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Abstract 

Background: The postpartum period is critical for women due to significant bio-psychosocial 

changes and the consequences of delivery.  

Aims: The purpose of this study was to investigate the role of the use of contraceptives and other 

health-related factors in the risk of developing postpartum depression among women in Jordan. 

Materials and methods: A cross-sectional, descriptive-correlational design was used to recruit 803 

women using a convenience sample technique from the central district of Jordan. Data were collected 

on depressive symptoms, contraceptive use and type, and pregnancy health-related factors.   

Results: Using binary logistic regression analysis, non-hormonal contraceptives and musculoskeletal 

pain were significant predictors (p<.05) of the risk of developing depressive symptoms in the sampled 

women (OR=4.1, 3.8; respectively). For the women in our sample, 24.9% (n=200) developed depressive 

symptoms. Most of those who felt depressed reported suffering from insomnia (50.0%] and baby blues 

(13.0%), while loss of appetite was reported by 33.0%. The analysis also showed that 51.0% (n=409) 

had used at least one method of contraception. Among those using contraceptive methods, 31.0% had 

only used hormonal contraceptives compared to 69.0% using non-hormonal forms. 

Conclusion: Non-hormonal contraceptive use and musculoskeletal pain were found to be significantly 

associated with the risk of developing postpartum depressive symptoms. Family and reproductive 

health professionals need to emphasize the bio-psychological aspects of health for pregnant and 

postpartum women. 
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Introduction  

Women’s health is a core interest for 

healthcare professionals due to the various 

confounding factors that interfere with 

women’s health, including biological, social 

and psychological factors [1–2]. As women go 

through the different stages of life, they 

require attention and a comprehensive plan for 

reproductive healthcare. In pregnancy, in 

particular during the postpartum period, 
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women are at risk of psychological 

disturbances such as postpartum depression 

(PPD), which may be associated with 

biological factors [3–5]. PPD is a state of 

psychological disturbance experienced during 

the first months after delivery, affecting about 

10–15% of women worldwide [6]. In Jordan, 

PPD has been found to affect up to 22% of 

women [3, 7]. As such, maternal and child 

health professionals must consider the bio-

psychosocial consequences of PPD on women 

and children [3]. Therefore, understanding the 

connection between development of PPD and 

certain biological influencers such as medical 

problems and using certain contraceptive 

methods (hormonal or non-hormonal) could 

enable the early detection of PPD, leading to a 

better prognosis. Pregnancy and birth are 

critical times when women may be vulnerable 

to a deterioration in their psychological and 

physical health [8]. Other factors which 

contribute to the development of PPD are 

breastfeeding difficulties, distressing birth 

experiences, traumatic childbirth, mothering 

issues, and a lack of independence [9]. 

Contraceptives are therefore prescribed to 

facilitate birth spacing and enhance maternal 

outcomes, and thus lower the psychological 

burden and decrease vulnerability to PPD [10].  

Although the benefits of contraceptives for 

women of reproductive age (WRA) have been 

adequately reported in the literature, the 

connection between hormonal contraceptives 

and the development of PPD requires further 

investigation. For example, it has been reported 

that 12.3% of women use hormonal 

contraceptives compared to 4.6%, 0.5%, and 

0.2% using IUDs, the pill, injections, and 

implants, respectively [11]. This variation in 

percentage in favor of hormonal contraceptives 

use may indicate the need for further 

exploration of the prevalence of PPD among 

women using hormonal contraceptives 

compared to those using non-hormonal ones. 

Indeed, one study has linked the use of 

hormonal contraceptives with the development 

of PPD [12]. The authors asserted that the link 

is due to the association between levels of 

estrogens and progesterone and functional 

changes in certain neurotransmitters, causing 

neuropsychological effects. In another study, 

however, it was reported that although 

antidepressant medications have been 

prescribed to women using hormonal 

contraceptives, about 8% developed PPD [13]. 

One significant factor noted here is the type of 

hormonal contraceptive. For instance, the use of 

etonogestrel-containing contraception 

(implants, ring) showed an increased risk for 

antidepressant use, while a reduced risk of 

depression was observed in those using 

norethindrone-only pills and a levonorgestrel 

intrauterine system (IUS) [13].   

Although maternal and reproductive health 

research in Jordan has been adequately 

addressed (e.g., [1–5]), the connection between 

the risk of developing PPD and contraceptive 

use (hormonal vs. non-hormonal) has not, to 

our knowledge, been addressed. There are 

many important factors to consider with this 

topic, both locally and internally, such as the 

utilization of healthcare services [14], time to 

initiate antidepressants in postpartum women 

[15], gestational weight gain [16], and the 

history of psychiatric disorders [17]. 

Therefore, the risk of developing PPD could 

be due to how intrapartum and postpartum 

biopsychosocial needs are managed, as well as 

other personal and health-related factors that 

could contribute to an increased risk of 

developing PPD. Reproductive and psychiatric 

health professionals need to be aware of 
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connections between the aforementioned 

factors and the risk of developing PPD, as 

these can influence healthcare outcomes and 

risk the wellbeing of women and their 

children. Although depression and psychiatric 

disorders are better diagnosed using clinical 

interview, using a self-report format for 

depressive symptoms could facilitate decisions 

on the risk and level of severity of depressive 

symptoms for further assessment and 

evaluation. This study explored further this 

relationship among women in Jordan, with the 

purpose of investigating the role of the use of 

contraceptives and other health-related factors 

on the risk of developing postpartum 

depression. The specific aims were: 

 To identity the risk of developing 

postpartum depressive symptoms in relation to 

contraceptive use and type;  

 To examine the predictive power of 

contraceptive use and health-related factors on 

the risk of developing postpartum depressive 

symptoms; 

 To examine the socio-demographic 

correlates of postpartum depressive symptoms. 

    

Materials and Methods 

Design: This study used a cross-sectional, 

descriptive-correlational design. Using a self-

administered format, data were collected on 

PPD, contraceptive use, health-related factors, 

and socio-demographic characteristics.  

Sample and Setting: Data were collected 

from women living in the central district of 

Jordan. Convenience sampling using door-to-

door techniques were used to recruit women.  

Researchers approached women in their homes 

and invited them to participate in the study. 

Women were included if they were aged 18 

years or older, could read and write in Arabic, 

and had had at least one child. They were 

excluded if they had previously been 

diagnosed with a mental disorder or cognitive 

distortion, or were physically incapable of 

completing or understanding the survey 

questions; we also excluded women 

experiencing a grieving phase for the past six 

months, due to the overlap between depressive 

symptoms related to grief and postnatal 

depressive symptoms. 

Sample size calculation  

Gpower 3.1.10 was used to calculate the 

required sample size, and the regression 

analysis indicated a small effect size (.02), 

power (1-β) of .80, and alpha .05, with at least 

811 participants needed. To ensure the 

adequacy of the sample, 1,100 participants 

were recruited.    

Data collection procedure 

Prior to data collection, ethical approval 

was obtained from the School of Medicine at 

the University of Jordan. Data were collected 

using the self-report format at the women’s 

convenience, and women were given the 

option of filling in the questionnaire by 

themselves while the research assistants were 

present for assistance, as needed. The door-to-

door data collection technique was used to 

ensure maximum participation and sample 

recruitment. Data were collected by medical 

students who had received appropriate training 

on ethical considerations, research skills, and 

the tools used in the study. Initially, the 

researchers approached women at home to 

invite them into the study, and they briefed the 

women not only on its purpose and 

significance, but also the fact that their 

participation would be voluntary. Interested 

participants were screened for eligibility 

criteria, and eligible women were provided 

with a consent form to sign after all their 

questions had been answered. The consent 
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form included information related to the title, 

purpose, and significance of the study. 

Participants were also assured of the 

confidentiality of the information. 

Furthermore, the women were informed that 

the information would only be used for the 

purpose of the study, and that they had the 

right to withdraw at any time without giving a 

reason. Cultural considerations of the 

Jordanian community were considered in 

terms of forming pairs of researchers, one 

male and one female. A code was assigned to 

each woman to use if any woman developed 

serious signs of depression so that she could be 

easily identified and advised to contact her 

primary practitioner to ask for psychological 

evaluation by a specialized professional 

psychiatrist. All data were kept in a closed 

cabinet at the School of Medicine at the 

University of Jordan. Additionally, software 

data were stored on a password-protected 

computer. The whole package was presented 

in Arabic. 

Instrument 

Forms were adapted by the researchers 

using standard, international guidelines and 

appropriate literature to assess women at 

reproductive age for their physical and 

psychological perinatal wellbeing state [1–5]. 

First, the literature was reviewed and 

compared to the purpose of the study. Then, a 

list of questions was developed by the 

researchers and validated using appropriate 

psychometric procedures. The initial forms 

were evaluated in consideration of content, 

construct, and face validity by a subject-matter 

expert, then translated by a professional 

language editor into Arabic using World 

Health Organization guidelines on tool 

development and translation. Following this, a 

pilot study was conducted on ten women to 

examine the questions’ cultural 

appropriateness, clarity of language, and time 

for completion, as well as the feasibility of 

accessing women. The final version of the 

survey was based on the following aims: 

1. To assess the depressive symptoms, a 

four-item scale was used in which the 

participants were asked to identify if they were 

suffering from these symptoms (yes [1] versus 

no [0]). The four questions assessed the 

depressive symptoms of: baby blues, loss of 

appetite, and insomnia, among other 

depressive symptoms. The scale included the 

main four depressive symptoms indicating risk 

of PPD, and it was tested for validity and 

reliability and found to have good internal 

consistency with Cronbach’s alpha being .79;  

2. To assess reproductive use and type, a 

two-item scale was used. There were two 

sections on the use versus non-use of 

contraceptive methods (yes [1] versus no [0]), 

and the type of contraceptive method used, if 

any. For the purpose of the study, the methods 

of contraception were classed as hormonal or 

non-hormonal. The tool was found to be valid 

and reliable, with Cronbach’s alpha being .83.  

In addition, an author-developed profile 

was used to collect data related to 

sociodemographic and health-related factors 

such as age, working status, smoking status, 

pregnancy-related factors, medical history, and 

medical conditions during pregnancy (for 

example complications during pregnancy such 

as gestational bleeding, diabetes, and 

hypertension). 

Analysis plan 

IBM-SPSS Windows (version 24.0, 

Chicago, IL) was used for data analysis and 

management. Descriptive statistics were used 

to report the variables of the study in terms of 

central tendency measures (means and 
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medians) and dispersion measures (standard 

deviation and ranges), and the demographic 

characteristics of the participants. Both t- and 

chi-square tests were used to determine the 

differences between variables and subgroups. 

To test the prediction power of health-related 

factors and contraception use and type, binary 

logistic regression was used. Alpha was set at 

.05 level of significance. 

Results 

Demographic characteristics 

A total of 1,100 women were approached 

and 803 agreed to participate, with a response 

rate of 73.0%. The mean age was 49.98 

(SD=13.35), and the age range was 20–95 

years. Most participants were not working 

73.6% (n=591), and non-smokers 77.2% 

(n=620). Most of the sample had 

undergraduate education at 38.4% (n=308), or 

secondary level at 36.2% (n=291); 5.9% 

(n=47) were illiterate.   

Health-related factors  

The analysis (Table 1) showed that 22.8% 

(n=183) were smokers and 41.2% (n=331) 

exercised. Regarding medical history, 39.6% 

(n=318) of the sample had hypertension, 

24.9% (n=199) had diabetes mellitus, and 

74.1% (n=595) suffered from musculoskeletal 

pain. Regarding PPD complications, 19.4% 

(n=156) had suffered gestational anemia, 

16.2% (n=130) gestational hypertension, 8.6% 

(n=69) gestational diabetes mellitus, and 7.7% 

(n=62) gestational bleeding. Regarding labor, 

the mean of number of deliveries was 4.12 

(SD=2.31), the number of abortions was 0.73 

(SD=1.17), and years of spacing 2.37 

(SD=1.12). 

Contraceptive use 

The analysis showed that 51% (n=409) had 

used at least one method of contraception, 

compared to 49% (n=394) who reported using 

none. Among those who had used 

contraceptive methods, 31% (n=127) had used 

a hormonal contraceptive, whereas 69% 

(n=282) had used non-hormonal. The most 

common methods of contraception were IUDs 

(n=180, 22.4%) and the pill (n=109, 13.6%), 

while the least were capsules and injections 

(n=2, 0.2%).  

Depressive symptoms 

Regarding those who expressed feeling 

depressed after delivery, the analysis showed 

that 24.9% (n=200) developed depressive 

symptoms compared to 75.1% (n=603) who 

did not. Most who felt depressed reported that 

they suffered from insomnia (50%, n=100), 

13.0% (n=26) suffered from baby blues, while 

loss of appetite was reported by 33.0% (n=66); 

4% (n=8) had other depressive symptoms.  

Predicting depressive symptoms 

Using direct binary logistic regression, the 

models were tested for the predictability of 

existing depressive symptoms versus none. The 

model was developed using forward-backward 

stepwise logistic regression and based on the 

confirmed statistical results using the omnibus 

test chi-square model, which measures how 

well the model performs. Hosmer and 

Lemoshow chi-square tests the goodness-of-fit 

of the null hypothesis that the model adequately 

fits the data, and Negelkerke R2 is the pseudo r-

square indicates the variation explained by the 

model, and the -2 Log likelihood. The results 

(Table 2) of comparing the forward LR, 

backward LR and standardized LR showed that 

only hormonal contraception and 

musculoskeletal pain were significantly 

predictive of the occurrence of depressive 

symptoms, with OR of 4.5 and 4.3, 

respectively; all other health-related factors 

(using contraception, smoking, smoking during 

pregnancy, history of hypertension, history of 
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DM, number of deliveries, number of abortion, 

years of Spacing, postpartum complication, 

gestational anemia, gestational HT, gestational 

DM, gestational bleeding, and practicing 

exercise) were not. The results showed that the 

model adequately fitted the data (χ2 Hosmer 

Lemoshow = 8.4, df = 8, p = .237). To examine 

how well the model performs when variables 

are excluded from the model, the omnibus test 

was conducted and showed that the most 

parsimonious (enter) model had performed well 

because the change in the level of significance 

was small which indicated that the exclusion of 

the variables from the model was recommended 

(model χ2 = 22.58, df = 15, p .025). The pseudo 

R2 was computed in the logistic regression 

through Negelkerke R2 and -2 Log likelihood. 

The large pseudo R-square statistics indicated 

that most of the variation in the outcome 

variable is explained by the model, to a 

maximum of 1 (R2 Negelkerke = .273; -2 Log 

Likelihood = 105.5). 

The binary logistic model showed that 

hormonal type of contraception has significant 

negative effect in the model (Odds Ratio = 4.1, 

p =.031). This means that women who have 

used non-hormonal contraceptives have higher 

probability to develop depressive symptom 

than those who are using hormonal 

contraception. In other words, women who are 

using non-hormonal contraceptives are at 4.1 

times to develop depressive symptoms than 

those who are using hormonal contraceptives. 

On the other hand, the binary logistic model 

showed that musculoskeletal pain has 

significant and positive effect in the model 

(Odds Ratio = 3.8, p =.034). This means that 

women who suffered musculoskeletal pain 

have higher probability to develop depressive 

symptom than those who are not. In other 

words, women who suffered musculoskeletal 

pain are at 3.8 times to develop depressive 

symptoms than those who not.  

Differences in depressive symptoms 

related socio-demographics 

Chi square has been used to test if there is 

significant difference between women who 

reported depressive symptoms and those who 

did not in relation to age, marital age, and 

working status. The analysis (table 3) showed 

that there is significant difference between 

women who reported depressive symptoms 

and those who did not in relation to age (t-

test=5.99, p= >0.001). Also, there was a 

significant difference between women who 

reported depressive symptoms and those who 

did not in relation to marital age (t-test= 3.17, 

p=0.002). However, the analysis showed that 

there is no significant difference between 

women who reported depressive symptoms 

and those who did not in relation to working 

status (chi square= 0.004, p=0.95).  

Regarding differences in type of 

contraceptive type (hormonal versus non-

hormonal) among women in relation to 

smoking, and medical conditions 

(hypertension and diabetes mellitus), the 

analysis (see table 4) showed that there was no 

significant difference in women who use 

hormonal and non-hormonal in relation to their 

smoking status ( p > .05), while significant 

differences found between those who use 

hormonal and non-hormonal contraceptives in 

relation to hypertension and diabetes mellitus 

(p < .05). The analysis showed those who used 

non-hormonal contraceptives and do not have 

the medical condition (hypertension and 

diabetes) are much more than those who used 

hormonal and have the medical condition.         

Discussion 

Women are considered at higher risk to 

bio-psychosocial disturbances during and after 
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delivery. The intrapartum and postpartum 

periods are considered serious life-threatening 

periods of life for women due to long-term 

negative effects, if present, during and after 

delivery (2-3). This study emphasized these 

two periods and their psychological effect 

(depressive symptoms) and its connection to 

biological and medical complications during 

and after pregnancy, in particular, the 

contraceptive use and type and health-related 

factors. We found that using non-hormonal 

contraceptive and suffering from 

musculoskeletal pain at postpartum period did 

increase the risk to develop postpartum 

depressive symptoms. While all other health-

related factors such as using contraception, 

smoking, smoking during pregnancy, history 

of hypertension, history of DM, number of 

deliveries, number of abortions, years of 

spacing, postpartum complications, gestational 

anemia, gestational HT, gestational DM, 

gestational bleeding, and practicing exercise 

did not predict PPD symptoms. In other words, 

using hormonal contraceptive methods 

lowered the risk of depressive symptoms, 

while lower musculoskeletal pain was 

associated with lower risk to PPD symptoms. 

These results indicate that the type of 

contraceptive has more significance for 

women than simply encouraging the use of a 

method or type of contraception. The results of 

this study do support the positive role of 

hormonal contraception in lowering the risk of 

developing PPD symptoms. Although we have 

not measured postpartum depression using the 

clinical format, the expression of feelings of 

depression and reporting feelings of baby 

blues, insomnia, and loss of appetite are of the 

major signs of depression among women in the 

postpartum phase which indicate a high risk of 

PPD. While some studies [13, 18–19] have 

maintained that using hormonal contraception 

contributes to a lower risk and development of 

depression, others [20] failed to make the 

connection between hormones and the 

development of depression. This study 

supports the positive effect of using hormonal 

contraceptives to lower the risk of developing 

depressive symptoms in the postpartum phase. 

Such findings have also been sustained in this 

study, as a lower rate of hormonal 

contraceptive use was found as the women 

avoided using hormones for fear of developing 

cancer and other biological problems [21].  

Lifestyle and medical history have been 

adequately addressed in the literature in 

connecting medical problems with various 

forms of psychological disturbances [2–3]. 

This study only supports a connection between 

the development of depressive symptoms and 

musculoskeletal pain. Women who suffered 

this pain had a four-fold risk of developing 

depressive symptoms than those who did not. 

We also noted that musculoskeletal pain was 

prevalent (> 65%) among the women sampled, 

indicating the serious and significant 

contribution to the deterioration of physical 

psychological functions in their earlier 

postpartum stages. Such findings support those 

of [22], in which almost one third of women 

who complained of lower back pain and other 

forms of musculoskeletal pain developed 

antenatal depressive symptoms.  

Another significant finding in our study 

was the connection between depressive 

symptoms and age, marital age, and working 

status. We found that older women and those 

who married later had lower rates of 

depressive symptoms than younger women 

who married earlier. Furthermore, a high 

prevalence of depressive symptoms was found 

among non-working women. The results 
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support previous reports that age and working 

status are considered a significant contributor 

to the development of depressive symptoms 

among postpartum women [1–5]. It is also 

worth adding that there were no significant 

differences between those who used hormonal 

contraceptives in relation to smoking, while 

those with hypertension and diabetes mellitus 

were significantly different in terms of the 

selection of hormonal contraception. 

One limitation of this study is related to 

using the self-reported format of data 

collection, since depression and other 

psychological issues are better evaluated using 

unstructured, clinical evaluation approaches. 

Another limitation is the sample size and type 

of sampling, as a larger and more 

representative sample including more 

maternal-related information would be more 

informative.  

Conclusion  

This study supports a negative connection 

between hormonal contraceptives, 

musculoskeletal pain, and the development of 

depressive symptoms among postpartum 

women. The study has implications for family 

medicine and reproductive health professionals 

caring for women in the intrapartum and 

postpartum periods. Health professionals need 

to encourage the use of hormonal 

contraceptives and observe closely the 

psychological consequences at postpartum. 

Depression, stress, eating, and physical 

complaints need to be assessed and evaluated 

in the first few weeks and upon each 

postpartum visit. Assessment of 

musculoskeletal pain and level of functionality 

must be integrated into routine postpartum 

visits, to address preventive and treatment 

measures. Special care has to be provided to 

younger women and psychosocial 

rehabilitation and counseling should be 

available to women in the postpartum period 

for the early detection of depressive 

symptoms. Further studies should explore the 

role of medication and other forms of 

biological and treatment plans on the 

biopsychosocial wellbeing of women and their 

children in the antenatal and postpartum 

periods. 
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Table1: Health-related factors (n=803) 

Variable n (%) M (SD)  

Gestational hypertension Yes  130 16.2  

No  673 83.8  
Gestational DM Yes  69 8.6  

No  734 91.4  
Gestational bleeding Yes 62 7.7  

No 741 92.3  
Gestational anemia Yes 156 19.4  

No 647 80.6  
Musculoskeletal pain Yes 595 74.141  

No 208 25.9  
Smoking Yes 183 22.8  

No 620 77.2  
Exercise   Yes 331 41.2  

No 472 58.8  
Postpartum complication Yes 383 52.3  

No 420 47.7  
History of hypertension Yes 318 39.6  

No 485 60.4  
History of DM Yes 199 24.8  

No 604 75.2  
No. of deliveries     4.12 (2.31) 
No. of abortions    0.73 (1.17) 
Years of spacing    2.37 (1.12) 

 

Table 2: Results of binary logistic regression (n=483) 

 Predictor β SE Wald p-value OR 
95% CI for OR 

Lower Upper 
Hormonal contraception  1.404 .653 4.637     .031 4.072 1.133 14.639 
Smoking status .071 .758 .009 .926 1.073 .243 4.743 
Smoking while pregnant .189 .598 .100 .752 1.208 .374 3.898 
Hx. Hypertension .014 .523 .001 .979 1.014 .364 2.827 
Hx. DM -.226 .580 .152 .697   .798 .256 2.487 
No of deliveries -.104 .110 .895 .344   .902 .727 1.118 
No of abortions .337 .203 2.757 .097 1.401 .941 2.085 
Years of spacing -.010 .226 .002 .963   .990 .635 1.542 
Postpartum complications .456 2.361 .037 .847 1.577 .015 161.314 
Gestational anemia -2.414 2.370 1.037 .309   .089 .001 9.316 
Gestational HT -1.148 2.350 .239 .625   .317 .003 31.730 
Gestational DM 21.3 14480.5 .000 .999   .000 .000 .000 
Gestational vaginal bleeding -.944 2.474 .146 .703   .389 .003 49.655 
Practicing exercise .076 .533 .020 .887 1.079 .379 3.070 
Musculoskeletal pain 1.347 .636 4.486 .034 3.846 1.106 13.380 

 
Chi-square model   22.58, df= 15, p = .025  
χ2 Hosmer Lemoshow   8.4, df = 8, p = .397  
-2 log likelihood   105.5  
Cox and Snell 𝑹𝟐  .192  
Nagelkerke 𝑹𝟐  .273  
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Table 3: Differences in depressive symptoms related to socio-demographics (n=803) 

Variables Depressive symptoms N M SD t-test p-value 

Age   Yes  207 45.3 13.7 5.99 < .001 

No  596 51.6 12.9 

Marriage age Yes  207 20.93 4.01 3.17 0.002 

No  587 22.08 4.65 

  n % Chi-square p-value 

Working status  Yes  Yes  55 25.9 0.004 0.95 

No  152 25.7 

Yes  No  157 74.1 

No  439 74.3 

 

 

Table 4: Differences in health-related factors related to contraceptive type (hormonal versus 

non-hormonal) (n=803) 

Subject Characteristics Hormonal use Chi-Square p-value 

YES 

n (%) 

NO 

n (%) 

Smoking  Yes  27 (27.8)    70 (72.2)  .004 .529 

No  93 (28.2)  237 (71.8)  

Hypertension   Yes  56 (34.6) 106 (65.4) 5.40 .014 

No  64 (24.2) 201 (75.8) 

Diabetes mellitus  Yes  39 (36.4)    68 (63.6) 4.92 .019 

No  81 (25.3) 239 (74.7) 
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The survey*  

1. Age:  

2. Weight: …..kg 

3. Height: ………….cm 

4. Age when you got married: …………..year 

5. Your level of education:  

1. Illiterate     2. Below high school    3. High school     4. College or above 

6. Your husband’s level of education: 

1. Illiterate     2. Below high school    3. High school     4. College or above 

7. Do you work? 1. Yes       2. No  

8. What was your age at your first delivery? …………… 

9. If you have more than one baby, how long is the spacing period? ………year 

10.  Do you/ were you using contraceptive methods? 1. Yes       2. No 

11. If you answer question 10 as yes, them what contraceptive methods are you /have you used?  

1. Isolation   2. Calendar rhythm 3. Breastfeeding   4. IUD    5. Pills      

6. Injection    7. Capsule                  8. Surgical  

12. Have you developed depressive symptoms?   1.Yes       2. No 

13.  What symptoms have you developed?  

1.  Baby blue     2. Insomnia     3. Loss of appetite    4. Others  

14. How long these symptoms lasted?...............weeks 

15. Do you smoke? 1. Yes       2. No 

16. If yes, how many cigarettes do you smoke per day? ………….. 

17. Have you smoked during pregnancy? 1. Yes       2. No 

18. At what age did you start smoking? ………………..year 

19. Do you have hypertension? 1. Yes       2. No 

20. Do you have diabetes mellitus? 1. Yes       2. No 

21. What is your number of deliveries? ………………. 

22. What is your number of abortions? ……………….times   

23. What is your number of years of spacing? …………………… 

24. Did you suffer from or diagnosed with anemia? 1. Yes       2. No 

25. Did you suffer from or diagnosed with hypertension?  1. Yes       2. No 

26. Did you suffer from or diagnosed with gestational DM? 1. Yes       2. No 

27. Did you suffer from or diagnosed with gestational bleeding? 1. Yes       2. No 

28. Did you suffer from or diagnosed with musculoskeletal pains? 1. Yes       2. No  

29. Do you practice regular exercise? 1. Yes       2. No 

30. What is your preferred sport that you practice?  

a. Walking    2. Jogging      3. Running     4. Swimming      5. Others:   

31. What do you usually do when exposed to joint pain? 

a. Taking medications such as sedatives 

b. Applying ice packs 

c. Consult my doctor 

d. Physical therapy exercises to strengthen muscles at home or in specialized centers 

e. Getting more relaxing and comforting time  

f. Nothing 
*Consider that researchers used different format during data collection that includes instructions and skipping options   

 

 

 

 

 

 

 



Depressive Symptoms in Postpartum Women                                      Laith A. Hamdan-Mansour, et al., 

 223 

References  

1. Hamdan-Mansour, A., Constantino, R., Shishani, 

K., Safadi, R. & Bani-Mustafa, R. Evaluating 

psychological and mental consequences of abuse 

among abused Jordanian women. East 

Mediterr Health J. (2012). 18 (3), 205-212.  

2. Mahadeen A, Othman A, Hamdan-Mansour A, 

Sato T, Imoto A. Knowledge and practices 

towards reproductive health among rural women 

in the southern region of Jordan. East Mediterr 

Health J. 2012; 18(6):567-72.  

3. Yehia DB, Callister LC, Hamdan-Mansour A. 

Prevalence and predictors of postpartum depression 

among Arabic Muslim Jordanian women serving in 

the military. The Journal of perinatal & neonatal 

nursing. 2013 Jan 1;27(1):25-33. 

4. Hamdan-Mansour AM, Constantino RE, Farrell 

M, Doswell W, Gallagher ME, Safadi R, Shishani 

KR, Banimustafa R. Evaluating the mental health 

of Jordanian women in relationships with intimate 

partner abuse. Issues in Mental Health Nursing. 

2011 Sep 23;32(10):614-23. 

5. Hamdan-Mansour AM, Arabiat DH, Sato T, 

Obaid B, Imoto A. Marital abuse and 

psychological well-being among women in the 

southern region of Jordan. Journal of Transcultural 

Nursing. 2011 Jul; 22(3):265-73.  

6. World Health Organization. Maternal mental 

health and child health and development in low- 

and middle-income countries. Department of 

Mental Health and Substance Abuse World Health 

Organization, (2008). (WS105.5.F2). 

7. Mohammad KI, Gamble J, Creedy DK. 

Prevalence and factors associated with the 

development of antenatal and postnatal depression 

among Jordanian women. Midwifery. 2011 Dec 1; 

27(6): e238-45. 

8. Stocky A, Lynch J. Acute psychiatric disturbance 

in pregnancy and the puerperium. Best Practice & 

Research Clinical Obstetrics & Gynaecology. 

2000 Feb 1; 14(1):73-87. 

9. Mamisachvili L, Ardiles P, Mancewicz G, 

Thompson S, Rabin K, Ross LE. Culture and 

postpartum mood problems: Similarities and 

differences in the experiences of first-and second-

generation Canadian women. Journal of 

transcultural nursing. 2013 Apr;24(2):162-70.  

10. Martin CR, Hunter LA, Patel VB, Preedy VR, 

Rajendram R, editors. The Neuroscience of 

Depression. Academic Press; 2021 Apr 30. 

11. Bulto GA, Zewdie TA, Beyen TK. Demand for 

long acting and permanent contraceptive methods 

and associated factors among married women of 

reproductive age group in Debre Markos Town, 

Northwest Ethiopia. BMC women’s health. 2014 

Dec;14(1):1-2.  

12. Horibe M, Hane Y, Abe J, Matsui T, Kato Y, 

Ueda N, Sasaoka S, Motooka Y, Hatahira H, 

Hasegawa S, Kinosada Y. Contraceptives as 

possible risk factors for postpartum depression: A 

retrospective study of the food and drug 

administration adverse event reporting system, 

2004–2015. Nursing Open. 2018 Apr; 5(2):131-8. 

13. Roberts TA, Hansen S. Association of Hormonal 

Contraception with depression in the postpartum 

period. Contraception. 2017 Dec 1; 96(6):446-52. 

14. Ditch S, Roberts TA, Hansen S. The influence of 

health care utilization on the association between 

hormonal contraception initiation and subsequent 

depression diagnosis and antidepressant use. 

Contraception. 2020 Apr 1; 101(4):237-43. 

15. Drake E, Grush K, Sheeder J, Tocce K. The 

Association between Immediate Postpartum 

Etonogestrel Implants and Positive Postpartum 

Depression Screens in Adolescents and Young 

Adults. Journal of Pediatric and Adolescent 

Gynecology. 2020 Oct 1;33(5):550-4. 

16. Cunningham SD, Mokshagundam S, Chai H, 

Lewis JB, Levine J, Tobin JN, Ickovics JR. 

Postpartum depressive symptoms: gestational 

weight gain as a risk factor for adolescents who 



Depressive Symptoms in Postpartum Women                                      Laith A. Hamdan-Mansour, et al., 

 224 

are overweight or obese. Journal of midwifery & 

women’s health. 2018 Mar;63(2):178-84. 

17. Faisal-Cury A, Menezes PR, Huang H. The 

relationship between perinatal psychiatric disorders 

and contraception use among postpartum women. 

Contraception. 2013 Oct 1; 88(4):498-502. 

18. Schiller CE, Meltzer-Brody S, Rubinow DR. The 

role of reproductive hormones in postpartum 

depression. CNS spectrums. 2015 Feb;20(1):48-59 

19. Ahokas A, Kaukoranta J, Wahlbeck K, Aito M. 

Estrogen deficiency in severe postpartum 

depression: successful treatment with sublingual 

physiologic 17beta-estradiol: a preliminary study. 

Journal of Clinical Psychiatry. 2001 May 1; 

62(5):332-6. 

20. Suda S, Segi-Nishida E, Newton SS, Duman RS. 

A postpartum model in rat: behavioral and gene 

expression changes induced by ovarian steroid 

deprivation. Biological psychiatry. 2008 Aug 15; 

64(4):311-9. 

21. Weiss JM, Huang WY, Rinaldi S, Fears TR, 

Chatterjee N, Hsing AW, Crawford ED, Andriole 

GL, Kaaks R, Hayes RB. Endogenous sex 

hormones and the risk of prostate cancer: a 

prospective study. International journal of cancer. 

2008 May 15;122(10):2345-50 

22. Long G, Yao ZY, Na Y, Ping Y, Wei S, 

Mingsheng T. Different types of low back pain in 

relation to pre-and post-natal maternal depressive 

symptoms. BMC Pregnancy and Childbirth. 2020 

Dec;20(1):1-8. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Depressive Symptoms in Postpartum Women                                      Laith A. Hamdan-Mansour, et al., 

 225 

 

 متنيئات الإصابة بأعراض اكتئابية للنساء خلال فترة ما بعد الولادة: 

 الاستخدامموانع الحمل من حيث النوع ودور 

 
 ، 1حمدأ ، سما بني1، تلال مسمار1، بيان الهويدي1ة، نور العوامل2، سيرين الخالدي1ليث حمدان منصور

 3يمن حمدان منصورأ ،1ة، زيد طعيم1ة، مجد مبداري1، بتول أحمد1، راكان السواعير1حمد الفريحاتأ

 
 الجامعة الأردنية  -كلية  الطب 1
 الجامعة الأردنية -أستاذ مساعد، كلية الطب 2
 الجامعة الأردنية -أستاذ، كلية التمريض 3
 

 الملخص
 .دةتجة عن الولااا للتغيرات البيولوجية والنفسية النوذلك نظر   ؛: تعتبر فترة ما بعد الولادة فترة مهمةالمقدمة
اء خطرها على النس بيانو ، العوامل الصحية الأخرى : الهدف من الدراسة هو تحري استخدام موانع الحمل وبعض الهدف

 .الأردنيات في زيادة نسبة حدوث اكتئاب ما بعد الولادة
نة الصدفية امرأة باستخدام تقنية العي (803)تم استخدام التصميم الوصفي المقطعي لجمع البيانات من: المنهج والأدوات

 نع الحملع المتعلقة بأعراض الاكتئاب، واستخدام وسائل ميللمواضتم جمع البيانات ، و من منطقة إقليم الوسط في الأردن
 .نواعه، والعوامل الصحية المتعلقة بالحملأو 

لمؤشرات من ات والآلام العضلية كان ،: باستخدام التحليل الانحداري، أظهرت النتائج أن موانع الحمل غير الهرمونيةالنتائج
لحمل غير الموانع (4.1) معدل التضاعفو   ،(0.05< )لولادة الدلالة الإحصائيةصابة المرأة باكتئاب ما بعد اعلى إقوية ال

 للآلام العضلية. (3.8، و)الهرمونية
 (%13)و ،من الأرق  ينعان(%50) ن،  منه(%24، وبنسبة)من أعراض اكتئابية ينعانامرأة ( 200)وأظهرت النتائج بأن

 لواتيالأظهر التحليل الإحصائي أن عدد النساء ، و من فقدان الشهية ينعان(%33)و ،من كره المولود وعدم تقبله ينعان
موانع حمل  ناستخدم %(31ن)، منه%(51وبنسبة) (409)من موانع الحمل -على الأقل-طريقة واحدة  ناستخدم
 .موانع حمل غير هرمونية ناستخدممنهن  %(69)و ،هرمونية
عائلة على ال العضلية تزيد من نسبة الإصابة باكتئاب ما بعد الولادة. ويجب: موانع الحمل غير الهرمونية والآلام استنتاج

وما  ة الحملوالكوادر الصحة المختصة بالصحة الإنجابية التركير على الجوانب البيولوجية والنفسية لصحة المرأة خلال فتر 
 بعد الولادة.

 .الولادة، موانع الحمل، فترة ما بعد عراض الاكتئابيةالأ :الدالة الكلمات


