
Introduction
The postpartum period is one of the important transition-
al phases in women’s life (1). Following serious changes 
of delivery and transition to parenthood, primigravidas 
undergo significant physical, social and psychological 
changes (2). With important physiological and psycho-
logical changes such as adapting to changes in the body, 
woman face maternal role and support of certain people 
(3). Therefore, mother needs to adapt to new life and 
newborn care (4). Most of them aren’t ready to take care 
of themselves and their baby with plentiful needs (5). 
During this stage of adjustment, mother experiences psy-
chosocial social imbalances that lead to severe stress (6). 
The true prevalence of postpartum stress among women 
is unknown, but studies show that 10% to 15% of women 
are affected by mental issues including depression, anx-
iety and stress after delivery (7). Webb et al showed that 
69% of women have at least one physical complaint after 
childbirth (8). Based on the results, 25.71% to 32.38% 
of women have mild mental disorders during the first 6 
weeks after delivery (9) and, in some studies; this figure 
has even reached up to 44.4% (10). In Iran, 47.5% of nul-
liparous women and 67.1% of multiparous are not in a 
good mental health status (11) and 32% of women experi-
ence postpartum stress disorder after delivery (12). Over-
all, postpartum stress in Iranian women is higher than 

other countries and is inversely related to social protec-
tion (13). Many diseases and problems of women in this 
period are related to stress or their inability to cope with 
changes (14). Stress can be a component of any disease. 
Therefore, understanding the stressors and improving the 
capacity of the person to be compatible with them is very 
important (3).

Episiotomy and perineal pain, back pain, breast swelling 
and pain, incontinence, constipation, fatigue, sleep prob-
lems and breast problems are the most important phys-
ical stressors and the pressure to return to pre-pregnan-
cy weight, sexual changes, concerns about the maternal 
role, problems regarding the infant (e.g., feeding, crying, 
care, bathing, unpredictable behaviors of the baby, suck-
ing, neonatal jaundice, sleep disorders, flatulence, inade-
quate weight gain, eye infection and umbilical infection), 
relationships with partners and lack of social support are 
psychological stressors (15-17). Baby care, sexual rela-
tionships, self-care, family planning and mental health are 
women’s concerns and educational needs in the postpar-
tum period (18). Based on the analysis of various factors, 
Hung et al found that three factors of maternal role at-
tainment, lack of social support and physical changes are 
important in the occurrence of postpartum stress (5).

Postpartum stresses are determinants of women’s health 
and even threaten child-parent relationship and child 
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Introduction 
Throughout the history of the world, the ones who had 
confronted the bitterest face of poverty and war had al-
ways been the women. As known poverty and war affects 
human health either directly or indirectly, the effects of 
this condition on health and status of women in the so-
ciety should not be ignored. This study intends to cast 
light on the effects of war and poverty on the reproductive 
health of women. For this purpose, the face of war affect-
ing the women, the problem of immigration, inequalities 
in distribution of income based on gender and the effects 
of all these on the reproductive health of women will be 
addressed.

War and Women’s Health
Famine, synonymous with war and poverty, is clearer for 
women; war means deep disadvantages such as full de-
struction, loss of future and uncertainty for women. Wars 
are conflicts that destroy families, societies and cultures 
that negatively affect the health of community and cause 
violation of human rights. According to the data of World 
Health Organization (WHO) and World Bank, in 2002 
wars had been among the first ten reasons which killed 
the most and caused disabilities. Civil losses are at the rate 
of 90% within all losses (1).
War has many negative effects on human health. One of 
these is its effect of shortening the average human life. 
According to the data of WHO, the average human life is 
68.1 years for males and 72.7 years for females. It is being 

thought that severe military conflicts in Africa shorten 
the expected lifetime for more than 2 years. In general, 
WHO had calculated that 269 thousand people had died 
in 1999 due to the effect of wars and that loss of 8.44 mil-
lion healthy years of life had occurred (2,3).
Wars negatively affect the provision of health services. 
Health institutions such as hospitals, laboratories and 
health centers are direct targets of war. Moreover, the wars 
cause the migration of qualified health employees, and 
thus the health services hitches. Assessments made indi-
cate that the effect of destruction in the infrastructure of 
health continues for 5-10 years even after the finalization 
of conflicts (3). Due to resource requirements in the re-
structuring investments after war, the share allocated to 
health has decreased (1).

Mortalities and Morbidities
The ones who are most affected from wars are women and 
children. While deaths depending on direct violence af-
fect the male population, the indirect deaths kill children, 
women and elders more. In Iraq between 1990-1994, in-
fant deaths had shown this reality in its more bare form 
with an increase of 600% (4). The war taking five years 
increases the child deaths under age of 5 by 13%. Also 47% 
of all the refugees in the world and 50% of asylum seekers 
and displaced people are women and girls and 44% ref-
ugees and asylum seekers are children under the age of 
18 (5).
As the result of wars and armed conflicts, women are 
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development (19). Postpartum stress, especially in nul-
liparous women, is directly related to postpartum mental 
disorders such as anxiety and depression (9). Mother’s 
emotional and psychological problems due to high stress-
es impair her relationship with the child, may affect the 
rate of mother-infant attachment and child’s cognitive, 
emotional, social and behavioral development and have 
a negative effect on the health of mothers, children and 
other members of the family (5,20). Maternal stress may 
be associated with complications such as lactation prob-
lems, child’s excessive crying, child’s irritability, sleeping 
neonates (21) that may have a negative impact on woman’s 
health, her relationship with spouse and quality of her re-
lations with neonate (22) and may lead to poor parenting 
practices including violence against children and have a 
negative effect on parental efficiency (23). 

Although postpartum stress is directly associated with 
minor psychiatric disorders, but few studies have investi-
gated the impact of interventions on reduction of stress af-
ter delivery and most studies have focused on postpartum 
depression in women at risk (24). However, studies show 
that women in the postpartum period do not get proper 
trainings about self-care and newborn care, breastfeeding 
and nutrition, resuming sexual activity, coping with phys-
ical problems, etc (15,21).

Planned interventions can facilitate maternal role for 
primiparous women by reducing postpartum stress (9) 
and increase mother’s self-efficiency in activities regard-
ing child care (25). Studies show that oral trainings in 
postpartum unit of hospitals do not sufficiently increase 
women’s awareness of problem solving (26). In recent 
years, the emphasis has been on the importance of using 
interventions for mental health management in the post-
partum period instead of using the usual health care (27). 
One of the best midwifery interventions to increase wom-
en’s awareness and reduce their stress is counseling and 
training (28).

Home visiting programs and maternal and child health 
examination in the postpartum period are very important. 
Effective interventions in this area increase and sustain 
women’s physical and mental health, improve children’s 
health and relationships with spouse, and increase com-
patibility. Despite the fact that the World Health Organi-
zation (WHO) and UNICEF in 2009 committed low- and 
middle-income countries to provide mothers with a home 
visit of 2 to 3 times in the first week of the postpartum 
period and give advice regarding infant care (29), this has 
not been seriously considered in Iran and many other de-
veloping countries in South Asia so far. Cheng believes 
that needs and cares of mothers in the postpartum period 
have been neglected or not sufficiently considered almost 
all around the world (30), as such that the scope of this 
neglect has been drawn to the field of research in the post-
partum period (31). 

Most studies with educational approach in health cen-
ters have been done to raise awareness. Raising awareness 
through written educational content and oral explana-
tions of staff not only does not lead to maternal efficiency 

and stress reduction, but also sometimes raises mothers’ 
concerns. Intervention to reduce postpartum stress due to 
the lack of practical knowledge for self- and newborn care 
is less studied. Therefore, the present study aims to de-
termine the effect of home-based supportive-educational 
counseling on postpartum stress of nulliparous women, 
who have referred to health centers of Zahedan city to 
show whether home-based supportive-educational coun-
seling interventions can lead to postpartum stress reduc-
tion or not?

Materials and Methods
The present study is a quasi-experimental study with pre-
test and posttest design. The study has been conducted on 
100 primigravidas, who had routinely referred to health 
centers from May to June 2016 for postpartum care on 
the third to fifth day after delivery. Qualified women were 
selected and randomly assigned into two intervention 
(n = 50) and control (n = 50) groups. The most important 
inclusion criteria of the study were being illiterate, single-
ton pregnancy, a full 37-42 weeks of pregnancy, lack of a 
history of known mental illnesses, substance abuse, lack 
of readmission of mother and baby after delivery, vaginal 
delivery, normal and healthy baby, living with husband, 
not participating in other educational programs at the 
same time, and lack of mother’s serious health problems 
that make it difficult for the mother to take care of the 
baby. The sample size of each group was determined based 
on the mean and standard deviation of postpartum stress 
score in similar studies, with a confidence level of 95%, 
a power function of statistical test of 95% and based on 
sample size formula. 

Data collection tools in this study were a questionnaire 
consisting of two parts. The first part was related to de-
mographic questions and information related to delivery 
stress and the second part was Hung Postpartum Stress 
Scale (HPSS). HPSS has 61 items and was first designed 
and developed in 2001 by Hung (10). The questionnaire 
measures triple stresses related to Maternal Responsibili-
ties and Tasks, Negative Body Changes, and Lack of Social 
Support. The items are scored based on a 5-point Likert 
scale as “never” scores 1 and “always” scores 5. Women de-
termined the amount of stress that each item created in the 
postpartum period. Postpartum stress score was obtained 
by summing up the responses to the questionnaire as a 
whole and the possible score range would be between 62 
and 305. A higher score indicated more stress. In Iran, va-
lidity of the Persian version of this questionnaire has been 
proved by Rajabi and Naderi through factor analysis, con-
vergent validity has been proved through Beck Depression 
Inventory and divergent validity has been proved through 
Rosenberg Self-Esteem Scale (6). Cronbach α coefficient 
for the whole questionnaire in this study was 0.91.

First, qualified women were selected from among nullip-
arous women referring to health centers for getting post-
partum care and samples of children’s feet on the third to 
fifth day after vaginal delivery and their written informed 
consent to participate in the experiment was received. The 
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selected people were randomly assigned to 2 intervention 
and control groups. The total number of subjects were 
randomly given envelopes containing group type (A was 
control group and B was intervention group). Both groups 
took pre-test by completing the questionnaire.

In the intervention group, the first session was held in 
the clinic for 30 to 45 minutes by focusing on more es-
sential and important care issues and date and time of the 
second session was determined by obtaining address and 
contact number of subjects. Coordination for the third 
session was determined in the second session based on 
the condition of the patient. It should be noted that home-
based meetings were held in the presence of husbands. 
Mothers were also given a phone number so as to call the 
research group in the face of any questions or problems 
rising during the implementation of the intervention. The 
control group also received the usual postpartum care giv-
en routinely and in accordance with Iran’s protocols in two 
sessions at days 10 to 15 and 42 to 45 after delivery by staff 
at health centers, which was focused more on controlling 
and monitoring child development and was not delivered 
based on specific and planned programs. Mothers’ address 
was obtained for coordination for the post-test. 

By the end of the sixth week after delivery, mothers in 
the intervention and control groups took the post-test 
when referring to the health centers based on prior coor-
dination. If mothers did not refer to the health center, they 
took the post-test through in-person visit to their home. 
Educational content was designed based on resources and 
studies conducted on individual maternal and neonatal 
postpartum care, the opinions of experts, the assessment 
done in Iran and with an emphasis on Hung three post-
partum stressors. Physical and psychological self-care, 
training child care and social support were the bases of 
interventions that were completed with the help of educa-
tional CDs and postpartum support film. Educational and 
supportive intervention in this study was provided by top 
experts in obstetrics consultation with 10 years of experi-
ence in midwifery.

After collecting data and encrypting using SPSS 20 soft-
ware, data were analyzed. First, frequency, percentage, 
mean, standard deviation (SD), minimum, and maxi-
mum were determined using descriptive statistics. Then, 
paired-sample t test was used to compare the mean scores 
of the 2 groups before and after the intervention; indepen-
dent t test was used to compare the mean sores of the 2 
groups; chi-square was used to compare the frequency of 
qualitative variables of the 2 groups; and covariance test 
was used to determine the effectiveness of home-based 
educational-supportive counseling with simultaneous 
control of confounding variables. The significance level 
was considered 0.05 in this study.

Results
As Table 1 shows the demographic characteristics, the 
mean age in the intervention and control groups was 
22.82 ± 4.56 years and 21.02 ± 5.20 years, respectively. 
Independent t test showed no significant difference be-

tween the 2 groups in terms of mean age (P = 0.06). As 
can be seen, 88% of the intervention group and 86% of 
the control group were employed (P = 0.9). Gender com-
position of babies was 54% male in the intervention group 
and 54% female in the control group (P = 0.5). There was 
compatibility between neonate’s gender and desired gen-
der in 82% of the intervention group and 86% of control 
group (P = 0.53). Regarding educational level, majority 
of both groups (74%) had a diploma or lower degree and 
26% had higher education degrees (P = 0.99). The ma-
jority of the intervention group (92%) and control group 
(90%) had insurance services (P = 0.91). Also, 96% of the 
intervention group and 88% of the control group had a 
wanted pregnancy (P = 0.20). Moreover, 76% of interven-
tion group and 84% of the control group had no history of 
abortion (P = 0.27). There were no significant differences 
in demographic characteristics between 2 groups.

According to Table 2, findings show that the mean score 
of postpartum stress reduction in terms of 3 dimensions 
of negative body changes, maternal role attainment and 
lack of social support in the intervention group receiv-
ing home-based supportive educational counseling was 
significantly lower than control group (P = 0.0001). The 
mean total score of postpartum stress reduction in the 
intervention group receiving home-based supportive ed-

Table 1. Demographic Characteristics of Intervention and Control 
Groups

Variable Intervention 
No.  (%)

Control 
No.  (%) P

Sex of infant 0. 5
Male 27 (54) 23 (46)

Female 23 (46) 27 (54)

Total 50 (100) 50 (100)

Education 0. 99

Diploma and  lower than 37 (76) 37 (76)

Higher education 13 (26) 13 (26)

Total 50 (100) 50 (100)

Insurance 0. 91

Yes 46 (92) 45 (90)

No 4 (8) 5 (10)

Total 50 (100) 50 (100)

Occupation 0. 9

Employee 44 (88) 43 (86)

Unemployed 6 (12) 7 (14)

Total 50 (100) 50 (100)

Pregnancy 0. 20

Wanted 48 (96) 44 (88)

Unwanted 2 (4) 6 (12)

Total 50 (100) 50 (100)

Abortion history 0. 27

Yes 12 (24) 8 (16)

No 38 (76) 42 (84)

Total 50 (100) 50 (100)
Age (mean ± SD) 22.82±4.56 21.02±5.20 0. 06
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ucational counseling (-106.32 ± 23.36) was significantly 
higher than control group (-25.87 ± 15.50). By controlling 
the confounding effect of pre-test, analysis of covariance 
(ANCOVA) showed that in the post-test the mean total 
score of postpartum stress in the intervention group was 
lower than the control group, which showed the positive 
impact of home-based supportive-educational interven-
tion in this study (P = 0.0001).

Discussion
The present study aimed to determine the effect of home-
based supportive-educational counseling on primigravi-
das’ postpartum stress and results showed that postpar-
tum stress, in general, and stresses of the 3 subscale of neg-
ative body changes, maternal role attainment and lack of 
social support after implementing home-based supportive 
educational counseling in the intervention group was sig-
nificantly lower than control group. However, results also 
showed that postpartum stress has been reduced in the 
control group, although no intervention has been imple-
mented. It seems that infant care in the postpartum period 
and maternal experiences can lead to mother’s self-effi-
ciency and reduction of stresses related to maternal role 
over time. The finding regarding the control group is in 
line with the study of Salonen et al (32).

To the best of researcher’ knowledge, few studies have 
investigated the effectiveness of interventions in reducing 
postpartum stress. This study is the only interventional 
study that investigates postpartum stress with the help 
of specialized tools and based on stresses associated with 
child care, concerns related to physical health problems 
of women, and social support. The result of meta-analysis 
performed by Song et al suggest that other intervention 
studies have primarily measured stress in general and with 
the help of Perceived Stress Scale (PSS) and parental stress 

scale (9,33).
The result of the study confirmed Hung’s view that if 

mother’s training in the postpartum period is provided 
with a focus on reducing concerns of neonatal care at 
birth, methods to increase social and emotional support 
from their spouses and relatives, and awareness about 
physical changes and physical appearance and self-care, 
postpartum stress is reduced (5,15). This study provided 
a comprehensive and targeted intervention to reduce and 
cope with the stresses of caring for children and moth-
ers’ concerns through raising awareness, responding to 
the concerns of mothers, teaching newborn caring skills, 
and supportive interviews. However, in other studies, sin-
gle interventions such as listening to music (34), physical 
activity (35), group support meetings (36), biofeedback 
intervention (4), playing videos and phone calls are pro-
vided (9). As Osman et al concluded, when a combination 
of several means and tools is used for training and con-
sulting, the effectiveness of intervention is increased and 
this could be one of the reasons that the supportive-edu-
cational intervention of this study is effective. In the study 
of Osman, when a combination of playing postpartum 
supportive film and 24-hour accountability phone call 
was presented to a group, the effectiveness of intervention 
was more than other groups receiving just one of them 
(9). However, the combination of educational methods 
and content in the form of a training package and giving it 
to mothers and husbands is not so hard.

The presence of non-interference, non-supportive, short-
term and one-dimensional interventions in the postpar-
tum period does not have an important role in reducing 
women’s stress. Okamoto et al in Japan showed that one 
session intervention in the form of a lecture and group 
discussion, although had contributed to a sense of self-ef-
ficacy of some women, but did not have a large impact on 

Table 2. Postpartum Stress Scores in Intervention and Control Groups Before and After the Home Visit

Variable Before 
Mean ± SD

After
Mean ± SD

Changes 
Mean ± SD Paired T Test (Before-After)

Negative body changes

Intervention 48.08 ± 6.55 25.32 ± 6.70 -22.76 ± 6.05 0.0001

Control 42.52 ± 7.25 39.82 ± 6.32 -2.70 ± 4.19 0.0001

Independent t test 0.001 0.0001 0.0001

Maternal responsibilities and tasks

Intervention 113.64 ± 15.64 55.76 ± 13.11 -57.88 ± 12.64 0.0001

Control 110.14 ± 12.81 90.68 ± 11.14 -19.20 ± 8.96 0.0001

Independent t test 0.2 0.0001 0.0001

Lack of social support

Intervention 56.96 ± 9.17 31.28 ± 4.76 -25.68 ± 7.33 0.0001

Control 49.80 ± 10.47 45.84 ± 7.76 -3.96 ± 4.83 0.0001

Independent t test 0.001 0.0001 0.0001

Total postpartum stress

Intervention 218.68 ± 28.57 112.36 ± 23.36 -106.32 ± 23.36 0.0001

Control 202.60 ± 25.06 176.34 ± 20.66 -25.87 ± 15.50 0.0001

Independent t test 0.004 0.0001 0.0001
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reducing emotional distress of nulliparous women (17). 
The study of Salonen et al showed that parental self-effi-
cacy is not only increased in the intervention group, but 
also it is increased in the control group, which is due to 
maternal experiencing; also internet child care interven-
tion did not have any effect on parental self-efficacy and 
mothers’ satisfaction (32). It seems that providing not-in-
person, non-supportive, and short information does not 
have significant impact. Maybe the supportive dimension 
of the present intervention provided in the form of going 
to women’s living area, providing postpartum video, train-
ing newborn care (diapers, bathing, feeding, etc), pro-
viding 24-hour contact for experienced midwife, which 
has been less noted in other studies, has helped to reduce 
stress. The results of the meta-analysis performed by Song 
et al showed that psychosocial interventions in general 
and support programs, specifically, are effective for wom-
en to cope with postpartum stress (33).

Another important point that has increased the effective-
ness of intervention is probably implementation of inter-
vention at home and in the presence of the spouse. Given 
that official training before and after delivery in Iran is not 
done in the presence of husbands, the presence of men in 
home meetings while increasing perceived social protec-
tion by women, may increase participation of men in child 
care in an emergency and thus reduce the stress of wom-
en. Perhaps this is the reason that the mean score of post-
partum stress associated with lack of social support had 
significantly decreased in this study. Some other studies 
including Dritsa et al as home-based physical exercise (35) 
and study of Roman et al, as alleviating perinatal depres-
sive symptoms and stress, have used home-based inter-
vention to reduce perceived postpartum stress (37), both 
of which have been effective in reducing perceived stress 
of women. Some other studies such as the study of Osman 
et al (9), Tseng et al (34) and Chen et al (36) have used out 
of home interventions to reduce postpartum stress and 
some of them including the study of Osman and Tseng 
have been effective in reducing postpartum stress. Home-
based postpartum services are preferred since mothers 
have some restrictions such as fatigue, pain and physical 
problems, the problem of transportation and distances, 
and lack of possibility of leaving the child alone. Studies of 
Christie and Bunting (38) and also Mirmolaei et al (26) in 
Iran have shown that satisfaction with the available home-
based services is more than other services, which helps to 
reduce additional stress.

Some studies have evaluated the impact of postpar-
tum stress reduction interventions on vulnerable and 
problematic groups such as depressed women and low 
socio-economic classes, which have often been effective 
because of the nature of the groups (35,36). However, the 
present study has been conducted on general population 
of women and, like Osman, showed that home-based ed-
ucational-supportive intervention affects women in the 
general population. This shows that this intervention can 
be applied in larger groups of women in the postpartum 
period. Nevertheless, the study of Tseng et al (34) that was 

done on the general population of women showed no sig-
nificant effect on reducing postpartum stress. Designing 
interventions that can help larger groups, not just specific 
and small groups, in reducing postpartum stress is so im-
portant, which is considered as strength of this study.

This study had several limitations that should be con-
sidered when drawing conclusions. Since intervention was 
hybrid and multi-dimensional (phone call, video presen-
tations, consulting with husbands, newborn care train-
ing), it is unclear exactly which part of the intervention 
was more or less effective. The stress is different from day 
to day and its measurement at a time in the pre-test and 
post-test may be associated with bias. Whether the effect 
of intervention on reducing postpartum stress is contin-
ued after 6 weeks or not has not been investigated in this 
study.

Conclusion
Given the global trend of early discharge from hospital 
after delivery, home-based postpartum care is a very im-
portant component of maternity care. Not only it should 
be child-based, but should be mother-centered, too. There 
is a huge gap between the vision of maternal postpartum 
care and the availability and efficacy of this care in many 
parts of the world, including Iran. Therefore, it is import-
ant that relevant departments design and implement ap-
propriate and effective interventions. Given the positive 
effect of home-based supportive-educational intervention 
on postpartum stress, specifically stresses related to ma-
ternal role attainment, negative body changes, and lack 
of social support, these supportive-educational multidi-
mensional interventions should be the principle compo-
nent of maternal and midwifery health programs women 
in the general population so as to increase the health of 
the mother and baby care help promote, while reducing 
mother’s stress. Designing and implementing multi-di-
mensional interventions can replace the process of usual 
and non-coherent trainings during pregnancy and after 
delivery. Preparing special guidelines for visiting at home 
and providing educational content based on mothers’ 
needs are requirements of providing home-based care, 
and that health care providers should pay sufficient at-
tention in the provision of care. It is necessary in future 
studies to investigate the effectiveness of these interven-
tions specifically on different groups of women (by cesar-
ean, low birth weight and premature, multiparous women, 
traumatic childbirth).
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