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Abstract—Maternal depression is recognized as a significant 
mental health problem in postpartum circumstances, 
particularly, prevalence may be considerably higher among 
low-income. The purpose of study was to identify average 
maternal postpartum depression and its predicting factors 
among low-income family during the first three months after 
delivery in Indonesia mothers. A cross sectional study was 
carried out, of 206 mothers in the first three months postpartum 
with family income monthly less than 3000000 IDR (US$230) 
who visited maternal and child health clinic in both Public 
Health Center, South Tangerang District, Banten Province and 
South Jakarta District, Jakarta Province, Indonesia. The 
participants were recruited by purposive sampling. Data 
collection was conducted during December 2015 to May 2016 by 
visiting home. Structured questionnaires for data collection 
included general information, Edinburgh Postnatal Depression 
Scale (EPDS), the Dyad Adjustment Scale (DAS), the Life 
Events Questionnaire (LEQ), Childcare Stress Inventory (CSI), 
and the Postpartum Support Questionnaire (PSQ). Descriptive 
statistics and standard multiple regression were employed for 
data analysis. Sixty-nine (33.5%) mothers experienced 
postpartum depression. Childcare stress, marital satisfaction 
and stressful life events could explain 51.1% of the variance in 
postpartum depression among low-income family (R² = 0.511, F 
= 41.766, p-value < 0.001). Significant predictors were childcare 
stress (ß= 0.408, P-value < 0.001), followed by stressful life 
events (ß = 0.310, p-value < 0.001), and marital satisfaction (ß = 
-0.155, p-value < 0.05). Low income family mothers with higher 
childcare stress, less satisfied with the marital relationship, and 
perceived the higher level of stressful life events may be 
important targets for maternal postpartum depression 
prevention in postpartum period.   
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I.  INTRODUCTION  
       Maternal depression  is the most common complication 
of childbearing, affecting women and their families [1]. 
Maternal depression can begin as early as 4 weeks 
postpartum [2] . The average of maternal depression was 
more than 10% over the world. In Indonesia estimates 
reported to range from 2.5% - 22.3% [3,4]. The prevalence 

may be considerably higher among low-income and ethnic 
minority women [5,6]. Despite evidence of higher risk, most 
low-income women with PPD are not diagnosed or treated 
[5].   
        The effect of PPD may occur on  the woman herself, her 
partner, and her young child, especially her parenting 
behavior maternal–infant relationship. This effect happens 
over years in their life.  Interactions between depressed 
mothers and their infants supports showed less affectionate 
behavior, responded less to infant cues and withdraw, or had 
hostile/ intrusive interactions with their infants [7,8].     
        Multiple factors have played a role in the development of 
PPD. Predictors of maternal depression related to family 
factors, including social support, life event, marital 
relationship, and child care stress [1, 9-13]. However, study 
of maternal depression among low income family has limited 
in Indonesia. The purpose of this study is to identify average 
of maternal depression and its predicting factors among low-
income family during the first three months after delivery in 
Indonesia.  

II. METHODS 

A. Design and study settings 
A crossectional design, conducted during December 2015 

to February 2016  at  maternal and child health clinic Public 
Health Center, South Tangerang District, Banten Province 
and  South Jakarta District, Jakarta Province, Indonesia. 
Jakarta Province is the capital of the Republic of Indonesia as 
an urban area, while Banten Province which representative a 
rural area.  

B. Sample 
  An eligible participants consisted of 206 low-income 
families, who had lived with husband, the baby born weight 
≥ 2500 gram, healthy, and mature, and be able to read, write 
and speak Bahasa Indonesia. However, subjects who are 
mentally ill or have a family history of psychiatric problems 
and baby stillbirth will be excluded. Samples were recruited 
by consecutive sampling technique. 
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C. Instruments 
 The instrumentation used in this study included 
Edinburgh Postnatal Depression Scale (EPDS), the Dyad 
Adjustment Scale (DAS), the Life Events Questionnaire 
(LEQ), Childcare Stress Inventory (CSI), and the Postpartum 
Support Questionnaire (PSQ). 
 
Edinburgh Postnatal Depression (EPDS) Scale  

Edinburgh Postnatal Depression Scale Indonesia version 
was used to measure maternal depression. Originally EPDS 
has been developed by Cox (1987), is a self-report 
questionnaire, specially designed to detect postnatal 
depression [14]. It consists of 10 items, such as being able to 
laugh and enjoy, being anxious or scared or worried, self-
blaming, inability to cope, depressive thoughts, sleeping 
difficulties based on depression, and suicidal thoughts. The 
scale rates the intensity of depressive symptoms presents 
during the previous seven days. Each item is scored on a 4-
point scale (0 to 3). The total score is 0-30. A cut-off point of 
13 (≥13) points is used to detect depressive mothers [15].  
               
Dyad Adjustment Scale (DAS)  

The Dyad Adjustment Scale (DAS) contains 32-questions 
and was developed by Spanier [16] to measure marriage 
satisfaction. The four DAS subscales consist of Dyadic 
consensus (13 five-point Likert-type items), Dyadic 
Satisfaction (10 five-point Likert-type items), Dyadic 
Cohesion (5 five-point Likert-type items) and Affective 
expression (4 five-point Likert-type items). The possible 
scores ranged from 0 to 150 points.  
 
Life Events Questionnaire (LEQ) 

A number of stressful life events during pregnancy and 
postpartum periods are measured by the life events 
questionnaire. The principal investigator will modify the 
instrument within Indonesia’s context according to the life 
stress items in the postpartum depression predictors 
inventory-revised [17] and the life events questionnaire-
revised [18]. The life events questionnaire contains three 
subcategories: family, work, and finance. For each of the 
items, the respondents indicate whether or not they have 
experienced certain events.  
 
Childcare Stress Inventory (CSI) 

The Childcare Stress Inventory (CSI) was developed by 
Cutrona (1983) and designed to index stressful to take care of 
the baby in the first month of parenthood, including health 
and feeding problems with the baby [19].   
 
Postpartum Support Questionnaire (PSQ)   

The Postpartum Support Questionnaire (PSQ) developed 
by Logsdon was to measure postpartum support [20].  The 
PSQ can be used anytime during the postpartum period and 
contains 34 items for expected and received emotional, 
material, informational and comparison support. The score 
for each item is ranked from 0 to 7. The total possible scores 
range from 0 to 238.  

   
However, the DAS, LEQ, CSI, and PSQ have never been 

used in Indonesian women. While EPDS have been in 
Indonesia version.  Therefore, the researcher conducted back 
translation with permission from the developer. Then, a  
convenience sample of 70 women who had 1 month 
postpartum and more was collected from Maternal and Child 
Health Clinics Depok, West Java Province, Indonesia.   The 
alpha Cronbach of EPDS, PSQ, CSI, DAS, and LEQ were 
0.802, 0.925, 0.826, 0.730,  and 0.780, respectively. 

D. Data Collection 
After IRB approval from Faculty of Nursing, Burapha 

University, researcher selected randomly the following sites: 
Public health center  in South Tangerang District (under sub-
district Pamulang, and Ciputat Timur),  Banten Province and 
South Jakarta District (under sub-district Kebayoran lama 
and Cilandak), trained 4 research assistants in each 
subdistrict as an enumerator. Trained 2 days (each day 
around 3 hours) in data collection in which researcher 
explained the research objectives, the role of research 
assistants and the instruments that will be used, provided a 
manual for data collection, and sheet to control each 
participant of the sample.  

Initially, the researcher or research assistants met 
proposed participants at each clinic in 2 ways, First, when 
mothers visit one week after birth to control her baby and 
herself. Thus, invited subjects who met inclusion criteria and 
did informed consent, and then the researcher or research 
assistant asked for the phone number of participants and 
address in detail for visiting her home. Second, we asked 
patients monthly data from health workers at each delivery 
room, include name, parity, address, baby status. We visited 
her home and asked to participate in research if they agreed 
we did informed consent.  Data collection was conducted at 
her home estimated at the first three months after birth. 
Researcher or assistant researcher asked the participants to 
complete the questionnaire within 30-45 minutes. 
 

E. Statistical Analyses 
Data analyses were performed with a statistical software 

program in response to the research objectives. The 
descriptive statistics was used to describe the studied 
variables. The standard multiple regression was performed to 
determine the predictors of postpartum depression which 
include childcare stress, postpartum support, marital 
satisfaction and life event.  

III. RESULT 
Average Postpartum Depression 

Assessing maternal postpartum depression among low-
income family in the samples yielded scores on the EPDS 
from 206 samples,  ranged from 0 to 24, with a mean 8.36 
(SD= 5.48). Using cut-off scores 13 or greater to differentiate 
depressed from non-depressed mothers, 69 (33.5%) mothers 
experienced depression, and 137 (66.5%) had no-depressed.          
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The mean score of childcare stress, postpartum support, 
marital satisfaction and life event were 106.62 (± 125.961), 
125.81 (±50.908), 120.96 (±12.077), 9.42 (±7.974), 
respectively (Table 1). The correlation among all predictor 
variables is presented in Table 2. Most of the predictors are 
weakly to moderately correlated, which indicates sufficient 
discrimination between the various construct. 
 

TABLE 1. DEPENDENT VARIABLES 
 

Variable 
 

Min - Max Mean SD 

 
Childcare stress  

 
0 – 650 

 
106.62 

 
125.96 

Postpartum Support 20 – 238 125.81 50.91 
Marital Satisfaction 54 – 146 120.96 12.08 
Stressful Life Event 0 – 36 9.42 7.97 
 
Predicting of Maternal Depression 
 
TABLE 2.  CORRELATION, MEANS AND STANDARD DEVIATIONS 

OF STUDY  VARIABLES (N = 206) 
 

Variable 1 2 3 4 5 
1.Maternal  
depression 

1     

2.Childcare 
stress 

0.621** 1    

3.Postpartum 
Support 

-0.153* -0.128 1   

4.Marital 
Satisfaction 

-0.428** -0.340** 0.188* 1  

5.Stressfull 
Life Event 

0.563** 0.455** -0.050 -0.386** 1 

Mean 
SD 

8.36 
5.480 

106.62 
125.961 

125.81 
50.908 

120.96 
12.077 

9.42 
7.974 

           

Table 2 showed the correlations, means, and standard 
deviations among the study variables. Table 3 presented a 
result from standard multiple regression analysis which 
indicated that childcare stress, marital satisfaction and life 
event could explain 51.1% of the variance in maternal 
depression among low income family in Indonesia 
(R²=0.511, F=41.766, P-value<0.001). Particularly, childcare 
stress explained the most variance in maternal depression 
among low income family (ß=0.408, p-value<0.001), 
followed by life event (ß= 0.310, p-value<0.001), and marital 
satisfaction (ß=-0.155, p-value<0.05). 

TABLE 3 PREDICTORS OF MATERNAL DEPRESSION (N=206) 
Variable B SE Beta T 

 
Constant Childcare 
stress 

13.64 
0.018 

3.19 
0.003 

 
0.408 

4.30*** 
6.542*** 

Postpartum Support -0.006 0.005 -0.055 -1.081 
Marital Satisfaction -0.070 0.025 -0.155 -2.794* 
Life Event 0.213 0.040 0.310 5.359*** 
 
R=0.714,  R²=0.511,  F=41.766, p= 0.0001 
*p<0.05     **p< 0.01  ***p<0.001 

Mothers among low income family who experienced 
stress to taking care of children, less satisfied with marital 

relationship, and perceived higher level of stress on life event 
were more likely have maternal depression at the first three 
months postpartum.      

IV. DISCUSSION 
The findings showed that at the first three month 

postpartum, prevalence of PPD was higher (33.5%) than 
prevalence od PPD in general population of postpartum 
mothers in Indonesia.was 2.25%4 to 22.3%3. 

Analyses showed that  childcare stress, life stress, and 
marital satisfaction predicted PPD in low income family. 
These findings supported Beck’s theory that some predictors 
had associated with PPD [21].   
      Mothers with a higher level of childcare stress exhibited 
high the EPDS scores. Childcare stress represents a relatively 
under research risk factor for the development of PPD.  This 
finding was consistent with previous study.  Infant-sleep 
problems had association with childcare stress and increasing 
PPD over three months in the postpartum period [22]. A 
higher childcare stress scores related to infant sleep 
disturbance and more frequent feeding were associated with 
PPD, especially if those matter continued as long as four 
month after birth [23]. This demonstrates that childcare stress 
should have an important place in research aimed at 
contributing PPD. Planning intervention to promote 
appropriate program in order to reduce childcare stress in 
postpartum period is necessary.   

The present study found that mothers with a higher level 
of life stress showed high the EPDS scores. A number of life 
stress during pregnancy and labor may lead to PPD. Mental 
and physical problem during the previous one year before 
labor were associated with PPD among 18% of the mothers 
who experienced the first PPD and 82% recurrent PPD while 
negative life stress associated only with recurrent PPD [24]. 
Infant-related problems including premature infant, infants 
with illnesses or disabilities, or infant with temperamentally 
difficult might be very stressful experiences for the mother 
and at risk for developing PPD [25].   

Marital dissatisfaction emerged as one of significant 
predictor of maternal depression. This study was consistent 
with prior study [26, 27].  Previous study showed that 
mothers had existed depression having low marital 
satisfaction compared to the non-depressed mothers during 
the postpartum period [26]. Similarly, mothers who had less 
marital satisfaction increased the probability of PPD during 
the first one year postpartum [27].  

Interestingly, this present study found that scores of 
social supports were not significant as predictor of maternal 
depression. This result did not support Beck’s theory [21] 
and was not consistent with prior studies [26, 27] that need 
for support and perceived available support emerged as 
important predictors of PPD in the first six months after birth 
[28]. This is in accordance with previous study that several 
dimensions of perceived social support were predictive of the 
level of PPD. The researcher believes that there is prior 
strong evidence that increased social support is associated 
with decreased risk of PPD. The present finding suggested 
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that an increasing social support in postpartum care may 
comprise a contributing factor in the reduction prevalence of 
PPD.   

 

V. CONCLUSION 
 
In conclusion, the findings in this study highligh the 

predictor of maternal depression postpartum period including 
child care stress, marital satisfaction, and life stress. 
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