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Abstract

Background : Given the postulated advantages of mother generated index (MGI) in
incorporating the patients’ viewpoint and in the absence of a validated India specific
postpartum quality of life assessment tool we proposed to evaluate the utility of an
adapted Mother-Generated-Index in assessing postpartum quality of life (PQOL) in
India.

Methods : The study was integrated into a community survey conducted in one district
of Delhi by two-stage cluster randomized sampling to recruit women who delivered in
the last 6 months. PQOL was assessed using MGI. Physical morbidity and Edinburgh-
postnatal-depression-scale (EPDS) were also recorded for validation purposes.

Results: All subjects (249 of 282 eligible) participating in the survey were approached
for the MGI evaluation which could be administered to 195 subjects due to inadequate
comprehension or refusal of consent. A trend towards lower scores in lower
socioeconomic stratum was observed (Primary index score-2.9, 3.7 and 4.0 in lower,
middle and higher strata; Secondary Index Score-2.6, 3.2 and 3.0 in lower, middle and
higher strata). 59.4% mothers had scores suggestive of possible depression (EPDS;
n=172). Primary index score had a good correlation with validator scores like EPDS
(p=0.024) and number of physical problems (p=0.022) while the secondary index score
was only associated with EPDS score (p=0.020).

Conclusion : The study documents that the MGI, with its inherent advantages, is a
potentially useful tool for postpartum quality of life evaluation in India especially in the
absence of an alternative pre-validated tool.






This survey was conducted by two stage cluster randomised sampling to recruit
postpartum women who delivered in the last 6 months. In stage 1, two colonies each
from 3 predefined strata based on MCD classification of property tax — High (A,B),
Middle (C,D) and Low (E,F,G) were selected by simple random sampling [8]. In stage 2,
a sequential house-to-house survey was conducted in each selected colony using one
of four random directions till all houses were linearly covered or a minimum 50 subjects
from the colony meeting the selection criteria and willing to participate in the survey
were identified. Details of the study design and sampling have been reported earlier [9].
Selected subjects were then given a date and time for questionnaire administration
within 2 weeks of the initial visit. Women who delivered a live viable newborn (after 28
weeks) in last 6 months were included in the survey. Women to whom the survey
guestionnaire could not be administered (unable to communicate, seriously ill,
physical/mental disability), women with major illnesses- cardiac, renal, hepatic,
intestinal, neurological disease requiring continuing treatment or has required hospital
admission for > 1 week prior to recruitment (within the last one year) and women who
had delivered outside Delhi were excluded. A detailed written consent was sought from
the subjects. No incentives were given other than free test results of haemoglobin,
blood pressure, weight and height measurements (data not presented). The project

was approved by the institutional ethics committee.

A standardized pretested questionnaire was administered to the mother which
included their age, obstetric history, place and mode of delivery. The complete survey
included an assessment of the quality of delivery care services (data not presented),

cost of maternity care (data not presented) and a third section on postpartum QOL. The



guestionnaire was translated into Hindi and back translated into English to allow
administration in either language. The QOL section included three related parts. One
included the Mother Generated Index (see additional file-1), the second included direct
guestions on acute and chronic postpartum physical problems (see additional file-2) and
the third section included the Edinburgh Postnatal depression Scale (EPDS) (see
additional file-3). Details of profession, education and income were also recorded to
enable classification of socioeconomic status according to the inflation adjusted
(wholesale price index) Kuppuswamy scale (KS) i.e high socioeconomic class (HSEC),
middle socioeconomic class (MSEC) and low socioeconomic class (LSEC). A separate

consent was sought before administration of the QOL and depression related questions.

The Mother Generated Index is a single sheet three step questionnaire. In
step 1 the mother was asked to specify up to five areas of her life that had been
influenced/affected by having had a baby. In addition a sixth row is provided to
represent all other aspects of life that are not captured in the first five areas. In step 2,
she was asked to give herself a score out of 10 for each of these areas. The average of
these scores gave the primary index score (PIS) (max=10; lower PIS ~ poorer quality of
life). In step 3, she was asked to allocate 12 spending points to improve any one or
more of these six areas of life. They were asked to distribute these points in any manner
they chose but could not use more or less than 12 points. This was to see the relative
importance of potential improvement in the six areas. The overall score also known as
the secondary index is calculated by taking weighted sum of each area as specified in

example in see additional file 4. The secondary index score (SIS) ranges from 0 -10



for 195 subjects (78.3%). There were no significant differences in demographic
characteristics between participants to whom MGI was administered compared with
those to whom it could not be administered. Ninety four subjects were administered the
guestionnaire in Hindi while 101 were administered the questionnaire in English. No
significant differences were noted in the mean scores or the areas identified by subjects
administered the questionnaire in English or Hindi.

The socio-demographic profile of the subjects is presented in Table 1. The
average age of the subjects was 27.0 years and 46.4 % mothers were primiparous.
Overall 34.6% women had a cesarean section and the rate was 51.8%, 28.1% and
13.8% respectively in the high, middle and low socioeconomic classes.

The average primary index score was 3.6 (3.3 to 3.9) while the average
secondary index score was 2.9 (2.4 to 3.4) (Table 2). A trend towards lower quality of
life scores in lower socioeconomic strata was observed (Primary index score HSEC-4.0,
MSEC-3.7, LSEC-2.9 (2.5 to 3.4)), Secondary index score HSEC- 2.5, MSEC-.2.8,
LSEC- 2.0). Difficulty in sleeping was the most frequently reported concern in the HSEC
and MSEC groups (66.8% (95%CI 49.6 to 80.4) and 64.7 (95%Cl 43.7 to 81.3)
respectively) while tiredness and physical problems were most commonly reported by
the LSEC (72.2% (95%CI 53.8 to 85.3) and 66.9% (95%CI 39.7 to 86.1) respectively)
(see additional file 5). In the HSEC, the lowest scores related to emotional disturbances
received the worst scores (Mean Score=2.9), physical problems and tiredness were
scored the worst in the MSEC (Mean Score=2.6 and 2.8 respectively) while weight
related concerns, emotional disturbances and financial worries were scored the worst in

the LSEC (Mean Score=0.6, 1.8 and 1.8 respectively). Subjects from the high and









as the tool could not be completed successfully by a substantial proportion of subjects
(33.8%) from the LSEC.

This is the first study evaluating post partum quality of life in India using a
standardized, comprehensive and replicable index while documenting the limitations of
the method used. However, the study is limited by the poor ability of the subjects from
the LSEC to complete the questionnaire. The original mother generated index was
modified in the context of the problems observed in the pilot study limiting the
comparability of the results to other settings. The primarily negative nature of the
comments selected using the pilot study, although necessitated by the conceptual
difficulties faced, could be expected to result in lower overall quality of life scores. Also,
the study was conducted in one district of a big metropolis limiting the generalizability of
the results. Despite the limitations the study provides useful information on the possible
utility of the concept in the Indian setting and identifies important issues faced by the
mothers in the post partum period.

Several authors from developed countries have evaluated post partum quality
of life using structured questionnaires [11, 4] and MGI based approaches [3]. The
character and expanse of the information provided by the MGI is comparable or better
than that reported for structured questionnaires like Maternal Postpartum Quality of Life
(MAPP-QOL) [4]. The overall quality of life scores in our study were lower than those
reported in other populations using either the MGI or structured questionnaire approach.
In a study on 184 women using MAPP-QOL, Hill et al [4] reported that women who have
delivered a term infant give the worst scores to the Health and Functioning domain as

compared with worst scores for Emotional concerns in mothers who had a preterm
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life in the given population is poorer than that reported in literature from developed
countries.
Conclusion

Postnatal quality of life data from India is scanty and given the absence of a
validated structured questionnaire the mother generated index provides a useful and
possibly advantageous alternative. The index offers inherent advantages by
incorporating the patients viewpoint, largely avoiding the need for linguistic validation
and potentially allowing comparisons across the disparate cultural and lingual
heterogeneity of Indian states and across the world. The overall low scores in the
current study need confirmation in a wider variety of settings but nonetheless highlight
the need for integration of quality of life impact into clinical outcome evaluations in the
future especially in developing countries like India where it is often ignored. The
possibility of further optimizing the index for the Indian population by reducing the
number of items asked deserves exploration. Further work is also necessary to study
the correlation of MGI with ethnicity and other validator scores like Post-natal Morbidity

Index [PNMI; 12] and Maternal Adjustments and Maternal Attitude [MAMA; 13] scale.
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Table 3 Distribution of Post Partum Physical Problems according to Mode of Delivery®
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