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Mental health promotion program to enhance 
maternal adjustment among postpartum women

Ria Valerie D. Cabanes, MAN, RN

Abstract
Introduction  A statistical extrapolation reported 126,826 cases of post partum depression in the 
Philippines in 2004, prompting the proposal of the Postpartum Depression Research Act of 2007. This 
quasi-experimental research tested the Mental Health Promotion Program for Postpartum Women. 
The study elaborated the link between identified high-risk mothers for postnatal mood disturbances 
and effect of the intervention two weeks postpartum.  
Methods This was conducted using Postnatal Depression Predictor Inventory Scale–Revised, 
administration of a two-week Mental Health Promotion Program for Postpartum Women consisting 
of self-mastery, social support and sleep; and evaluation of postnatal depression scores of mothers 
through Edinburg’s Postnatal Depression Scale two weeks after giving birth.
Results Mothers who are at risk of developing postpartum mood disorders were predominant. It also 
discovered that majority of high-risk mothers reported depressive symptoms. There was no significant 
difference in the postpartum mood between the study and control groups after the Mental Health 
Promotion Program for Postpartum Women. The intervention was able to address three factors: 
blaming oneself, fear and panic without reason, and difficulty sleeping due to sadness. 
Conclusion There is no significant difference in the postpartum mood between the control and study 
group after the intervention, however, the Mental Health Promotion Program for Postpartum Women 
was able to successfully target three factors: blaming oneself, fear and panic without reason, and 
difficulty sleeping due to sadness.

Keywords: Postpartum depression, postnatal depression, postpartum blues, mental health, postpartum 
women

_________________

Correspondence: 
  Ria Valerie D. Cabanes, MAN, RN, College of Nursing, University 

of the East Ramon Magsaysay Memorial Medical Center Inc., 
64 Aurora Boulevard, Barangay Doña Imelda, Quezon City, PH 
1113; e-mail: rvcabanes@gmail.com

 College of Nursing, University of the East Ramon Magsaysay 
Memorial Medical Center Inc., Quezon City, PH

Many cases of  postpar tum depression go 
undetected because most mothers are already 

discharged before they develop symptoms of  blues 

or depression. During their short hospital stay, the 
patient interactions with nurses are more frequent 
as compared to patient-doctor interaction. Nursing 
knowledge from research has advanced far enough 
in confirming risk factors, the nature of  this mood 
disorder across cultures, and its prevalence.1 The 
importance of  the role of  nurses was seconded by a 
study conducted by Segre and concluded that nurses 
who have frequent contact with women during 
the perinatal period are well-positioned to provide 
screening and treatment for postpartum mood 
disturbances.2 This encouraged the researcher to create 
a nurse-led intervention that holistically addresses 
different factors of  postpartum mood disturbances.
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 Abundant information regarding postpartum 
mood disturbance is available, however, readings 
about the condition in non-Western settings are 
limited. Current records on the status of  postpartum 
mood disturbance in the Philippines are even 
more inadequate. The study intended to fill gaps 
concerning the location in literature and to provide 
more evidence of  the effects of  the Mental Health 
Promotion Program for Postpartum Women which 
could give guidelines and motivate heightened use. 
The nurse-led intervention formulated for this study 
is guided by the theory of  Cheryl Tatano Beck’s 
“Teetering on the Edge”; at the same time, it is 
culture-sensitive, delivering a holistic approach in 
preventing postpartum mood disturbances. This 
study acknowledges the presence of  Philippine 
factors (strong family ties, being one of  the happiest 
countries, and being a third-world country) that could 
also affect the development of  maternal blues and 
other mental disorders.
 The study on the effectivity of  Mental Health 
Promotion Program for Postpartum Women is 
essential for several reasons. Primarily, it contributes 
to the very meager literature about the topic in South 
East Asia, most particularly in the Philippines. 
Second, the study can create a protocol which allows 
early detection and prompt action in combating the 
increasing number of  undetected postpartum mood 
disturbances not only among Filipinas but in the 
rest of  the world. Lastly, mothers who are hesitant 
to undergo pharmaceutical treatments can now 
have another option to address their psychological 
condition.
 The study aimed to test the Mental Health 
Promotion Program for Postpartum Women based 
on Cheryl Tatano-Beck’s Theory, “Teetering on the 
Edge,” identify the proportion of  mothers at risk for 
developing postpartum mood disorder, determine 
the level of  postpartum mood disturbance among 
mothers at risk, find the significant difference in 
the postpartum mood between the control and 
study group after the intervention, and to identify 
significant relationship between mother’s postpartum 
mood and the following variables: demographic, 
mental, social support and post-natal issues.

Methods
This quasi-experimental research aimed to test the 
Mental Health Promotion Program for Postpartum 

Women based on Cheryl Tatano-Beck’s Theory, 
“Teetering on the Edge.” The study elaborated the link 
between mothers identified as high-risk for postnatal 
mood disturbances and effect of  the intervention 
two weeks postpartum. This was conducted through 
the use of  the Postnatal Depression Predictor 
Inventory Scale–Revised (PDPI-R), administration 
of  a two-week Mental Health Promotion Program 
for Postpartum Women: self-mastery, social support 
and sleep; and evaluation of  postnatal depression 
scores of  mothers through the Edinburgh Postnatal 
Depression Scale (EPDS) two weeks after giving 
birth.
 Patients confined in a level 3 tertiary hospital on 
their third trimester of  pregnancy were invited to join 
the study. Mothers should be 18 years or older and if  
less than 18 years, have verbal and written consent 
from her legally authorized representative and written 
assent from the participant. The respondent must 
be able to read and write and should be fluent in 
speaking Filipino to be included. Mothers diagnosed 
with depression or complicated medical problems 
were excluded. Participants who developed medical 
complications after giving birth, had a stillbirth, 
failed to accomplish sleep logs completely for two 
weeks, or were lost to follow up after giving birth 
were withdrawn from the study.
 Applying the G*Power 3.0.10 software, the 
sample size was calculated at 50. The investigator 
used the two-tailed difference between independent 
means of  two groups (study and control), family of  
t-test, with d = 0.8 effect size, 0.05 a probability of  
error, 0.8 power (1-b error probability) and lastly,  
N2/N1 allocation ratio equivalent to 1. 
 Qualified participants who gave their consent, 
and assent when indicated, were asked to answer a 
Demographic Datasheet and the translated version 
of  PDPI-R. All mothers who reached the cut off  
score of  3.5 were made to answer the EPDS and then 
received the intervention Mental Health Promotion 
Program for Postpartum Women for two weeks. 
After two weeks, the participants from both study 
and control groups were followed up by phone and 
asked to answer the EPDS and the postnatal version 
of  the PDPI-R to assess the effectiveness of  the 
intervention. As advised by Beck, nurses should not 
wait until a woman’s 6-week postpartum checkup to 
assess her status regarding postpartum depression if  
she was identified during pregnancy as being at risk 
for developing postpartum depression.6 Beck, Records 
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and Rice also mentioned that pregnant women who 
obtained a score above the recommended cutoff  
score of  7.5 in the PDPI-R should be followed closely 
during the postpartum period.6,7

 The telephone-based follow up is efficacious, 
cost and time-saving, and it even reduces barriers 
secondary to child-care when follow-up is conducted 
through face to face.8,9 The studies also add that 
telephone contact is an appropriate, cost-effective 
and useful method to engage patients. Telephone-
based support was also concluded to be beneficial 
as mothers can access postpartum information and 
care and even receive real-time responses. Moreover, 
postpartum depression was effectively decreased 
by the intervention they performed through phone 
support.10 Just like many of  the respondents, mothers 
preferred “talking therapies” with someone who 
was non-judgmental rather than pharmacological 
interventions, marking a similarity with the findings 
of  Dennis and Chung-Lee reporting higher levels of  
positive relationship quality than the control group.11 
In the same light, the respondents of  Latourneau 
also prefer emotional and one to one support by 
telephone.12

 The pre- and post-intervention EPDS scores 
of  the study and control groups, respectively, were 
compared using a paired t-test. The post-intervention 
scores of  the study and control groups were 
compared  using an independent t-test. Differences 
were considered significant if  the p-value was less 
than 0.05. 
 The PDPI-R is a 39-statement tool consisting of  
32 prenatal and 7 postpartum items that identifies 
13 predictors or risk factors for depression. The 
validated Filipino version of  the questionnaire 
was used. The items are answerable by “yes” or 
“no” and scored 1 and 0, respectively. A high score 
indicates a high risk of  postpartum depression. The 
3.5 cut-off  score for the prenatal version used in 
this study has a sensitivity = 0.76 and specificity 
= 0.71.3 The strongest predictors of  postnatal 
depression are antenatal anxiety or depression, 
lack of  social support and stressful life events; 
theoretically, addressing some of  these features 
can prevent postpartum depression.4 Thirty-seven 
experiments with the goal to reduce postpartum 
depressive symptoms in the meta-analysis of  
Sockol, Epperson and Barber who conducted their 
intervention during pregnancy or within 4 weeks 
puerperium.5

 The EPDS is a 10-item survey tool with four 
possible responses scored from 0 to 3 with increasing 
severity of  the symptom being tested. The maximum 
score is 30 points; a higher score is indicative of  more 
depressive symptoms. A pre-test on the Edinburgh 
Postnatal Depression Scale was given to mothers 
with PDPI-R of  3.5 scores and beyond. The validated 
Filipino version of  the questionnaire was used in this 
study.
 The Mental Health Promotion Program for 
Postpar tum Women is a nurse-led two-week 
intervention for women with postpartum depression. 
It consists of  procedures for self-mastery, social 
support and sleep. Toolkits consisting of  an 
educational booklet and a sleep log were given to 
women in the study group. Instructions were given 
and explained upon admission. A primary follow-up 
call was made after the mother gave birth to further 
discuss points in the booklet, the importance of  social 
support and getting adequate sleep. The research 
assistant entertained questions from the participants 
and gave supplementary information.
 The study was approved by the Ethics Review 
Board of  the University of  the Philippines. Written 
informed consent, and assent when applicable, were 
obtained from the participants. Measures were taken 
to ensure the confidentiality of  the information 
obtained and the privacy of  the data collected. The 
data were accessible only o those directly involved 
in the study.
 

Results
Eighty women qualified for the study and the 
investigator was able to follow up 50 of  them. As 
shown in Table 1, almost 90% of  participants in the 
study group belong to the 20-34 year bracket while 
a third of  the women in the control group were 35 
years or older. The control group was significantly 
older than the study group (p = 0.049). Most of  the 
participants were multigravid, reached at least high 
school, come from low socio-economic strata and 
had several prenatal check-ups. The two groups were 
comparable except in age.
 As shown in Table 2, there were more participants 
in the study group with possible depression (21 vs 
16) but the difference was not significant (p = 0.017). 
After the two-week intervention, the number of  
participants with possible depression was reduced by 
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Table 2.  Comparison of proportion of participants without and with possible depression pre- and post-intervention in the study and 
control groups based on the Edinburgh Postnatal Depression Scale scores.

        Study (n = 25)      Control (n = 25)     p-value
     No depression Possible depression  No depression  Possible depression 

Pre-intervention     4    21       9      16     0.107
Post-intervention   15    10     16        9     0.771
p-value       0.003          0.115

half  in both groups and the difference was significant 
in the study group (p = 0.003). The difference in the 
number of  participants without and with possible 
depression between the study and control groups was 

not significant (p = 0.771) as shown in Table 2. The 
mean post-intervention EDPS scores of  both study 
and control groups decreased (8.72 vs 9.12) but the 
difference between groups (0.4) was not significant 

Table 1.  Demographic characteristics of the study group (n = 25) and control group (n = 25).

Variables, n (%)     Study     Control          XX2 / t    p-value

Age (yr)
 ≤ 19         2 (8.0)       3 (12.0)     6.02     0.049
 20-34      22 (88.0)     15 (60.0)
 ≥ 35          1 (4.0)       7 (28.0) 

Parity
 Primigravida       6 (24.0)       9 (36.0)     0.86     0.360
 Multigravida     19 (76.0)     16 (64.0) 

Educational attainment
 ≤ Elementary       3 (12.0)       1 (4.0)     4.74     0.093
 ≤ High school     17 (68.0)     12 (48.0)
 ≤ College                         5 (20.0)     12 (48.0) 
 
Income (PHP)
 ≤ 5,000      15 (60.0)     14 (56.0)     1.43     0.700
 5,001-15,000       9 (36.0)       8 (32.0)
 15,001-25,000       1 (4.0)       2 (8.0)
 25,001-35,000       0 (0.0)       0 (0.0)
 35,001-45,000       0 (0.0)       0 (0.0)
 ≥ 45,001        0 (0.0)       1 (4.0) 

Source of  income
 Work      21 (84.0)       7 (68.0)     3.09     0.210
 Business        3 (12.0)       3 (12.0)
 Relatives        1 (4.0)       5 (20.0) 

Social economic status
 Extremely poor      1 (4.0)       2 (8.0)     0.39     0.820
 Poor       14 (36.0)     14 (56.0)
 Middle class     10 (40.0)       9 (36.0)
 Rich         0 (0.0)       0 (0.0)
 Extremely rich       0 (0.0)       0 (0.0)  

Prenatal check-up (n)
 0         0 (0.0)       1 (4.0)     5.2     0.270
 1         0 (0.0)       1 (56.0)
 2         0 (0.0)       2 (8.0)
 3         1 (40.0)       0 (0.0)
 4       24 (96.0)     21 (84.0)
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(Table 3). In the study group, the mean post-
intervention EDPS scores were significantly lower  
(p = 0.021) as shown in Table 3. There was significant 
improvement in the post-intervention mean EPDS 
scores in the study group for items 3 (blaming 
oneself), 5 (fear and panic without reason) and 7 
(difficulty sleeping due to sadness) compared with 
item 7 alone in the control group.
 The Postnatal Depression Predictors Inventory-
Revised showed that more than half  of  the participants 
had the following factors: prenatal depression (68%), 
financial problems (under life stress, 62%), current 
marital/relationship problems (56%), prenatal 
anxiety (54%), and  unemployment (under life stress, 
52%). The following factors affected 25 to 49% of  
participants: unplanned pregnancy (48%), marital 
problems (44%), job changes (44%), perceived socio-
economic status (42%), history of  depression (38%), 
moving or change of  address (38%),  unreliability 
of  friends (32%), inadequate instrumental support 
from friends (30%); and serious illness in the family 
(26%).
 Table 4 shows that the mothers’ postpartum 
mood was not related with any of  the demographic, 
mental or social support factors. The total EPDS 
score is significantly related with the participant 
mothers’ mood (p = 019).

Discussion
The researcher excluded mothers who were having 
intense labor pains (n = 10) as the condition can 
make the mother feel more vulnerable, experience 
self-pity and increase her perception of  sadness. The 
feeling of  being uncomfortable is heightened with 
all the examinations the mother needed to undergo 
-- assessment by the midwives, physical exams and 
interviews by interns and residents and the research 
assistants. This statement is backed by one of  the 
mothers in Beigi’s study saying that the diverse and 

multiple examinations conducted further increased 
her labor pains.13

 The important demographic characteristics in 
Table 1 were brought together as these are needed to 
be considered in 1) completion of  the questionnaires 
and 2) identifying significant factors that could 
confound the outcome of  this study. 

Presence of  depression Comparison of  the pre-tests of  
subject groups 

 Table 2 presents a comparable level of  depression 
between the two groups having p-value of  0.107. 
This serves as the baseline data. Twenty-one 
(56.8%) mothers in the study group scored 10 or 
greater. Similarly, 16 mothers (43.2%) for the control 
group showed possible depression. Based on the 

Table 3.  Comparison of mean pre- and post-intervention Edinburgh 
Postnatal Depression Scale scores of study and control group 
participants.

     Study  Control   p-value

Pre-intervention  11.08  10.92 
Post-intervention    8.72    9.12  0.772
p-value      0.021    0.970 

Table 4.  Relationship of mother’s postpartum mood with 
demographic characteristics and Postnatal De-pression 
Predictors Inventory-Revised factors.

Variable      Chi-square/   p-value
       correlation

 Demographic
Age       4.231   0.12
Marital status     0.006   0.97  
Educational sttainment   2.665   0.26
Parity      0.198   0.66
Number of  pre-natal check-ups 4.112   0.39
Economic status
 Monthly income   0.713   0.87
 Sources of  income   3.125   0.21
 Perceived economic status 1.994   0.37

 Mental
Self-esteem     0.028   0.85
Pre-natal depression   0.186   0.20
Prenatal anxiety         -0.007   0.96
Pregnancy intendedness   0.124   0.39
Prior depression    0.195   0.18
Marital satisfaction    0.475   0.10
Life stress      0.085   0.56
Postnatal maternity blues   0.132   0.36

 Social support
From partner     0.101   0.49
From family          -0.185   0.20
From friends          -0.197   0.17

 Postnatal issues
Child care stress    0.086   0.55
Infant temperament    0.146   0.31
EPDS total score    0.331   0.019
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information, homogeneity between the study and 
control group is concluded. Thus, contamination 
of  other influences in the overview of  this study 
is counteracted ascribing all outcomes to the 
intervention given to the mothers.
 
Study group: Pre- and post-tests compared 

 A significant difference resulted (p = 0.003) when 
the pre- and post-intervention outcomes of  the study 
group were set against each other. The figures show 
a marked shifting of  scores before and after the given 
intervention. The statistically significant correlation 
of  the post-test result of  the mothers in the study 
group and their EPDS total scores is supported by 
many works of  literature. Social support is one of  the 
most important predictors of  postnatal depression, 
and that the mothers who received social support 
from health care staffs resulted to lesser anxiety 
scores.14 Sleep, being one of  the major focus of  the 
present study here also brought positive changes in 
the mother’s postpartum mood.15

Control group: Pre- and post-tests compared  

 The investigator has also observed that eight 
mothers (47%) out of  the original 17 with possible 
depression during the pre-test of  the control group 
obtained a score of  0-9 in the post-test; excluding 
them from the list of  those with possible depression. 
A review conducted in Cochrane does not support 
the idea that social support decreases the chances 
of  mothers of  developing postpartum depression.8 
Side by side with other literature, the ambiguous 
definitions and the variety of  studies conducted 
regarding it, the relationship of  sleep and depression 
in postpartum women lacks clarity.24

Post-tests compared  

 There is no significant difference noted between 
the outcome of  the two groups (p = 0.771). Weighed 
against each other, the mothers who scored 0-9 are 
more compared to those with scores of  10-30 in both 
groups (48.4% for study and 51.6% for control). 
Fourteen studies which used the EPDS resulted 
in an average of  7.06 and 7.69 in the treatment 
and comparison groups, respectively.5 Noting that 
higher levels of  symptoms of  depression before the 
treatment was given were associated with smaller 

effect sizes. This contradicts the result of  this study 
in which a small difference between the two groups 
was noted: slope = -0.07, p < 0.01.

Edinburgh Postnatal Depression Scale Items  

 The significant relationship of  EPDS items 3, 
5 and 7 (blaming oneself, fear and panic without 
reason, and difficulty sleeping due to sadness) 
between the two groups supports the statement of  
Beck that in prenatal depression, mothers carry a 
suffocating guilt towards their view of  them failing 
in their mother roles.1 This is also related to the guilt 
they would also feel when they have thoughts of  
harming their infants and themselves. Cheryl Tatano-
Beck, the proponent of  the “Tethering on the Edge” 
theory used in this research supports the items which 
a large number of  eligible mothers was able to score 1 
point. The presence of  depression during pregnancy 
was found to be the strongest predictor of  PPD. The 
other factors are prenatal anxiety, the feeling of  
uneasiness or apprehension which can occur anytime 
throughout the pregnancy, and marital or relationship 
problem, in which most of  our mothers said they were 
having. Many of  the mothers answered “yes” to the 
items under life stress. People living in urban areas 
compared to rural environments tend to perceive it 
higher.16 Hence, mothers are expected to be more 
prone to PPD development. Loss of  job is perceived 
to be a great risk factor because this is a significant 
life-changing experience for the mothers catapulting 
them into severe postpartum mood disorder. In 
addition, most of  the women in the highly suicidal 
group were employed before they gave birth.17

Mental (prenatal depression, prenatal anxiety, prior 
depression, postnatal blues)  

 Although the study focused on how the mother 
feels after giving birth, it can be objectively measured, 
assessed, correlated with observable brain functions. 
It can also be related to the characteristics of  an 
individual and the society.18 Unintended pregnancy 
(ORR = 1.6–8.8) poses challenges for the mother as 
well.19 Cognitive emotion regulation strategies like 
rumination, blaming oneself  and catastrophizing were 
significantly related to high levels of  total depressive 
scores.20  In addition, lower postpartum depression 
scores are related to positive reinterpretation and 
concentrating on planning. 

Mental health promotion program among postpartum women



    69    VOL. 8  NO.  1   •    JANUARY -  JUNE  2019    •    UERM Health Sciences Journal

 Life stress, prenatal anxiety, and fatigue are 
another significant risk factors and predictors 
reported by multiple nurse researchers.1 Be that as 
it may, life stress, prenatal anxiety, and poor social 
support from the partner has no significance on the 
post-test total scores of  the mothers’ EPDS in this 
study. Women need the mental conformities and 
reorganization of  interpersonal relations occuring 
in the postpartum period. These researches noted 
that self-esteem is one of  the variables that affect 
pregnancy outcomes and postpartum period. The 
results of  this study showed that self-esteem is not a 
significant factor.

Social Support 

 Social  suppor t  is  thought to faci l i tate a 
woman’s transition to motherhood and is found 
to be significantly associated with maternal role 
development.21 Mothers are more likely to turn to 
and receive support from their partner than from any 
other individual. This explains the saliency of  the 
father’s functioning as a support person.22 The birth 
of  a child is a stressor that can significantly affect 
both parents. Marital satisfaction, when correlated 
to the results of  the EPDS post-test in this study was 
not significant.

Postnatal issues (child care stress, infant temperament) 

 In Asian countries, infant-related factors include: 
having emergency delivery - about two times 
increased risk of  PPD and having vaginal delivery 
in modernized countries.23 The results of  this study 
show that infant temperament is not significantly 
correlated with the results of  EPDS post-test. There 
are direct correlations with the sleep and feeding 
patterns of  infants and the development and extent 
of  PPD in mothers.15

Sleep Log 

 The basic amount of  sleep for adults is around 
6 hours per night. This research, on the other hand, 
discovered that out of  25 mothers who submitted 
their sleep log for 12 days after giving birth, only 
six of  them had an average sleep of  6 hours or 
more. The rest of  the mothers showed a duration of  
sleep from the 1.83 to 5.67 hours. The altered sleep 
patterns are commonly caused by newborn sleep and 

feeding patterns.23 Disrupted sleep may contribute to 
the type of  PPD of  the mother.15 As to the reasons 
for waking up, 68% said that the crying infant woke 
them up. Almost half  of  the mothers said that they 
were satisfied upon waking up despite sleeping for 
less than 6 hours. The results of  this study showed 
that there is a negative middle to low correlation 
of  the number of  hours of  sleep and the final 
Edinburgh Postnatal Depression Scale score of  the 
mothers (-0.480, p = 0.015). This means that the less 
sleep the mother has, the higher is her probability 
to develop postpartum depression. Maintaining 
circadian rhythm during the postpartum is very 
important.25  It was revealed in several studies that 
sleep disturbance is highly correlated with elevated 
cortisol; example: during both second and third 
trimesters, the depressed women had more sleep 
disturbances and higher depression, anxiety and 
anger scores.26

 The conducted study found out that mothers who 
are at risk for developing postpartum mood disorders 
comprised majority of  the mothers invited to the 
study, attesting the need for interventions to address 
the problem. It was also discovered that among the 
high-risk mothers, the majority of  the group reported 
depressive symptoms. Although there is no significant 
difference in the postpartum mood between the 
control and study group after the intervention, it 
can be deduced that the Mental Health Promotion 
Program for Postpartum Women was able to 
successfully target three factors: blaming oneself, fear 
and panic without reason, and difficulty sleeping due 
to sadness. There is a need for protocol improvement 
to be able to address other factors. The significant 
relationship between the total post-test scores of  
EPDS and PDPI-R validated that the mothers who 
were identified to be high risk would most probably 
manifest postpartum depressive symptoms. Lastly, 
the negative low to moderate relationship between 
the number of  hours of  sleep of  the mothers and 
their PDPI-R scores is consistent with other studies 
indicating ineffectual sleep as one of  the main causes 
of  postpartum mood disorders.
 The following are recommended based on 
the outputs gathered: for nurse administrators, a 
systematic approach to identifying postnatal mood 
disturbances at the earliest time possible - during 
mother’s prenatal assessment using Postnatal 
Depression Predictors Inventory-Revised for 
prevention, detection and early intervention as well 
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as administering PPD screening through the 10-
item Edinburgh Postnatal Depression Scale prior 
discharge. There should also be improved referral 
and collaboration with barangay health workers, 
nurses, psychiatric physicians, and support groups. 
Nursing educators can consider incorporating or 
strengthening topics or modules which increase 
awareness of  postpartum depression and reinforce 
the use of  proper communication skills to nurses 
and student nurses to encourage mothers to 
verbalize and discuss negative feelings. Researchers 
planning to pursue this topic should increase the 
number of  respondents, improve the structure 
of  intervention - intensify health education by 
conducting it throughout the mother’s prenatal 
checkup rather than only two times; and use 
methodical transition of  the patient from midwives 
and nurses on duty to research assistant. It is also 
suggested to develop stringent means for follow up 
particularly in verifying improvement on mother’s 
knowledge from health teaching and explore other 
means of  follow up: intensive confirmation of  home 
address and cellphone numbers. Lastly, focus on 
targeting other factors aside from fear, and panic 
without reason, and difficulty sleeping due to 
sadness.
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