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ABSTRACT

Background: Mental health concerns during the perinatal period are a growing global issue, particularly in
low-resource settings like India, where cultural and social factors shape women's responses to emotional dis-
tress. The study aimed to examine help-seeking behaviours among perinatal women with depression in rural
and urban areas of Khordha district, Odisha, and to identify barriers to accessing both formal and informal
sources of support.

Methodology: A community-based cross-sectional study was conducted between August and November
2024 among 642 pregnant and postpartum women aged 18 years and above, selected through multistage
sampling. The Patient Health Questionnaire-9 (PHQ-9) and the Multidimensional Scale of Perceived Social
Support (MSPSS) were used for screening and assessment. Of the total, 193 women with depressive symp-
toms were included for analysing help-seeking patterns using SPSS version 25.

Results: Rural women were more likely to seek support from healthcare providers and family members,
while both groups reported barriers such as stigma, lack of awareness, and distance to health facilities. Emo-
tional distress was frequently linked to financial concerns, overthinking, and family disputes.

Conclusion: Addressing maternal mental health requires context-specific strategies that reduce stigma, in-
crease awareness, and improve access to care in both urban and rural communities.
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INTRODUCTION

Perinatal depression (PND) is a widespread mental
health condition that arises during pregnancy and
extends up to one year postpartum. It is primarily
triggered by hormonal changes, emotional stress,
and psychological adjustments that occur during this
transitional phase.l3 While extensively studied in
high-income countries, perinatal depression remains
a critical public health concern in low- and middle-
income countries (LMICs), where healthcare access
and mental health services are often limited.3-¢

According to the World Health Organization, approx-
imately 10% of pregnant women and 13% of post-
partum women globally experience mental health
disorders, with depression being the most preva-
lent.”? PND adversely affects not only the mother but
also the child and family. It can result in poor mater-
nal-infant bonding, low birth weight, preterm birth,
and developmental delays in children, along with
strained family relationships.8

Studies indicate that the burden of perinatal depres-
sion is higher in LMICs compared to high-income na-
tions. In India, a systematic review estimated the
pooled prevalence of postpartum depression at
22%,° while antenatal depression ranged widely
from 9.18% to 65%.1°

The transition to motherhood involves a profound
psychosocial shift, significantly shaping a woman’s
self-perception and identity. This phase is marked by
emotional, physical, and social changes that often
compel a redefinition of personal roles and responsi-
bilities. The complexity of this transformation can
contribute to the onset of perinatal depression
(PND), which includes both antenatal and postnatal
depressive episodes.11-13 During this period, women
assume new caregiving roles, experience evolving
family dynamics, and adjust to shifting interpersonal
relationships, all of which can increase susceptibility
to psychological distress.1114 Those with a history of
mental illness or facing challenges such as domestic
violence, chronic health conditions, economic hard-
ship, or job insecurity are particularly at risk.1516
Alarmingly, suicide has emerged as a leading cause of
maternal mortality during the perinatal period.l”

PND is linked with adverse outcomes including poor
self-care, inadequate nutrition, preterm birth, and
negative obstetric events.18-20 Postpartum depression
may further lead to suicidal ideation and harm,
weaken the maternal-infant bond, and impair a
child’s emotional, cognitive, and physical develop-
ment. It may also lead to tension within intimate re-
lationships and family structures.16.21-23

Despite its far-reaching consequences, help-seeking
for PND remains limited, especially in LMICs like In-
dia. Factors such as mental health stigma, lack of
awareness, cultural misconceptions, and poor
healthcare access contribute to under diagnosis and
untreated cases.?425
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Odisha, a low- and middle-income state in eastern
India, has limited research on perinatal mental
health, particularly regarding antenatal and postnatal
depression. Evidence suggests higher rates of de-
pressive symptoms during early and late pregnan-
cy.26 In this resource-constrained context, factors
such as low mental health awareness, cultural stig-
ma, and poor access to specialized care hinder timely
diagnosis and treatment. Fear of social judgment and
misconceptions about mental illness further discour-
age women from seeking help. Existing studies often
address rural or urban populations separately, offer-
ing limited comparative analysis. This study aims to
investigate help-seeking behaviours and barriers
among both rural and urban women in Odisha.

METHODOLOGY

Study design, area, and period: A community-
based cross-sectional study was conducted in the
Khordha district of Odisha from August to November
2024, enrolling 642 women through multi-stage
sampling procedure. Of these, 193 women screened
positive for depressive symptoms and were further
assessed to explore help-seeking behaviours and
barriers related to perinatal depression during the
same period.

Background of Khordha district: This study was
conducted in the Khordha district, located in the
south-eastern part of Odisha, a mining-rich state
with a high poverty index in India.2” According to the
2011 census, the population of Khordha is 1,167,357,
with a sex ratio of 959 females for every 1,000 males.
Notably, 37.3% of women in the district undergo cae-
sarean section deliveries, while 91% and 93% of
women report attending antenatal and postnatal care
visits, respectively. These figures represent a sub-
stantial improvement compared to National Family
Health Survey (NFHS-4) data. The district comprises
of two urban areas and 10 rural administrative
blocks.

Study population: The study population included
females in the pregnant and postnatal periods, resid-
ing in both rural and urban areas.

Eligibility criteria: The study included women aged
18 and above who were either pregnant or had a
child under one year of age, provided they under-
stood and spoke the Odia language and consented to
participate. Further, the women of the age group of
below 18 years, those with children older than one
year and not pregnant, not give consent, and those
who are with their incomplete responses, were ex-
cluded. Additionally, women who did not understand
or speak the Odia language were also excluded.

Sample size estimation: The sample size was esti-
mated using the formula for the difference in two
prevalence proportions with a 95% confidence inter-
val and 80% power. The calculation employed the
formula,
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(Za/2 + ZB) X [P1(1 — P1) + P2(1 — P2)]
(P1—P2)2

N(sample) =

Where, N= required sample size per group, Za/2 =
standard normal deviate for significance level (1.96
for 95% CI), Zp = standard normal deviate for de-
sired power, Py=estimated prevalence in rural wom-
en, P,=estimated prevalence in urban women, P,-P,
= expected difference between the two groups. The
reported prevalence of perinatal depression among
rural (18%)28 and urban (39%)2° women in India
was used as the reference. Although the main objec-
tive is to examine health-seeking behaviours and
barriers, prevalence was chosen because identifying
women with depressive symptoms was the entry
point for these analyses.

The base calculation yielded 69 participants per
group. To account for potential clustering, a design
effect of 2 was applied, following conventions used in
similar public health surveys in the absence of em-
pirical intraclass correlation coefficient estimates for
the study population. Additionally, a 20% non-
response rate was included, resulting in 166 partici-
pants per group. For operational considerations and
to ensure a sufficient number of women with depres-
sive symptoms for analyzing health-seeking behav-
iours and barriers, the sample was further doubled
and rounded to 332 participants per group, giving a
total sample of 664 women. This approach ensured
both adequate power to detect group differences and
sufficient cases of depression for subsequent anal-
yses.
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Sampling technique: This study employed a multi-
stage sampling strategy to recruit perinatal women.
In the first stage, Khordha district was conveniently
selected from among the 30 districts of Odisha, con-
sidering its urban-rural heterogeneity, accessibility,
and logistical convenience. In the second stage, Bhu-
baneswar city was selected for the urban study area
out of the two urban areas and two rural blocks were
randomly selected from the ten rural blocks in
Khordha district. During the third stage, four Urban
Primary Health Centres (UPHCs) were selected from
Bhubaneswar city and two Rural Primary Health
Centre (RPHCs) were chosen from each rural block,
forming total of four RPHCs and these were chosen
through random sampling. In the fourth stage, two
urban wards were selected under each UPHCs and
two Sub-Centres (SCs) were selected from each
RPHCs forming total eight urban wards under the
four selected UPHCs and eight SCs under the four
RPHCs and these were also selected by using simple
random sampling. Subsequently, in the fifth stage, all
eligible pregnant and postpartum women registered
with the selected health facilities in both urban and
rural areas were identified and invited to participate
in the study. All eligible women who agreed to partic-
ipate in the study were screened for depression using
the PHQ-9 tool. Those who screened positive for hav-
ing depression were interviewed about their help-
seeking behaviours and barriers related to perinatal
depression. The use of a structured and stepwise
sampling approach ensured a representative selec-
tion across the study populations. A detailed sche-
matic of the sampling process is presented in Fig 1.

1st stage: Selection of district

Khordha district was selected out of 30 districts

2nd stage: Selection of urban and rural blocks

Bhuba#eswar city was selected as urban area study, and two blocks

were selected as rural area studv

3rd stage: Selection of UPHC and RPHC

A -

From BhM)aneswar city, 4 Urban Primary Health Care (UPHCs) selected.
From each rural block, 2 Rural Primary Health Care (RPHCs) selected
(Total Urban=4UPHCs and Rural=4RPHCs)

~

4th stage: Selection of wards and sub-centres

In UrbiﬁL, from each UPHC, 2 wards were selected and in Rural, from
each RPHC, 2 SCs were selected (total Urban=8 wards and rural=8

sub-centres)

M

5th stage: Selection of study subjects

All pre{g/;ant women were taken from the list of register maintained
by urban ASHA of sampled wards and rural ASHA of sampled sub-
centres. In this way total of 642women were selected as a sample

M

6th stage: Sub sample selection

Of the té{al participants (n=642), those who have showing depressive
system through PHQ9 questionnaire are enrolled for help-seeking be-
haviour and barriers related to perinatal depression.

7th stage: Enrolment of participants

[
A total (# 193 participants showing depressive symptoms (137: Urban
and 96: Rural) are selected as final samples

Figure 1: Flow diagram of the multi-stage sampling technique
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Data Collection Tools and its measurement: Three
research tools were used for data collection. To know
the socio-demographic characteristics of the partici-
pants, various questions were used in the first part.
In this part, the questions included their age, qualifi-
cations, occupations, monthly income, religion, and
number of family members. Further, obstetric histo-
ry, maternal history of previous mental illness, family
history of mental disorders, the presence of social
support during the perinatal period, and domestic
violence, etc were also sought for. To determine so-
cial support details, the 30-item Multidimensional
Scale of Perceived Social Support (MSPSS)30 was used
to identify the presence of social support and the in-
dividual receiving it. The MSPSS is a 12-item instru-
ment in which individuals respond using a 7-point
Likert scale, ranging from 1 (“very strongly disa-
gree”) to 7 (“very strongly agree”). The scale gener-
ates a mean score ranging from 1 to 7, with specific
thresholds for categorization: scores between 1 and
2.9 indicate low social support, scores between 3 and
5 reflect moderate support, and scores from 5.1 to 7
signify high support.

In the second part, to screen for perinatal women’s
depression, the Patient Health Questionnaire 9 (PHQ-
9)31 tool was used, which consisted of 9 questions
with a total score ranging from 0 to 27. If the PHQ 9
value is 5 and above, then the data collector collects
information on the barrier to help-seeking of perina-
tal depression, with a specific point for categoriza-
tion: scores between 0 to 4 signify none or minimal
depression, scores between 5 to 9 indicate mild de-
pression, scores between 10-14 reflect moderate de-
pression, score between 15-19 signify moderately
severe depression, and score between 20-27 indicate
severe depression. In the third part, a structured
questionnaire was used to collect information on the
independent variables and barriers to help-seeking
for perinatal depression. Meanwhile, the History of
depression and domestic violence was self-reported
by participants. The history of depression was as-
sessed using a binary response format (Yes/No)
based on whether participants reported a previous
experience of depressive episodes. Similarly, expo-
sure to domestic violence was evaluated by deter-
mining the presence or absence of physical and ver-
bal abuse.

Data Quality control and data processing: The
questionnaire was prepared in English and translat-
ed into the local Odia language through a native ex-
pert. To maintain the consistency of the ideas, anoth-
er individual again back-translated into English. A
further two-day training session for data collectors
was conducted for the field investigators to under-
stand the data collection procedures. At the time of
data collection, both field investigators and supervi-
sors have been checking every day’s collected data
for its completeness. After data collection, the inves-
tigators rechecked the data to ensure accuracy and
eliminate inconsistencies. Once verified, the data
were entered into SPSS version 25 for analysis, en-
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suring reliability and precision in subsequent statis-
tical procedures.

Data management and analysis: Data analysis was
performed using SPSS version 25. Descriptive statis-
tics were computed to summarize all variables and it
has presented through frequencies and percentages.
For the specific objective of this study, descriptive
statistical methods, including frequencies and per-
centages were calculated to assess help-seeking be-
haviours and associated barriers associated with
perinatal depression, with particular emphasis on
identifying barriers to both formal and informal
help-seeking. Further, Chi-square test was used to
compare the rural and urban mothers, particularly
for help-seeking behaviours and barriers to seeking
treatment and p-value <0.05 was considered as sta-
tistically significant.

Ethical consideration: The Institutional Review
Board of Kalinga Institute of Industrial Technology
(KIIT) deemed to be University, was granted ethical
approval of this study (Ref No: KIIT/KIMS/IEC/
1438/2023, Approval date: 14/11/2023). Informed
consent was obtained from all participants who were
willing to participate in this study. Anonymity and
confidentiality were maintained for the participants
through-out the study. The study was conducted in
accordance with Helsinki declaration.

RESULTS

The study aimed to recruit 664 participants, of whom
642 consented, resulting in a 96.7% response rate.
From these 193 participants, it was found that to
were depressed through the PHQ-9 score. Table 1
shows the demographic and socioeconomic charac-
teristics of 193 mothers, with 137 found in urban ar-
eas and 56 found in rural areas. Majority of mothers
are aged 225 years (61.7%), with similar distribu-
tions observed in urban (61.3%) and rural (62.5%)
populations. Education levels indicate that 64.2% of
mothers have primary education, with comparable
proportions in urban (64.2%) and rural (64.3%) are-
as. Family income is notably higher among urban
mothers, with 63.5% reporting earnings of 215000,
compared to 51.8% in rural areas. Unemployment
remains prevalent (78.8%), with a significantly high-
er rate in rural areas (91.1%) than in urban areas
(73.7%). The caste distribution is evenly split, with
50.3% identifying as a general caste and 49.7% as a
backward caste. Most participants identify as Hindu
(78.8%), with a slightly higher proportion in urban
(81.0%) than in rural (73.2%) areas. Additionally,
pregnancy status reveals that 73.1% of participants
are pregnant, with a higher prevalence in urban are-
as (81.0%) compared to rural areas (53.6%). Con-
versely, postpartum mothers are more common in
rural areas (46.4%) than in urban areas (19.0%). A
history of depression is reported by 46.1% of moth-
ers, with similar rates in urban (45.3%) and rural
(48.2%) populations. Family history of depression is
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more prevalent in rural areas (28.6%) compared to
urban areas (21.2%). Domestic violence is reported
by 18.7% of participants, with a higher incidence in
urban areas (20.4%) than in rural areas (14.3%).
Meanwhile, Social support is predominantly high
(53.9%), with rural mothers (58.9%) reporting
slightly higher levels of support than urban mothers
(51.8%).

Table 2 outlines the association between the percep-
tions of support-seeking and the causes of emotional
problems using a chi-square analysis test. A majority
sought help from medical officers at nearby health
facilities, with rural mothers (85.7%) reporting high-
er reliance than urban mothers (75.9%). Support
from psychiatric specialists was low in both groups.
Rural participants more often sought help from gy-
naecologists, community health workers, and faith
healers than urban counterparts. Family support ap-
peared more prominent in rural areas, where women
reported seeking more support from their husband
(80.4% in rural areas vs. 63.5% in urban areas) and
from their mothers or sisters (76.8% vs. 52.6%) and
this association is found to be statistically significant.
Support from in-laws was also higher in rural areas
(48.2%) than urban (33.6%). Few participants in ei-
ther group sought support from friends or neigh-
bours. Regarding emotional problem causes, “too
much thinking” and financial difficulties were com-
monly reported across both groups. Rural mothers
more frequently cited family conflicts (60.7% vs.
38.7%) and lack of family support (60.7% vs. 45.3%),
with family conflict showing statistical significance.

Table 3 evaluated opinions regarding the need for
medical treatment for emotional problems among
137 urban and 56 rural mothers. Majority of partici-
pants in both the groups acknowledge the im-
portance of medical intervention, with 57.7% of ur-
ban and 53.6% of rural mothers believing that
treatment is "very much required.”

Behera D et al.

Table 1. Sociodemographic characteristics of de-
pressed perinatal women in Khordha dis-
trict(N=193)

Sociodemographic Place of residency  Total (%)
characteristics Urban (%) Rural (%) (N=193)
(N=137) (N=56)

Age of the mothers

<25 years 53(38.7) 21(37.5) 74(38.3)

225 years 84 (61.3) 35(62.5) 119 (61.7)
Education of mother

Primary educa- 88 (64.2) 36 (64.3) 124 (64.2)
tion

Higher education 49 (35.8) 20 (35.7) 69 (35.8)
Family income

<INR 15000 50(36.5) 27(48.2) 77(39.9)

= INR 15000 87 (63.5) 29(51.8) 116(60.1)
Employment status

No 101 (73.7) 51(91.1) 152(78.8)

Yes 36(26.3) 5(89) 41 (21.2)
Caste

General 69 (50.4) 28(50.0) 97(50.3)

Backward caste 68 (49.6) 28(50.0) 96 (49.7)
Religion

Hindu 111 (81.0) 41(73.2) 152(78.8)

Muslim/Christian 26 (19.0) 15(26.8) 41 (21.2)
Pregnancy status

Pregnant 111 (81.0) 30(53.6) 141(73.1)

Postpartum 26 (19.0) 26 (46.4) 52(26.9)
History of depression

No 75(54.7) 29(51.8) 104 (53.9)

Yes 62 (45.3) 27(48.2) 89(46.1)
Family history of depression

No 108 (78.8) 40(71.4) 148(76.7)

Yes 29(21.2) 16(28.6) 45(23.3)
Domestic violence

No 109 (79.6) 48(85.7) 157 (81.3)

Yes 28(20.4) 8(14.3) 36 (18.7)
Social support

Low 9 (6.6) 5(8.9) 14 (7.3)

Moderate 57 (41.6) 18(32.1) 75(38.9)

High 71(51.8) 33(58.9) 104 (53.9)

Table 2 Distribution of the perception of seeking support and the causes of emotional problems

among study participants (N=193)

Perception of seeking support and the causes of emotional Urban (%) Rural (%) p-value

problems (N=137) (N=56)

Perception about seeking support during emotional problems
Seek support from a medical officer at the nearby health facility 104 (75.9) 48 (85.7) 0.131
Seek support from a psychiatric specialist 44 (32.1) 20 (35.7) 0.630
Seek support from a gynaecologist 87 (63.5) 41 (73.2) 0.195
Seek support from community health workers in the area 99 (72.3) 43 (76.8) 0.518
Seek support from a faith healer 7 (5.1) 5(8.9) 0.319
Seek support from your husband 87 (63.5) 45 (80.4) 0.022*
Seek support from your mother or sister 72 (52.6) 43 (76.8) 0.002*
Seek support from Mother-in-law or Sister-in-law 46 (33.6) 27 (48.2) 0.057
Seek support from friends 47 (34.3) 20 (35.7) 0.852
Seek support from neighbours 16 (11.7) 11 (19.6) 0.148

Causes of the emotional problems
Too much thinking 97 (70.8) 34 (60.7) 0.173
Financial problems 70 (51.1) 33 (58.9) 0.322
Family conflicts 53 (38.7) 34 (60.7) 0.005*
Lack of support from family 62 (45.3) 34 (60.7) 0.053
Biological cause 60 (43.8) 24 (42.9) 0.905

*Chi-square test was applied with a significant level of 0.05
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Table 3: Opinions of participants about the medi-
cal treatment for emotional problems (N=193)

Opinion about the need for Urban(%) Rural(%)

medical treatment (N=137) (N=56)

Not required, gets better with time 29 (21.2) 11 (19.6)
Sometimes required 29 (21.2) 15(26.8)
Very much required 79 (57.7) 30(53.6)
Not required, gets better with time 29 (21.2) 11 (19.6)

A notable proportion considers medical treatment
necessary only occasionally, with 21.2% of urban and
26.8% of rural mothers expressing this view. Mean-
while, a smaller group holds the opinion that medical
treatment is unnecessary, believing that emotional
problems improve naturally over time; this view is
shared by 21.2% of urban and 19.6% of rural partici-
pants.

Table 4 presents the formal and informal barriers to
seeking treatment for emotional problems among

Behera D et al.

193 mothers (137 urban Vs 56 rural). Among formal
barriers, the most reported was preference for help
from family and friends, more common in urban par-
ticipants (44.5%) than rural (37.5%). A small per-
centage preferred faith healer, particularly in rural
areas (8.9%). Stigma-related concerns—such as be-
ing judged as mentally ill, unable to handle stress, or
a bad mother—were present across both groups,
though differences were not statistically significant.
Practical barriers such as not knowing where treat-
ment is available and distance of the health facility
were similarly reported. For informal treatment bar-
riers, feeling ashamed to discuss emotional problems
was significantly more common in urban mothers
(22.6%) than rural (8.9%) (p=0.027). Other concerns
such as stigma and self-perception were reported at
low to moderate levels in both groups. Overall, urban
participants more frequently reported emotional
shame, while rural participants noted logistical and
cultural preferences.

Table 4: Informal and formal barriers to seeking treatment for emotional problems (N=193)

Barriers Urban (N=137) (%) Rural (N=56) (%) P-value
Barriers to seeking formal treatment for emotional problems
Theme: Cultural preference
[ don’t think it is important to seek treatment 28 (20.4) 11 (19.6) 0.901
Prefer to get help from family and friends 61 (44.5) 21(37.5) 0.370
Prefer to get help from faith healers 6 (4.4) 5(8.9) 0.216
Theme: Stigma
[ will be judged as mentally ill 26 (19.0) 9(16.1) 0.634
[ will be judged as not being able to handle stress 23(16.8) 7 (12.5) 0.456
[ will be judged as a bad mother 18 (13.1) 7 (12.5) 0.905
Shame about discussing issues 14 (10.2) 6(10.7) 0.918
Theme: Awareness, access and service
Don’t know where the treatment is available 27 (19.7) 11 (19.6) 0.992
Distance of the health facility 12 (8.8) 7 (12.5) 0.429
Nobody is there to help me get treatment 24 (17.5) 6 (10.7) 0.236
Barriers to seeking informal treatment for emotional problems
Theme: Cultural preference
[ don’t think it is important to seek support 23(16.8) 12 (21.4) 0.448
Theme: Stigma
[ will be judged as mentally ill 16 (11.7) 5(8.9) 0.578
[ will be judged as not being able to handle stress 24 (17.5) 7 (12.5) 0.389
[ will be judged as a bad mother 8(5.8) 6(10.7) 0.236
Shame about discussing issues 31 (22.6) 5(8.9) 0.027*

*Chi-square test was applied with a significant level of 0.05

DISCUSSION

The burden of mental health disorders, like perinatal
depression is more likely in low- and middle-income
countries. Most of the women who lack knowledge
about mental health have negative attitudes toward
mental illness. In the perinatal period, women seek
fewer health care services as compared to other
transitions of life. Most of the barriers among women
that have been outlined in accessing help-seeking
behaviour were stigma, shame, and fear of being
mentally ill.

This study provides valuable insights into the barri-
ers mothers face when seeking formal and informal
treatment for emotional problems in both urban and
rural settings. The findings indicate that although
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most participants acknowledge the importance of
formal treatment, a considerable proportion still be-
lieve that emotional issues resolve on their own, over
time. Notably, when comparing rural and urban
communities, this study showed that participants
from rural areas demonstrated a higher tendency to
seek both professional and non-professional support
during emotional problems they face. Despite this,
the study found that a relatively small proportion of
participants sought help from faith healers, with
rates slightly higher rates observed in rural areas
(8.9%) compared to urban areas (5.1%). Similarly, a
study conducted among postpartum women in rural
Africa reported low levels of help-seeking from bio-
medical healthcare providers, with only 12.7% ac-
cessing these services and an even smaller propor-
tion seeking mental health care. A considerable
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number of women reported relying on non-
professional sources of support, including partners,
parents, and friends. However, the majority ex-
pressed the need for professional assistance to man-
age their symptoms, demonstrating an equal prefer-
ence for biomedical healthcare and traditional or re-
ligious healing practices.32 Another study conducted
among postpartum women in Saudi Arabia found
that their confidence could be enhanced through the
support of spouses and family members during the
postpartum period. The study recommended that
healthcare providers counsel women during the an-
tenatal period to seek support after childbirth,
whether from family members, friends, healthcare
professionals, or religious leader.3? In line with pre-
vious studies, a study assessing the help-seeking
process for mental health concerns during the peri-
natal period among women were more likely to seek
informal support from their male partners during
times of distress rather than seeking formal profes-
sional help.34 Similarly, our findings align with previ-
ous studies involving women who screened positive
for depressive symptoms.3536

Consistent with other studies,37-40 our study identi-
fied several key factors contributing to emotional dis-
tress during the perinatal period within the commu-
nity. The primary causes reported by participants in-
cluded “too much thinking”, “Financial problems”,
“Family conflicts”, “Lack of support from family”, and
“Biological causes”. Our findings revealed that in ur-
ban areas, emotional problems were primarily at-
tributed to excessive thinking and biological factors.
In contrast, rural areas reported financial difficulties,
family conflicts, and a lack of family support as the
main causes of emotional distress.

In contrast to other findings, our study found that
medical treatments were responded to as “very
much required” at that time. Similar findings were
reported in other studies, reinforcing the importance
of timely and adequate medical intervention..42
While one study stated that lack of social support,
and financial problems had major coping strategies
for adopting hep-seeking.*3 This finding aligns with
our study, underscoring how economic and relational
support systems are essential in encouraging timely
healthcare access. Our findings indicated that most
participants favoured seeking medical treatment in
larger urban areas rather than rural regions.

The study revealed several formal and informal bar-
riers that mothers face when seeking help for emo-
tional problems. Many mothers in both urban and ru-
ral areas believed that emotional issues would re-
solve on their own over time, often leading to delayed
help-seeking. Support from family and friends re-
mained a preferred coping mechanism, while reli-
ance on faith healers was minimal. Fear of judgment
was a significant barrier, with concerns about being
perceived as mentally ill, unable to handle stress, or
being labelled a bad mother. Practical challenges, in-
cluding limited awareness of treatment options and
the distance to healthcare facilities, further hindered
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access to professional support. Rural mothers were
more likely to view informal support as unnecessary,
whereas urban mothers reported greater feelings of
embarrassment when discussing emotional prob-
lems. These findings highlight the need to address
societal stigma and practical obstacles to improve
help-seeking behaviours. Comparable findings were
observed in other studies. A 2018 study in Uganda**
identified stress, gender-based violence, and spiritual
beliefs as key community concerns, recommending
culturally tailored strategies to enhance women's
health. In 2023, research in Nigeria*> revealed that
stigma, guilt, and delayed caregiver responses hin-
dered timely help-seeking for perinatal depression.
Similarly, studies from India*¢ indicated that while
women were aware of mental health issues, societal
reluctance and limited family support remained sig-
nificant barriers. Research in Ghana found that family
abuse and poor social support obstructed healthcare
access.3® In Bangladesh3®> and rural Madhya Pra-
desh,*7 cultural beliefs, financial strain, and logistical
challenges negatively impacted help-seeking.

STRENGTHS AND LIMITATIONS

This study possesses significant strengths that bol-
ster the credibility of its findings, primarily its focus
on the under-researched issue of perinatal mental
healthcare-seeking in contrasting urban and rural
Indian settings. The community-based design and
multistage sampling enhance representation within
the district, while data collection during Health and
Nutrition Days (VHNDs/UHNDs) facilitated strong
participation and provided insights into real-world
behaviours within the public health system. The use
of validated tools, the PHQ-9 and MSPSS, ensures re-
liable measurement of depression and social support.

However, this study has several limitations. Recruit-
ing participants exclusively through scheduled health
events likely introduced selection bias by excluding
women not engaged with public health services or
facing significant access barriers. Consequently, the
prevalence of unmet mental health needs and barri-
ers to care may have been underestimated, particu-
larly in rural areas where the smaller sample size fur-
ther limits generalizability. Although a multistage
sampling strategy was used, the first-stage district
selection was based on convenience, which reduces
representativeness and external validity. In addition,
including all eligible participants within selected
clusters created unequal probabilities of selection,

potentially biasing estimates without proper
weighting.
CONCLUSION

This study offers valuable insights into perceptions,
causes, and barriers related to emotional distress
among urban and rural mothers. Findings indicate
that although medical support is commonly sought,
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rural mothers demonstrate a slightly greater tenden-
cy to access healthcare services, including psychiat-
ric specialists, gynecologists, and community health
workers, compared to their urban counterparts.
Faith healers were the least preferred option in both
settings. Family support was a primary coping mech-
anism, with rural mothers relying heavily on hus-
bands, parents, siblings, and in-laws, reflecting
stronger family networks. Urban mothers, however,
more often sought support from friends and neigh-
bors. Major causes of emotional distress included ex-
cessive worrying and financial strain, with
overthinking more prevalent in urban mothers and
financial difficulties more frequent among rural
mothers. Barriers included perceptions that emo-
tional distress resolves spontaneously, stigma, fear of
judgment, lack of awareness about treatment op-
tions, and geographic inaccessibility of health facili-
ties. Interventions targeting stigma reduction and
improved healthcare accessibility are essential.
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