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Abstract
Background: Anxiety and postpartum depression are the most common psychological problems in women after
delivery. Cognitive behavior intervention has been reported to have an effect in the therapy of postpartum depression. This research aimed to investigate whether cognitive behavior intervention could prevent the pathogenesis of
postpartum depression in primiparous women.
Methods: In this randomized controlled trial, primiparous women who were prone to postpartum depression were
recruited. Participates in the control group received routine postpartum care and those in the intervention group
received both routine postpartum care and cognitive behavior intervention. Hamilton Depression Scale (HAMD),
Hamilton Anxiety Scale (HAMA), Edinburgh Postpartum Depression Scale (EPDS) and Pittsburgh Sleep Quality Index
(PSQI) were evaluated before and after the intervention.
Results: In the intervention group, the post-intervention scores of HAMA, HAMD, EPDS and PSQI were all significantly
lower than the baseline scores (p = 0.034, p = 0.038, p = 0.004, p = 0.014, respectively). The proportion of participants
with postpartum depression in the intervention group (11.5%) was significantly lower than the control group (24.3%)
after the 6-week intervention. Participants in the intervention group were significantly more satisfied with the care
than those in the control group (p = 0.032).
Conclusion: This research provided evidence that cognitive behavioral intervention in postpartum period could
alleviate anxiety and depression in primiparous women, and inhibit the pathogenesis of postpartum depression.
Trial registry This clinical trial was registered in the Chinese Clinical Trial Registry (ChiCTR2000040076).
Keywords: Anxiety, Postpartum depression, Cognitive behavioral intervention
Background
Pregnancy and delivery are two important physiological phenomena for women. In this process, the pregnant woman’s mood will change and become sensitive
to psychological stimuli, leading to potential psychological problems [1], such as anxiety, depression and
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post-traumatic stress disorder [2]. It is demonstrated
that the prevalence of post-traumatic stress disorder in
women after delivery is 37.7% [3]. About 5–20% of mothers are influenced by post-delivery anxiety [4]. Postpartum depression accounts for 12.5% of psychologically
related hospitalizations among women [5].
Impaired sleep duration and quality have been associated with concurrent mood disturbance and with
increased risk of future mood problems during pregnancy and the postpartum period [6]. Anxiety is the
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mental reaction to either imagined or real threat. The
symptoms of anxiety include smoking, high caffeine
consumption, physical disease, poor nutrition and lack
of sleep [7]. Accumulation of anxiety to a certain degree
can cause disability [8]. In mothers, postpartum anxiety
and depression inhibit oxytocin secretion and breast milk
production [9]. As the most crucial postpartum stress
complication, postpartum depression triggers increased
vulnerability in both mothers and infants [10]. The role
of the mother is affected by postpartum depression, and
sometimes the mother’s attention in the child and the
family is also compromised. Thus, postpartum depression is a major threat to the relationship between mother
and infant [11]. Normally, depression will heal gradually after delivery if it is left untreated. Longer period of
depression triggers complications that further enhances
its severity [12].
Recently, evidence has indicated that interventions
before and after delivery play a crucial role in reducing
the risk of psychological problems in pregnant women.
A meta‐analysis has demonstrated that several different
interventions can be employed to alleviate the severity of postpartum anxiety and depression, including
physical exercise, psychoeducation training, social support groups and cognitive behavior intervention [13]. A
number of studies have shown that cognitive behavioral
intervention and mental health care adjuvant therapy
can effectively improve the condition of patients with
postpartum depression. Clinical study has shown that
cognitive behavioral intervention significantly reduces
the scores of maternal postpartum depression scale and
alleviates depression [14]. Another study has found that
strengthening mental health care treatment for patients
with postpartum depression can effectively reduce their
depression self-rating scale scores and anxiety self-rating
scale scores, and improve their quality of life after delivery [15].
In this research, we aimed to investigate whether psychological nursing intervention had a beneficial effect
in preventing anxiety and depression in the postpartum
period.

Methods
Study design and participants

This study was a randomized controlled trial conducted
on primiparous women who had postpartum depression
tendency during delivery. Participants in this study were
recruited from Cangzhou Central Hospital by hospital
administration staff who were not involved in any other
part of the study. This research was approved by the ethics commitment of Cangzhou Central Hospital with
informed consents signed by all the participants. This
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clinical trial was registered in the Chinese Clinical Trial
Registry (ChiCTR2000040076).
843 primiparous women were recruited in this
research. Inclusion criteria were: (1) primiparous women
with full-term delivery, (2) having single healthy newborn baby, (3) having no obstetric diseases (eclampsia,
placenta previa, and premature rupture of membranes,
etc.), (4) having normal communication ability, and (5)
having propensity for postpartum depression [Edinburgh
Postpartum Depression Scale (EPDS) score ≥ 9 points
but < 13 points]. Exclusion criteria included: (1) EPDS
score < 9 points (having no postpartum depression tendency) or ≥ 13 points (having postpartum depression),
(2) having serious underlying disease, including autoimmune disease, hypertension, or gestational diabetes, (3)
having previous mental disease, and (4) having severe
complications in mothers or infants. After exclusion, 260
patients remained in this research. Patients were centrally
allocated (1:1) using concealed random allocation from a
random number table generated by hospital IT staff who
were not involved any other part of the study. A hospital nurse, who were not involved in any other part of the
study, then assigned participants in different groups. All
investigators, research staff, and the doctors treating the
patients were masked to treatment allocation.
Intervention

In the control group, participants received routine postpartum care, which involved the registration in community, postpartum life and dietary guidance provided
by the hospital and community, guidance for women in
maternal and newborn care, perineal care, breastfeeding,
changing diapers, newborn bathing, and umbilical care,
and answering questions from patients and families.
In the intervention group, in addition to routine postpartum care, participants received a 6-week cognitive
behavior intervention, once a week, 1 h each time. Cognitive behavior intervention was composed of five different
parts. First, a psychological evaluation was conducted on
the parturient. Cognitive distortions from three perspectives were gently guided and corrected: the parturient to
herself, to world she is in, and to the future. The parturient was made to understand some of the mental problems that might occur after childbirth and to face them
correctly. Second, we assisted the mother to establish a
self-activity plan (including control and joyful exercises,
cognitive rehearsals, self-independent training, roleplaying, and transfer techniques, etc.), and encouraged
the parturient to regularly feedback to the doctor and
make timely adjustment. Third, the mental health care,
during which nurses communicated with mothers to
establish a good nurse–patient relationship. Meanwhile,
mentality, family and social background of mothers were
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analyzed to conduct targeted mental health education,
stabilize postpartum anxiety, and provide appropriate
emotional support. Soothing music was played to adjust
mothers’ emotions and help them out of anxiety. Fourth,
we enhanced the care for patients after delivery, guided
their breastfeeding, assisted them to complete post-natal
status change. Fifth, we actively communicated with the
maternity husband and other family members, increased
family members’ social support for the mother, improved
their negative emotional state and encouraged family members, especially the husband, to accompany and
communicate with the patient and take care of the baby
together.
Measurements

Postpartum depression was identified through EPDS,
which is a self‐report multiple-choice questionnaire with
10 items. The score of each item was from 0 to 3, and the
total score was from 0 to 30. EPDS score ≥ 13 points was
considered to indicate postpartum depression.
Anxiety symptoms were assessed by the Hamilton Anxiety Scale (HAMA). HAMA evaluation criteria were: < 7
points indicates anxiety-free; 7 ~  < 20 points indicates
possible anxiety; 20 ~  < 29 points indicates anxiety; ≥ 29
points indicates severe anxiety.
Depression symptoms were assessed by the Hamilton
Depression Scale (HAMD). HAMD evaluation criteria
were: < 8 points indicates depression-free; 8 ~  < 20 points
indicates possible depression; 20 ~  < 35 points indicates
depression; ≥ 35 points indicates severe depression.
Sleep quality was assessed using the Pittsburgh Index
Scale (PSQI). PSQI is a self-report questionnaire consisted of 19 items from seven subscales: sleep quality,
sleep duration, sleep latency, sleep disturbance, sleep
efficiency, sleep medication, and daily dysfunction. Each
subscale had a score ranging from 0 to 3, and the total
score was from 0 and 21. A higher score indicates worse
sleep quality, and a total score > 7 indicates the presence
of sleep disorders.
Nursing satisfaction was evaluated using the nursing
satisfaction questionnaire developed by our hospital.
The total score was 100 points, where ≥ 90 points indicates very satisfied; 75 ~  < 90 points indicates satisfied;
60 ~  < 75 points indicates basically satisfied; < 60 indicates
dissatisfied.
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between baseline versus post-intervention. Chi-square
test or Fisher’s exact test was used for assessing distribution of observations or phenomena between different groups. Statistical analysis was significant when p
value < 0.05. Sample size was determined using established statistical power analysis. Differences between
means of each compared treatment groups were divided
by the standard deviation to determine the standardized
effect size, then using 5% as significance level in Student
t test and 90% power, the minimum required sample size
was calculated, which was sufficient for our current sample size after consideration of dropout.

Results
Research framework of this study is shown in Fig. 1. 843
primiparous women were assessed for eligibility. 102
patients refused to participate in this research and 481
patients did not meet the inclusion criteria. 260 participants were randomly assigned into the intervention
group (n = 130) and the control group (n = 130). In the
intervention group, 17 participants lost to follow-up, 12
of whom discontinued intervention and 5 were unable
to contact. In the control group, 15 participants lost to
follow-up, 4 of whom discontinued intervention and 11
were unable to contact. 113 participants in intervention group and 115 in the control group completed this
research and their data were recorded and analyzed.
Table 1 shows the socio-demographic characteristics
of the participants. No statistically significant differences
were observed in socio-demographic characteristics
between these two groups. The mean ages in the intervention group and the control group were 26.89 ± 4.12
and 27.31 ± 4.56 years, respectively. 60.2% of the women
in the intervention group and 53.1% in the control group
underwent vaginal delivery. In the intervention group,

Statistical analysis

SPSS Statistics Version 22.0 software was employed for
statistical analysis. Values were expressed as n (percentage, %) or mean ± SD. p values derived from unpaired t
test or Mann–Whitney test as appropriate between intervention group and control group. p values derived from
paired t test or Wilcoxon signed rank test as appropriate

Fig. 1 Research framework of this study
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Table 1 Socio-demographic characteristics of participants analyzed
Variable

Study group

p

Intervention group (n = 113)

Control group (n = 115)

26.89 ± 4.12

27.31 ± 4.56

0.273

  18.5–24.9

48 (42.4%)

54 (46.9%)

0.789

  25–29.9

42 (37.2%)

40 (34.8%)

  ≥ 30

23 (20.4%)

21 (18.3%)

  Vaginal delivery

68 (60.2%)

61 (53.1%)

  Caesarian section

45 (39.8%)

54 (46.9%)

  Junior high school and below

23 (20.4%)

20 (17.4%)

  Senior high school or polytechnic school

71 (62.8%)

70 (60.9%)

  College and above

19 (16.8%)

25 (21.7%)

  Junior high school and below

15 (13.3%)

24 (20.9%)

  Senior high school or polytechnic school

72 (63.7%)

66 (57.4%)

  College and above

26 (23.0%)

25 (21.7%)

  Does not work

32 (28.3%)

41 (35.7%)

  Works

81 (71.7%)

74 (64.3%)

  Girl

67 (59.3%)

57 (49.6%)

  Boy

46 (40.7%)

58 (50.4%)

  Yes

27 (23.9%)

34 (29.6%)

  No

86 (76.1%)

81 (70.4%)

Age (years)
BMI (kg/m2)

Delivery
0.277

Education status
0.601

Husband education status
0.310

Working status
0.258

The sex of baby
0.146

Supports for caring the baby
0.371

Values were expressed as n (percentage, %) or mean ± SD. p values for each group were derived from either unpaired t test or Mann–Whitney test as appropriate. Chisquare test or Fisher’s exact test was used for assessing distribution of observations or phenomena between different groups
BMI body mass index

16.8% of the patients graduated from college and 71.7%
had work, while in the control group, the relative proportions were 21.7% and 64.3%, respectively. 76.1% of
the women in the intervention group and 70.4% in the
control group had no support of child caring. These data
indicated that the participants in these two groups were
homogenous.
The incidence of postpartum depression in both groups
were evaluated before and after the 6-week intervention.
In this research, the patient was thought to have postpartum depression when the score of EPDS ≥ 13 points. As
shown in Table 2, the incidence of postpartum depression in the control group (24.3%) was significantly higher
than that of the intervention group (11.5%). This result
showed that our intervention could effectively reduce the
incidence of postpartum depression in women.
We further investigated the satisfaction of the care in
these two groups. In the intervention group, 51.3% of
the patients were very satisfied with the care, 25.7% were

Table 2 Comparison
of
frequency
distribution
of postpartum depression between the two groups
in different time points
Time

Variable

Study group
Intervention
group
(n = 113)

Baseline

Depressed

Post-intervention

Depressed

0 (0%)
13 (11.5%)

p
Control
group
(n = 115)
0 (0%)
28 (24.3%)

1.000
0.015

Values were expressed as n (percentage, %). Chi-square test or Fisher’s exact
test was used for assessing distribution of observations or phenomena between
different groups
Edinburgh Postnatal Depression Scale (EPDS) was used to diagnose the
postpartum depression when the score ≥ 13
Italic value indicates the presence of statistical significance (p < 0.05)

satisfied, 15.9% were basically satisfied, and 7.1% were
not satisfied. Meanwhile, in the control group, the relative proportions were 35.6%, 31.3%, 15.7%, and 17.4%,
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of

the

care

Study group

p

Intervention group Control group
(n = 113)
(n = 115)
Very satisfied

58 (51.3%)

41 (35.6%)

Satisfied

29 (25.7%)

36 (31.3%)

Basically satisfied

18 (15.9%)

18 (15.7%)

8 (7.1%)

20 (17.4%)

Not satisfied

0.032

Values were expressed as n (percentage, %). Chi-square test was used for
assessing distribution of observations or phenomena between different groups
Italic value indicates the presence of statistical significance (p < 0.05)

Table 4 Assessment of HAMA, HAMD, EPDS and PSQI
before and after the intervention
Iteams

Study group

p

Intervention
group (n = 113)

Control group
(n = 115)

13.24 ± 2.89

14.12 ± 3.21

0.034

0.089

HAMA
Baseline
Post-intervention
p value

10.21 ± 2.16

0.134

15.55 ± 2.76

0.007

13.89 ± 2.93

0.117

HAMD
Baseline
Post-intervention
p value

14.36 ± 3.04
11.51 ± 2.85

0.038

16.58 ± 3.34

0.021

10.95 ± 2.75

0.217

0.037

EPDS
Baseline
Post-intervention
p value

11.24 ± 3.05

8.11 ± 2.18

0.004

11.45 ± 2.73

0.008

9.88 ± 1.53

0.172

0.283

PSQI
Baseline
Post-intervention
p value

9.12 ± 1.36

7.38 ± 1.09

0.014

12.03 ± 1.62

0.006

0.037

Values were expressed as mean ± SD. p values derived from paired t test or
Wilcoxon signed rank test as appropriate between baseline versus postintervention. p values derived from unpaired t test or Mann–Whitney test as
appropriate between intervention group and control group
Italic values indicate the presence of statistical significance (p < 0.05)

respectively, which were significantly lower than the
intervention group (Table 3). Thus, the performance of
intervention dramatically enhanced the satisfaction of
the care.
Table 4 demonstrates the HAMA, HAMD, EPDS and
PSQI scores of the women in both groups. After 6-week
intervention, the HAMA, HAMD, EPDS and PSQI scores
of the women in the intervention group were all dramatically lower than the control group. In the intervention
group, the post-intervention scores of HAMA, HAMD,

EPDS and PSQI were all significantly lower than the
baseline scores. However, the scores of HAMD and PSQI
were significantly elevated during the 6-week routine
postpartum care in the control group. In primiparous
women, the performance of cognitive behavior intervention together with routine postpartum care significantly
reduced the incidence of anxiety and depression.

Discussion
This randomized, controlled clinical trial was performed
to analyze the effect of psychological nursing intervention on postpartum depressive and anxiety symptoms.
When compared with routine postpartum care, cognitive behavioral intervention significantly alleviated
postpartum depressive and anxiety during delivery. The
performance of cognitive behavioral intervention (psychological nursing intervention) was able to effectively
reduce the incidence of postpartum depression in primiparous women who had a postpartum depression
tendency.
In recent decades, puerperium has become an important stage after delivery, and has gradually attracted
wide attention from obstetricians and pregnant women.
During pregnancy and childbirth, parturient women
often experience both physical and psychological
changes, resulting in a significantly increased probability of mental problems after childbirth [16]. Clinical
studies have shown that sudden changes in social roles
of women after childbirth, coupled with rapid changes
in social relationships and functions, exacerbate negative emotions such as anxiety and depression, leading to recurring unhealthy mental states [17]. Among
these unhealthy mental states after delivery, postpartum depression is a common, disabling and treatable
reproductive complication [18]. Worldwide statistical
data indicate that 8–13% of primiparous women suffer from postpartum depression [19]. In the Greater
China Region, the incidence of postpartum depression
increases to around 20%, which becomes a great burden
on medical system and society [19]. Recent research
has demonstrated that postpartum depression patients
could be divided into three different types: gradually
cured (50.4%), partially improved (41.8%), and chronic
severe (7.8%) [20]. Although most patients’ postpartum depression symptoms can be relieved after 1 year,
there are still some patients who remain depressed
for a long time, and may even become more severe,
leading to increased incidence of adverse events [21].
Thus, the identification of risk factors and the therapy
for postpartum depression have become the focus of
clinical work. The pathogenic factors of postpartum
depression are complicated. Previous clinical study has
illustrated the correlations between the pathogenesis
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of postpartum depression and altered levels of prenatal hormones, worrying about delivery and inadequate
preparation for childbirth [22]. Another study further
confirmed the contribution of limited postpartum
health education, insufficient psychological support,
and inability to adapt to postpartum roles to the occurrence of postpartum depression in the early postpartum period [21].
Cognitive behavioral intervention is commonly performed together with mental health care adjuvant treatment for clinical therapy of patients with depression [23].
As a complicated treatment system, cognitive behavioral
intervention is composed of rational-emotive therapy,
flooding therapy, systematic desensitization, relaxation
training, social skills training and supportive treatment
[24]. In cognitive behavioral intervention, the therapist
evaluates the motivation and progression of treatment
through observing the clinical performance, subjective
needs and introspection of the patient, and adopts individualized treatment schemes depressed patients [25].
Evidence has shown that cognitive behavioral intervention and mental health care adjuvant therapy can effectively improve the condition of postpartum depression
patients. Based on the results of several clinical studies, the score of EPDS and the levels of serum adrenaline and norepinephrine are significantly reduced by
cognitive behavioral intervention [26]. Another study
showed that enhanced mental health care treatment for
postpartum depression patients effectively reduced the
depression self-assessment scale score and anxiety selfassessment scale score, and improved the quality of life
of postpartum patients [14]. In this research, the scores
of HAMA, HAMD and EPDS in the intervention group
were all significantly reduced by the 6-week cognitive
behavior intervention. However, the scores of HAMA,
HAMD and EPDS were elevated during the 6-week routine postpartum care in the control group. These results
demonstrated that cognitive behavior intervention could
alleviate postpartum anxiety and depression in primiparous women, whereas the routine postpartum care failed
to do so. Studies have shown that negative emotional
states are often closely related to the body’s endocrine
and metabolic functions. Negative emotions, such as anxiety and depression, can cause disturbances in the levels
of related hormones in the maternal body, which can significantly compromise maternal sleep quality [27]. In this
research, the significantly decreased PSQI score in the
intervention group suggested the function of cognitive
behavior intervention in improving the sleep quality of
primiparous women. It is reported that cesarean section
was associated with increased risk of postpartum depression [18]. Another study in Japan indicated that lower
education level was associated with higher prevalence
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of postpartum depression and related symptoms [28].
Meanwhile, employment is considered as a protective
factor for postpartum depression symptomatology [29].
Of note, in the current study, these factors showed no
significant differences between the two groups.
Previous studies focused on the effect of cognitive
behavioral intervention on the therapy of postpartum
depression. However, whether cognitive behavioral
intervention has an effect on the prevention of postpartum depression pathogenesis is still unknown. In this
research, EPDS was employed for evaluating the degree
of postpartum depression in primiparous women.
Patients with EPDS score ≥ 9 and < 13 points were
considered prone to postpartum depression. If EPDS
score is ≥ 13 points, the patient is confirmed to have
postpartum depression. To investigate the function of
cognitive behavioral intervention in the prevention of
postpartum depression pathogenesis, the EPDS scores
of primiparous women who had postpartum depression
tendency were evaluated after the 6-week intervention.
Before the intervention, all participants in both groups
had postpartum depression tendency. 6 weeks later, the
proportion of participants with postpartum depression
in the intervention group was dramatically lower than
in the control group. This result indicated that cognitive behavioral intervention played a beneficial role in
inhibiting postpartum depression pathogenesis in primiparous women. The results of nursing satisfaction
questionnaire also illustrated the benefit of cognitive
behavioral intervention in improving patients’ satisfaction of the care.
There are several limitations in the current study. First,
the HAMD, HAMA and EPDS were screening tools for
anxiety and depression, rather than diagnostic parameters. Although symptoms of anxiety and depression
were analyzed in this research, clinical assessment and
diagnosis of depression and anxiety were not performed.
Another limitation in our study was the short followup period, and a follow-up period longer than 8 weeks
in future studies may further confirm the results. Third,
participants in the intervention group were encouraged
to create self-activity plan and perform these practices.
However, the actual time spent in home practice was not
tracked. The performance of self-activity plan should be
examined in future research.

Conclusion
In summary, this research provided evidence that the
performance of cognitive behavioral intervention in the
postpartum period alleviated anxiety and depression in
primiparous women and inhibited the pathogenesis of
postpartum depression.

Liu and Yang Ann Gen Psychiatry

(2021) 20:2

Acknowledgements
None.
Authors’ contributions
HL and YY conceived and designed the experiments; YY performed the
experiments; HL analyzed and interpreted the data and contributed reagents,
materials, analysis tools or data; HL and YY wrote the paper. All authors read
and approved the final manuscript.
Funding
None.
Availability of data and materials
Data could be obtained upon request to the corresponding author.
Ethics approval and consent to participate
This research was approved by the ethics commitment of Cangzhou Central
Hospital and corresponding informed consents were signed by all the
participants.
Consent for publication
All of the authors have consented to publication of this research.
Competing interests
The authors declare that they have no conflict of interest.
Received: 15 July 2020 Accepted: 27 November 2020

References
1. Korja R, Savonlahti E, Haataja L, Lapinleimu H, Manninen H, Piha J,
Lehtonen L. Attachment representations in mothers of preterm infants.
Infant Behav Dev. 2009;32(3):305–11.
2. Gamble J, Creedy D, Moyle W, Webster J, McAllister M, Dickson P.
Effectiveness of a counseling intervention after a traumatic childbirth: a
randomized controlled trial. Birth. 2005;32(1):11–9.
3. Soltani N, Abedian Z, Mokhber N, Esmaily H. The Association of family
support after childbirth with posttraumatic stress disorder in women
with preeclampsia. Iran Red Crescent Med J. 2015;17(10):e17865.
4. Olieman RM, Siemonsma F, Bartens MA, Garthus-Niegel S, Scheele F,
Honig A. The effect of an elective cesarean section on maternal request
on peripartum anxiety and depression in women with childbirth fear: a
systematic review. BMC Pregnancy Childbirth. 2017;17(1):195.
5. Shorey S, Chee CYI, Ng ED, Chan YH, Tam WWS, Chong YS. Prevalence and
incidence of postpartum depression among healthy mothers: a systematic review and meta-analysis. J Psychiatr Res. 2018;104:235–48.
6. Bei B, Coo S, Trinder J. Sleep and mood during pregnancy and the postpartum period. Sleep Med Clin. 2015;10(1):25–33.
7. Zanardo V, Giliberti L, Giliberti E, Volpe F, Straface G, Greco P. The role of
elective and emergency cesarean delivery in maternal postpartum anhedonia, anxiety, and depression. Int J Gynaecol Obstet. 2018;143(3):374–8.
8. Pawluski JL, Lonstein JS, Fleming AS. The neurobiology of postpartum
anxiety and depression. Trends Neurosci. 2017;40(2):106–20.
9. Nishioka E, Haruna M, Ota E, Matsuzaki M, Murayama R, Yoshimura K,
Murashima S. A prospective study of the relationship between breastfeeding and postpartum depressive symptoms appearing at 1–5 months
after delivery. J Affect Disord. 2011;133(3):553–9.
10. Dekel S, Stuebe C, Dishy G. Childbirth induced posttraumatic stress syndrome:
a systematic review of prevalence and risk factors. Front Psychol. 2017;8:560.
11. Santos IS, Matijasevich A, Tavares BF, da Cruz Lima AC, Riegel RE, Lopes
BC. Comparing validity of Edinburgh scale and SRQ20 in screening for
post-partum depression. Clin Pract Epidemiol Ment Health. 2007;3:18.
12. Becker M, Weinberger T, Chandy A, Schmukler S. Depression during
pregnancy and postpartum. Curr Psychiatry Rep. 2016;18(3):32.
13. Sockol LE, Epperson CN, Barber JP. Preventing postpartum depression: a
meta-analytic review. Clin Psychol Rev. 2013;33(8):1205–17.
14. Chen H, Wang J, Ch’ng YC, Mingoo R, Lee T, Ong J. Identifying mothers
with postpartum depression early: integrating perinatal mental health
care into the obstetric setting. ISRN Obstet Gynecol. 2011;2011:309189.

Page 7 of 7

15. Milgrom J, Danaher BG, Gemmill AW, Holt C, Holt CJ, Seeley JR, Tyler
MS, Ross J, Ericksen J. Internet cognitive behavioral therapy for women
with postnatal depression: a randomized controlled trial of mummoodbooster. J Med Internet Res. 2016;18(3):e54.
16. Rusner M, Berg M, Begley C. Bipolar disorder in pregnancy and childbirth: a systematic review of outcomes. BMC Pregnancy Childbirth.
2016;16(1):331.
17. Lucas G, Olander EK, Ayers S, Salmon D. No straight lines-young women’s
perceptions of their mental health and wellbeing during and after pregnancy: a systematic review and meta-ethnography. BMC Womens Health.
2019;19(1):152.
18. Xu H, Ding Y, Ma Y, Xin X, Zhang D. Cesarean section and risk of postpartum depression: a meta-analysis. J Psychosom Res. 2017;97:118–26.
19. Tang L, Zhu R, Zhang X. Postpartum depression and social support in
china: a cultural perspective. J Health Commun. 2016;21(9):1055–61.
20. Pearlstein T, Howard M, Salisbury A, Zlotnick C. Postpartum depression.
Am J Obstet Gynecol. 2009;200(4):357–64.
21. Sebela A, Hanka J, Mohr P. Etiology, risk factors, and methods of postpartum depression prevention. Ceska Gynekol. 2018;83(6):468–73.
22. Liu S, Yan Y, Gao X, Xiang S, Sha T, Zeng G, He Q. Risk factors for postpartum depression among Chinese women: path model analysis. BMC
Pregnancy Childbirth. 2017;17(1):133.
23. Borza L. Cognitive-behavioral therapy for generalized anxiety. Dialogues
Clin Neurosci. 2017;19(2):203–8.
24. Iniesta-Sepulveda M, Storch EA. Cognitive-behavioral therapy as an effective, safe, and acceptable intervention for OCD during pregnancy. Braz J
Psychiatry. 2017;39(1):84.
25. van Beek MH, Oude Voshaar RC, Beek AM, van Zijderveld GA, Visser S,
Speckens AE, Batelaan N, van Balkom AJ. A brief cognitive-behavioral
intervention for treating depression and panic disorder in patients with
noncardiac chest pain: a 24-week randomized controlled trial. Depress
Anxiety. 2013;30(7):670–8.
26. Jesse DE, Gaynes BN, Feldhousen EB, Newton ER, Bunch S, Hollon SD.
Performance of a culturally tailored cognitive-behavioral intervention integrated in a public health setting to reduce risk of antepartum
depression: a randomized controlled trial. J Midwifery Womens Health.
2015;60(5):578–92.
27. Okun ML. Disturbed sleep and postpartum depression. Curr Psychiatry
Rep. 2016;18(7):66.
28. Matsumura K, Hamazaki K, Tsuchida A, Kasamatsu H, Inadera H. Education
level and risk of postpartum depression: results from the Japan Environment and Children’s Study (JECS). BMC Psychiatry. 2019;19(1):419.
29. Lewis BA, Billing L, Schuver K, Gjerdingen D, Avery M, Marcus BH. The
relationship between employment status and depression symptomatology among women at risk for postpartum depression. Women’s Health.
2017;13(1):3–9.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

