
The subjects in the study included 120 women visiting 
health-medical centers near their house to follow up their 
postpartum care and have doctors examine their infants’ 
profile, while 4 weeks had passed since their childbirth. 
The subjects were selected based on convenience sam-
pling method. The method used to collect the data was 
such that after setting up the required coordination and 
receiving the certificate (the permit) from the health 
center and coordinating with the health-medical bases 
in Qom city, and explaining the question to clarify topic 
of the questions and to eliminate any ambiguity for the 
subjects, the questionnaires related to Edinburgh’s post-
partum depression test were given to the subjects and then 
the data were collected.
Edinburgh’s questionnaire is simple method to screen the 
postpartum depression which is related to feelings of a 
mother during 7 days after the childbirth (12). Many stud-
ies have proved the efficiency of Edinburgh’s questionnaire 
for identifying depressed women from the non-depressed 
ones (28). This questionnaire contains 10 multiple choice 
questions where a score of 0-3 is allocated to each question 
of this questionnaire based on the answer provided by the 
subject; therefore, the minimum score was zero while the 
maximum score was 30. In this study, the score greater 
than 12 was considered as depression (28-30).Validity of 

the Persian version of the questionnaire was verified in 
various studies conducted in Iran (31,32). The data ob-
tained from the Edinburgh’s questionnaire was analyzed 
using SPSS software and statistical t test method.

Results
In this study, 120 women with 4 weeks passing from their 
childbirth who had visited the health centers were investi-
gated using Edinburgh’s questionnaire. The results showed 
that prevalence of postpartum depression among women 
visiting health centers in Qom was 40.83%, according to 
the depression score (non-depressed having a score small-
er than 12 and depressed having a score greater than 12). 
Number of boys and girls were equally considered to be 
60; 41.66% of the women whose infant was girl and 40% 
of the women whose infant was boy suffered from post-
partum depression.
According to the Table 1, no statistical significant differ-
ence was observed between the infants’ gender and prev-
alence of postpartum depression. Findings of the study 
indicated that 79% of women had their first childbirth, 
while 41% had their second or more childbirth; so, 40.5% 
of the nulliparous subjects and 41.6% of the pluriparous 
mothers had depression and according to t test, no statisti-
cal significant difference was observed between these two 
groups in terms of postpartum depression. Among the 
women visiting the health centers, 76 women had natural 
childbirth, while 46 women underwent C-section (Cesar-
ean) surgery. Also 39.13% of women who had undergone 
C-section and 41.89% of the women with natural child-
birth had postpartum depression. According to the table, 
the difference was not statistically significant. Also, the 
results showed that half of the women who had unwanted 
pregnancy suffered from postpartum depression; while, 
women with planned pregnancy had lower rate (38.04%) 
of postpartum depression which marked a statistically sig-
nificant difference using statistical tests. It can be claimed 
that unwanted and unplanned pregnancy was among fac-
tors that increased the possibility of suffering from post-
partum depression among women visiting health-medical 
centers in Qom city.

Discussion
Postpartum depression is a common social debilitating 
disorder (33). Prevalence of postpartum depression is 
closely related to cultural and social factors (34) and for 
this reason, different prevalence levels have been report-
ed in different countries and races. Various studied con-
ducted in different countries reported the prevalence of 
postpartum depression to be within the range of 10%-20% 
(35-37), 10%-15% (38) and 20%-28% (15). In the present 
study, prevalence of postpartum depression was reported 
to be 40.83% in Qom city which is greater than other stud-
ies conducted in Iran, which reported prevalence of post-
partum depression to be within the range 16%-31% (25-
27). However, its prevalence was smaller than that report-
ed by Salmalian et al (39) which was equal to 64.6% and 
was approximately similar to results of study by Zangeneh 
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et al (40) in which the prevalence was reported as 40.7%.
According to the results in this study, no significant differ-
ence was observed between nulliparous and pluriparous 
mothers. This result was in agreement with the results of 
study by Carroll et al (41). Gotlib et al (42) also examined 
a group of 360 pregnant women during their pregnancy 
and after the childbirth and came to this conclusion that 
large number of childbirth did not have considerable ef-
fect on postpartum depression. On the contrary, in a study 
by Zinga et al, the possibility of occurrence of postpartum 
depression in nulliparous women was greater than that in 
pluriparous women which can be related to transition to 
motherhood stage and low level of self-confidence of nul-
liparous mothers in meeting the needs of the infant (43). 
Also in another study which was conducted in Kerman, 
Ghaffarinejad et al concluded that depression rate was 
greater among nulliparous mothers (44).
Results in a study by Hung et al showed that there was a 
significant relation between number of childbirth and the 
postpartum depression, such that increase in the number 
of childbirth increases the possibility of depression (45). It 
can be stated that when the number of children increas-
es, the mother would have less time to take rest and have 
entertainment. Therefore, this would result in fatigue 
(tiredness) in the mother which makes her susceptible to 
postpartum depression (45). Johnstone et al also found a 
relationship between pluriparity and postpartum depres-
sion (46). In a study by Wang et al, a significant relation 
was found between childbirth and depression (6).
According to the results obtained from this study, there 
was no significant difference in terms of prevalence of de-
pression between women with and without planned preg-
nancy which was in agreement with the results of previous 
studies (44,47,48) as well as with the opinion by Kaplan 
and Sadock (7). According to McCoy et al (49) and Nakku 
et al (50), pathologic stresses in human are known for a 
natural pregnancy, while regarding the unwanted preg-
nancy causes multiple problems for the mother, because 
unwanted pregnancy would result in duality in accepting 
or denying the infant, causing many psychological disor-
ders for the mother (49,50).
An unwanted pregnancy can cause physical and psycho-
logical problems for the mother, therefore threatening her 
health; also, the woman’s negative perspective towards the 
pregnancy is important (12). Dennis et al believes that un-

expected pregnancy can cause duality towards infant and 
the infant’s denial, both of which can increase the possi-
bility of occurrence of depression in the person. Dennis 
et al observed that, individuals who decide to have child 
with previous plans would have a life with more social and 
economic balance (38). Beck and Gable also reported that 
there was a significant relationship between preparedness 
to accept responsibility of an infant and postpartum de-
pression (51).
Rahmani et al found in their studies that there was a sig-
nificant relationship between husbands’s feeling about the 
recent childbirth and postpartum depression. It seems 
that the husband also must also be equally prepared to ac-
cept the responsibility of a new child. When the husband 
is happy of the new family member, it would decrease 
wife’s stress and anxiety and also provide her emotional 
and psychological needs (52).
According to the results obtained in this study, level of 
postpartum depression in women whose infant was boy 
was not significantly different than that in the women 
whose infant was girl. This result was in agreement with 
Zangeneh et al (40) and Wang et al (6). However, this was 
not in agreement with the study by Hosseini et al in Ker-
manshah (47), Ghaffarinejad et al (44) and Khodadadi et 
al (25) which could result from the families’ cultural per-
spectives where a special attention is given to boys as a 
supporter in the family and work responsibilities. Chee et 
al (53) conducted a study on 7224 women who gave birth 
in Singapore. Results of their study showed that there was 
a weak relationship between depression during the preg-
nancy and the child being girl.
In this study, two groups including natural birth and 
C-section surgery were compared in terms of prevalence 
of postpartum depression. Results of the study showed that 
there was no significant difference in terms of depression 
prevalence between women with natural childbirth and 
women who had C-section surgery which was in agree-
ment with results of study by Hosseini et al (47), and was 
the opposite of results reported in studies by Dolatian et 
al (31), Boyee and Todd (12), Adewuya et al (54), Ukpong 
and Owolabi (55) and Hannah et al (56). Results in these 
studies showed that childbirth with C-section surgery 
increased the possibility of depression. While results of 
study by Chaaya et al (57) showed that depression is lower 
among mothers with C-section surgery than mothers with 

Table 1. T Test Outcomes

Variables n Non-depressed 
No. (%)

Depressed 
No. (%) Mean SD DF α

Infant’s gender Female 60 35 (58.33) 25 (41.66) 11.50 5.89 118 0.095

Male 60 36 (60) 24 (40) 11.41 6.12

No. of delivery Nulliparous 79 47 (59.49) 32 (40.50) 11.30 5.05 118 0.065

Pluriparous 41 24 (58.53) 17 (41.46) 11.87 7.11

Mode of delivery Cesarean 46 28 (60.86) 18 (39.13) 11.87 6.45 118 0.078

Natural 74 43 (58.10) 31 (41.89) 11.12 5.66

Type of pregnancy Wanted 92 57 (61.95) 35 (38.04) 10.80 5.54 118 0.018

Unwanted 28 14 (50) 14 (50) 13.60 6.13
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natural childbirth. Carter et al (58) also investigated the 
results of depression and postpartum depression report-
ed in 24 studies; there was a relationship between these 
two factors in 5 articles, while in 15 studies, no relation-
ship was observed between the two factors. Mortality rate 
among mothers with C-section surgery was 2 to 5 times 
greater than mothers with natural childbirth, with the for-
mer also having more severe and more common physical 
disorders. Garel et al came to this conclusion that during 
one year after the childbirth, women with C-section sur-
gery suffer greater physical and psychological symptoms 
than mothers with natural childbirth (59). So far, limit-
ed studies have been conducted regarding psychological 
disorders of C-section surgery and other midwifery sur-
geries. Clement (30) investigated other studies by other 
researchers and stated that women who gave birth with 
C-section surgery had lower satisfaction with their deliv-
ery in 18 articles, while 11 studies reported that women 
with C-section surgery had depression more than moth-
ers with natural childbirth. Meanwhile, no significant dif-
ference was observed between the two groups in terms of 
occurrence of depression in 9 other studies. Results also 
showed that the negative feeling the mothers experience 
after the C-section surgery included feeling of devasta-
tion and loss, disturbed communication with the infant, 
change of personality and personality disorder, feeling 
of desecration, anger with the personnel who are taking 
care of the mother and fear from death (30). Other factors 
which seem to place the mothers with C-section surgery 
in greater risk of depression included mother sees her in-
fant at a later time after the delivery, the husband cannot 
be present beside his wife to support her during the C-sec-
tion surgery, urgent C-section surgery is an unexpectable 
and stressful events, and mother and infant might have 
more problems after the C-section (60).

Conclusion
Investigating psychological diseases after the childbirth is 
important from three perspectives; First, its beginning is 
predictable and occurs at the time of childbirth. Second, 
this disorder causes severe psychological pressure in this 
period of the wife’s life which adversely affects specific du-
ties and her adaptation process. Third, the mother’s inabil-
ity to communicate with the infant has unfortunate con-
sequences on the growth of the cognitive, social, cultural 
and emotional capabilities of the child.
Since the first steps in the growth of the child is estab-
lished by the mothers, only the physically and psycho-
logically healthy mothers can take more effective steps in 
growing a healthy child. Therefore, it is important to pay 
attention to the psychological condition of the mother and 
understand the effective factors. The risky factors on post-
partum depression can be determined after the childbirth. 
Postpartum depression has been repeatedly ignored by the 
patients and the person who takes care of her and only 
a limited number of these cases have been identified by 
health and medical workers.
It is suggested to hold workshops for couples about preg-

nancy and psychological health education for mothers, 
before and after the childbirth, and to provide informa-
tion about symptoms of postpartum depression among 
women of that region and to compare the effective fac-
tors to prevent and control this disease. It is also necessary 
to provide intervention after the childbirth and effective 
help to improve the psychological health among women 
in Qom by controlling factors effective on postpartum de-
pression to provide the primary prevention.
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