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Introduction:Postpartum depression is a common disorder. Systematic reviews
emphasized the need to conduct more trials about interventions to prevent postpartum
depression. The aim of this study was to determine the effect of postpartum telephone
support on maternal depression. Methods:366 postpartum women with no history of
known depression were randomly assigned into control (244 subjects) and intervention
(122 subjects) groups. The control group received only routine postpartum care. In the
intervention group, telephone support was provided twice in the first week and once a
week during the second to sixth week of postpartum by a trained midwife in addition to
the routine care. In order to meet their unpredicted needs, the mothers could contact the
consultant 24 hours a day. Postpartum depression was assessed using the self-
administered Edinburgh Depression Scale at 60 to 65 days of postpartum. Mothers with
scores of 13 and above were considered to have depression. Logistic regression and
Student’s t-test were used for the data analysis. Results:There was no significant
difference regarding frequency of depression between the intervention and control
groups (29.9% vs. 31.6%; Odds ratio 0.91, 95% CI 0.56 to 1.49). Mean of depression
score was not significantly different between the groups [9.2 (6.1) vs. 10.4 (5.8); mean
difference -1.19, 95%CI -2.5 to 0.13]. Conclusion:This study did not provide evidence
to show that telephone support of a midwife during postpartum period have a
preventive effect on postpartum depression.

Introduction

family. A study indicated that the functional
level (personal responsibilities, household,

Postpartum depression is one of the most and social functions) of women with

common disorders following child birth that
affects more than 10% of women in the
postpartum period.! The prevalence of
postpartum symptomatic depression is at the
highest level in Asian countries.? In different
studies in Iran, it was reported to be between
15% and 32%.37 The postpartum depression
symptoms persist in considerable percent of
women for months or years after child birth.s

Postpartum depression may cause many
problems for the woman, her child and

postpartum depression is 12 times less than
women without depression.® This disorder is
an independent predictor of breastfeeding
outcome that reduces breastfeeding initiation
ratio, duration and exclusivity; and increases
breastfeeding problems and early wean-
ing.1012 A review showed that infants of
depressed mothers are more likely to suffer
from malnutrition and stunting at the age of
six months.’® The children display more
behavioral problems and lower cognitive
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functions compared with children of not
depressed mothers.14

Given the high prevalence of postpartum
depression and its broad adverse effects,
measures for prevention of this disorder are
very important. However, most interventions
have not succeeded to prevent it. A review on
22 trials showed that although there were
wide variety of support interventions during
postpartum period for women at low risk,
but the maternal outcomes including
maternal mental health and postpartum
depression did not change.’> A meta-analysis
of 15 trials published from 1995 until 2003 on
the effect of psychosocial and physiological
interventions for prevention of postpartum
depression also showed that the only
intervention that had a statistically significant
preventive effect on postpartum depression
was intensive support by a health
professional in the postpartum period.1¢

Social support has been known as one of
the important predictors of postpartum
depression, and low social support or lack of
it, especially in the postpartum period, is
associated with risk of mental health
problems including depression.1”18 One of
the social support sources are the health care
staffs. In a study on the anxiety of
primiparous mothers in Iran, those who were
supported by a midwife after a traumatic
delivery had less anxiety than the control
group.’® In another study in Canada, mothers
with symptoms of postpartum depression
expressed their preference for emotional and
informational one to one support, preferably
by telephone with an organized schedule.?0

A systematic review of 14 trials on
telephone support for women during
pregnancy and postpartum period showed
that the telephone support as primary
proactive intervention (where calls are
initiated by a trained supporter) may assist in
preventing smoking relapse and low birth
weight, increasing breastfeeding duration,
and reducing postpartum
symptomaticdepression.2! Furthermore, in
another review, it was identified that using

telephone delivered interventions is effective
for promoting preventive behaviours such as
cancer screening, risk factor screening for
heart disease, and immunization.22

The reviews conducted recommend that
further trials are needed for rigorous
evaluation of preventive interventions for
postpartum depression!e and also
evaluationof telemedicine applications(such
as telephone support which is a simple
telemedicine technology).232* In Iran, findings
of some studies showed positive effect of
telephone counselling or telephone follow-up
on increasing mean qualityof life score (on
both physical and psychological aspects) in
women during postpartum period? and in
patients after pacemaker implantation.2

Although telephone support after delivery
is a common practice in postpartum care in
many countries, it is not used in health care
system in Iran. To our knowledge, no
randomized trial has been done on effect of
telephone support on postpartum depression
in Iran. Such interventions may have
different effect on Iranian mothers due to the
strong support of close relatives of newly
delivered mothers. The aim of this study was
to determine the effect of postpartum
telephone support on maternal depression
and exclusivity of breastfeeding 60 to 65 days
after delivery. In this article, results of the
first outcome are reported.

Materials and methods

In this randomized controlled trial with two
parallel arms, we recruited women
hospitalized at the postpartum ward in
Akbar-Abadi academic hospital, affiliated to
Tehran University of Medical Sciences,
Tehran, Iran, from August to November 2011.
This public center, known as baby-friendly
hospital, provides services mostly to mothers
and infants in a deprived urban area. At this
hospital, about 11000 mothers deliver
annually. The mothers are usually discharged
within 24 hours after normal delivery and 48
hours after caesarean section.
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Telephonesupport is not performed as a
routine procedure of postpartum care.

Women were excluded from study if they
reported any of the following characteristics:
Not resident in Tehran, divorced or
widowed, no access to telephone, unwilling
to have exclusive breastfeeding, having
lower than six years formal education,
speaking or hearing problems, smoking and
drug addiction, having a high risk infant
(5-minute Apgar score less than 7,
premature, low birth weight or twin).
Moreover, women with systematic disease
causing depressive symptoms (such as
hypothyroidism, kidney disease, cardiac
disease, chemotherapy, and radiation) were
excluded as well as those with chronic
diseases (such as bipolar disorder, diabetes,
hypertension, thyroid disorder, and asthma),
consumption of drugs causing the symptoms
of depression (except contraceptive drugs),
history of postpartum depression, history of
stillbirth or neonatal death, or need for
postpartum intensive care.

Sample size was calculated using STATA
software version 9.2. Consideringdepression
prevalence of 35% at 60 to 65 days after
delivery in control group,?” reduction of the
prevalence at least by two quintiles in the
intervention group (P2 = 21%), a one-sided
significance level of 0.05, power of 0.08,
allocation ratio of 2:1 and 10% possibility of
lost to follow up, sample size was calculated
as 244 in the control group and 122 in the
intervention group.

After getting informed written consent,
demographic and obstetric information of the
participants was gathered by interview with
the mothers at the postpartum ward within
the first day after delivery. To prevent the
risk of lost to follow up, besides obtaining the
participants” phone numbers and address,
contact number of one of her relatives was
also obtained.

The participants were randomized into
thecontrol and intervention groups using a
computerized random number and block
randomization with block sizes of 6 and 9.

Allocation sequence was prepared by a
person who was not involved in data
collection and analysis. To conceal the
allocation, opaque sealed consequently
numbered envelops were used. Due to the
nature of the study, it was not possible to
blind the subjects about the type of
intervention received. However, the subjects
were not aware of the aim of the study, and
only received general information about
telephone support during postpartum. The
support was covered all the issues about
mothers and infants, and the outcome was
evaluated by a blind research assistant.

In both groups, mothers received routine
postpartum care and education by the
hospital personnel (with no interference from
the study staff). The researcher reminded
both groups to refer to public health centers
twice within the following two months (on
days 10 to 15 and 42 to 60)28 to receive routine
maternal and child care and refer to the
hospital 60 to 65 days after delivery for an
assessment.

The control group did not receive any
further intervention during the study period.
The intervention group received telephone
support provided by a midwifery master
student (the corresponding author who had
passed a special short-term course on
communication  skills  besides  formal
university education).

For each mother (in the intervention
group), seven 15-minutes telephone calls
during working days were designed over 6
weeks after delivery. First call was made
within 48 hours after discharge from hospital,
continuing twice during the first week and
once during the second to sixth week.
Sometimes, some changes were occurred in
the scheduled interval based on individual
needs of the mothers.

Furthermore, mother could call the
midwife in order to get response to their
unforeseen needs. For convenient access to
the midwife, a special phone line was
dedicated for their contact. Contacting the
midwife was free of charge. They were told
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to send a text message or a single call to
announce their need for contact with the
midwife and she called them within
five minutes.

The contents of the phone conversations
were based on a mother and infant care guide
and a support booklet. This booklet had been
prepared by the research team based on the
World Health Organization midwifery
guideline?? and some other scientific
literature,’® and had been confirmed by
eight experts.

At each call, mothers were asked about
own and infant’s problems according to an
assessment checklist and in case of a
problem, the midwife explained about the
proper management. The other part of the
conversation was about giving information
on maternal and child care, emphasizing on
breastfeeding and the natural course of
maternity blues and postpartum depression
and their symptoms along with general
recommendations for their prevention. Before
the termination of any telephone call, the
mothers were once again invited to ask
their questions.

Contacting family members to motivate
them for more maternal support (including
emotional and mental support, help with
household chores) was done only in case of
mother request. During the next call, the
same process was repeated in addition to
follow-up of the problems and concerns
identified in the previous calls.

In the eighth week after delivery, the
researcher reminded the both groups to be
present at the hospital for an interview on
days 60 to 65 after their delivery. During this
visit, the mothers were asked to mention
their main support after delivery and fill in
the Edinburgh Depression Scale.

The Edinburghscale is a 10-item self-report
measure with a possible range score of 0 to
30. It is a valid screening test that is also
validated in Persian language and has been
used in many studies in Iran. However, to
determine its external reliability, both the

Edinburgh and Beck Depression Scales were
filled in by 13 mothers who referred to the
hospital for vaccination of their two-month
old infants; and their correlation was
calculated fromthe Pearson test which was
0.79. Its internal reliability was 0.77 using
Cronbach’s alpha.

Mothers with scores of 13 and above were
considered to have depression. The data were
analyzed using the statistical software SPSS
ver. 13 (SPSS, Inc., Chicago, IL, USA). Chi-
square, Fisher’s exact, independent Student’s
t-test, and logistic regression tests were used
for the group comparisons.

The ethical permission for this study was
obtained from the Ethics Committee of Tabriz
University of Medical Sciences. Subject
recruitment was started after study
registration in www. irct.ir.

Results

Out of 366 recruited mothers (122 in the
intervention group and 244 in the control
group), 33 subjects (9%) did not attend at the
outcome assessment visit (3 from the
intervention and 29 from the control group).
In the intervention group, one case was
excluded from the study because of infant
death due to respiratory distress (Figure 1).
Because of relatively high loss to follow up in
the control group, we compared the people
who did and who did not attend the final
visit and therefore were excluded from
analysis. They were similar regarding
demographic and obstetric characteristics.

The two control and intervention groups
were similar regarding demographic and
obstetric  characteristics such as age,
education, occupation, being immigrant,
property ownership, number and type of
delivery, history of abortion and stillbirth
and birth weight (Table 1).

The mean age of the mothers was 26.5
(SD 5.5) and their spouses was 30.9 (SD 5.8)
years. Only 8.2% of the women had
university education. About half (57%) of
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Women recruited
(n = 366)

\4

v

Allocated into intervention
(telephone support) group and
received the intervention (n = 122)

Allocated into control
(routine care) group (n = 244)

Lost-to-follow-up
(n=4) 7

A 4

Lost-to-follow-up
(n=29)

A 4

118 women were assessed
and analyzed

215 women were assessed
and analyzed

Figure 1.Flow diagram of the study

Table 1. Baseline characteristics of the participants by study group

Characteristics Intervention Control

(n=122) (n = 244)
Age (years) 26.4 (5.5) 26.7 (5.6)
Spouse age (years) 30.7 (5.6) 31.1(5.9)

Education (years)
6-8
9-12
13+
Employed
Born in Tehran
Spouse education (years)
0-8
9-12
13+
Rented residence
First delivery
History of abortion or stillbirth
Unwanted pregnancy
Vaginal delivery
Infant gender (boy)
Birth weight (g)
Being desirable of the infant gender
Yes
No
No difference
Livelihood status
Comfortable
Relatively comfortable
Sometimes hard
Hardly

48 (39.3%)
65 (53.3%)
9 (7.4%)
5 (4.1%)
61 (50.0%)

76 (62.3%)
75 (36.9%)
1 (0.8%)
90 (73.8%)
60 (49.2%)
25 (20.5%)
56 (45.9%)
69 (56.6%)
61 (50.0%)
3170 (354)

46 (37.7%)
16 (13.1%)
60 (49.2%)

6 (4.9%)
82 (67.2%)
54 (22.1%)

6 (4.9%)

107 (43.9%)
116 (47.5%)
21 (8.6%)
7 (2.9%)
97 (39.8%)

138 (56.6%)
87 (35.7%)
19 (7.8%)
182 (74.6%)
136 (55.7%)
42 (17.2%)
78 (32.0%)
130 (53.3%)
127 (52.0%)
3190 (402)

97 (39.8%)
36 (14.8%)
111 (45.5%)

11 (4.5%)
155 (63.5%)
28 (23.0%)

24 (9.8%)

The data are given as number (%) or mean (SD)

them had their first delivery. The vast
majority (97%) of the mothers were
housewives. Nearly three quarters of them

lived in rental houses and about more than
half (57%) were born outside of Tehran. More
than one third (37%) of the mothers had
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unwanted pregnancy. 46% of them were
delivered by cesarean section.

According to the mothers, the most
common source of their support after
delivery was their husbands and mothers.
Neither of the women mentioned the health
professionals working at health care centers
as their primary support source. Only 7 in the
control group (0.03%) mentioned it as one of
their three important support sources. In the
intervention group, 18% reported the
midwife telephone support as the first
priority, and 87% mentioned it as one of the
three important sources (Table 2). There was
no significant difference between the groups
regarding the frequency of sources of
support, except the midwife phone support.

Although the mean score of Edinburg
Depression Scale in the intervention group
was lower than the control group, but this
difference was not statically significant [9.2
(6.1) vs. 104 (5.8), p = 0.08). There was no
statistically significant difference between the
groups regarding depression prevalence
(29.9% vs. 31.6%, p = 0.71) (Table 3).

Discussion

In this study, there was no statistically
significant difference in terms of postpartum
depression between the group receiving 2-
month postpartum telephone support by a

midwife and the control group getting only
routine care. The telephone support was
probably not professional enough or lacked
high quality. High number of calls (about 15
calls a day) was done by the midwife who
provided support and this could have
affected the quality of the supportive
intervention. During the relatively short calls,
she was expected to provide information and
emotional support and give recommenda-
tions for prevention of postpartum depress-
sion. Along this communication, other aspe-
cts such as breastfeeding issues were also
educated, and the mothers could talk about
other matters besides depression and the
midwife had to answer all their questions.

The findings of this study showed that
mothers and other relatives such as mother in
law and sister were important sources of
support for most of the women during
puerperium. In most Iranian families, one of
the close relatives would stay with the
mother during puerperium to support her,
especially for mothers with their first child
that held true in about half of the subjects in
this study, and new mothers are expected to
follow their recommendations.

There are some incorrect health beliefs
regarding mother and infant care in
thecommunity. The inconsistency between
the

Table 2. The most important sources of support for the mothers after delivery
mentioned by the mothers 60 to 65 after delivery

First priority

One of the three priorities

Support sources

Intervention Control Intervention Control
Spouse 39 (33.1) 89 (42.2) 73 (61.9) 139 (64.7)
Mother 43 (36.4) 72 (34.1) 73 (62.9) 130 (60.5)
Health care centers 0 (0) 0(0) 0 (0) 7 (0.03)
Midwife telephone support 21 (17.8) 0 (0) 103 (87.3) 0 (0)
Others (mother- in-law, sister, etc.) 15 (12.7) 50 (23.7) 45 (38.1) 166 (77.2)

The data are given as number (%)

Table 3. Postpartum depression in days 60 to 65 after delivery

Intervention

Control Effect size

Outcome n=118 n =215 (95% CI) P
Postpartum depression, n (%) 35(29.9%) 68 (31.6%) Odds ratio: 0.91 (0.59,1.49) 0.71
Edinburg depression testscore, g5 61y 104(58)  Mean difference: -1.19 (-25,0.13)  0.08

mean (SD)

SD: Standard deviation; Cl: Confidence interval
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health  provider and the relatives’
recommendations may have caused conflicts
and have prevented the intervention to be
effective for postpartum depression.

Although in this study there were some
contacts with the relatives for more support
and the mothers were told that the members
of their family also could contact with the
researcher, but proactive intervention in this
regard had not been planned and the
number of such contacts was actually very
low (25 cases).

In some studies, functional social and
emotional support were associated with
reducing postpartum depression.3! Perhaps,
one of the reasons for the failure to find
positive effect of telephone support in this
study was that family support is more
important than the support of a health expert.
In a study on women from Taiwan, mothers
had less postpartum depression when they
stayed in their parents’ home and had their
own mothers take care of them.?2 In terms of
different dimensions of social supportin a
qualitative study interviewing 62 new
mothers in their sixth week after delivery, the
mothers reported a tremendous need for
material support.?

Other clinical trials in different countries
have also had similar results as the present
study.?3¢ Some reviews also showed that
different interventions (such as home visits,
training classes, continuous care model,
psychological sessions, early follow-up in
postpartum period, etc.) did not have any
positive effect in preventing postpartum
depression, and they only helped to identify
high risk women.16%7 For example, in a study
new mothers were randomized into three
groups: A group had call visits by a public
health nurse, another group was called by
health staff as a reminder to attend at mother-
infant friendly group, and the control group.
Ten days after hospital discharge, an
information package about child care, safety
and nutrition was emailed to each group. The
depression scores of the group which had the

call visits did not have a significant difference
compared to the other two groups.3

On the other hand, Milgrom et al.3¥ used
weekly phone support by a psychologist or
assistant psychologist and a self-help booklet
entitled ‘towards parenthood’, for the
intervention group consisted of 20 to 32
weeks pregnant women. At week 12 after
delivery, the amount of postpartum
depression in the intervention group was
significantly low.3 Possible reasons for the
different results could be due to using the
self-help booklet along the phone call,
providing the telephone supports by
psychologists, starting the intervention
during pregnancy and /or the long period of
intervention.

In some studies in which supportive
interventions were effective on postpartum
depression, subjects were women at risk for
postpartum  depression (women  with
Edinburg score higher than 9 or with
depressive signs).163940 The participants of
this study were women at low risk for
depression, and according to their report they
did not have any history of depression
during their life. This may also explain the
lack of effect of the intervention in this study.

In this study, due to the relatively small
sample size, it was not possible to identify
possible small effectsof the intervention.
Another possible limitation of this study was
higher number of lost to follow-up in the
control group compared to the intervention
group. However, since the lost to follow up
subjects did not have any difference with the
remaining participants, this should not have
affected the findings.

This study did not provide evidence that
2-month postpartum telephone support by a
midwife for low risk mothers prevents
postpartum depression. Further studies are
recommended on the effects of such
interventions with starting support from first
half of pregnancy, adding direct education
for supporters of the new mothers, focusing
on women at risk, and wusing skilled

Copyright © 2013 by Tabriz University of Medical Sciences
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psychologists for such supports to prevent
postpartum depression.
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