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Abstrak
Latar belakang: Masa kehamilan dan persalinan merupakan waktu yang sangat penting bagi wanita.
Pada masa tersebut wanita lebih mudah mengalami gangguan emosional seperti depresi. Tujuan penelitian untuk
mendapatkan proporsi depresi perinatal, karakteristik dan determinan sosial ekonomi pada ibu baru melahirkan.
Metode: Rancangan penelitian potong lintang, dilaksanakan bulan Juli-Agustus 2016. Populasinya adalah ibu
yang baru melahirkan. Subjek sebanyak 347 orang yang tinggal di wilayah Puskesmas Tebet Jakarta, Puskesmas
Merdeka dan Sindangbarang di Kota Bogor. Kriteria inklusi berumur ≥ 18 tahun, melahirkan bayi dalam periode
4-16 minggu sebelum interview. Kriteria eksklusi apabila ibu belum pernah melahirkan dan tidak tinggal di
wilayah tersebut. Wawancara terstruktur dilakukan oleh enumerator yang dilakukan di rumah responden. Depresi
dinilai dengan kuesioner Edinburgh postnatal depression (EPDS). Data dianalisis dengan analisis univariat dan
uji beda rerata dan proporsi 2 dan lebih 2 variabel bebas. Software yang digunakan STATA versi 10.
Hasil: Secara umum proporsi depresi perinatal 15,3%, dengan rincian: proporsi di wilayah Puskesmas
Merdeka 23,6%, Puskesmas Tebet 16,4%, sedangkan di wilayah Puskesmas Sindangbarang 6,1%,
(p=0,002). Perbedaan karakteristik ibu dan bayi antara lain pendidikan (p=0,001), pekerjaan suami
(p=0,001), status perkawinan (p=0,001), tingkat ekonomi (p=0,001) dan panjang bayi (p=0,0122)
Kesimpulan: Proporsi dan karakteristik berbeda diantara 3 wilayah. Proporsi terendah di Sindangbarang
dengan karakteristik pendidikan rendah, suami bekerja tidak tetap, tingkat ekonomi rendah dan panjang
bayi yang lebih pendek. (Health Science Journal of Indonesia 2017;8(2):88-94)
Kata kunci: depresi perinatal, EPDS, karakteristik.

Abstract
Background: The period of pregnancy and childbirth is a very important time for women. During that
time, women are more likely to experience emotional disorders such as depression. The objective of
this study was to obtain the proportion of perinatal depression (PND), characteristics and socioeconomic
determinants of mothers who had just delivered and their babies.
Method: The study design was cross sectional which was conducted in July – August 2016. The subjects
were 347 mothers living in territory of Primary Health Center (PHC) of Tebet, Jakarta; and PHC of Merdeka
and Sindangbarang in Bogor. The inclusion criteria were mother aged ≥ 18 years, after labour within 4-16
weeks before the interview. The exclusion criteria were had not ever delivered baby and not living in the study
areas. The depression was assessed with an Edinburgh postnatal depression (EPDS) questionnaire. Data were
analyzed by univariate analysis and mean difference test for two or more variables using STATA version 10.
Results: In general, the proportion of PND was 15.3%, in which this proportion comprised of 23.6% in
PHC of Merdeka, 16.4% in PHC of Tebet, and 6.1% in PHC of Sindangbarang, (p=0.002). Differences in
maternal and infant characteristics include education (p=0.001), husband occupation (p=0.001), marital
status (p=0.001), economic level (p=0.001) and infants length (p=0.0122).
Conclusion: The proportion and characteristics differs in the three areas. The lowest proportion was in
Sindangbarang with low education, informal husband occupation , low socioeconomic and shorter infants
length characteristics. (Health Science Journal of Indonesia 2017;8(2):88-94)
Key words: perinatal depression, EPDS, characteristics.
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The period of pregnancy and childbirth is crucial
period for women. During that period, women
are easily affected by emotional disorders due to
changes from internal and external factors. The most
common emotional disorders that affect mothers and
babies within the womb are depression. Depression’s
symptoms are the feeling of sadness and the decrease
of interest and activities.1
Depression among mothers often occurs in the
perinatal period, five months before delivery and one
month after giving birth.2 The depression may affect
both the baby and the mother. The impact on babies
occur in terms of fetus growth disorder including low
body weight at birth, unstable growth in infant and
toddler period, cognitive impairment, malnutrition,
diarrhea, as well as incomplete immunization
because depressive mother tends to ignore her baby.
Meanwhile on pregnant women, they will experience
health issues during perinatal period, obstetric
complication when delivering the babies, and even
psychiatric disorder. All of those things will cause the
mother’s ability to care for the baby becomes less.3
Depression during pregnancy and childbirth can occur
in women worldwide, but the prevalence is higher in
lower middle income country (LMIC) rather than
high income country (HIC). In LMIC, the prevalence
is about 10-41%, whereas in HIC about 10-15%, but
research on maternal depressions is more common
in HIC.4 The proportion of ante natal depression in a
study at Persahabatan Hospital in 2001 was 18% using
the same instrument with this study.5 After delivery,
the proportion of maternal blues (the postpartum
depression variant) on those subjects were 25%.5,
6
A study focused on PND in LMIC mentioned the
estimation prevalence in Malaysia 11.5%, Thailand
13.3%, Vietnam 33.3% and Indonesia 16.3%.7
The economic loss due to depressive disorders is about
3.3% according to the global burden of disease (GBD)
for women aged 14-44 or in reproduction years. In
general, today, depression is currently at number five of
the GBD regardless of gender. For women, depression
is number four, and is expected to be number two in
2020.8 The risk factors of PND are family history of
depression, old age, single mother, poor relationship
with their mother, poor social support, psychosocial
stress, history of previous mental diseases, etc.9
Based on the situation, the proportion of PND is
important to be assessed to understand the actual
problem. The purpose of this study was to obtain the
proportion of PND and its characteristics in mothers who
had just delivered babies living in Jakarta and Bogor.

The characteristics of Perinatal Depression

89

METHODS
The study was a cross sectional, conducted from July
to August 2016. The population was the mothers who
live in the surrounding area of three PHCs namely
Tebet PHC in Jakarta municipality, Merdeka PHC in
Bogor municipality and Sindangbarang in suburb of
Bogor municipality. These areas were chosen based
on the consideration that one area is within the capital
city and two areas are in non-capital city. The minimum
population was obtained using the formula of Z2 1-α/2
P (1-P) /d2, P = 30%, d=0.05 which amounted to 323
people. The inclusion criteria were aged ≥ 18 years old;
just gave birth within 4-16 weeks before the interview,
and agreed to participate in the study. The exclusion
criteria were the mothers who have never delivered a
baby before and do not live in those areas.
Sampling was conducted purposively. The research
team requested a list of mothers’ names from the
territorial midwives. The territorial midwives are
midwives in charge of one village. The selected
village was the most populous in terms of population
so the team will get many respondents. In Tebet,
the team selected four villages out of seven namely
Manggarai, South Manggarai and Bukit Duri. In
the Merdeka area, the villages of Kebon Kalapa
and Ciwaringin were selected from three available
villages. In Sindangbarang, the villages of Marga
Jaya and Bubulak were selected from five available
villages. Data were obtained from maternal and
baby cohort data of mothers and babies which were
recorded routinely. The data were obtained from the
midwives; the list of names is then selected based
on the inclusion criteria. The list of names was then
verified by the enumerator team during home visits.
Data collection technique was interviews. Depression
data collected using the Edinburgh postnatal depression
(EPDS) questionnaire consisted of 10 questions and was
validated by Irawati Ismail.5 Subjects were categorized
as depressed when they scored ≥ 13.5 Interviews were
conducted by a trained enumerator with an undergraduate
in psychology. Interviews were conducted at the subject’s
home where subjects were given an explanation before
the study was conducted and the respondents later
mentioned that they agreed to participate in this study.
Some variables were grouped for analysis purpose.
Higher education means graduating from universities
(college or university), secondary education means
high school graduates or equivalent, low education
means graduates from junior high school, elementary
school or not graduates from elementary school and
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has never attended schools. Mothers’ occupation was
also categorized into working and not working. The
husbands’ occupation was categorized as employees
if they have stable income as civil servants, soldiers/
police or working in non-government enterprises.
Unstable occupation is working in the informal
sector and do not have a stable income such as
farmers, labors or traders. A husband does not work
if they do not have a job that makes money.

RESULTS

Marital status was divided into marriage and divorce.
Divorced and widower were categorized into one
category namely divorce. In this study, unmarried
mothers were not found. The economic rate was
calculated from monthly family expenditure; after that it
was divided into 5 quintiles. Then quintile 1, 2, and 3 are
categorized into low socioeconomic level, while quintile
4 and 5 are categorized into high socioeconomic levels.

Table 1. Perinatal Depression based on EPDS in Tebet,
Merdeka, Sindangbarang areas in 2016

The baby’s body length is the baby’s body length in
centimeter when the baby was born. Baby’s weight is
the baby’s body weight in grams when the baby was
born. The length and weight of the baby is obtained
from the Maternal and Child Health Book (Buku KIA)
or from the mothers’ recall. Pregnancy complications
are diseases that affect mother during pregnancy.
Labor complications are diseases or conditions that
affect mother as they give birth or after giving birth.
The completed and collected questionnaire will then be
edited and inserted into the entry using CS Pro program.
After cleaning, the data was analyzed with statistical
program STATA 10. Analysis was done by using
univariate analysis and independent T test samples. For
numerical variables that have no normal distribution,
and homogeneity, Anova is used with Bonferroni
test. For category and numerical variables that do not
meet the criteria of normality and homogeneity, nonparametric tests are used for more than two variables.
The statistical test used was Anova, Wilcoxon and
Kruskal Wallis with significance p < 0.05.
Ethical Approval
The Ethical Approval was obtained from the
Ethics Commission of National Institute of Health
Research and Development number LB 02.01/5.2/
KE 464/2016. Respondents were explained about
the objectives of this study and signed the informed
consent form before interview.
Permission to conduct the research was obtained
from the Ministry of Home Affairs DKI Jakarta,
and West Java which then forwarded to the Local
Government and also local Health Office.

There were 350 questionnaires which had been
entered into the database . Three respondents were
excluded from the analysis because after the editing
and cleaning process, they were under the age of
18. Thus, the total number of respondents analyzed
was 347 people with the proportion of depression as
described in the following table.

EPDS
EPDS (-) p
(+) or
or Not
Depression Depression
1 Tebet PHC (n-122)
2 Merdeka PHC (n=110)
3 Sindangbarang PHC (n=115)
Total (n=347)

n
20
26
7
53

%
16.4
23.6
6.1
15.3

n
102
84
108
294

%
83.6 0.001
76.4
93.9
84.7

Tebet vs Merdeka p= 0.1680. Tebet vs Sindangbarang p=0.0128.
Merdeka vs Sidangbarang p=0.001

The proportion of depression on the respondents of
this study was 15.3%. The highest proportion was
on the respondents who came from the the Merdeka
PHC area, while the lowest was the respondents
who came from the Sindangbarang PHC area. This
proportion was statistically different between the
respondents from Tebet and Sindangbarang; and
between the respondents who came from the area
around the PHC of Merdeka and Sindangbarang.
The characteristic of respondents who participated
in this study were described in the following table 2.
The average ages of respondents were 28 to 30
years. Most respondents’ educational background is
high school graduates or equivalent (middle) and do
not graduate from junior high school (low). There
is a difference in education level especially among
respondents who live around Tebet with people in
Sindangbarang; and Merdeka with Sindangbarang.
The occupation status of respondents is mostly
housewives or not working. The differences in
husband’s occupations especially among the
respondents who live around Tebet compared to
Sindangbarang. The difference in marital status is
primarily among the mothers who live around Tebet
compared with those living around Merdeka and
between those living in Merdeka and Sindangbarang.
The socio-economic level differs between regions.
We analyzed the description of the characteristics of
the newborn.
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Table 2. The Characteristics of mothers after labour in Tebet, Merdeka, Sindangbarang areas in 2016
Characteristics
1

Age (year)

2

Education
High
Moderate
Low
Mother’s occupation
Working
Not Working
Husband’s occupation
Employee
Non-Employee
Not Working
Marital Status
Married
Divorce
Economy status
High
Low

3

4

5

6

Tebet PHC
n= 122
mean (95% CI)
29.6 (29.6-30.7)
n

Merdeka PHC
n= 110
mean (95% CI)
30.0 (28.8-31.2)
%
n

Sindangbarang PHC
n=115
mean (95% CI)
28.9 (28.0-29.7)
%
n
%

p
0.312

11
73
38

9.02
59.84
31.15

17
59
34

15.45
53.64
30.91

6
52
57

5.22
45.55
49.57

0.001

23
99

18.85
81.15

14
96

12.73
87.27

10
105

8.70
91.30

0.071

72
47
3

59.02
38.52
2.46

43
66
1

39.09
60.00
0.91

37
77
1

32.17
66.96
0.87

0.001

121
1

99.18
0.82

26
34

69.09
30.91

115
0

100
0

0.001

68
54

55.74
44.26

46
64

41.82
58.18

25
90

21.74
78.26

0.001

education Tebet vs Merdeka p=0.490. Tebet vs Sindangbarang p=0.004. Merdeka vs Sindangbarang p=0.001.
− Mothers’ occupations Tebet vs Merdeka p=0.204. Tebet vs Sindangbarang p=0.0243. Merdeka vs Sindangbarang p=0.328.
− Husbands’ occupations Tebet vs Merdeka p=0.005. Tebet vs Sindangbarang p=0.0001. Merdeka vs Sindangbarang p=0.290
− Marital status Tebet vs Merdeka p=0.001. Tebet vs Sindangbarang p=0.3316. Merdeka vs Sindangbarang p=0.001
− Economy level Tebet vs Merdeka p=0.035. Tebet vs Sindangbarang p=0.0000. Merdeka vs Sindangbarang p=0.001

Tabel 3. Characteristics of the Newborn Baby in Tebet, Merdeka, Sindangbarang areas in 2016

1
2

Babies Length (centimeter)
Babies Weight (gram)

3

Sex
Boy
Girl
Pregnancy complication
- No complication
- 1 disease
- 2 diseases
- >2 diseases
Complication during delivery
No complication
1 disease
2 diseases
>2 diseases
Age of pregnancy
≥ 36 weeks
< 36 weeks

4

5

−

Tebet PHC
n= 122
mean (95% CI)
48.9 (48.2 - 49.7)
3207(3085- 3329)
n

Merdeka PHC
n= 110
mean (95% CI)
48.7 (48.1- 49.2)
3147(3044 - 3250)
%
n

Sindangbarang PHC
n=115
p
mean (95% CI)
48.5 (47.7- 49.3)
0.012
3233 (3127 – 3338)
0.274
%
n
%

69
53

56.56
43.44

52
58

47.27
52.73

71
44

61.74 0.088
38.26

100
15
3
4

81.97
12.30
2.46
3.28

85
17
2
6

77.27
15.45
1.82
5.45

84
23
7
1

73.04 0.303
20.00
6.09
0.87

102
15
2
3

83.61
12.30
1.64
2.46

95
10
2
3

86.36
9.09
1.82
2.73

104
10
1
0

90.43 0.273
8.70
0.87
0.00

109
13

89.34
10.66

97
13

88.18
11.82

105
10

91.30 0.739
8.70

Babies length Tebet vs Merdeka p=0.163. Tebet vs Sindangbarang p=0.008. Merdeka vs Sindangbarang p=0.641

92

Idaiani et al.

Based on the characteristics of newborns, almost
everyone has no difference. The difference is only
in the baby’s body length that is between infants
around Tebet PHC area with Sindangbarang. Baby’s
body length in Tebet and Merdeka is higher than
Sindangbarang.
DISCUSSION
Of the 374 respondents who had just given birth, the
proportion of PND was 15.3%. This number is in
the right range with the amount of depressions in the
mother in South East Asia countries such Malaysia,
Thailand and Vietnam.
The proportion of PND in the area of PHC of Merdeka
was the highest and the lowest one was in the area
of Sidangbarang. This difference is statistically
significant between Tebet located in the center of the
capital city of Jakarta and Sindangbarang located on
the suburb of Bogor city. The proportion between
PHC of Merdeka and Sindangbarang both located
in Bogor are also different. In some characteristics,
there are many differences between Tebet and
Sindangbarang, for example in terms of education,
husband’s occupations and family economy.
Between Merdeka and Sindangbarang, there are also
differences in education, marital status and economic
level. The literature suggests that in rural areas the
number of perinatal or post-partum depression is
higher than in cities.10 However, in this study, even
though the characteristics of mothers and infants in
Sindangbarang were worse than in other areas, but the
proportion of PNDs was lower.
The level of education is always associated with
depression. The higher education is better for a person
in dealing with stress in his life. A highly educated
mother tends to seek for effective treatments such as
counseling, taking medications, or a combination of
both.11 In Sindangbarang, highly educated respondents
only 5.2%, moderate and high education were 45%
and 50%, respectively.
Most of husbands in Sindangbarang were unemployee.
unemployees can be assumed that they have unstable
incomes or work in informal sector. From economic
level, in Sindangbarang, almost 80% of them have
low economic level. The husband’s occupation and
the economic level are closely related to maternal
depressions in childbirth.12-14 The economic factors
mainly affect pregnant women in the first and second
trimester.13 In this study, the mother is assessed
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within 4-16 weeks after delivery and there was no
influence of the economic factor.
In the characteristics of the infant, the difference was
only the body length. Regardless of the statistical
value, the average length of the newborns is 48
centimeters. The 48 centimeter is usually defined as
the minimum body length during birth.15 The length
of the body is unrelated to depression in the mother
who gives birth, but is generally associated with the
baby’s weight at birth. Mothers with depression tend
to have babies with low birth weight (LBW).16-18
In this study, the lowest proportion of PNDs was
in Sindangbarang with the lack of socioeconomic
and education. This is contrary to other studies.
The difference may be due to other factors not
reported in this study such as social support other
than mother and infants variables. Limitation of this
study that have not included stressor variables of life
events, negative thinking, discrimination, violence
(sexual, psychological and physical), interpersonal
relationship with husband and family, substance
abuse and alcohol and several other aspects of
reproduction, for example the number of children,
age during marriage, pregnancy history, etc.10-11,14,19
Stresor due to actual event in life should be assessed
since it related to maternal depression. Previous
research found that if mothers have negative thoughts
they tend to get greater impact on depression than
those who are stressed due to life events.19-20
Coercion committed by a partner (intimate partner
of violence) is often associated with maternal
depression. In extreme circumstances, things could
be fatal such as suicide attempts.21-22 Basically, the
questionnaire in this study questioned the behavior
of domestic violence and husbands behavior but
less than 10 respondents claimed it. Some literatures
correlate maternal nutrition with depression, but
some literatures suggest that diet is not related to
depression in the perinatal period.23
Statistically, the proportion of PND differs between
PHC areas and is supported by data that some of the
characteristics of mother and baby are also different.
This difference is more affecting between mothers
who live in Jakarta (Tebet) and those who live in the
suburbs of Bogor. In Bogor, there are also distinctive
characteristics of the mothers in the area of Merdeka
and Sindangbarang PHC.
Perinatal depression (PND) should be handled and
prevented. This condition can occur from the first
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three months of pregnancy to postpartum. Early
detection is required so as not to continue to be a
worsening condition. In developed countries, one
way to overcome perinatal depression is to provide
psychotherapy, counselling and taking medicine.
Psychotherapy cognitive behaviour therapy is largely
mentioned as effective in dealing with this disorder.12
Ministry of Health through the Directorate of Mental
Health Service (currently Directorate of Prevention
and Control of Mental Health and Narcotic,
Psychotropic, Substance Problem.) has basically
trained PHC officers and prepared a mental health
pocket book for mothers in pregnancy, childbirth and
breastfeeding. The book can be used by the family
and health cadre. Information about maternal stress
symptoms is presented in this book and there are
some simple guideline on how to deal with them
through simple counselling. Pregnant women are also
advised to do relaxation exercise during pregnancy
as well as techniques for dealing with anxiety. In
certain circumstances, the mothers are suggested to
consult doctor at PHC because of their stress.24
Based on this results of this study, it is suggested to
add more variable questions about stressors of life
and/or negative thoughts on the mother for further
research to find more determinants of PND. 19-20
In conclusion, the PND was lower in the Sindangbarang
PHC area with the characteristics of Sindangbarang
located on the suburbs of Bogor city, the education
level of the respondents was mostly low, most of
the respondents husbands work as non-employees
(informal jobs), mostly from low economic classes.
The length of infants in Sindangbarang is relatively
shorter than infants in other areas even though they
are still above 48 centimeters.
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