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ABSTRACT

It is estimated that the prevalence of de-
pression throughout life ranges from 14.4% to 18%
of the population and affects women twice as often
as men. In 2019, symptoms that may indicate de-
pression affected 19.2% of women, which was char-
acteristic for all age groups. The group of women in
2019 less often (13.2%) experienced symptoms that
may indicate depression than five years ago (18.7%),

in 2014. The paper reviews the available literature on
depression in women. The results are discussed in a
sub-chapter: Introduction, Epidemiology of depres-
sion in Poland, Epidemiology of depression in
women, Selected clinical aspects of depression in
women, Depression in the menopause, Postpartum
depression,Summary.
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INTRODUCTION

Depression is a systemic disease that sig-
nificantly affects the quality of life and the ability to
function in every area (both social and professional)
of life. It is considered the most common mental dis-
order in the world, the fourth most serious health
problem in the world, and the twentieth most im-
portant cause of disability [1], and fourth place on
the list of causes of sickness disability in the world
(2002) [2].

Epidemiology

According to data from the World Health
Organization (WHO), one in four people in Europe
may suffer from depression at least once in their life-
time, and 3 out of 4 people who suffer from it do not
receive proper treatment [3]. Currently, depression
affects at least 350 million people worldwide [4]. It
is predicted that in 2030 it will be the second most
frequent cause of disability in the world in highly de-
veloped countries and the third in low-developed
countries [2], and in terms of the total global burden
of non-communicable diseases, it will overtake car-
diovascular disease and become the most common
disease [1].

A study conducted in the years 2001-
2003 in the United States (sample of 9,282 adults)
showed the presence of mood disorders in the group
of 20.8% of respondents, major depression - in
16.6%, dysthymia - in 2.5% and bipolar disorders -
in 3.9% of respondents [5]. Furthermore, the Euro-
pean Study of the Epidemiology of Mental Disorders
(ESEMeD) found that 14% of the study population
had experienced a mood disorder during their life-
time [6].

In Spain, in a group of 5,473 people, ma-
jor depressive disorders occurred during life in
10.6% and in the last year in 4.0% of the surveyed
people [7.]

In 2011, the European College of Neu-
ropsychopharmacology (ECNP) and the European
Bra-in Council (EBC) published a report entitled
"Extent and frequency of disease and mental disor-
ders in Europe in 2010". The study covered a total
population of 514 million people from all European
Union countries, including Switzerland, Iceland, and
Norway. The analysis looked at mental disorders, in-
cluding depression, bipolar disorder, anxiety disor-
ders, insomnia, addiction, and schizophrenia, and
neurological disorders, including stroke, epilepsy,
Parkinson's disease, and multiple sclerosis.It was
found that every year 164.8 million inhabitants of the
European Union (38.2%) suffered from mental
health disorders, including anxiety disorders (14%),
insomnia (7%), depression (6.9 %), somatic disor-
ders (6.3%), ADHD in children and adolescents
(5%), and dementia (1-30%) [8].

2017 WHO report shows that more than
one in twenty Europeans experience depression. The
greatest number is India (56.6 million - 4.5% of the

population), China (54.8 million - 4.2% of the popu-
lation), and the United States (17.5 million - 5.9% of
all Americans) [9]. In Europe, 6.3% (2.8 million) of
Ukrainians, 5.9% (75 thousand) of Estonians, 5.7%
(593 thousand) of Greeks, and 578 thousand Poles
struggle with it. Portuguese, 5.6% (511 thousand),
Belarusians, 5.4% (207 thousand), Moldovans, 5.2%
(2.4 million), Spaniards, and 5.1% (1.8 million)
Poles [9].

In 2017, according to IHME (The Insti-
tute for Health Metrics and Evaluation) estimates,
among European countries, the percentage of people
suffering from depression was higher than 5%, the
highest in Portugal, Finland, Estonia, Sweden, and
Lithuania [10].

The Global Burden of Disease study con-
ducted by the Institute for Health Metrics and Eval-
uation (IHME) allowed for the conclusion that de-
pressive disorders (major depressions - F32, F33,
and dysthymia - F34.1 according to ICD-10) were
the second most common (after anxiety disorders)
occurring mental disorders. In the European Union
countries, depressive disorders concerned 20.7 mil-
lion people (4.2% of the population), and for bipolar
disorders - 4.5 million people (1% of the population)
[11].

In determining the health situation of the
population, the indicator of disability-adjusted life
years (DALY) is also used, which takes into account
the impact of the disease on life expectancy and the
reduction of the quality of life related to disability
and invalidity [12]. One DALY unit represents the
loss of one year of healthy life due to premature
death (due to disease) or disability. In the European
Union, in 2017, DALY for depression (F32, F33,
F34.1 according to ICD-10) amounted to 3.4 million
and corresponded to 2.23% of the total number of
DALYSs. The share of DALY's caused by depression
was highest in Sweden, Ireland, and France among
DALYs due to all diseases [13]. In Poland, the
DALY value due to depression was 1.27%, and it
was one of the lowest in the European Union. Only
Romania and Bulgaria had lower values [13].

A UN (United Nations) report from
May 2020 showed that 264 million people suffered
from depression before the pandemic, and suicide
was the second most common cause of death among
people aged 15-29 [14]. The April 2020 study in
Ethiopia noted a threefold increase in depression
symptoms compared to pre-pandemic data. It also
turned out that people fighting the SARS-CoV-2
coronavirus on the so-called front lines (healthcare
workers and long-term care professionals) are partic-
ularly vulnerable to the psychological effects of the
current epidemiological situation. The need for psy-
chological support was reported in Canada by 47%
of medical workers, in China by 50% by symptoms
of depression, 45% by anxiety, and 34% by insom-
nia. In Pakistan, many healthcare workers reported
moderate (42%) to severe (26%) mental stress. The

79



Prog Health Sci 2022, Vol 12, No 2 Depression - the scale of the problem in women

report clearly shows that women are more exposed
to the adverse psychological effects of COVID-19
than men. The Indian population during the pan-
demic showed that it was experienced by 66% of
women vs. 34% of men. Especially pregnant women
and those who have just given birth to a child are ex-
posed to mental stress. The above is probably due to
difficult access to medical services, limited social
support and fear of infection [14].

EPIDEMIOLOGY OF DEPRESSION IN PO-
LAND

According to the data of the National
Health Fund (National Health Fund), in the years
1990-2010 the number of patients with depression
(F32, F33, F34.1 according to ICD-10) in Poland in-
creased [10].

Epidemiology of Psychiatric Disorders
and Availability of Psychiatric Healthcare study con-
ducted in 2008-2011 and based on 24,000 interviews
in a group of people aged 18-64 . It showed that
23.4% of people were diagnosed with at least one
mental disorder out of 18 disorders defined accord-
ing to the International Classification of Diseases
ICD-10 and the Classification of Mental Disorders
of the American Psychiatric Association DSM-1V.
Every fourth person experienced more than one dis-
order, and every twenty-fifth experienced three or
more. Nearly a quarter of a million people have ex-
perienced several disorders simultaneously. Mood
disorders accounted for a total of 3.5% (depression
accounted for as much as 3%), which proves that
they may affect nearly one million Poles of working
age. Major depression was found in 3.0% of the re-
spondents and minor - in 0.4% [15].

In 2019, the most frequently reported
problems in Poland, persisting for at least half of the
days in the two weeks preceding the study day, were:
fatigue (9.4%) and lack of regular sleep (9.2%) [16].
Other sensations, which may be symptoms of de-
pression, were indicated by less than 5% of the re-
spondents. In general, according to the obtained re-
sults, symptoms that may indicate depression af-
fected 16.1% of the population to varying degrees.
Mild symptoms were mentioned by 11.9% of the re-
spondents, moderate - by 2.7%, and severe and
strong - 1.5%. The percentage of people indicating
symptoms that could be evidence of this disease in-
creased with the age of the respondents, and the older
the person was, the more often they occurred.
Among people aged 60-69, 20.0% of the respondents
mentioned having symptoms that could indicate de-
pression in the age group 70-79 - 30.9%, and those
aged at least 80 - 47.3%. Symptoms suggesting de-
pression, occurring in at least mild form (with the av-
erage for the whole population being 16.1%), con-
cerned 36.1% of people with limitations (severe or
not very serious) in everyday activities, and 23.2%
of chronically and 56 patients—4% of people who

rated their health poorly or very bad. Among city
dwellers, symptoms that may indicate depression
(regardless of their severity level) were 17.0% and
2.3 pp. more than among the countryside inhabitants.
With moderately severe and severe symptoms, this
difference was 0.5 pp, with low percentages (1.7%
among urban residents and 1.2% among rural resi-
dents, the average for Poland was 1.5%) [16].

According to ZUS data, in the third
quarter of 2020, the number of sick days due to de-
pressive episodes was over 1.23 million, while a year
earlier, it was less than 961 thousand, while due to
recurrent depressive disorders, it increased from 492
thousand and up to 575 thousand [17].

EPIDEMIOLOGY OF DEPRESSION IN
WOMEN

It is estimated that the prevalence of de-
pression throughout life ranges from 14.4% to 18%
of the population and affects women twice as often
as men [18].

Birmaher et al. reported that while MDD
(major depressive disorder)occurs in equal propor-
tions in representatives of both sexes in childhood, it
is associated with a higher incidence of depression in
the group of girls as compared to boys in adolescence
[19]. Richardson and Katzenellenbogen report he
basis of this disproportion in hormonal, neurobiolog-
ical and socio-cultural differences in the develop-
ment of both sexes [20].

SAD (seasonal affective disorder) affects
women four times more often than men and the inci-
dence seems to decrease with age [21]. This was
confirmed by Bergdahl etal. [22] and Sanchez et
al. [23], stating a greater severity of depressive
symptoms in women than in men, except in the
group of older adults (over 85 years of age), where
men predominated.

In a study conducted during the pandemic
in northern Italy in a group of 281 mothers,
symptoms of depression were shown in 26% and
anxiety in 32% of respondents. Mothers who
reported no exposure to SARS-CoV-2 during
pregnancy and those who reported at least one direct
or indirect exposure did not differ in affective
symptoms. Risk of severe depression and anxiety
was positively associated with pandemic-related
prenatal emotional stress and negatively associated
with perceived social support during pregnancy [24].

Khamees et al. assessed the level of anx-
iety and depression in 120 pregnant women, includ-
ing 40% nulliparous women and 60% multiparous
women. Both nulliparous and multiparous women
had a fairly high probability of depression (44.2% of
respondents had a score of > 14 points) [25].

The American study showed that in a
sample of 788 pregnant women, 21.1% showed no
or minimal anxiety symptoms, 35.6% - had mild
anxiety symptoms, 21.6% - had moderate anxiety
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symptoms, and 21.7% - had severe anxiety
symptoms [26].

The EZOP study conducted in Poland in
2008-2011 showed that 4.0% of women were
affected by major depression. Throughout life,
bipolar | disorder and bipolar Il disorder - 0.1%,
occurred in 0.1% of the study sample, equally often
in women and men. Dysthymia ever occurred in
0.9% of the examined women during their lifetime
[15].

Health data from the 2014 European
Health Interview Survey found that more than one in
twelve women (8.8%) reported experiencing chronic
depression.  The incidence of chronic depression
increases with age. In the 55-64 age group, over
11.4% of women suffered from chronic depression.
Between the ages of 65- 74, the incidence in women
decreased to 9.8% and increased in the older age
(75+), including 12.4% of women [1]. Grundy et al.
reported this increase in old age because depression
is associated with poor physical health, poorer finan-
cial conditions, and lower social support [27].

In 2017, 5.3% of women in the European
Union suffered from depression. The highest
percentages of women with depression were in
Portugal and Finland (over 6.5%). In Poland, 3.2%
of women suffered from depression in 2017 [10].

In 2019, symptoms that may indicate de-
pression affected 19.2% of women, which was char-
acteristic for all age groups. The group of women in
2019 less often (13.2%) experienced symptoms that
may indicate depression than five years ago (18.7%),
in 2014 [16].

Interesting data was provided by the
observational study by Dankowski et al., conducted
from February to April 2021 in a group of patients
who recently suffered from coronavirus disease
(COVID-19), at least 28 days after diagnosis.

They showed that patients who had re-
cently had COVID-19 showed increased anxiety and
symptoms of depression, with these being more pro-
nounced in women [28].

Sade et al. Assessed the risk of depres-
sion among pregnant women hospitalized during the
COVID-19 pandemic compared with women hospi-
talized before the COVID-19 pandemic [29]. The
study was cross-sectional among women hospital-
ized in the high-risk pregnancy units of the Soroka
University Medical Center. All participating women
completed the Edinburgh Postnatal Depression Scale
(EPDSThe results were compared between women
hospitalized in the period of strict COVID-19 isola-
tion (March 19, 2020, and May 26, 2020) and
women hospitalized before the COVID-19 pan-
demic. It turned out that women hospitalized in the
period of strict COVID-19 isolation had a compara-
ble risk of obtaining a high (> 10) EPDS score com-
pared to women hospitalized before the COVID-19
pandemic (p = 0.498) These results remained similar

in the multivariate logistic regression model consid-
ering maternal age, ethnicity, and known mood dis-
order (adjusted odds ratio (OR) 1.0, 95% CI 0.52—
1.93, p =0.985) [29].

Durankus and Aksu found 35.4% of
pregnant women above 13 in EPDS [30]. The au-
thors also found a statistically significant effect of
COVID-19 on mental health, social isolation, and
mean scores in the Beck Depression Inventory (BDI)
and Beck Anxiety Inventory (BAI). Efekty te byly
bardziej nasilone w grupie niz w grupie kontrolnej
(stan psy-chiczny: 8 369 + 2 003, izolacja spoteczna:
8 000 + 2,507, $rednie wyniki BDI: odpowiednio 20
565 + 6605 i BAI :22 087 + 8689) [30].

A study by the Kaiser Family Foundation in
the publication of 2021, one year after the outbreak
of the pandemic [31], points out that during a pan-
demic, women with children report symptoms of
anxiety and depressive disorders more often (49%)
than men with children (40%). The UN report from
May 2020 clearly shows that women are more ex-
posed to the negative psychological effects of
COVID-19 than men. Research on the Indian popu-
lation during the pandemic found that it was experi-
enced by 66% of women vs. 34% of men. Espe-
cially pregnant women and those who have just
given birth to a child are exposed to mental stress.
The above is probably caused by demanding access
to medical services, limited social support, and fear
of infection [32].

In a study conducted in northern Italy,

among a group of 281 mothers, 26% of the
respondents showed depressive symptoms, and 32%
of the respondents. Mothers who reported no
exposure to SARS-CoV-2 during pregnancy and
those who reported at least one direct or indirect
exposure did not differ in affective symptoms. The
risk of severe depression and anxiety was positively
associated with pandemic-related prenatal emotional
stress and negatively associated with perceived
social support during pregnancy [24].
Khamees et al. assessed the level of anxiety and de-
pression in 120 pregnant women, including 40%
nulliparous and 60% multiparous women. The mean
anxiety scores for nulliparous and multiparous
women were 45.27 = 10.78 and 47.28 + 10.62. Both
nulliparous and multiparous women had a relatively
high probability of developing depression. Fifty-
three percent obtained a score of > 14 points [25].

The American study showed that in a
sample of 788 pregnant women, 21.1% showed no
or minimal anxiety symptoms, 35.6% - had mild
anxiety symptoms, 21.6% - had moderate anxiety
symptoms, and 21.7% - had severe anxiety
symptoms. anxiety symptoms [26]

About 25-50% of people suffering from
depression self-harm and attempt suicide, which
accounts for almost 10% of deaths among these
people [33]. Approximately 20-55% of people
undergo treatment [34].
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The World Health Organization estimates
that 800,000 People commit suicide, and suicide
attempts are up to 20 times higher. It is estimated that
every 40 seconds in the world, someone takes their
own life. According to the World Bank, the
estimated suicide rate is 10.5/100 thousand,
including (4.6/100 thousand) women. In highly
developed countries, the number of suicides is higher
- 11.64/100 thousand, while in medium-developed
countries - 7.93/100 thousand [35]. Data from the
Police Headquarters shows that in the first five
months of 2021, there were almost 5.7 thousand.
Suicide attacks, including nearly 1.7 thousand in
women vs. 4.8 thous. In 2020 - 4.8 thousand,
including 1.3 thousand women). This result is
greater than the observed two years (in 2019) in the
same period - 4.9 thousand. (including women - 1.3
thousand). In the analyzed period, as many as 2.2
thousand suicide bombings ended in death [36].

SELECTED CLINICAL ASPECTS OF DE-
PRESSION IN WOMEN

According to the World Health
Organization (WHO), depression manifests as
sadness, loss of interests and pleasure, guilt, low
self-esteem, sleep, and appetite disorders, fatigue,
and decreased concentration, and is accompanied by
thoughts of self-harm or suicide [37]. These
symptoms must persist continuously for at least two
weeks to be diagnosed with depression. The
causative agents of the disease are various and
complex factors, such as hereditary factors, severe
diseases, personality traits, living conditions, or
negative experiences that last a long time.
Additional factors in the development of depression
are chronic stress, disturbances of circadian rhythms
(more work, less sleep), which is favored by modern
times - civilization changes, an increase in the pace
of life, and the economic crisis. It has been shown
that the rate of depression symptoms for the
population with primary or secondary education was
more than twice as high as for the population with
higher education. There was also a correlation
between income and symptoms of depression. In all
countries, those with the lowest income versus the
highest income were more likely to report
experiencing symptoms of depression. At the EU
level, the rate of depression in the lowest-income
group was three times higher than in the highest-
income group [37]. It is also estimated that in 85%
of cases, depression is accompanied by other health
problems, including 30% of people with four or even
more additional conditions, such as rheumatoid
arthritis, diabetes, ailments related to the abuse of
psychoactive substances, e.g., in alcohol and drugs
[1]. In 2018, the WHO presented a study confirming
that people with mental disorders and suffering from
other treatable diseases (e.g., hypertension,

rheumatism, digestive system diseases) live 10-20
years shorter than the general population [38].

It is believed that depression factors in women may

be [39]:

e Marital status - depression occurs less fre-
quently in single women than married women.
The risk of developing depressive symptoms is
related not only to being married but also to its
quality. Difficulties in relationships with a part-
ner may contribute to the onset of depression
and affect its course and recurrence. One of
the risk factors for depression is the lack of an
intimate, trust-based relationship with a part-
ner. The marital situation also significantly im-
pacts the course of treatment of the disease. For
example, prolonged marital conflict is a major
stress in life; it deprives partners of an essential
source of support and lowers self-esteem. On
the other hand, the improvement of partner-
ships causes faster disappearance of the dis-
ease's symptoms and reduces the risk of re-
lapses. The relationship with a spouse has a
more significant influence on the well-being
and depressive style of thinking in women than
in men.

e Professional situation - especially the lack of

work. It has been proven that professional work
makes women more resistant to negative life
events. This is most likely due to the "hidden
functions" of employment.
Professional work organizes the day's program,
allows social contacts, activity, a sense of pur-
posefulness, control, and raises social status.
Cognitive processes - it was found that women
generally have lower self-esteem than men and
focus more on themselves and their emotions
than on taking action in response to negative
life events. In addition, they focus more on de-
pressive experiences and are less involved in
activities that could distract them from depres-
sive thoughts and thus improve their well-be-
ing.

e  The postpartum period contributes to the wide-
spread occurrence of mood disorders, the most
important of which are: postpartum sadness,
postpartum depression, postpartum psychosis,
and euphoria (postpartum hypomania).

e The period of menopause.

Addis and Mabhalig suggest that women's
most common causes of depression are related to in-
terpersonal problems and conflicts [40]. In addition,
in women, internalising symptoms are noted more
often than in men [41] and hypochondriacs [42].

Research shows that anxiety disorders,
depressive disorders, and bipolar disorders are more
common in women than men. It is believed that these
gender differences may be related to women being
more likely to report mental health problems [43].
Wenzel et al. [44] claim that women carriers of the
depression gene fall into depression, and men -
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carriers of the same gene - become addicted to
alcohol. Moreover, according to Silverstein et al.,
Learned helplessness is more common among
women [45]. Newman et al. also emphasize that
the commonly accepted social norms allow the
expression of depressive feelings (e.g., despair,
crying in the face of loss) more by women than by
men. However, they disapprove of their anger and
anger [46] women are more likely to react with mood
disorders and more likely to experience unpleasant
events in their lives. Hormonal fluctuations in the
menstrual cycle may also make women more
susceptible to depression [47]. According to Samm
et al. [48] and Bergdahl et al. [22], among girls and
women, the focus on emotional and somatic
symptoms of depressive disorders, such as, for
example, negative self-image, depressed mood,
physical ailments) are dominant. In boys and men,
abulia, apathy, psychomotor slowing, loss of
motivation, and discouragement are dominant [49].
In women, in difficult situations, the stress-coping
style focused on relieving negative emotions
prevails, and among men, the task-oriented style
focused on problem-solving. In Dudek's research
[39], 117 girls participated, first and second-grade
students (average age 17.5). Two girls said in an
interview that they were diagnosed with depression
and regularly used psychological help. It turned out
that the girls often experienced emotional states
indicating depression (on average 33.82 £ 9.52 on
the Beck scale). In addition, 76.1% experience or
have experienced conditions in the past that indicate
the existence of severe depression [39]. Butwicka
and Gmitrowicz suggest more frequent occurrences
of somatization in the course of depression in women
may be associated with a higher level of anxiety,
which often accompanies depression as a symptom
[51]. Inwomen over 85 years of age the causes of
depression include a sense of loneliness and a
negative self-image, and in men - deterioration of
health, chronic diseases, and social factors [52].

Silverstein [42, 53] demonstrated more
often the prevalence of depression with accompany-
ing somatic symptoms in women than in men. How-
ever, Courtenay [55] thinks that the differences in the
severity of depressive symptoms in the group of
men, compared to women, which are described in
many studies, may result from an insufficient diag-
nosis of affective disorders in men and do not reflect
the actual prevalence of the disease. Symptoms of
depression in women most often concern the occur-
rence of sadness, depression, inability to feel joy, de-
creased interest, headaches, abdominal pain, chest
pains, and neuralgia [56-62].

DEPRESSION IN THE MENOPAUSE
Menopause (menopause, climacteric

period) is usually a natural biological process in
which, in women (about 45-50 years of age),

estrogen production is reduced and eventually
stopped, which is associated initially with irregular
menstrual cycles until their final stage. detention. It
is estimated that the risk of depression in menopausal
women is approximately 2-5 times higher than
before the onset of menopausal changes and after
menopause [63-69]. The development of depression
requiring pharmacotherapy also probably depends
on the age at which a woman reaches menopause - it
is more common in the case of menopausal
symptoms before the age of 45 (10-15%) and less
frequent in women with menopause beginning at the
age of 45- 48 years or later (5-6%). Data also suggest
a higher frequency of depression among women
going through postoperative menopause. Overall, it
is estimated that up to 40% of women experience
symptoms of depression during perimenopause, but
it often goes undetected and untreated because many
doctors are not screened and are unprepared for
treatment options. Women who: previously suffered
from depression, suffered from irritability following
the use of oral contraceptives, had severe
premenstrual tension and experienced severe
postpartum mood disorders are more prone to such
mood disorders [63-69].

The risk of perimenopausal depression is
more significant in women with previously
diagnosed depressive  disorders  requiring
antidepressants.  Other risk factors include
premenstrual syndrome (PMS), depression during
pregnancy or postpartum, dysphoric states caused by
taking oral contraceptives, and postpartum blues
(baby blues). The risk of depression in the discussed
period is also higher due to the increased negative
experience of lifestyle changes in the area of
motherhood, family life, work, fertility, fitness, and
physical attractiveness, as well as in women who are
overly worried about others [63-69].

Women suffering from perimenopausal
depression are often the first to experience somatic
symptoms. They report anxiety, irritability, worse
mood, anxiety symptoms and deterioration of sleep
quality, and appetite disturbances (increase or
decrease). These women also complain of
subjectively more perceived hot flashes during sleep.
However, menopausal sleep disturbances can also be
associated with underlying sleep disturbances (such
as restless legs syndrome or sleep apnea) or anxiety
symptoms. Meanwhile, it is known that women who
have chronic insomnia have a greater risk of
developing depression. When the latter occurs in a
perimenopausal woman, it often makes the severity
of menopausal symptoms greater than that
experienced by women who do not experience
depression at that time. These symptoms should be
differentiated from the symptoms of estrogen
deficiency, which emphasizes the importance of
cooperation  between the gynecologist and
psychiatrist [63-69].
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The diagnosis of perimenopausal depression is
sometimes difficult because women usually com-
plain mainly of somatic symptoms of menopause, ig-
noring at the same time (for various reasons) experi-
encing psychological and emotional difficulties.
Sometimes they are unaware that sadness, discour-
agement, fatigue, and other symptoms of depression
are abnormal conditions that can be effectively
treated. Sometimes it is shame, lack of support from
loved ones, and helplessness, which can be a symp-
tom of depression [63-69].

POSTPARTUM DEPRESSION

Postpartum  depression (PPD) affects
approximately 7-20% of women [70,71,72].

Itis estimated that 50% of women suffering
from PPD do not see a doctor [73,74]. Untreated,
it can lead to unfavorable changes in the woman's
relationship with the child, partner, and family and
also have an adverse, long-term impact on the child's
emotional development [73-79].

PPD can develop within a few to several
weeks after childbirth, similar to an episode of major
depression. However, it also has its specific features
[73-79]. A frequent phenomenon is a young mother's
obsessively  recurring thoughts and fears,
irresponsibility, or ineffectiveness. She cannot take
care of her child optimally, and even inadvertently or
under the influence of an unwanted impulse, may
harm him. For this reason, contact with a child can
be a stressful experience for a woman to avoid -
usually accompanied by feelings of guilt, harm, or
helplessness. The following symptoms are also
characteristic: emotional lability, tearfulness, and
numerous complaints about unbearable sadness,
fatigue, not coping with the situation, demanding
help, and emphasizing helplessness and the
conviction about losing one's broadly understood
attractiveness. A woman with PPD often believes
that her child is unique and more difficult to care for
than other children. A woman has a high level of
anxiety, sometimes with excessive panic attacks,
excessive worry, inadequate concern for her and her
child's health, and hypochondriac fears. Women
often complain about loneliness, abandonment, not
being understood, and difficulties in showing
feelings - especially love (loved ones, including a
child). In PPD, there are usually no diurnal mood
swings that are so characteristic of major depression
not associated with childbirth. However, there is a
dependence of well-being on current events and -
unlike typical endogenous depression - a tendency to
deteriorate mental state at the end of the day [73-
79].

It is worth remembering that mothers
(especially those who have given birth for the first
time) may not be aware that what they experience
goes beyond a woman's normal mental and physical
state after childbirth. Also, the social / family

pressure to be a good mother causes that a woman is
often afraid or ashamed to admit to the ailments she
feels [73-79].

The most important risk factors for DPP are
considered [73-79]:

e previous positive history of ad incidents of
depression (or bipolar disorder), including
postpartum depression or depression during
pregnancy,

e severe and prolonged postpartum sadness
(baby blues) or postpartum hypomania,

e a family history of postpartum mood
disorders

e occurrence of anxiety disorders before
becoming pregnant,

o stressful life events during pregnancy and in
the postpartum period,

e no partner,

e marital conflicts, dissatisfaction with the
relationship, little support from the partner
and the generational family, bad
relationships with the mother, professional
problems,

e unwanted or unplanned pregnancy,

e serious health problems of the baby
immediately after birth,

e previous miscarriages or stillbirths,

e heavy, long-term childbirth,

e bad memories of the patient from the
delivery.

PPD should be differentiated from units such as
[73-79]:

e  Maternity Blues - (MB) (otherwise: postpar-
tum blues, baby blues), affects 50-85% of
women after childbirth. It is one of the phys-
iological reactions of a woman to childbirth
and is of a short-term, self-limiting nature. It
develops within a few days after childbirth,
reaching the maximum severity of symptoms
on days 4-5, may last from several hours to
several days, and usually disappears around
the tenth day after delivery. Symptoms are:
moderate depressed mood, emotional lability,
tearfulness, tension, irritability, excessive
sensitivity to stimuli, feeling exhausted, diffi-
culty concentrating, frequent headaches,
sleep disturbances, decreased appetite, and
some feeling of hostility towards the hus-
band. Does not require treatment

e  Postpartum (puerperal) psychosis - (PP) - af-
fects 0.1% of women and develops very rap-
idly in the period from a few days to several
months after giving birth (most often within
the first month). Its early symptoms are in-
somnia and lack sleep for several consecutive
days, lack of hunger, agitation, irritability,
dysphoria, avoiding contact with the child,
and not taking care of the child. After some
time, delusions and hallucinations about the
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content related to the child or childbirth ap-
pear (e.g., belief that a demon has haunted the
child, voices ordering the killing of oneself or
the child).

Sometimes the image of the disease is
accompanied by disturbances in consciousness, dis-
orientation, and severe motor restlessness. It most
often develops in women with previous diagnoses
of bipolar disorder or schizophrenia.

Postpartum hypomania - PH is a condi-
tion observed in 10-20% of women after childbirth;
this phenomenon is short-term and self-limiting.
Within a few days after childbirth, a woman devel-
ops a significant elevation of mood, clumsiness, rac-
ing thoughts, multiplication of ideas, decreased need
to sleep, and difficulties in focusing attention. As a
rule, it does not require treatment. However, it
should be remembered that it may herald the devel-
opment of postpartum depression.

A common complication of postpartum
depression is the recurrence of mood disorders after
subsequent pregnancies (the risk reaches 30-50%)
and an increased risk of developing recurrent
depression or bipolar disorder (regardless of
subsequent pregnancies and deliveries) [73-79].
Moreover, PPD can be a source of disturbances in
partner and family functioning, and in addition, it
significantly impedes the care of a child and
adversely affects the process of its upbringing. A
significant consequence of postpartum depression
may be an adverse effect on the child's emotional,
cognitive and social development. It has been found
that children of mothers who suffered from
postpartum depression (compared to children of
healthy mothers) show much more motor
hyperactivity and problems with concentration and
also achieve worse results in tests measuring the
level of intelligence. According to the research
results, teachers perceive these children as more
challenging to raise and less socially adapted. The
negative influence of maternal depression affects
boys to a greater extent. The most serious but rare
complications of postpartum depression (more often
occurring in the case of postpartum psychosis)
include rejection of the child, the mother's suicide, or
the dangerous behavior of a woman towards her
child [73-79].

SUMMARY

Recently, the COVID-19 pandemic has
contributed to a significant increase in the
percentage of people suffering from depression and
anxiety. In studies involving over 13,000 people
from 12 countries, including Poland, the United
States, Canada, Germany, France, Spain, Iran, and
Pakistan, a smaller one was identified, numbering
2,734,000. People who already showed signs of
depression, anxiety disorders, or post-traumatic
stress disorder before the coronavirus pandemic.

This group included 874 people from the United
States, 255 from Poland, 246 from Canada, 205 from
Spain, and 203 from Pakistan. It was checked how
many of them experienced the deterioration of their
mental health due to the epidemic. There were
significant differences between countries - e.g., in
the group of Polish respondents, it was 54%, in
Canada, 80.9%; in Pakistan - 72.4%; in the United
States - 67.5%; and in Turkey - 28.6%. The feeling
of lack of control had the most negative impact on
the psyche. This was followed by the female gender
(79.4%), living in a city (84.6%), having a university
degree (71.5%), working remotely at home (65%),
and being in home isolation with a partner/family
(82.8%), lack of interaction with others (56%) and
dissatisfaction with the state's response to the
epidemic (31%). Interestingly, the elderly felt the
adverse effects of the pandemic to a lesser extent
than younger people. Also, the more the respondents
were "connected" to the Internet, the more
psychological problems they experienced. All
subjects complained of sleep disorders. The
verification of results was confirmed in a study
involving 318 patients of the American clinic in
Houston dealing with mental disorders. The aim was
to check whether the percentage of patients
experiencing deterioration of their health is similar
to people already diagnosed with disorders. It turned
out that almost half of them felt worse, so much so
that the current treatment had to be changed [80].
From April 2020 to January 2021,
scientists from the University of Essex studied 150
pregnant women [82]. Symptoms of depression
were present in as many as 47% of the respondents,
and anxiety states in 60% of them (vs. previous
studies showing the percentage of 17% and 23%,
respectively), and pregnant women with severe
symptoms of depression felt less connected with the
unborn eaten. -that a child. The high rates of
depression and anxiety during the pandemic suggest
that mothers experience a mental crisis that can
significantly interfere with and disrupt the mother-
child relationship during pregnancy and potentially
affect the outcomes of childbirth. as well as the
subsequent development of the child [82].

Guvenc et al. [82] assessed the level of
anxiety, depression, and knowledge in women after
childbirth during the COVID-19 pandemic. The in-
cidence of depression was 34.0%. The mean scores
for the assessment of anxiety and knowledge about
COVID-19 were 42.69 + 9.93 and 9.69 + 1.94, re-
spectively. There was a statistically significant dif-
ference between the results of the anxiety assessment
and the state of depression (p <0.001) in women.
Furthermore, there were statistically significant dif-
ferences between the fear of contracting COVID-19
for oneself (p = 0.01) and infants (p = 0.01) and post-
partum depression (PPD) [82]. On the other hand,
Teredaetal. [83] investigated the incidence of post-
partum depression and its relationship with social
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support adapted to the self-assessment of the impact
of COVID-19 in pregnant women admitted to the
perinatal medical center in Japan. A cross-sectional
study of 513 women underwent a monthly postpar-
tum check-up between August 3 and November 27,
2020. Postpartum depression was measured using
the Edinburgh Postnatal Depression Scale. Social
support was measured using the Multidimensional
Perceived Social Support Scale, and the score was
dichotomized using the Youden index. Postpartum
depression was observed in 35 (7.6%) of 461
women: 25 (26.6%) and 10 (2.7%) in the low and
high support groups, respectively. Women in the low
support group were significantly more likely to ex-
perience postpartum depression than women in the
high support group (odds ratio [OR] 11.7; 95% con-
fidence interval [CI] 5.4-27.3; p <0.001). In addition,
no interaction was observed between social support
and the effect of COVID-19 on postpartum depres-
sion (p = 0.32) [83].

In November 2020, almost every second
Pole was afraid that his mental health would worsen
due to the second wave of the pandemic. The UCE
RESEARCH and SYNO Poland study in February
2021 was conducted for psychology.pl platform
among 1,026 adult Poles, as many as 42% declared
that the COVID-19 outbreak worsened their mental
health [84]. Nearly 80% of people currently in a
more vulnerable mental state did not have these
kinds of problems before the pandemic outbreak.
Almost 70% of the respondents reporting complaints
have not sought professional help. The respondents
identified social isolation (49.2%) as the main reason
for the deterioration of their condition, as the fear
that someone close to them would get sick (42%) or
they would become infected with CVID-19
(34.6%). The most frequently indicated symptoms of
the weakened mental condition were depressed
mood (51%), sleep disturbances (48.5%), anxiety
(37.4%), and frequent feeling of anxiety (36.7%). As
many as 78.3% of people complaining of the above
symptoms did not have them before the pandemic.
Mental health deterioration was noticed much more
often by women than men. The problem mainly
concerned 47.3% of people aged 23-35 and 45.2%
aged 18-22, with higher or primary education and
earning over 9,000. PLN, or less than 1 thousand.
PLN net per month. The inhabitants of the
voivodship usually reported this problem. Greater
Poland and Masovia, including people from centers
of 20-49 thousand or over 500,000 population. It
turned out that 69.8% of the respondents did not seek
specialist help in treating the indicated ailments.
People aged 18-22 and 56-80, most often
respondents from the voivodship, were not looking
for it. Lublin and Silesia, including towns with a
population of 5-19 thousand with population and
cities with 200-499 thousand. Residents, mostly with
secondary or higher education, earn from 7,000 to
nearly 9,000 PLN on hand [84].

Psychoeducation should be promoted to
people struggling with the abovementioned
problems. Psychoeducation is very important in
treating depression, not only for people directly
affected but also for people whose relatives suffer
from it. It allows to understand what depression is
and is not. However, it is worth emphasizing that
effective psychotherapy is only one that is based on
proven sources and comes from specialists.
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